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1 Executive Summary 
 
 Introduction 1.1

Over the last two years, the South Yorkshire and Bassetlaw (SYB) health and care system has 
been considering how best to support the long term sustainability of acute hospital services in 
South Yorkshire and Bassetlaw, Mid Yorkshire and North Derbyshire (SYB(MYND)). This work 
has considered how far the system can address the challenges that it is facing through 
transfiguration, based on developing shared working between the Trusts within the current 
configuration of services, or whether the challenges of maintaining the current configuration of 
services is too great and change is needed to the configuration of services. The work has 
focused on five services which are amongst the most challenged in SYB.  

Analysis of the options has now been completed, and Governing Bodies of Clinical 
Commissioning Groups are asked to take a decision on whether they believe that the system 
should continue with a focus on transformation; or whether, in addition, we should invite any of 
the Governing Bodies to take forward public consultation on reconfiguration. 

Under the current legal accountabilities in the system, Governing Bodies are legally responsible 
for considering the impact on their own CCG’s population. As members of the South Yorkshire 
and Bassetlaw Integrated Care System, the Governing Bodies are also asked to consider the 
issues as they impact on the sustainability of SYB(ND) as a whole, and the JCCCG will consider 
this under its delegated powers to discuss the Hospital Services Programme. 

 

 Background 1.2
In 2017 the SYB system, together with Mid Yorkshire and North Derbyshire, agreed to 
undertake a Hospital Services Review (HSR) to look at options for improving long term 
sustainability. 

The HSR published its final report in May 2018, and the recommendations were considered by 
the system. The provider and commissioner organisations in SYB and North Derbyshire (Mid 
Yorkshire is focusing on working within its own STP area) considered these and published a 
Strategic Outline Case (SOC) in October 2018. The SOC laid out three areas of work for the 
system to take forward, the outcome of which is laid out in this report:  

• Hosted Networks: Developing the infrastructure to support shared working between 
organisations, supported by a centralised workforce function and Innovation Hub; 

• Transformation: Developing potential workforce and service models to look at making 
better use of the existing SYB workforce, and developing new roles; 

• Changing the clinical model: Modelling and exploring more sustainable options for the 
delivery of paediatrics, maternity and out-of-hours gastrointestinal bleeds across SYB(ND). 
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 Summary of the Case for Change 1.3
1.3.1 Paediatrics:  

• Quality: All Trusts meet at least 7 Facing the Future (FT) Standards, with one Trust 
(Barnsley) meeting all 10 standards. The most common Facing the Future standards that 
Trusts are struggling to meet are those around workforce.  In the most recent CQC 
assessments, all SYB(ND) Trusts achieved ‘Good’ Care Quality Commission (CQC) scores for 
Children and Young People1, with the exception of Barnsley, which received a ‘Requires 
improvement’ score. Barnsley Hospital believe their ‘Requires improvement’ score may have 
been in large part due to a one-off event which has since been resolved. 

• Workforce: There are significant staff shortages for middle-grade and junior doctors. 
Clinical Working Group (CWG) participants commented that consultants and nurses often 
work extra shifts in order to fill these gaps. One symptom of the extent of the pressure was 
that staff reported examples of study leave being declined across Trusts due to workload 
pressures, sometimes as a systematic approach for a period of weeks or months. 

• Interdependencies: Rotherham, Doncaster, Bassetlaw and Barnsley have all experienced 
challenges in meeting the CQC standard of having two paediatric nurses present in their 
Emergency Department (ED) 24/7. Rotherham received an ‘Inadequate’ score in the last 
CQC inspection of its ED and Doncaster and Bassetlaw a ‘Requires Improvement’. 

 

1.3.2 Maternity 

• Quality: In the most recent CQC Maternity assessment, Doncaster & Bassetlaw and 
Rotherham both scored Requires Improvement. All the Trusts meet Better Births standards. 

• Workforce: All of the Trusts are currently meeting Royal College guidelines on consultant 
numbers and ratios of midwives to patients. The main concern is the medium term as a 
significant proportion of midwives are approaching the pensionable age of 55, so significant 
numbers are likely to retire.  

• Interdependencies: The main interdependencies for maternity are neonatology and 
anaesthetics. Bassetlaw is struggling to maintain mid-grade rotas for both of these 
specialties.  

 

1.3.3 Gastroenterology and endoscopy 

• Quality: Considering the CQC Medical Care (incl. Gastroenterology) score, only Rotherham 
has a score that ‘Requires Improvement.’ 

• Workforce: Rotherham has had a period of having no gastroenterologists although it is in 
the process of recruiting some posts jointly with Barnsley, with one substantive appointment 
made so far. Clinicians report that workloads have increased significantly owing to increased 
referrals for cancer screening. 

• Interdependencies: The pressure on endoscopy services is contributing to poor 
performance on cancer waiting times in some Trusts. 

                                           

 

1 CQC, Inspection reports, 2016 - 2019 
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 Proposed models 1.4
The options to address the challenges have been developed through studying existing case 
studies across the UK and working with SYB clinicians through the Clinical Working Groups.  

The proposals relate to the 5 acute Trusts in SYB, and Chesterfield: Mid Yorkshire is developing 
its services as part of the West Yorkshire Sustainability and Transformation Partnership. 

 

1.4.1 Paediatrics and maternity 

For each service we considered maintaining the status quo; if the status quo was not 
sustainable, then looking at service transformation; and if this was not sufficient to meet the 
challenge, reconfiguration. 

 

• For paediatrics, we considered changing one or two inpatient paediatric units (IPs) into 
Short Stay Paediatric Assessment Units (SSPAUs). 

 

• On these sites, we then considered whether obstetrics was sustainable. If it was, we 
proposed to support obstetrics by moving to support the neonatology service with 
Advanced Neonatal Nurse Practitioners (ANNP). If it was not, we looked at moving to a 
Standalone Midwifery Led Unit (SMLU). 

 

1.4.2 Gastroenterology and Endoscopy 

Similarly, we have tested which issues around gastroenterology and endoscopy can be 
addressed through transformation such as the use of Hosted Networks and greater collaboration 
across sites; and those where we needed to look at changing the clinical model. This can be 
done through a formalisation of existing transfer protocols.  

 

 Analysis and conclusions 1.5
On the 18th March, and the 1st April, the Accountable Officers (AOs), Chief Executives (CEOs) 
and Medical Directors of SYBND commissioners and acute providers met to discuss the results 
of the modelling and feedback from the public, and to identify an approach to recommend to 
the Governing Bodies. 

In summary, the discussion concluded that: 

• The system was strongly supportive of the approach to shared working between the 
Trusts. Work should go forward as quickly as possible on developing the Hosted Networks, 
as an important vehicle for transformation going forward. 

• The transformation agenda should continue to go forward, in particular with a focus on 
strong workforce planning across the system, and development of new models of care and 
patient pathways, through shared working. This approach of collaboration was strongly 
supported by public engagement. Since it cannot be guaranteed that transformation will 
address all of the challenges, and unplanned workforce issues may arise, a monitoring 
system with early warning signals should be put in place at a system level. 

• Reconfiguration was a more complex decision as laid out below, but in summary the group 
agreed that reconfiguration itself carried a risk of unsettling the workforce and thereby 
destabilising the system. The group felt that reconfiguration should only be taken forward if 
there was an immediate risk of safety issues or immediate sustainability issues that would 
justify it, as had been the case at Bassetlaw in 2016.  
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1.5.1 Reconfiguration of inpatient paediatrics 

The group discussed the current case for change, including the workforce issues, and also 
discussed how far a reconfiguration solution would address these: 

• The group were not aware of immediate, known safety issues at any sites. A risk of safety 
issues on the Bassetlaw site has have previously been avoided by removing overnight stays 
and moving temporarily to a Paediatric Assessment Unit model. The work of the Review 
suggested that staffing issues remain acute, and that the same risk would arise again at 
Bassetlaw if Bassetlaw were to return to an overnight inpatient paediatric unit.  

• The group concluded that workforce difficulties were significant and would continue to be so. 
Paediatrics and maternity are not the most challenged specialties, but the challenges 
particularly of recruiting paediatric nurses and A&E paediatric staff are well known. 

• The modelling tested how far the total requirement for staff would be reduced by 
reconfiguration (over and above changes to skills mix within the existing configuration). 
Changing one or two IP paediatric units to a SSPAU results in a small workforce change for 
the region, although has a big impact for an individual site.  

• On an individual site, the amount of change depends on the current size and the 
number of patients, but could help workforce challenges by reducing staffing 
requirements at that site by between 20 and 46 posts.  

• However, the total saving for the system is less than that since most of the patients 
will still need to be cared for, even if this is on another site, so the total saving to the 
system is c.7 WTE middle grade and junior doctors overall. These savings come from 
having a rota of mid grades and junior doctors on a site able to provide care to larger 
numbers of patients. 

• Reconfiguration is therefore most appropriate if there is a specific challenge at a 
particular site which is particularly hard to staff, and if other staffing options and 
models have been explored but cannot address the issue. 

• However, AOs and CEOs were concerned, learning from the experience of the Hyper Acute 
Stroke reconfiguration, that embarking on a reconfiguration programme might in the short 
to medium term exacerbate an already difficult workforce position. 

• Public engagement had also raised concerns about reconfiguration, particularly around 
increased travel times, although some respondents were happy to travel further for higher 
quality or more specialised services.  

• The group therefore felt that reconfiguration up front, unless there was a demonstrable 
safety argument for it, would carry a high risk of destabilising the service. They also 
recognised that patients frequently have concerns around reconfiguration. They therefore 
suggested that instead the system should focus on transformation and shared working, with 
ongoing change to services, unless there is a demonstrable safety need on a site. 

• However, the AOs and CEOs recognised that there was a risk that transformation takes time 
and there is a risk that new issues may emerge while it is being implemented. They 
therefore recommended that we should develop a system-wide approach to monitoring 
performance and workforce issues, that will enable us to: 

o Identify in advance any safety or sustainability issues that may be emerging, and 
respond appropriately; and 

o Monitor whether transformation is having the intended effect of improving 
sustainability.  

• The paper proposes that the Hosted Networks should be asked to identify and initially 
monitor up to five core metrics which will capture these points; they might ultimately be 
monitored by the system-wide Quality Group. 
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• Alongside this, individual Trusts are expected to have an ongoing programme of service 
improvement which may achieve the benefits of reconfiguration, for example through 
building community pathways to reduce reliance on inpatient services, though on a slower 
timeframe.  

• The only Trust where the AOs and CEOs felt that there was a level of risk that could give rise 
to safety concerns, which was unlikely to be addressed by transformation, was if paediatrics 
services at Bassetlaw were to return to an overnight inpatient paediatric unit. 

• Clinicians consider that the Bassetlaw service has been sustainable since the changes made 
in January 2017, with no detriment to clinical outcomes and no complaints related to the 
new model of care.  

• However the underlying challenges with staffing that led to the original concerns at 
Bassetlaw have not been resolved, as shown in the modelling around the shortfall of 
workforce across the system, and ongoing recruitment challenges since 2017. These are 
exacerbated by Bassetlaw’s geographical position which makes it more difficult to rotate 
staff across sites or build a locally-recruited workforce. It was felt to be unlikely that 
transformation alone would be able to improve the sustainability of Bassetlaw enough for it 
to return to running an overnight inpatient unit. 

• The CEOs and AOs supported Bassetlaw CCG and Doncaster and Bassetlaw Teaching 
Hospital in continuing to test potential partnership working with Sheffield Children’s Hospital 
as a way to strengthen services, but that it was not likely that this would be sufficient to 
support a reopening of overnight inpatient paediatric services. 

• Any proposed permanent change to services will need to go through public engagement, 
and (following discussion with the relevant Overview and Scrutiny Committee) the CCG may 
consider formal consultation with patients and the public. The timing of such a consultation 
and other issues that may also be included in a consultation process are matters for the CCG 
to consider.   

 

1.5.2 Reconfiguration of maternity 

The AOs and CEOs agreed that the principle of reconfiguring only if there is a risk that cannot 
be addressed by transformation, applies to maternity as well: 

• The modelling suggests that the workforce challenges in maternity are less pressing than 
those in paediatrics, except in recruitment of midwives. 
 

• Changing one or two obstetrician led units to a SMLU results in a small workforce change for 
the region, although has a big impact for an individual site reducing the need for clinicians.  

o The size of the workforce saving depends on the individual sites chosen but the 
model could help the workforce challenges through reducing staffing requirements by 
no longer needing to provide any obstetricians, junior doctors or mid grades (an 
average of around 23 posts) and a reduced need for midwives.    

o At a cross system level, the workforce challenge would be alleviated by around 5-6 
junior doctors and 5-6 mid-grade posts. Depending on the sites chosen, the number 
of midwives needed in SYB would also go down if patients flow out of area, but 
commissioner spend will remain the same under these circumstances. 

• Changes to obstetric services will impact on the provision of interdependent services, as 
explored in section 10.2 below. This paper proposes ways to mitigate these impacts, 
particularly by introducing a model of supporting neonatology with Advanced Neonatal Nurse 
Practitioners. 

• The most significant challenge identified in obstetric services was at Bassetlaw, where 
challenges in the workforce for interdependent services (only 3 of 8 anaesthetist posts are 
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filled) make an obstetric service difficult to maintain. At present the Trust is managing this 
by routing more complex patients from Bassetlaw to Doncaster. 

• This report invites the Bassetlaw commissioners, working with the Trust, to consider 
transformation and reconfiguration options.   

 

1.5.3 Reconfiguration of gastroenterology and endoscopy 

Across gastroenterology and endoscopy, the Hosted Networks will focus on transformation, 
through developing workforce solutions and shared working.  

For Out of Hours gastrointestinal bleeds, it is proposed that the Hosted Network will take 
forward work on the development of shared, consistent out of hours protocols, to ensure that all 
patients have rapid and equitable access to urgent treatment if it is needed.  

This would affect a small number of patients, we believe 2-3 patients per week. Proposed 
changes are likely to streamline and standardise transfers which already happen ad hoc, 
without greatly changing numbers of patients affected. Nevertheless strong engagement with 
patient and staff groups will be required, and a final decision on whether public consultation is 
required would need to be taken by the relevant Health Overview and Scrutiny Committees 
(HOSCs), in discussion with the Joint Health Overview and Scrutiny Committee (JHOSC).  

 

 Decision for Governing Bodies 1.6
Governing Bodies are asked to consider whether they agree with the conclusions reached by the 
AOs and CEOs above. In particular, they are asked whether they agree that an approach of 
focusing on transformation, and considering reconfiguration only if there is an immediate risk of 
safety issues, is appropriate in addressing the long term sustainability of acute services in SYB. 
If transformation fails to address the workforce issues in the medium to long term 
reconfiguration may have to be reconsidered. 

They are also asked to agree the approach to monitoring the progress of transformation, and 
any emerging risk, that is laid out below.  

Governing Bodies have agreed during their July 2019 meetings to delegate responsibility for 
agreeing the direction of travel laid out in this report to the Joint Committee of Clinical 
Commissioning Groups (JCCCG).    

 

 Next steps 1.7
There are the following key areas of next steps: 

Agreement of this paper 

• Discussion within public meetings of the Governing Bodies  

• Public engagement: public engagement on the direction of travel laid out in this paper will 
take place in parallel with the GB discussions, so that the public discussion at JCCCG can be 
informed by this 

• Discussion and agreement of the proposed way forward by the JCCCG 

 

Taking forward transformation 

• Taking forward development of the level 1 Hosted Networks. Recruitment to the 
Hosted Networks has already begun and the intention is to define their work programme 
over the summer. Where there is a need for public or patient engagement in any element of 
the work programme, this will be overseen by the Integrated Care System (ICS) 
communications team. Trusts will also lead engagement with staff as required. 
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• Taking forward development of the level 3 Hosted Network for paediatrics. A paper 
is going to the Board of SCH and DBTH in June and a work programme, and engagement 
with staff, will follow from that.  

• Developing monitoring. As part of development of the Hosted Networks, clinicians and 
managers will be asked to help develop an approach to monitoring progress against 
transformation, and identify concerns with safety and sustainability. This will form part of 
wider work on monitoring within the ICS.  

• Taking forward other elements of transformation. Each Trust is taking forward its own 
internal transformation programme.  

 

Taking forward reconfiguration 

If any CCG decides to take forward reconfiguration, this will require: 

• Full equalities impact assessment (EIA) led by the CCG. The ICS has considered 
equalities issues at each stage but CCGs have a statutory responsibility to undertake a full 
EIA for any consultation that they will be leading; 

• Engagement with the relevant Health Overview and Scrutiny Committee, and 
engagement for information with the Joint Health Overview and Scrutiny Committee;  

• Engagement with the North of England Clinical Senate (and/or the Yorkshire and the 
Humber Clinical Senate) around any suggested reconfiguration changes.   

• Public consultation in line with legal requirements.  
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The process to date and the scale of the challenge: 

 

 

 
In this section we will consider the following:  

 
• The background of the Hospital Services Review, including the 

original case for change identified and the outcomes of the 
Strategic Outline Case 
 

• The national picture of workforce, funding and demand challenges 
 

• The refreshed case for change for services against the five 
evaluation criteria, taking into account research, 1-1 interviews 
with Trusts and Clinical Working Group discussions 
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2 Background 
 The Hospital Services Review (HSR) Process  2.1

In 2016, the South Yorkshire and Bassetlaw (SYB) healthcare system published its 
Sustainability and Transformation Plan (STP). While SYB has some excellent hospital services, 
the STP identified concerns about the long term sustainability of the acute sector in South 
Yorkshire and Bassetlaw. Key challenges identified were mounting demand, workforce 
pressures, and inequalities across the region in patients’ access to and outcomes of care. 

Following the STP, the SYB system, together with Mid Yorkshire and North Derbyshire (MY and 
ND), agreed to undertake a Hospital Services Review (HSR) to look at options for improving 
long term sustainability.2 

 

2.1.1 Identifying the services highlighted in the Review 

The HSR found that a number of acute services across SYBMYND were facing significant 
sustainability challenges. The HSR identified those services which were facing the most acute 
challenges, and selected five significantly challenged services as the focus of the Review: 

• Urgent and Emergency Care (1st least sustainable) 

• Gastroenterology and Endoscopy (2nd least sustainable) 

• Stroke (the acute pathway, supporting HASU) (4th least sustainable) 

• Acute Paediatrics (Care of the Acutely Ill Child) (11th least sustainable) 

• Maternity (Neonatology was 15th least sustainable) 

Maternity was included because of its interdependencies with paediatrics and neonatology. 

 

2.1.2 Recommendations and the Strategic Outline Case 

The HSR published its final report in May 2018, and the commissioners and providers responded 
in a Strategic Outline Case in October 2018 which agreed the following direction for South 
Yorkshire and Bassetlaw, and Chesterfield (Mid Yorkshire is following a different strategy as part 
of a different STP area): 

• Shared working between acute providers: Hosted Networks, a Workforce Hub and an 
Innovation Hub will be set up to support shared working. 

• Service transformation: The system will look at improving services within their current 
configurations through transformation. 

• Reconfiguration: If Transformation does not go far enough, changes to the clinical model 
will be considered: 

                                           

 

2 The findings of the assessment are published in the Stage 1A Report of the HSR, available at: 
https://www.healthandcaretogethersyb.co.uk/application/files/7515/0903/4254/Hospital_Services_1a_Report.pdf  

https://www.healthandcaretogethersyb.co.uk/application/files/7515/0903/4254/Hospital_Services_1a_Report.pdf
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o Paediatrics: The system will consider changing 1 or 2 inpatient paediatric units into 
Short Stay Paediatric Assessment Units (SSPAUs) 

o Maternity: Where inpatient paediatrics is changing, the system will look at changing 
obstetrics services into Standalone Midwifery Led Units (SMLUs), and also explore 
clinical models that would allow a site to retain obstetrics even if it no longer had 
24/7 inpatient paediatrics. 

o Gastrointestinal bleeds: The system will look at formalising the protocols for out of 
hours transfers from sites which cannot offer 24/7 GI bleed rotas.  
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3  The case for change: across all services 
In considering the next steps for the system, the ICS has revisited the original case for change, 
to identify whether any of the challenges identified at the beginning of the HSR have been 
resolved or exacerbated, or any new challenges have emerged. 

 
 Challenges in the NHS at national level 3.1

3.1.1 Workforce 

• The NHS employed over one million staff as of July 2018.  

• There have been more than 100,000 vacancies reported by Trusts, a number that is 
expected to rise over the coming years.  

• 2018 was the second consecutive year during which the number of applications and 
acceptances to nursing degrees in England has fallen, this is in large part attributed to the 
changes in funding offered to nursing trainees. Additionally, c. 24% of those starting a 
nursing degree either did not graduate in the given time frame, or failed the course.  

• The number of hospital based doctors has increased since 2017 (this varies by specialty).3 

• Attrition rates within the NHS have continued to increase since 2008. 

• Staff face increasing pressures at work - the NHS England staff survey conducted in 2017 
found that close to 4/10 staff (38%) had experienced work-related stress over the last 12 
months, a 2% increase on the previous year.4  

 

3.1.2 Financial Pressures 

• The NHS is under growing financial pressure. Between 2010/11 and 2014/15, health 
spending increased by an average of 1.2 per cent a year in real terms and increases are set 
to continue at a similar rate until the end of this Parliament.  

• The £20bn announced for the NHS is not anticipated to fully close the projected funding 
shortfall, being spread out over 5 years to 2023/24.  

• This will mean an average increase on the NHS’s budget of around 3.4% a year in real 
terms. When this increase is considered in the context of the whole Department of Health 
budget, the Nuffield Trust think tank has said that this is increase is more likely to be 
around 3% a year.5  

• The Institute for Fiscal Studies (IFS), have said that increases of at least 4% a year on 
average are needed in order to meet the NHS’s needs and see any improvement in its 
services.6 

                                           

 
3 The Health Foundation, NHS staffing trends, 2018 
4 NHSE, NHS staff survey, 2018 
5 Nuffield Trust, Funding settlement a big step forward, 2018 
6 Institute for Fiscal Studies, What does the NHS funding announcement mean for health spending in England?, 2018 
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3.1.3 Demand pressures 

• Between 2003/4 and 2015/16, the number of attendances at major A&Es increased by 18 
per cent, from 12.7 million to 15 million. Admissions via major A&E departments rose by 65 
per cent over the period, from 2.5 million in 2003/4 to 4.1 million in 2015/16.  

 

• One reason for the growth in hospital activity is population growth - between 2003 and 
2015, the population of England increased by 10 per cent, from 49.9 million in 2003 to 54.8 
million in 2015.  

• Additionally there have been demographic changes - between 2003 and 2015, the number 
of people aged over 85 has increased by nearly 40 per cent. 

• King’s Fund research suggests that other factors that may be driving up demand include 
patients’ rising expectations, earlier referrals from GPs for suspected cases of cancer, and 
advances in technology.7 

 

 Challenges identified within South Yorkshire and Bassetlaw 3.2
The main challenges facing each of the five services in 2017 were identified in the Hospital 
Services Review through the Clinical Working Groups, engagement with patients and the public, 
and performance and workforce data provided by the Trusts. The main challenges that emerged 
were around workforce, unwarranted clinical variation and innovation, and were laid out in 
published reports.8  

 

 Public engagement on the challenges 3.3
During the Hospital Services Review, the HSR team undertook a number of large public 
engagement events, as well as sessions in each of the Places in SYB. During the drafting of the 
SOC, and in public engagement between October 2018 and April 2019, the emphasis was on 
engaging with people from seldom heard groups, and stakeholders who would be particularly 
affected by changes to the services identified here, such as mother and toddler groups. 

The engagement has been reviewed and recorded by an independent organisation, and all of 
the reports it has written for the HSR as well as other material from the patient and public 
engagement are available on the ICS website9.  

                                           

 
7 King’s Fund, How hospital activity in the NHS in England has changed over time, 2016 
8 A full report of the challenges identified by the HSR is available in the Stage 1B Report available at: 
https://www.healthandcaretogethersyb.co.uk/application/files/9615/1809/8702/Hospital_Services_Review_1b_report.p
df  

9All of the reports of public engagement so far can be found under ‘all the documents’ at 
https://www.healthandcaretogethersyb.co.uk/what-we-do/working-together-future-proof-services/looking-at-hospital-
services. The most recent report covers wider public engagement for the ICS as well as the HSR and is published at   
https://www.healthandcaretogethersyb.co.uk/application/files/3615/5264/4308/SYB_HSR_engagement_approach_Dec_
-_April.pdf 

 

https://www.healthandcaretogethersyb.co.uk/application/files/9615/1809/8702/Hospital_Services_Review_1b_report.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/9615/1809/8702/Hospital_Services_Review_1b_report.pdf
https://www.healthandcaretogethersyb.co.uk/what-we-do/working-together-future-proof-services/looking-at-hospital-services
https://www.healthandcaretogethersyb.co.uk/what-we-do/working-together-future-proof-services/looking-at-hospital-services
https://www.healthandcaretogethersyb.co.uk/application/files/3615/5264/4308/SYB_HSR_engagement_approach_Dec_-_April.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/3615/5264/4308/SYB_HSR_engagement_approach_Dec_-_April.pdf
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The engagement was used to find out what service users and the public consider important for 
their local health services and to get their views on the specific models put forward. The views 
of the public have been used to shape the models, and views on specific models are described 
throughout the paper. 

Some of the key points made on the overall challenges to the NHS are: 

• Quality: Key priorities for respondents were a consistent quality of care across sites, and 
the importance of compassionate and caring staff. Many participants cited soft skills as an 
important factor to consider for the quality of care. 

• Workforce: Some members of the public had a preference for specialist staff (although 
some participants spoke highly of experiences with for example nurse practitioners). There 
was a strong theme that the NHS needed more staff and that staff should be better valued. 

• Affordability: In considering the evaluation criteria, many members of the public felt that 
the affordability of services should not be a priority in deciding the future of services, though 
some felt effective management of funding to avoid wasting money should be a priority. 

• Access: Access was a major theme across the public engagement. In the engagement 
phase October 2018-April 2020, 6 in 10 participants expressed a preference for local 
services. A further 3 in 10 participants mentioned the importance of effective and affordable 
transport in their local area, in order to access the care they need. This theme was 
emphasised by the public group on transport, which was set up in response to public 
feedback on the HSR and the SOC. 

• Interdependencies. Interdependencies was voted by public respondents to be one of the 
most important themes to consider when evaluating change. Views were divided between 
participants who believed that all interdependent services should be provided locally, and 
those who thought that it was important to have access to all interdependent services but 
they did not necessarily have to be local.  

The ways in which public engagement has shaped the specific options is explored throughout 
this paper, and is laid out in more detail in Annex F. 
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4 The Case for Change: Care of the Acutely Ill Child 
 

 Findings in the original HSR case for change 4.1
Acute paediatrics was cited frequently in the Trust interviews and was felt to be the biggest 
workforce risk across the review footprint by Doncaster and Bassetlaw Trust and a moderate 
risk by Rotherham and Sheffield Children’s Hospital. In an aggregated assessment of the 
sustainability of services in SYB(ND) CAIC scored 11th. The service was a priority for 
commissioners, driven by workforce shortages (particularly at consultant and middle grade), 
which were recognised nationally and by the local Health Education England leads as well as the 
by the individual Trusts, and low activity levels at some sites (particularly overnight). The CQC 
had raised concerns about services for children and young people at two trusts. 

There was agreement that the HSR would support the recent establishment of the Managed 
Clinical Network in acute paediatrics and that new models of community based provision should 
be explored. There was agreement that this service was a high priority for shortlisting. 

  

 National paediatrics workforce challenges 4.2
While there is slight growth in the number of Paediatric nurses nationally, there are still large 
gaps in the Paediatric medical workforce nationally, that are more pronounced outside of 
London. Considering falling national trainee numbers there are concerns that the number of 
current and future estimate Paediatric trainees will not be able to meet future demand and close 
current workforce gaps. 

In the year to July 2018, the number of nurses and health visitors in children’s health grew by 
2.2%. Contrastingly, there has been a slight decrease (0.4%) in the number of community 
nursing support workers for Paediatric care. The number of nurses working in children’s care 
(registered to the Nursing and Midwifery council) has increased from c. 45,000 to c. 51,000 
from 2013 to 2018.10 

Between 2013 and 2015, the UK Paediatric consultant workforce grew from 3718 to 3996, a rise 
of 7.5%. However, at least 752 WTE extra consultants are required to meet the RCPCH Facing 
the Future, and specialist services standards. Advanced nurse practitioners are employed by 
60% of children’s hospital services, in an attempt to meet demand.11 

 

 Public views on paediatrics 4.3
The ICS has undertaken engagement with patients and the public, including with the Youth 
Forum at Sheffield Children’s Hospital whose members come from all over SYB. More detail is at 
Annex F. Key points around the case for change for paediatric services were: 

• Care is often excellent and staff are compassionate and friendly, although very busy.  

• The physical environment in some Trusts could be more welcoming for children and their 
families.  

                                           

 
10 Royal College of Nursing, The UK labour market review, 2018 
11 RCPCH, The Paediatric workforce report, 2018 
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 Metrics used to assess performance 4.4
We have conducted a detailed assessment of Trusts, against approximately 30 metrics at Trust 
level. This is contained in the case for change report for each Trust and in the detailed case for 
change Appendix (Annex B). Included below is a snapshot view of these metrics at the system 
level. 

 

4.4.1 Quality 

We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 

• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 

• Are patients satisfied with the quality of care offered? 

It includes the following measures: 

• CQC Assessment 

The CQC score looks at safety, effectiveness, care, responsiveness and leadership of a 
service.  

• Facing the Future Standards 

We have looked at the number of the Acute Facing the Future standards each Trust 
meets, as defined by RCPCH 

• Patient feedback 

We have conducted a qualitative evaluation of NHS choices submissions, as well as 
public engagement during the Hospital Services Review. To quantitatively assess patient 
feedback for CAIC services across SYB(ND) Trusts, we have calculated an average of the 
scores achieved in the Children and Young People’s (CYP) survey. 

 

4.4.2 Workforce 

Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 

• Is the existing workforce satisfied with their workplace environment and workload? 

• To what extent do Trusts rely on locum / temporary staff? 

This includes the following measures: 

• The scale of the workforce gap 

We have tried to evaluate the scale of the gap between the staff currently in post and 
what would be required. Due to the difficulties in attaining consistent funded 
establishment values across Trusts, we have had to model the required establishment 
using assumptions developed by clinicians.  

We have calculated the workforce gaps at each grade between:  
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• The current staff in post and the number of staff required to sustainably staff units 
based on assumptions developed and refined with clinicians through a series of 
Clinical Working Groups; 

• The further gap between the number of staff required to sustainably staff units and 
the Royal College guidelines. 

• Staff satisfaction - GMC trainee staff survey 

The General Medical Council (GMC) trainee staff survey asks questions around overall 
staff satisfaction and workload satisfaction, with both metrics are scored out of 100. A 
higher score for workload satisfaction indicates a more manageable workload. 

 

4.4.3 Affordability 

Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  

• How much activity do Trusts carry out? 

• How efficient are the services the Trusts provide? 

This includes the following measures: 

• Reference Cost index 

We have used reference cost index (RCI) to assess the affordability of each service at 
each Trust. RCI is a measure of relative efficiency comparing the actual cost of activities 
in comparison to the expected cost; an RCI value above 100 means relatively inefficient 
services, whilst an RCI value below 100 means relatively more efficient services.  

• Pay cost modelling 

Using the model described in the workforce section, we have calculated the number of 
staff required at each grade (and their corresponding pay costs) to sustainably staff units 
based on assumptions developed and refined with clinicians through a series of Clinical 
Working Groups.  

 

4.4.4 Interdependencies 

Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available? 

This takes into consideration the following: 

• Are interdependent services that need to be provided available onsite? 

• What would the impact be to interdependent services at all Trusts if the clinical model 
were to change? 

This includes the following measures: 

• Assessment of CQC scores and provision of key interdependent services 

Paediatrics has a large number of interdependent services, notably Urgent & Emergency 
Medicine, Paediatrics & Neonatology. 

 

 The picture in SYB(ND) currently  4.5
The table below summarises Trust performance against the measures described above. 
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• The quality of CAIC services in SYB(ND) is currently good on most sites, but we are facing 
some sustainability challenges in our systems. In the most recent CQC assessments, all 
SYB(ND) Trusts achieved ‘Good’ Care Quality Commission (CQC) scores for Children and 
Young People, with the exception of Barnsley, which received a ‘Requires improvement’ 
score. This was identified by the Trust as being due to a one-off incident and the issues 
raised have now been resolved. 

• Only one Trust (Barnsley) is currently meeting all 10 Facing the Future (FTF) standards. 
Two trusts (Rotherham and Chesterfield) are meeting 7 standards, and the remainder meet 
8 (Doncaster and Bassetlaw) and 9 (Sheffield Children’s Hospital) FTF standards, 
respectively. The most common Facing the Future standards Trusts are struggling to meet 
involve workforce considerations and are listed below: 

o FTF Standard 1: Consultant is present at peak times, 7 days a week 

o FTF Standard 3: Every child is seen by a consultant Paediatrician within 14 hours of 
admission 

o FTF Standard 8: All training rotas made up of 10+ WTE posts, all compliant with EU and 
UK working regulations 

• CAIC is also currently included on the risk register for most Trusts including Doncaster and 
Bassetlaw, Rotherham (concerning an inability to identify and treat deteriorating children 
waiting in the UECC area), Barnsley (concerning an inability to recruit Paediatric nurses into 
vacancies on ward 37; and governance, leadership and relationships within the team and 
service) and Sheffield (concerning an inability to fill junior posts).  

• Patient feedback for Paediatrics across SYB(ND) is very good. 

• Staff feedback is more variable. GMC trainee staff satisfaction scores for workload (an 
average of 45/100 across Trusts in SYB(ND). During the Clinical Working Groups staff 
referred to recent occasions when study leave had been cancelled across the organisation. 
Staff also report significant levels of substantive staff working extra shifts. These shifts are 
not recorded in agency or staff bank data and so were not captured in the data collection 
done for the Hospital Services programme; it was therefore not possible to identify the 
extent of this.  

• Rotherham has significantly higher reference costs than the other Trusts. The Trust believes 
this to be because community services are included within its reference costs.  
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Figure 1: A summary of Trust evaluation metrics, Note: workforce gap data excludes locum staff in place12 

 

4.5.1 The current situation at Bassetlaw  

During 2016, a shortage of specialist paediatric medical and nursing staff adversely affected 
provision of overnight services at Bassetlaw Hospital for a number of months, and despite 
efforts to recruit to vacancies, these were not successful. The situation was exacerbated 
suddenly by several staff leaving at the end of the year. As a result, the Trust felt that it could 
not safely continue to provide inpatient paediatric services at Bassetlaw. 

                                           

 

12 Latest publically available data from CQC, NHS Children and Young People’s Survey, Reference Cost Index data; 
Facing the Future data based on Trust self evaluation; workforce data based on workforce modelling using assumptions 
from clinicians 

Key:

Trust Average Barnsley Chesterfield Doncaster Bassetlaw Rotherham SCH
Quality

CQC Children & Young People score
(In most recent assessment)

Requires 
Improvement

Good Good Good Good Good

CQC Urgent and Emergency Services score
(In most recent assessment)

Good Good Requires 
Improvement

Requires 
Improvement

Inadequate Good

FTF Standards
(No. achieved or mostly achieved; out of 10)

8 10 7 8 8 7 9

Patient feedback
(Children & Young People survey score)

8.8 8.4 8.8 8.9 8.9 8.9 8.6

Workforce
Number of additional Consultants required to meet demand

(Based on modelling and assumptions generated with clinicians)
1.3 0.0 0.0 1.0 5.0 0.7 0.0

Number of additional Middle grade doctors required to meet demand
(Based on modelling and assumptions generated with clinicians)

6.3 4.4 6.1 3.9 9.9 7.4 11.2

Number of additional Junior grade doctors required to meet demand
(Based on modelling and assumptions generated with clinicians)

6.1 4.0 5.5 3.5 10.5 7.0 5.6

Number of additional Nurses (Band 7+) required to meet demand
(Based on modelling and assumptions generated with clinicians)

1.8 1.9 2.5 2.6 0.7 1.5 -3.0

Number of additional Nurses (Band 5-6) required to meet demand
(Based on modelling and assumptions generated with clinicians)

16.0 13.1 13.8 29.5 14.5 9.2 16.6

Number of additional Nurses (Band 1-4) required to meet demand
(Based on modelling and assumptions generated with clinicians)

5.4 8.2 9.1 5.9 2.3 1.6 17.3

Overall workplace satisfaction
(Based on GMC trainee staff scores; out of 100)

78.2 73.5 79.0 68.7 68.7 65.1 90.5

Overall workload satisfaction
(Based on GMC trainee staff scores; out of 100)

45.3 46.6 48.8 37.9 37.9 47.5 45.6

Affordability
Paediatrics Reference Cost Index

(Index above 100 is relatively inefficient, below 100 is relatively 
efficient)

108 106 104 86 86 197 69

Interdependencies
CQC Urgent and Emergency Services score

(In most recent assessment)
Good Good Requires 

Improvement
Requires 

Improvement
Inadequate Good

CQC Children & Young People score
(In most recent assessment)

Requires 
Improvement

Good Good Good Good Good

Level of Neonatology provision Level 2 Level 2 Level 2 Level 2 Level 2 Level 3

Lower than trust average
Higher than trust average
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Following discussion with the Bassetlaw Overview and Scrutiny Committee the Paediatric Ward 
at Bassetlaw Hospital changed in January 2017 to provide an enhanced day time urgent 
assessment and treatment service, seven days a week.  

Although the overnight service could not be maintained, acute paediatrics were enhanced and 
are available from 8am to 10pm, seven days a week, creating a ‘consultant-led Paediatric 
Assessment Unit’. Any children requiring an overnight stay are transferred to neighbouring 
Doncaster Royal Infirmary (DRI). Urgent transport for the children who do require an overnight 
stay is available, and is being jointly commissioned by Bassetlaw Clinical Commissioning Group 
(CCG) and the Trust 

The new model of care is consistent with Royal College of Paediatric and Child Health guidance.  

At the time of the change, the number of children who required overnight stay had fallen in 
recent years with the ward, A3, caring for an average of six children. Data shows that the 
number of patients transferred per week from Bassetlaw to Doncaster has risen from an 
average of 6 to an average of 15. Almost 85% of all patients stay one night or less and most 
children will benefit from an enhanced assessment and treatment service.  

The closure of overnight Paediatric services at Bassetlaw remains on the risk register for 
Doncaster and Bassetlaw. It is closely monitored to ensure the safety of services, with a 
number of controls and assurances in place, namely: 

• Controls: 

o Consultant led paediatric assessment unit in place 

o Arrangements for transferring overnight stays to DRI  

o Communication with CCG and HOSC 

o Arrangements with Sheffield Children's Hospital 

o Ongoing paediatric nurse recruitment 

• Actions to address: 

o Regular recruitment exercises 

o Review of paediatric competencies for ED - Additional training for Adult Nurses in 
Bassetlaw ED 

o Continue to advertise nursing posts 

o Paediatrics being reviewed as part of Hospital Services review 

 

 Future demand for Care of the Acutely Ill Child services 4.6
4.6.1 Current activity 

Through discussions with Clinical Working Groups (CWGs) and paediatric Medical Directors, we 
have ascertained that there are an increasing number of GP referrals to SSPAUs across 
SYB(ND), with one Trust estimating c. 70% of their SSPAU admissions are from GP referrals. 
This indicates there is a large proportion of paediatric patients who could be assessed and 
treated in the community, but are instead being directed to SSPAUs, which are already 
stretched in terms of activity and workforce. Rotherham has a very low number of SSPAU 
admissions, which may be due to the success of their paediatric community care programmes.  

The same discussions have highlighted the increased proportion of complex cases being 
admitted for acute paediatric care, predominantly due to public health factors such as obesity 
and deprivation leading to increased comorbidities. However, using the case studies of Mid 
Yorkshire and Bassetlaw who have changed their Inpatient Units to SSPAUs, the number of 
patients who may actually require overnight stay tend to be low.  
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The activity levels across each Trust in SYB(ND) for CAIC services are shown in Figure 1, using 
the metrics of non-elective IP admissions for 2018/2019 and average length of stay. 

 

 

 

Activity levels Barnsley Bassetlaw Chesterfield Doncaster Rotherham SCH 

Population under 
18y/o 
(2017/18) 

52,858 24,530 53,563 69,325 60,070 123,891 

Total Paediatric 
admissions 
(2017/18) 

6,658 1,330 4,573 11,185 5,320 13,569 

Number of 
admissions with 
LOS <1 day 

4,202 1,134 2,376 7,757 3,637 - 

Average length of 
stay (days) 2.1 2.1 2.3 2.6 2.2 3.8 

Figure 2: CAIC activity levels and under 18 y/o population data across SYB(ND)13,14 

 

4.6.2 Demand for future services 

Overall, the demand for acute paediatric services is expected to increase over the next five 
years. Based on the population growth (ONS) and non-demographic growth assumptions, we 
expect demand for paediatric services to grow by 2.7% on average in the next five years. 

Currently, there is a sufficient under 18 population to sustain appropriate levels of patient flow 
to facilitate training in SYB(ND) hospitals to ensure the workforce remain proficient in paediatric 
care.  

The graph below (Figure 3) shows the predicted inpatient unit and SSPAU admission levels on 
the left axis, with the percentage change year on year shown on the right axis.  

The demand figures for Bassetlaw have been tested against a number of different scenarios 
around population growth. The under 18 population of Bassetlaw is currently noticeably smaller 
than the other SYB(ND) Trusts (due to being smaller in size, and having an ageing 
demographic). However, Bassetlaw is anticipating significant growth over the next two decades. 
The draft Bassetlaw Development Plan15 calls 6,630 new homes to be built in the area by 2035. 
The majority of these homes are intended to provide housing for local people: the Bassetlaw 
Plan states that 306 of the 390 homes which are being created each year will be needed to 

                                           

 
13 SYB(ND), Trust data returns, 2019 
14 NHS, CCG Population data, 2019 
15 Bassetlaw Council, The Draft Bassetlaw Local Plan, 2019. https://www.bassetlaw.gov.uk/media/3820/draft-bp-pt1-
web-version.pdf 
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meet demographic growth in the existing population, suggesting that around 84 houses per 
year will be created to attract new population.  

Whilst the precise impact of housing developments on paediatric services cannot be precisely 
quantified, it is known that a relatively small population of children require hospital care, and 
the impact will be marginal. The modelling that has been done of a range of different scenarios 
indicates that this is not expected to result in a ‘step change’ in demand in Bassetlaw.  

 

4.6.3 Future workforce 

Using the HEE workforce growth assumptions, we expect the workforce to grow, on average, in 
the next 5 years (Figure 4):  

• 1.3% p.a. for junior doctors 

• 5.3% p.a. for paediatric nursing staff 

Although the number of paediatric nurses is expected to grow faster than the number of 
paediatric admissions (c.5% p.a. growth in nursing staff vs. and expected c.3% growth in 
activity), given the current shortage of paediatric nurses, this may not be enough to ensure 
appropriate staffing. Moreover, although this increase will help to alleviate some of the 
workforce issues currently experienced in SYB(ND), the rate of growth will not match the 
growth in demand when current workforce shortfalls are taken into account. 

This risks creating a decline in the quality of paediatric care provided across SYB(ND), if no 
action is taken to counter insufficient staffing across the region. 

 
Figure 3: Predicted growth in demand over the next 5 years for CAIC services16 

Figure 4: Predicted increase in CAIC workforce over the next 5 years17 

 

                                           

 
16 Based on ONS population growth assumptions 
17 Based on data provided by HSE 
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The implementation of Better Newborn Care guidelines, if implemented, could cause further 
workforce pressures in acute Paediatrics. The guidelines state that for L1 and L2 Neonatal units, 
a junior doctor must be immediately available for neonatal care, which will necessitate a 
separate rota to paediatrics. Busier neonatal units will require a separate middle grade rota, 
whilst the busiest units will require a separate consultant rota (as is the case currently). The 
splitting of the rota which currently covers both paediatrics and neonatology would, if it is 
agreed by commissioners, further exacerbate the junior and middle grade doctor shortages 
experienced in paediatrics across SYB(ND). 

 



 Hospital Services Review: Report for Governing Bodies 

27 

 

5 The Case for Change: Maternity 
 

 Findings in the original HSR case for change 5.1
Maternity was included in the HSR because of its interdependencies with paediatrics and 
because it was a high priority for commissioners. There were a number of workforce shortages 
across the footprint and some requirements from the national strategy had not been met. At 
the time, the CQC rated Maternity at three of the acute sites, across two trusts, as ‘Requires 
improvement’.  

In an aggregated assessment of the sustainability of services in SYB(ND) CAIC scored 11th and 
Neonatology scored 15th. 

 

 National maternity workforce challenges 5.2
The midwifery workforce is aging and close to the pension age of 55 nationally, leading to an 
impending shortfall in experienced staff. The number of Midwives increased by just 0.9% in the 
year to July 2018. There has also been a 0.2% decrease in the number of community nursing 
support workers for Maternity care. Additionally, the average attrition rate from Midwifery 
degrees is 21%. The number of midwives nationally is not increasing at a rate fast enough to 
meet changes to guidance introduced through the Continuity of Carer guidelines.  

The medical workforce is also under pressure. The Maternity audit in 2017 found that 88% of 
Maternity units had gaps in the rota for middle grade Obstetricians, with 83% of Maternity units 
requiring locum staff to cover their middle grade rota.18 With a large proportion of the Maternity 
workforce being female, more could also be done to provide alternative and more supportive 
working arrangements for staff as they progress through their careers. 

 

 Public views on the Case for Change 5.3
The ICS has undertaken significant amounts of public engagement with women who use 
maternity services and their families, both through the Hospital Services Programme and 
through the Local Maternity System.  More detail is at Annex F. Key points around the Case for 
Change were: 

• Many women reported excellent experiences and good care 

• The main concern that was raised by women was that staff were very busy. Some patients 
reported a change of staff or too few staff present during labour, particularly amongst 
midwives.   

 

 Metrics used to assess performance  5.4
We have conducted a detailed assessment of Trusts, against approximately 30 metrics at Trust 
level, is contained in the case for change report for each Trust and in the detailed case for 

                                           

 
18 RCOG, Workforce report, 2017 
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change in Appendix B. Included below is a snapshot view of these metrics at the system level. 
 

5.4.1 Quality 

We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 

• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 

• Are patients satisfied with the quality of care offered? 

It includes the following measures: 

• CQC Assessment 

The CQC score looks at safety, effectiveness, care, responsiveness and leadership of a 
service.  

• Patient feedback 

We have used the NHS Friends and Family test for Maternity to assess how patients 
perceive the quality of the Maternity services at each Trust. The scores (% of people who 
would recommend the service) are broken down into antenatal care, care during birth, 
postnatal ward care and postnatal community care.  

 

5.4.2 Workforce 

Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 

• Is the existing workforce satisfied with their workplace environment and workload? 

• To what extent do Trusts rely on locum / temporary staff? 

This includes the following measures: 

• The scale of the workforce gap 

We have tried to evaluate the scale of the gap between the staff currently in post and 
what would be required. Due to the difficulties in attaining consistent funded 
establishment values across Trusts, we have had to model the required establishment 
using assumptions developed by clinicians.  

We have calculated the workforce gaps at each grade between:  

o The current staff in post and the number of staff required to sustainably staff 
units based on assumptions developed and refined with clinicians through a series 
of Clinical Working Groups 

o The further gap between the number of staff required to sustainably staff units 
and the Royal College guidelines 

• Staff satisfaction - GMC trainee staff survey 

The General Medical Council (GMC) trainee staff survey asks questions around overall 
staff satisfaction and workload satisfaction, with both metrics are scored out of 100. A 
higher score for workload satisfaction indicates a more manageable workload. 
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5.4.3 Affordability 

Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  

• How much activity do Trusts carry out? 

• How efficient are the services the Trusts provide? 

This includes the following measures: 

• Reference Cost index 

We have used reference cost index (RCI) to assess the affordability of each service at 
each Trust. RCI is a measure of relative efficiency comparing the actual cost of activities 
in comparison to the expected cost; an RCI value above 100 means relatively inefficient 
services, whilst an RCI value below 100 means relatively more efficient services.  

• Pay cost modelling 

Using the model described in the workforce section, we have calculated the number of 
staff required at each grade (and their corresponding pay costs) to sustainably staff units 
based on assumptions developed and refined with clinicians through a series of Clinical 
Working Groups.  

 

5.4.4 Interdependencies 

Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available? 

This takes into consideration the following: 

• Are interdependent services that need to be provided available onsite? 

• What would the impact be to interdependent services at all Trusts if the clinical model 
were to change? 

This includes the following measures: 

• Assessment of CQC scores and provision of key interdependent services 

Paediatrics has a large number of interdependent services, notably Urgent & Emergency 
Medicine, Maternity & Neonatology. 

 

 The picture in SYB(ND) currently  5.5
The table below summarises Trust performance against the measures described above. 

• The quality of Maternity services in SYB(ND) is currently good on most sites, but we are 
facing some sustainability challenges in our systems. Bassetlaw is of particular concern, as 
it is struggling to maintain a 24/7 Anaesthetics service which is a key interdependency for 
Maternity (only 3 out of 8 middle grade anaesthetist posts are filled ). Doncaster & 
Bassetlaw and Rotherham both have ‘Requires improvement’ CQC scores for Maternity.  

• Patient feedback for Maternity across SYB(ND) is excellent, but GMC trainee staff 
satisfaction scores for workload (an average of 49/100 across Trusts in SYB(ND) and 
evidence around the extra shifts staff work suggest that the quality of the service is very 
dependent on staff members working overtime and going the extra mile to provide a good 
quality of care. 
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• The CQC scores for Maternity19 are varied across SYB(ND). Sheffield Teaching achieved an 
‘Outstanding’ score, Barnsley and Chesterfield achieved a ‘Good’ score, whilst Doncaster & 
Bassetlaw and Rotherham achieved a ‘Requires improvement’ score.  

• Considering the CQC reports, Doncaster & Bassetlaw’s CQC score was due to workforce 
shortages. Similarly, Rotherham’s score referred to the fact that midwives were frequently 
deployed from other areas to support the delivery suite, and there had been a reduction in 
specialist midwives to meet the needs of vulnerable women. 

• There is currently a shortfall in workforce across the system for Maternity. As with 
Paediatric care, it has been noted that the excellent patient feedback received is heavily 
dependent upon permanent staff going the extra mile to provide a good quality of care, 
through working overtime to cover gaps in the rota.  

• Many Trusts have expressed their concern around the difficulty in recruiting Midwives and 
middle grade doctors, which has led to spend on locum staff in Maternity departments 
across SYB(ND). Additionally, larger Trusts have inevitably developed efficiencies of scale, 
making them more cost effective overall. 

• One major piece of guidance which could significantly disrupt the sustainability of the status 
quo is Better New born Care. This guidance requires that neonatology and paediatrics 
services have separate mid-grade rotas, rather than relying on a shared mid-grade rota as 
is currently the case in every SYB(ND) site (other than Sheffield Teaching Hospitals and 
Doncaster). 

 

                                           

 
19 CQC, Inspection reports, 2016 - 2019 
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Figure 5: A summary of Trust evaluation metrics, Note: workforce gap data excludes locum staff in place20 

 

 Future growth in Maternity services 5.6
Some Maternity Medical Directors stated that the overall activity levels across SYB(ND) are 
decreasing. Despite this overall decrease in activity, there continues to be an increase in 
demand for consultant-led services due to a larger proportion of expected high-risk pregnancies 
(up to c. 65% for some Trusts). High-risk pregnancies are usually due to public health factors 
such as obesity or smoking at the time of delivery. The trend of increasing demand due to 
public health factors is seen across services within SYB(ND). 

The activity levels across each Trust in SYB(ND) for Maternity services are shown below in 
Figure 4, showing the total number of births for 2018/2019 and the average length of stay: 

 Barnsley Chesterfield Doncaster Bassetlaw Rotherham Sheffield 
Teaching 

                                           

 

20 Latest publically available data from CQC, NHS Friends and Family Test, Reference Cost Index data; workforce data 
based on workforce modelling using assumptions from clinicians 

Key:

Trust Average Barnsley Chesterfield Doncaster Bassetlaw Rotherham STH
Quality

CQC Maternity Services score
(In most recent assessment)

Good Good Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Outstanding

Patient feedback
(NHS Friends and Family Test; Average score)

98% 97% 99% 98% 98% 99% 96%

Workforce
Number of additional Consultants required to meet demand

(Based on modelling and assumptions generated with clinicians)
4.6 2.0 1.1 3.4 0.5 3.4 12.5

Number of additional Middle grade doctors required to meet demand
(Based on modelling and assumptions generated with clinicians)

3.3 0.1 2.7 3.2 3.0 1.8 5.9

Number of additional Junior grade doctors required to meet demand
(Based on modelling and assumptions generated with clinicians)

1.5 -0.6 1.0 0.9 3.0 1.5 1.7

Number of additional Nurses (Band 7+) required to meet demand
(Based on modelling and assumptions generated with clinicians)

2.9 -8.2 3.5 2.9 -2.0 7.5 11.1

Number of additional Nurses (Band 5-6) required to meet demand
(Based on modelling and assumptions generated with clinicians)

12.3 3.7 -5.0 -1.9 11.8 2.9 49.9

Number of additional Nurses (Band 1-4) required to meet demand
(Based on modelling and assumptions generated with clinicians)

5.3 5.3 2.1 7.3 5.3 5.2 1.3

Overall workplace satisfaction
(Based on GMC trainee staff scores; out of 100)

72.3 68.2 67.9 74.5 74.5 72.7 78.3

Overall workload satisfaction
(Based on GMC trainee staff scores; out of 100)

48.6 56.9 58.9 41.4 41.1 43.8 42.4

Affordability
Paediatrics Reference Cost Index

(Index above 100 is relatively inefficient, below 100 is relatively 
efficient)

106 107 96 112 112 118 88

Interdependencies
CQC Urgent and Emergency Services score

(In most recent assessment)
Good Good Requires 

Improvement
Requires 

Improvement
Inadequate Good

CQC Children & Young People score
(In most recent assessment)

Requires 
Improvement

Good Good Good Good Good

Level of Neonatology provision Level 2 Level 2 Level 2 Level 2 Level 2 Level 3

Lower than trust average
Higher than trust average

Obstetrics 
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Average yearly 
change in birth rate 
(since 2013/14) 

+0.9% +0.1% -1.7% -0.7% -0.6% 

Activity levels 
(number of births 
2018/19) 

2842 2719 3216 1488 2697 6667 

Proportion of 
expected high-risk 
births 

65% 35% N/A N/A 65% 60% 

Average length of 
stay (days) 2.1 2.0 2.4 2.2 2.3 2.6 

Figure 6: Maternity activity levels across SYB(ND)21 

 
Overall, the demand for maternity services is expected to increase over the next five years. 
Based on the population growth (ONS) and non-demographic growth assumptions, we expect 
the number of births to grow by 2% on average in the next five years. 

We have assumed that the additional houses being built at Bassetlaw, of which 84per year are 
intended to encourage population growth over and above demographic growth in the area, will 
account for a small increase in births but not at levels that could affect the direction of travel 
laid out in this report.  

 

The graph below (Figure 7) shows the predicted Maternity admission levels on the left axis, with 
the percentage change in admissions year on year shown on the right axis. The number of 
Midwives is expected to grow at 0.8% p.a., which is a slower growth rate than the growth rate 
of Maternity admissions; therefore there is likely to be a shortfall in maternity staffing over the 
next five years. Although some SYB(ND) Trusts are seeing a decrease in overall activity levels, 
any increase in the proportion of women who require consultant-led services during their birth, 
may lead to increased pressures on the consultant workforce. 

Using the HEE workforce growth assumptions, we expect the workforce to grow, on average, in 
the next 5 years (Figure 8): 

• 0.8% p.a. for midwifery 

• 1.3% p.a. for junior doctors 

Although this increase will help to alleviate some of the workforce issues currently experienced 
in SYB(ND), the rate of growth does not match the growth in demand; this also does not take 
into account current workforce shortages. 

 

                                           

 
21 SYB(ND), Trust data returns, 2019 
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Figure 7: Predicted growth in demand over the next 5 years for Maternity services22 

Figure 8: Predicted increase in Maternity workforce over the next 5 years23 

 
There are also significant concerns around the ageing midwife workforce, and the declining 
number of midwifery trainees. Continuity of Carer guidelines are also expected to have an 
impact on the maternity workforce. The guidelines necessitate a different way of working for 
midwives, who may be on call up to 2 or 3 times a week and teams of midwives will work with 
the same women throughout their pregnancy, increasing the need for community midwifery. 
Medical directors for maternity have concerns that the Continuity of Carer targets could 
significantly destabilise the maternity workforce, due to the increased requirement for 
midwives, as well as the potential effects of different ways of working might have on midwifery 
retention rates. 

                                           

 
22 Based on population growth assumptions 
23 Based on data provided by HSE 
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6 The Case for Change: Gastroenterology and 
Endoscopy 
 
 Findings in the original HSR case for change 6.1

The scope of this service includes urgent and emergency gastroenterology (GI bleed services 
and the structure of acute rotas) as well as elective endoscopy services.  

The service was raised as a sustainability concern by three Trusts (Doncaster and Bassetlaw 
Teaching Hospitals NHS Foundation Trust, Sheffield Children’s NHS Foundation Trust, 
Rotherham NHS Foundation Trust) primarily due to difficulties with staffing the service, with 
some GI bleed services run entirely by locum staff. It is also a service on which many other 
hospital services rely, particularly because it has close links with the emergency / acute medical 
rota, and previous attempts to look at GI bleeds services in isolation (via the Working Together 
Vanguard) have struggled because they impinge upon acute rotas. In an aggregated 
assessment of the sustainability of services in SYB(ND) Gastroenterology scored 4th. The 
inclusion of emergency medicine as part of the review, provided an opportunity to revisit this 
work and incorporate the clinical co-dependencies.  

Endoscopy is also a priority for Commissioners and trusts, driven by workforce shortages, a 
growing workload and consequent capacity issues. Commissioners also recognised the 
importance of the service in respect of the link to early access in cancer pathways and an 
extension of screening programmes in local out of hospital pathways. 

 

 National gastroenterology workforce challenges 6.2
There are challenges with growing the gastroenterology workforce to meet guidance from the 
RCP around the number of gastroenterologists required to match population levels. Additionally, 
to add to this challenge, the workforce faces growing levels of demand from increased screening 
requirements and referrals from Primary care. 

As of September 2017, there were c. 1500 substantive gastroenterologists and hepatologists in 
the UK, a 1.6% expansion from 2016. The mean expansion rate is unchanged during the last 10 
years. Additionally, 54% of advertised consultant posts in 2016 to 2017 were unfilled 
suggesting expansion is less than it could be.24 

 

 Feedback from public engagement 6.3
The ICS team engaged with the public and patients around gastroenterology services. The main 
points that were made around the Case for Change were: 

• Concerns around communications and information for patients. In engagement with seldom 
heard groups, including people from minority ethnic groups, two respondents reported 
difficulties in communicating with staff which, they reported, had led to patients being 
discharged without a clear diagnosis or treatment.  

                                           

 
24 British Society of Gastroenterology, Workforce report, 2018 
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• A significant number of gastroenterology patients are suffering from liver disease associated 
with alcohol addiction. Some patients referred to a lack of support in managing their 
addiction or understanding their circumstances during their hospital stay. 

 More detail on the response to the public engagement is in Annex F.  

 Metrics used to assess performance  6.4
We have conducted a detailed assessment of Trusts, against a number of metrics at Trust level, 
which is contained in the case for change report for each Trust and in the detailed case for 
change Appendix (Annex B). Included below is a snapshot view of these metrics at the system 
level. 
 

6.4.1 Quality 

We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 

• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 

• Are patients satisfied with the quality of care offered? 

It includes the following measures: 

• CQC Assessment 

The CQC score looks at safety, effectiveness, care, responsiveness and leadership of a 
service.  

• JAG Accreditation 

We have noted which Trusts meet the criteria for JAG accreditation. JAG Accreditation 
means that an endoscopy service has displayed competence in delivery against a set of 
safety criteria. 

• Patient feedback 

We have conducted a qualitative evaluation of NHS choices submissions, as well as 
public consultation during the Hospital Services Review. 

 

6.4.2 Workforce 

Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 

• Is the existing workforce satisfied with their workplace environment and workload? 

• To what extent do Trusts rely on locum / temporary staff? 

This includes the following measures: 

• Fill ratios 

We have considered the fill ratios of Gastroenterology posts based on the approximation 
by the British Society of Gastroenterology who have recommended 1 Gastroenterologist 
for every 42,000 members of the population  

• Staff satisfaction - GMC trainee staff survey 
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The General Medical Council (GMC) trainee staff survey asks questions around overall 
staff satisfaction and workload satisfaction, with both metrics are scored out of 100. A 
higher score for workload satisfaction indicates a more manageable workload. 

 

6.4.3 Affordability 

Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  

• How much activity do Trusts carry out? 

• How efficient are the services the Trusts provide? 

This includes the following measures: 

• Reference Cost index 

We have used reference cost index (RCI) to assess the affordability of each service at 
each Trust. RCI is a measure of relative efficiency comparing the actual cost of activities 
in comparison to the expected cost; an RCI value above 100 means relatively inefficient 
services, whilst an RCI value below 100 means relatively more efficient services.  

 

6.4.4 Interdependencies 

Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available, or are concerns with gastroenterology and endoscopy 
impacting on other services? 

This takes into consideration the following: 

• Are interdependent services that need to be provided available onsite? 

• What would the impact be to interdependent services at all Trusts if the clinical model 
were to change? 

This includes the following measures: 

• Assessment of CQC scores and provision of key interdependent services 

Gastroenterology has a large number of interdependent services, notably Urgent & 
Emergency Medicine. 

 

 The picture in SYB(ND) currently  6.5
The table below summarises Trust performance against the measures described above. 

• The quality of Gastroenterology and Endoscopy services in SYB(ND) is currently good on 
most sites, but are facing increasing pressures and strain. Rotherham is of particular 
concern, as at the beginning of the review there were no permanent Gastroenterologists 
working at the Trust, with all work being carried out by locum staff. Since then, the Trust, 
working with Barnsley, has successfully recruited two permanent Gastroenterologists, and 
are in talks with Barnsley to develop a formalised partnership. However, Rotherham still 
has a ‘Requires improvement’ CQC score for Medical care (including Gastroenterology).  

• Patient feedback for Gastroenterology across SYB(ND) is excellent, but staff satisfaction 
scores for overall satisfaction and workload suggest that the quality of the service is very 
dependent on staff members putting in extra work to ensure a good quality of care is 
provided. 
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• There are substantial workforce shortages for Gastroenterology services across SYB(ND) on 
particular sites and for Out Of Hour Gastrointestinal Bleed (OOH GI Bleed) Services. The 
required number of staff is calculated on a basis of having 1 Consultant Gastroenterologist 
for every 42,000 people in the population (based on the RCP guideline25). We have 
calculated “fill ratios” comparing the staff in post to the numbers required based on the RCP 
guidelines.  

• Fill ratios for Out Of Hours Gastroenterology services highlight that there are shortages in 
the number of consultants, when compared to the same RCP guideline. The fill ratios 
indicate that Rotherham and Chesterfield do not have the required number of 
Gastroenterologists available to work on OOH Gastrointestinal Bleeding (a main cause for 
concern) both having a fill ratio of only 0.6, vs an average across the other three Trusts of 
1.1.  

• The Clinical Working Groups have expressed significant concern around the future 
sustainability of the workforce, due to the low numbers of trainees rising through the ranks. 
Many CWG participants expressed their concern around the lack of permanent 
Gastroenterologists at Rotherham and how this shortage was creating further demand at all 
other SYB(ND) sites, due to the central location of the Rotherham site within South 
Yorkshire. 

 

 

                                           

 
25 RCP, Consultant physicians working for patients, 2011 

Key:

Trust Average Barnsley Chesterfield Doncaster Bassetlaw Rotherham STH
Quality

CQC Medical Care (incl. Gastroenterology) score
(In most recent assessment)

Good Good Good Good Requires 
Improvement

Good

JAG Accreditation status Criteria met Criteria met Criteria met Criteria met Criteria met Criteria met
Patient feedback

(NHS Choices Survey; Average score)
99% 100% 100% 100% 100% 94%

Workforce
Fill ratio for in hours Gastroenterology Services

(based on requirement for 1 Consultant for every 42,000 people; 
1 indicates a perfect fill ratio; below 1 indicates a poor fill ratio)

1.5 1.0 1.3 2.0 2.0 1.4 1.4

Fill ratio for Out of Hour GI Bleed Services
(based on requirement for 1 Consultant for every 42,000 people
1 indicates a perfect fill ratio; below 1 indicates a poor fill ratio)

0.9 1.0 0.6 0.9 0.9 0.6 1.3

Overall workplace satisfaction
(Based on GMC trainee staff scores for Acute Medicine; out of 

100)

71.6 64.5 73.7 83.5 83.5 69.2 55.2

Overall workload satisfaction
(Based on GMC trainee staff scores for Acute Medicine; out of 

100)

40.4 42.2 34.9 47.8 47.8 37.8 31.9

Affordability
Paediatrics Reference Cost Index

(Index above 100 is relatively inefficient, below 100 is relatively 
efficient)

109 90 115 126 126 107 89

Interdependencies
CQC Urgent and Emergency Services score

(In most recent assessment)
Good Good Requires 

Improvement
Requires 

Improvement
Inadequate Good

Lower than trust average
Higher than trust average

Gastro 
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Figure 9: A summary of Trust evaluation metrics26 

 

 Future demand for Gastroenterology services 6.6
The demand for Gastroenterology has significantly increased over the past few years, with one 
Trust experiencing threefold increase in demand in as many years. The reasons for this large 
increase are believed by SYB clinicians to be the following:  

• The bowel cancer screening programme has increased the demand for endoscopy 
services27 

• An ageing population will typically require more Gastroenterology services 

• The drop in threshold for referrals from GPs has led to a huge surge in demand for 
endoscopy services over the past couple of years  

Gastroenterologists expect that the demand for Gastroenterology services will only continue to 
increase in the next five years. If the threshold for bowel cancer screening becomes lower, this 
will create another large increase in demand for the service in SYB(ND)28. Some 
Gastroenterologists have commented that removing bowel cancer screening from the scope of 
Gastroenterology services would make the service’s workload significantly more manageable. 

Additionally, GPs are becoming increasingly risk averse, which also leads to increased referrals 
for Gastroenterology services. It is also predicted that the occurrence of cancer will increase 
over the next 5 years, leading to increased requirement for Endoscopy services29. 

 

                                           

 

26 Latest publically available data from CQC, NHS Choices, Reference Cost Index, GMC trainee survey data; workforce 
data based on analysis using population data and RCP guidance. The Doncaster and Bassetlaw services are the same 
servce, ie Bassetlaw out of hours GI bleeds go to DRI. 

27 Shenbaragaj et al, Endoscopy in 2017: a national survey of practice in the UK. BMJ, 2018. 
https://fg.bmj.com/content/10/1/7 
28 See guidance from the Joint Advisory Group on GI Endoscopy, including JAG Briefing 18/6. 
https://www.thejag.org.uk/CMS/UploadedDocuments/Scheme/Scheme1/180830%20-%20document%20-
%20increasing%20demand%20and%20waiting%20times%20-%20FINAL.pdf  
29 Maddams et al, Projections of cancer prevalence in the United Kingdom, 2010-2040, British Journal of Cancer, 2012.  
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3461160/  

https://www.thejag.org.uk/CMS/UploadedDocuments/Scheme/Scheme1/180830%20-%20document%20-%20increasing%20demand%20and%20waiting%20times%20-%20FINAL.pdf
https://www.thejag.org.uk/CMS/UploadedDocuments/Scheme/Scheme1/180830%20-%20document%20-%20increasing%20demand%20and%20waiting%20times%20-%20FINAL.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3461160/
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7 The Case for Change: Summary of pressures on 
individual sites 
 

The specific challenges within individual services contribute to an overall sense of the pressures 
that the Trusts are facing across the Board.  

The HSR recognises that, across services, quality is currently good. SYB is performing well 
against the majority of quality metrics such as the A&E waiting times, and in a recent review 
meeting with national regulators was found to be one of the best performing systems nationally 
across the board. Individual trusts are national leaders in some specialties. This good 
performance is the result of significant hard work by staff across the system, and excellent 
service management in some areas. 

While SYB has much to be proud of, there are nevertheless significant pressures, and going 
forward, trends in demand, financial pressure and the predicted shortage of medical and 
nursing workforce globally, continue to point to significant challenges facing the system as a 
whole as well as individual trusts.  

This section sums up, in brief, the key challenges that the HSR has identified in each of the 
Trusts, in relation to the services in the HSR. 

 

 Barnsley Hospital NHS Foundation Trust 7.1
• The CQC score for Paediatrics was ‘Requires improvement’ in the most recent inspection, 

however this may have been due to a one-off incident. 

• Barnsley achieved all 10 of RCPCH’s Facing the Future (FTF) standards in 2018, and were 
used as an example of an excellent CAIC service in the latest national FTF report.  

• There has recently been a shortage of Paediatrics nurses due to retirement and maternity 
leave – this means that only 18 out of 22 beds can be used. 

• The hospital has recently acquired funding for refurbishment of its A&E department which 
will allow for the co-location of its Paediatric Assessment Unit in the A&E village, easing 
pressures on staffing by allowing them to double up A&E paediatric nurses in the A&E. 

• The department has a steady workforce who are loyal and have several specialist 
capabilities, helping the department to achieve a Good CQC score for its Maternity services. 

 

 Chesterfield Royal Hospital Trust  7.2
• In order to meet Facing the Future standard 6 (Access to the opinion of a Consultant 

Paediatrician throughout open hours) additional Consultant capacity would be required.  

• Chesterfield aims to develop a recruitment program to address the middle grade doctor 
shortage. It has also developed a ‘Resident Consultant’ position made up of more “junior” 
Consultants (less than 5 years in grade) to support the overnight middle grade rota. 

• There is some pressure on space for outpatient clinics. 

• The workforce for CAIC is very stable and robust, with no large recruitment issues seen. 
Medical trainees typically apply for permanent positions at the Trust due to the good quality 
of care provided. There are 0.9 WTE vacancies for band 1-4 nurses and 0.5 WTE vacancies 
for band 5-6 nurses. 

• The department has a steady workforce who are reliable and loyal. The trust believes 
medical staff actively apply to the Maternity unit due to the excellent level of care they 
provide.  
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 Doncaster Royal Infirmary  7.3
• Doncaster & Bassetlaw are struggling to maintain a sustainable Paediatrics and Maternity 

rota across both sites, placing significant strain on their workforce. 

• Doncaster & Bassetlaw has the lowest Paediatric workload satisfaction GMC junior doctor 
survey score across SYB(ND) at 37.9 compared to an average of 44.1.* 

• The CQC score for A&E services for Doncaster and Bassetlaw remains at Requires 
improvement in 2019, partially due to insufficient Paediatric nurse presence. 

• Doncaster did not receive national funding for the backlog maintenance that it required, and 
is looking at other ways to fund necessary changes to the women and children’s hospital. 
Changes are likely to be needed with or without new activity.  

 

 Bassetlaw District General Hospital  7.4
• Bassetlaw closed its paediatrics unit to admissions overnight in January 2017 due to a lack 

of nursing staff. This happened quickly through a number of staff retiring and leaving, and 
it has since proven very difficult to replace these staff.  

• Prior to the changes, Bassetlaw transferred about 4 patients a week to Doncaster; since the 
change in service this has been around 15 patients per week. 

• Feedback following the change in pathway has been generally positive. There has been no 
detriment to clinical outcomes at Bassetlaw and no complaints related to the new model of 
care. 

• The Trust currently cannot reliably maintain a Maternity service overnight due to insufficient 
numbers of middle grade doctors on the Anaesthetics rota at Bassetlaw (only 3 of 8 
positions filled). 

• There are large vacancies across Neonatology at Bassetlaw. 

• The service struggles with capacity and workforce issues – patients have had to be diverted 
to neighbouring hospitals on multiple occasions over past year. 

 

 Rotherham NHS Foundation Trust  7.5
• Rotherham has started to make some changes and address CQC concerns, improving its 

Children and Young Person’s CQC score to ‘Good’. The Trust’s Maternity score is ‘Requires 
Improvement’ and Urgent and Emergency Care Services CQC scores remain at ‘Inadequate’ 
although Rotherham reports that the concern around paediatric nurses in A&E has now been 
addressed. 

• Rotherham experiences significant difficulty in hiring medical trainees; they believe this is 
because many trainees in the region apply to Sheffield due to the attraction of a larger city 
and a hospital with more specialties. 

• The CQC score for Rotherham’s Maternity services was Requires improvement in 2019 which 
the Trust is seeking to improve.  

• Rotherham received the lowest score in the 3 categories of the NHS Maternity survey in 
SYB(ND), looking at labour & birth, staff and post birth hospital care. 

 

 Sheffield Children’s Hospital NHS Foundation Trust 7.6
• Sheffield Children’s Hospital has more sustainable levels of staffing across most departments 

than the DGHs. 
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• Sheffield is working collaboratively across SYB(ND) and with Leeds Teaching Hospitals to 
mitigate workforce shortages where possible. 

• The key difficulties that SCH faces include staffing departments with trainees, given the six 
month cycle for trainees which limits the ability to plan the workforce.  

• While most departments are staffed sustainably, there is no spare capacity, so there is 
limited flexibility to deal with absences or leave. 

• Sheffield wants to grow its Emergency Department and CAU as they often operate over-
capacity. 

 

 Sheffield Teaching Hospital NHS Foundation Trust  7.7
• As with SCH, STH has more sustainable levels of staffing in its maternity services than the 

majority of the DGHs. 

• Sheffield Teaching Hospital faces significant pressure supporting DGHs across SYB(ND) and 
receiving a large number of transfers from the wider system. 

• As with the rest of SYB(ND), the Trust is apprehensive about the additional Midwifery staff 
required as part of the implications of the Continuity of Carer guidelines. 

• The CQC score for the Sheffield Maternity services was Outstanding in 2018. 

• The increasing complexity of pregnancies across the region is leading to an increased 
demand for consultant-led services, despite the overall demand falling. 

• Providing continuity of carer will be a big challenge for Sheffield moving forward as this is a 
different way of working for Midwives, who may be on call 2 to 3 times a week. 

 

Therefore, given the challenges faced by the system, changes will need to be made to the way 
services are delivered through with Trusts working together to develop appropriate system-wide 
service Transformation solutions such as developing staff networks and increasing university 
intakes for essential roles. Where these do not go far enough to solve the challenges raised by 
the Case for Change, changes to the clinical model through reconfiguration will need to be 
considered.  
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Considering the options going forward 
  
 

 

 
In this section we will consider the following:  

 
• The most appropriate options identified for Paediatric and 

Maternity services in terms of ways forward to resolve 
challenges addressed by the case for change 

 
• The most appropriate options identified for Gastroenterology 

services in terms of ways forward to resolve challenges 
addressed by the case for change 

 
• How we can monitor for early warning signals going forward 
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8 CAIC and Maternity: the opportunities for change 
 

Working with the SYB(ND) Clinical Working Groups, we have considered options to address the 
existing and growing challenges in paediatrics and maternity. Given clinical interdependencies, 
the work has considered the impact of changes to Paediatrics on Neonatology and Maternity 
Services and vice versa. We have considered 3 levels of change, bearing in mind that different 
solutions may be appropriate for different sites. 

1. Maintain the status quo 

The status quo was deemed to be unsustainable in the first phases of the Hospital 
Services Review. 

If this does not resolve the challenge… 

 

2. Service transformation 

Providing services to patients closer to home or on the same acute sites as they 
currently receive it, but with new ways of working. 

If this does not resolve the challenge … 

 

3. Change the clinical model of Paediatric services on one or two sites 

Some of the most severely ill children receive services on different, more specialist sites. 

If this does not resolve the challenge … 

 

4. Change the clinical model of both Paediatric and Maternity services on one or two sites 

Some of the most severely ill children and most complex mothers and babies receive 
services on different, more specialist sites.  

 

 Evaluation criteria  8.1
In order to assess which of these approaches is appropriate for each site in SYB, we have 
evaluated the options against five criteria, which were identified through engagement with the 
public, clinicians and leaders in the SYB system. 

• Workforce: This criterion considers the ability of the site to attract and sustain an 
appropriate workforce. This will be partially influenced by local geography and the 
availability of an appropriate pool of potential staff, and will also be influenced by the 
potential for shared working across other sites. Some staff groups, such as consultants, can 
more easily work across sites than others. 

• Quality: This criterion considers the fact that in order to maintain a good quality of service, 
the site needs to sustain a level of activity which allows staff to maintain their skills, and to 
ensure that trainees receive adequate exposure to a range of work. For elective services, 
patients can be redirected, but the activity levels for urgent care are more likely to be 
determined by the size of the local population. 

• Access: Important dimensions of this criterion include the additional travel times for 
patients and families of making any change, whether there is another site close enough to 
provide a safe alternative, and whether a particular population will be disadvantaged by 
changes at a particular site. 
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• Affordability: This criterion considers whether the way services are delivered is affordable 
and financially sustainable.  

• Interdependencies: This criterion considers whether interdependent services are of a 
sufficiently high quality and sustainable.  
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9 CAIC and Maternity: Transformation 
 

The starting point for the Hospital Services Review was to test out how far the Trusts could go 
in making services more sustainable within the same configuration of acute services.  

Reconfiguration carries a number of risks and disadvantages, so the Clinical Working Groups 
have focused closely on exploring ways that the system can improve sustainability without 
changing the services that are offered on a particular site. The work on transformation within 
the HSR has focused on two areas: 

• Building infrastructure to support transformation between the Trusts 

• Identifying specific proposals or areas of focus for transformation. 

 

 Building the infrastructure to support transformation  9.1
The Clinical Working Groups identified a number of opportunities to improve services through 
shared working.  

Some infrastructure already exists to support this joint working, including the Managed Clinical 
Networks for Care of the Acutely Ill Child and Children’s Surgery and Anaesthesia, and the 
statutorily mandated Local Maternity System. (The Operational Delivery Networks, such as the 
Neonatology ODN, operate on a regional footprint and are outwith the scope of this work.) 

However, the Clinical Working Groups said that the existing groups have had varying levels of 
success, and encountered some common barriers. While the LMS has the weight of statutory 
requirements behind it, some of the MCNs have struggled to gain sufficiently senior buy in, and 
to make decisions enforceable across Trusts. 

In response to this, the Hospital Services Programme has proposed and is now setting up a 
series of Hosted Networks, one for each of the 5 services included in the Hospital Services 
Review. Three levels of the Hosted Networks have been identified: 

• Level 1 will focus on shared approaches to workforce, clinical standardisation and 
innovation;  

• Level 2 will involve a higher level of sharing resources across the system;  

• Level 3 will consist of a closer relationship with one Trust providing or supporting 
services on another Trust’s site(s).  

The system is in the process of developing level 1 networks for maternity, paediatrics, 
gastroenterology, stroke and Urgent and Emergency Care, and is exploring a level 3 network in 
paediatrics between two Trusts. 

The level 1 networks will be formal collaborations between the Trusts, chaired at Chief 
Executive (CEO) level, with work programmes signed off at the level of the Health Executive 
Group (HEG) and with monthly reporting on progress to CEOs at the Acute Federation and 
ultimately at the HEG. They are intended to have a high profile within the organisations and a 
senior level of oversight to drive delivery. 

 

The Networks are being resourced with 4 PAs of clinical leadership time, 0.5 of a Network 
Manager, and a small team of analysts and analytical support to ensure that they have the 
resources they need to deliver their work programme.  

 Identifying areas for focus for transformation 9.2
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The Integrated Care System as a whole covers a large transformation programme, which 
includes transformation in public health and prevention, mental health, primary care services, 
community services, the digital agenda and workforce.  

 

This section focuses on the transformation that relates specifically to acute services. It covers 

• The work programme in the ‘level 1’ Hosted Networks 

• The work programme in the ‘level 3’ Hosted Networks 

• Other areas of work ongoing within individual Trusts 

• Other areas of work ongoing at ICS level.  

 

9.2.1 Work programme of the level 1 hosted networks 

The work programme of the level 1 Hosted Networks will cover workforce, clinical 
standardisation and innovation. The work programmes are in the process of being developed, 
and will not be signed off until the new Clinical Lead is in place and can provide input. However, 
the main common themes that are emerging are: 

• Workforce planning: All of the Networks have identified proper workforce planning as 
one of their key deliverables. At present workforce planning tends to be based on what 
has been provided historically. Work is ongoing around developing new roles, in specific 
services or Trusts, but this is not consistent or system-wide. The Networks will work with 
the Local Workforce Advisory Board to develop workforce planning. 

• Workforce data: A major challenge is the lack of consistent, shared workforce data. 
Resources are available to recruit two dedicated workforce analysts and two generalist 
analysts to support Trusts in building and cleaning the workforce data. One of the 
proposals included below is for a system-wide collection of ‘early warning’ data which 
would include essential metrics such as shifts covered by non-substantive staff.  

• Recruitment and retention: The networks are already beginning to discuss some 
shared recruitment activity, and this will be expanded. 

• Clinical standardisation: Most of the networks are planning to identify some early 
wins, by identifying specific clinical protocols that can be agreed and implemented across 
the Trusts. More ambitiously, the Networks have the potential to standardise approaches 
to shifting care out of hospital, for example developing consistent rehabilitation 
pathways for stroke, and Hospital@Home models for paediatrics. 

• Innovation: all of the networks are looking at innovative approaches to services, and 
how good practice might be spread by benchmarking performance and sharing ideas.  

 

9.2.2 Work programme of the level 3 Hosted Networks  

The ICS has also discussed mechanisms for closer working. At this point, none of the Trusts are 
looking to move to a level 2 Hosted Network, which would involve systematic pooling of 
resources and workforce across the whole of SYB. However, the system is exploring the 
possibilities of a level 3 network, which would involve one Trust which has a particular strength 
in a specific service providing or supporting the provision of that service on another Trust’s 
site(s).  

Sheffield Children’s Hospital and Doncaster and Bassetlaw are working together to explore the 
possibilities of a level 3 network. The work will look at how SCH might use its specialist 
expertise and its strong reputation to support paediatric services on the sites of Doncaster 
Royal Infirmary and Bassetlaw Hospital.  
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9.2.3 Other areas of work ongoing within individual Trusts  

All of the individual Trusts are already pursuing programmes of transformation that are 
intended to address some of the challenges identified in this report. In particular, action is going 
forward to address challenges in the paediatric and maternity workforce: 

• Barnsley has recently received funding to renovate its Emergency Department. This will 
allow for the co-location of its Paediatric Assessment Unit with its ED, meaning that the 
same two paediatric nurses can cover both and the site can meet this CQC standard.  

• Rotherham is further developing integrated community pathways working closely with 
partners across the Place and has reduced reliance on inpatient beds.  

These are examples of ways in which it may be possible for the Trusts to address the challenges 
here within the current acute configuration. In the longer term, new models of care such as 
Hospital@Home could significantly reduce the need for inpatient beds on hospital sites, although 
the impact of this on workforce requirements remains to be seen. 

 

9.2.4 Other areas of work ongoing within the ICS 

Work is ongoing across the ICS to take forward transformation. Particularly relevant to the 
issues contained in this report is the work on the digital agenda, workforce, and primary care. 

• There is work to develop the digital infrastructure that the system needs to support 
shared working, although the lack of capital resources available nationally is challenging. 

• The ICS has established a new Workforce Hub which brings together the resources 
currently available in the system to strengthen workforce planning. This is at an early 
stage but will gradually build the workforce capacity of the system. 

• Work is ongoing to develop primary care networks. There is work ongoing in each Place 
to shift activity closer to home although this will require additional support.  

 

 How likely is transformation to address the challenges? 9.3
At the session on the 1st April, the Accountable Officers, Chief Executives and Medical Directors 
of the acute providers considered whether the transformation agenda would go far enough to 
address the challenges. The group discussed the potential impact on quality and safety, 
workforce, access, affordability and interdependent services. 

The group concluded that at this stage it is not clear whether the work that Trusts are taking 
forward together and individually will address the scale of the challenge in full.  

There is encouraging progress, and some of the evolutionary changes that Trusts are making – 
such as shifts out of hospital and changes to the configuration of the estate – could help to put 
the services on a sustainable footing individually. However, given the rapidly changing situation 
at national level and the dynamic nature of workforce issues the ICS cannot guarantee that 
action will be able to combat all the challenges of growth in demand and national workforce 
shortages that are likely to emerge. 

In this context, the AOs and CEOs weighed up the risks of taking a transformation approach 
compared with reconfiguration. As discussed in the next section, reconfiguration of services has 
the potential to reduce the demand for workforce by consolidating services, while 
transformation largely retains the current configuration.  

The preference of the AOs and CEOs was to fully implement transformation before attempting 
reconfiguration, unless there was a safety issue on a site. However they felt that if the system 
was to go down this route, it would need to have the tools to monitor the impact of 
transformation at a system level, and also to have an early warning system if safety issues 
were emerging. This is discussed in detail in chapter 15. 
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In the event of these metrics showing a significant problem, or a major concern emerging 
unexpectedly, the system will work to address this to ensure the safety of patients.   

 

10 CAIC and Maternity: Reconfiguring Services 
 

The Hospital Service Programme has considered the options around reconfiguration of maternity 
and inpatient paediatrics services.  

Reconfiguration was considered because, unlike transformation which continues to provide the 
same number of units for a particular service across the system, reconfiguration allows for units 
to be consolidated. This can lead both to a saving in the number of staff needed overall, and to 
greater resilience in the remaining units which are larger and have a larger rota of staff to draw 
on in the event of workforce shortages.  

The following chapters describe: 

• Chapter 10: the models for reconfiguration 

• Chapter 11: the advantages and disadvantages of reconfiguring inpatient paediatrics 

• Chapter 12: the advantages and disadvantages of reconfiguring maternity 

 

 Models that the Hospital Services programme has considered 10.1
The HSR recommended that the system should look at 2 possible areas for reconfiguration: 

• Changing inpatient paediatric units on one or two sites into Short Stay Paediatric 
Assessment Units (SSPAUs); 

• If necessary, changing the obstetric unit on one or both of those sites into a Standalone 
Midwifery Led Unit (SMLU). 

Concerns about SMLUs raised by the public and clinicians led the Boards and Governing Bodies 
to ask the Hospital Services Programme to explore options which would enable a site to retain 
obstetrics even if it no longer had 24/7 inpatient paediatrics onsite. This is described in section 
10.2. 

 

 Changing Inpatient Paediatric Units on 1 or 2 sites 10.2
In this model: 

• The inpatient paediatric unit on a site is converted a Short Stay Paediatric Assessment, 
Unit (SSPAU), open 12, 14 or 16 hours a day 

• Obstetric services and neonatology services remain onsite. This is achieved by 
supporting the neonatology rota with Advanced Neonatal Nurse Practitioners (ANNPs) 
rather than paediatric middle grade staff and junior doctors 

  
Figure 10: Proposed clinical model on a site where Paediatric Services are unsustainable 
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In this model, children arriving at the site or picked up by ambulance outside of opening hours 
are transferred to a paired site overnight, if required, based on clinical judgement. Children are 
also triaged as appropriate throughout the day if it becomes evident that they will require 
overnight care. 

The model minimises the number of children requiring inpatient care by strengthening care 
closer to home. A Hospital@Home model operates, with a triage system that diverts children to 
care in their own home wherever possible, and community services are strengthened. 

Where possible, depending on site layout and capital investment, the PAU is co-located with 
paediatric A&E so that two paediatric nurses in the PAU can also cover the A&E during the day, 
reducing the number of staff needed to meet CQC requirements. 

In order to maintain a neonatal service on the site where CAIC services are found to be 
unsustainable, the middle and junior grade rotas are supported by the development of 
Advanced Neonatal Nurse Practitioners (ANNPs). 

 

10.2.1 Requirements to make the model work 

The model would require investment into out of hospital services, to support as many children 
as possible to be treated closer to home. 

The model also requires work at a cross-system level to recruit and train ANNPs over a period of 
several years. The planning approach should learn from best practice in other healthcare 
systems, where promising Band 5 nurses are recruited and given accelerated training and 
support to get them to ANNP level, rather than relying on an existing workforce of experienced 
nurses.  

Learning from existing sites such as Doncaster where ANNPs are used indicates that in order for 
this model to be successful it would need to be a system-wide approach, with a critical mass of 
ANNPs and clear cross-system development and career paths for them.  

 

10.2.2 Patient and public feedback on the model 

The public engagement included extensive discussion, with a range of different groups, around 
the option of moving from an inpatient unit to a Short Stay Paediatric Assessment Unit. The 
engagement included sessions with mothers, at mother and baby groups, and with working 
parents at some of the major employers in SYB.  

More detail on the public engagement and the Hospital Services Programme’s response to it is 
at Annex F. 

The key themes that emerged were  

• Some parents were concerned above all to ensure that their child received appropriate 
specialist care, and were willing to travel further to ensure that this happened.  

• Some parents felt that all specialist services should be provided on all sites and 
expressed concern about parents having to travel to units further away, particularly if 
they had other children who they could not leave. Some respondents from Bassetlaw felt 
strongly that the inpatient unit should be reinstated.  

The public engagement did not include neonatology, since the proposed shift to an ANNP model 
does not change the care that babies would receive. ANNPs are trained in neonatology to the 
same level as a junior or mid-grade doctor, with the difference being that they are neonatology 
specialists rather than paediatric generalists. 
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 Changing inpatient paediatrics services and obstetric services on 10.3
1 or 2 sites 

Where neither inpatient paediatrics and maternity services (and / or their interdependent 
services) can be sustained on a site through a system-wide approach, this model involves 
changing the clinical model of both paediatric and maternity services on one or two sites: 

• Changing the inpatient paediatric unit on a site to a SSPAU; and  

• changing the obstetrics unit to a Standalone Midwifery Led Unit (SMLU); and 

• removing Neonatal services from the site. 

 

 
Figure 11: Proposed clinical model on a site where both Maternity and Paediatric Services are unsustainable 
 

The design of the paediatrics service is as per section 10.2 

The Midwife-led unit is open 24/7 with no obstetrician involvement, for expected low-risk 
pregnancies only, where low risk is defined as:  

• 37 – 42 weeks of gestation 

• expected normal birth 

• expected no intervention 

• estimated good birth weight 

• Mother is non-smoker 

• Mother is not obese 

• Mother does not have diabetes 

24/7 Ambulance transfer service is available in the event of unforeseen complications, with 
clear transfer protocols and agreements in place with both the ambulance service and the 
receiving site, to transfer women to a paired site if there appear to be complications. 

Antenatal and post-natal services continue to be provided on the SMLU site. 

 

10.3.1 Patient and public feedback on the model 

There was considerable public engagement around the proposed SMLU model. More detail is at 
Annex F.  

 

In summary, the views of the public were as follows: 

• Some respondents, particularly women who have themselves had midwife-led births, 
supported a Standalone Midwifery Led Unit. 

• Some respondents expressed concern about the safety of the model, if a woman got into 
difficulties during labour. 
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• Some respondents raised concerns about midwife led units even alongside an obstetric unit, 
and suggested that all births should be in obstetric units in the interest of patient safety. 
These respondents tended also to be opposed to home births.  

• Some respondents raised concerns that families would have to travel further away in order 
to visit.  

• Some respondents were concerned that a woman would also have to travel to the further 
site for ante- and post-natal care, which could be particularly difficult if she had to navigate 
public transport while pregnant or with a pushchair. 

 

10.3.2 Requirements to make the model work 

The benefit of a SMLU is that it enables some women in a community to continue to give birth 
in their local hospital, even if that hospital cannot safely maintain the rotas of obstetric, 
anaesthetic or neonatology staff that would be necessary to provide obstetrics. 

The SMLU model has been identified in the national report Better Births as being safe, and 
evidence from NICE guidance30 indicates that the outcomes in SMLUs tend to be better than in 
obstetric units or Alongside MLUs. This is dependent on the correct triage protocols being in 
place, to direct patients to the appropriate setting.  

The main concern around the SMLU model is that it is able to accept only a proportion of 
patients (those who are low risk); and beyond this, there is a likelihood that some women who 
would be eligible for a SMLU will prefer to give birth on a site with an obstetric unit.  

A site running a SMLU will therefore need to recognise that it may have a higher cost per birth 
than an obstetric unit; but this must be considered in the context of the wider costs to the site 
and the safety risks of trying to support an unsustainable unit, and the service limitations of 
there being no maternity services available on a site. 

 

 

  

                                           

 

30NICE, Intrapartum Care for Women and Babies, 2014. https://www.nice.org.uk/guidance/CG190  

https://www.nice.org.uk/guidance/CG190
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11 The advantages and disadvantages of making 
changes to paediatrics 
 

The Hospital Services team have undertaken detailed analysis of the models proposed above. 
The models have been assessed against the five evaluation criteria for the HSR, which were 
agreed in discussion with patients and the public; representatives from seldom heard groups; 
clinicians; and system leaders:  

• Quality and safety: qualitative assessment 

• Workforce: quantitative, site-specific modelling 

• Access: quantitative, site-specific modelling of travel times 

• Affordability: quantitative, site-specific modelling of costs 

• Interdependencies: qualitative assessment. 

The detailed methodology and results are laid out in the annexes, with key findings summarised 
below. 
 

 Quality and safety 11.1
Changing a challenged, understaffed service into a SSPAU, with the most seriously ill patients 
being seen in a larger specialist unit, can have a demonstrable effect on improving quality. An 
example of improvement in quality of care through moving to a SSPAU from a very fragile 
inpatient paediatrics service can be seen at Bassetlaw. Clinicians consider that the Bassetlaw 
service has been sustainable since the changes made in January 2017, with no detriment to 
clinical outcomes and no complaints related to the new model of care. 

Moving to an SSPAU model requires a number of safety and quality protocols to be in place, to 
ensure that any child arriving on the site who is seriously ill can be stabilised and rapidly 
transferred. 
 

11.1.1 Quality and safety of services at Bassetlaw 

The model of care currently being provided at Bassetlaw is consistent with guidance from the 
Royal College of Paediatrics and Child Health.  

Data shows that the number of patients transferred per week from Bassetlaw to Doncaster has 
risen from an average of 6 to an average of 15. Almost 85% of all patients stay one night or 
less and most children will benefit from an enhanced assessment and treatment service.  

The closure of overnight Paediatric services at Bassetlaw remains on the risk register for 
Doncaster and Bassetlaw, with a number of ongoing monitoring processes in place. The service 
is providing a higher quality of service, as measured by appropriate levels of staffing, than was 
that case prior to the change.  

 

11.1.2 Discussion at 1st April session 

The AOs, CEOs and Medical Directors weighed the relative quality and safety implications of 
changing the clinical model, against the implications of not changing it. 

• Safety of the SSPAU model: the SSPAU model is accepted as being a safe way to run 
services, provided that the necessary transfer protocols and support are in place, and it is 
accepted as being the appropriate model in some circumstances. 
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• Current concerns: The CEOs and Medical Directors who attended the session on the 1st 
April were of the view that, while there were obvious sustainability challenges in the system, 
there were no current safety concerns on any of the SYB sites.  

Bassetlaw had addressed potential safety concerns by making the changes in January 2017, 
and now had a good quality service, as a result of moving to the SSPAU model.  

The group discussed whether they believed that the availability of workforce had been, or 
could be, addressed to the point where Bassetlaw would be able to return to an inpatient 
paediatrics unit without encountering the same quality and safety concerns as had arisen 
previously. The detail of the workforce discussion is included in the next section; but in 
summary, in the context of the local population and increasing national pressures, 
Doncaster and Bassetlaw acute providers and commissioners do not believe that the 
additional workforce necessary to make services safe in a 24/7 inpatient paediatrics unit will 
be likely to become available.  

The review has also looked at the growth of activity over the short to medium term. The 
population of Bassetlaw is intended to rise over the next 20 years, but the impact of this on 
activity levels in maternity and paediatrics is expected to be relatively small. The challenges 
arising from low activity levels at Bassetlaw will be partially addressed but Bassetlaw is 
likely to continue to be one of the smaller units in SYB. 

Doncaster and Bassetlaw are looking to work with Sheffield Children’s Hospital in a level 3 
network, to strengthen services, to optimise the SSPAU model 

Some of the sites (Rotherham and Doncaster) have been identified by the CQC as having 
some quality concerns in particular around paediatric nurses in A&E. However Rotherham 
felt that the issues identified had been addressed or were in the process of being addressed.  

Barnsley received a Requires Improvement rating for its paediatrics but believes that it has 
addressed the issues, which related to a specific incident at the time of the inspection. 

• Risk of destabilising the workforce: Against this, the CEOs and Medical Directors felt 
that there was a risk that moving to consultation on reconfiguration might destabilise sites 
by causing staff to look for employment elsewhere.  

• Bassetlaw: The exception to this was Bassetlaw where safety issues had arisen through 
difficulties in recruiting adequate numbers of paediatrics staff.  

 

The AOs, CEOs and Medical Directors therefore believed that the immediate and medium term 
safety and quality issues would be better served by focusing on transformation rather than 
reconfiguration.  

The exception to this was Bassetlaw, where the group took the view on quality and safety 
grounds that Bassetlaw CCG should be invited to consider that it is unlikely that it will be 
possible to re-introduce overnight inpatient paediatric beds, and whether any further options, 
which improve the patients’ experience are possible. This could be pursued as a part of the level 
3 hosted network model with Sheffield Children’s Hospital.  

 

 Workforce 11.2
11.2.1 Workforce impact of changing the clinical model  

The Clinical Working Groups helped to identify how changing the clinical model results in 
savings to the number of workforce required for both Paediatrics and Maternity, and by grade: 

• Paediatrics SSPAU model: 

o Consultants: The number of consultants does not reduce if an inpatient unit becomes 
an SSPAU, since the same number of consultants are needed to provide day time 
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cover, and the difference is that they no longer have to cover an on-call overnight 
rota.  

o Middle grade and junior doctors: The number of middle grade and junior doctors 
reduces because they need to be present on site for a shorter duration of time 

o Nurses: The number of nurses reduces with the number of beds. On a regional level, 
any reduction in the number of nurses is due to patients leaving SYB for care. 

• Maternity SMLU model: 

o Consultants: Consultants are no longer required to provide care at an SMLU 

o Middle grade and junior doctors: Middle grade and Junior doctors are no longer 
required to provide care at an SMLU 

o Midwives: The number of midwives reduces with the number of births that are 
transferred to other sites due to higher complexity. 1 registered midwife is required 
for every 28 births. On a regional level, any reduction in the number of midwives is 
due to patients leaving SYB for care. 

 

11.2.2 How the workforce changes were calculated  

The modelling had three elements: 

1. Collecting the data: The Hospital Services team have worked with clinicians across all 
of the sites to identify their current numbers of staff in post. This data was correct and 
signed off by Medical Directors as of 2nd April 2019; given the changing nature of 
workforce data, it will continue to fluctuate but changes are likely to be marginal. 

The HS team also collected data on agency and staff bank usage. Please note that the 
HS team were not able to collect consistent data from all trusts on the amount of 
additional shifts worked by substantive staff, so this is not included. Clinicians have 
challenged the low level of bank and agency shown here, and have suggested that a 
significant number of additional hours are worked by substantive staff working additional 
shifts. 

2. Impact on individual sites: The HS team modelled the number of staff who would be 
required on each site if the clinical model changed from inpatient paediatrics to a SSPAU 
on that site. The team did not model the impact of moving to an SSPAU at Sheffield 
Children’s Hospital, which was designated as a fixed site. The explanation of how SCH 
was identified as fixed can be found in annex D. 

3. Impact on the system as a whole: The team also then modelled the total, net impact 
on the system as a whole. The model assumes that patients would transfer to the 
hospital that is the next closest to their home (see section 11.3). This would result in 
some other sites becoming larger, needing to expand their numbers of nurses, and in 
some cases (if they are at a tipping point) to expand their number of consultants. Some 
activity is also likely to flow out of South Yorkshire and Bassetlaw, as patients’ next 
closest hospital would be over the border. 

 

11.2.3 Impact on individual sites 

The following table shows the total number of staff currently on each site, and the number that 
would be needed if the model changed from inpatient unit to a SSPAU. 

The detailed slides of the data are attached in Annex A. 
 Barnsley 

 

Bassetlaw Chesterfield Doncaster Rotherham 
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 Current 

 

New Current New31 Current New Current New Current New 

Consultants 8.0 8.2 3.0 8.2 8.2 8.2 11.8 8.2 9.6 8.2 

Mid Grades 10.5 7.4 5.0 7.4 8.8 7.4 11.0 7.4 7.5 7.4 

Junior doctors 10.5 7.3 4.0 7.3 9.0 7.3 11.0 7.3 7.5 7.3 

Nurses 37.5 17.3 17.2 17.3 35.2 17.3 57.4 21.7 39.7 17.3 

TOTAL 66.5 40.3 29.2 40.3 61.2 40.3 91.2 44.6 64.3 40.3 

Change in 
number of posts 

needed 
 26.2  -11.1  20.9  46.6  24.0 

Figure 12: Current workforce and modelled potential workforce under an SSPAU model32 

 

11.2.4 Impact on the system as a whole 

The Hospital Services team modelled the impact of making all the possible permutations of 
changes, for changing services at one site and changing two sites. This results in 30 possible 
permutations. The full breakdown of all the possible changes is laid out in the annex. 

For illustrative purposes, this table shows the potential range of impacts for the system: the 
smallest to the largest potential saving for the system. 

 Impact of changing one site 

 

System-wide impact of changing 2 sites 

 Impact of option 
involving minimum 

change 

Impact of option 
involving maximum 

change 

Impact of option 
involving minimum 

change 

Impact of option 
involving maximum 

change 

Consultants 

 

Require additional 5.2 
WTE 

Reduce by 3.6 WTE Require additional 5.2 
WTE 

Reduce by 3.4 WTE 

Mid Grades 

 

Require additional 5.6 
WTE 

Reduce by 3.6 WTE  Require additional 1.1 
WTE 

Reduce by 6.6 WTE  

Junior doctors 

 

Require additional 3.3 
WTE 

Reduce by 3.7 WTE  Require additional 1.5 
WTE 

Reduce by 7.0 WTE  

Nurses  

 

Require additional 0.1 
WTE 

Reduce by 35.7 WTE  Reduce by 17.7 WTE Reduce by 55.9 WTE  

Change in number of 
posts needed on 

Require additional 
11.1 WTE 

Reduce by 46.6 WTE  Reduce by 9.8 WTE  Reduce by 72.8 WTE  

                                           

 

31 Bassetlaw is shown as needing more staff than is currently the case because the existing staffing levels are below those identified as 
optimal by the Clinical Working Groups 
32 Based on trust submitted data-returns and workforce modelling conducted based on assumptions developed by  
clinicians 
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individual sites 

Figure 13: Potential system-wide WTE savings if one or two sites change to an SSPAU33 

 

 

11.2.5 Comparison with the number of staff needed in the system 

One of the main tasks that the Hospital Services team asked the Clinical Working Groups to 
carry out was to identify how many staff they felt that the system would need, in order to 
deliver a sustainable workforce. 

This request emerged out of comments from system leaders and clinicians during the Hospital 
Services Review. The HSR compared the number of staff who are currently in post with the 
number that would be needed in order to meet Royal College guidelines.  

During the HSR, and the production of the Strategic Outline Case, the Hospital Services team 
received feedback that the Royal College guidelines were seen as being generous, and highly 
ambitious given national pressures on staffing. While they were considered to be best practice 
system leaders and clinicians believed that a safe and sustainable service could be delivered 
without meeting them.  

The Hospital Services team therefore worked with the Clinical Working Groups, over a period of 
four months, to identify what a realistic number of staff would look like for a sustainable 
workforce for the system. The attendees of the CWGs were asked to identify how many staff 
would be needed, to have a workforce where  

• all shifts could be covered by substantive staff within their contracted working hours 

• all staff were able to take their annual statutory and mandatory training 

• all staff were able to take their annual leave, and study leave where relevant. 

The methodology and the number of staff that was identified by the Clinical Working Group as 
necessary to meet these requirements is laid out in detail at Annex A.  

The following bar chart shows  

• the total number of staff currently in the system for paediatrics;  

• the number that would be needed to meet the ‘sustainable workforce’ identified by the 
CWGs;  

• the number that would be needed to meet the Royal College Guidelines; and  

• how far the change to the model on one or two sites might take you towards closing the 
gap. 

                                           

 
33 Based on workforce modelling conducted based on assumptions developed by clinicians 
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Figure 14: Workforce numbers showing the number of staff in post, agency & bank staff, staff required to meet demand 
under the current configuration and the Royal College guidelines34 

 

Note that clinicians have suggested that at least part of the gap shown here is currently filled by 
substantive staff working extra shifts; however the data to test this has not been available. 

 

11.2.6 Discussion at the session on 1st April  

The AOs, CEOs and MDs discussed the potential workforce impacts of changing the clinical 
models as laid out above. 

• Extent of the workforce challenge: The group discussed how urgent the current 
challenge in the paediatric workforce is. While the group agreed that paediatrics is facing a 
significant challenge, and national projections show a continued shortage of paediatric 
nurses and consultants, they did not feel that paediatrics was currently the most significant 
workforce challenge that the system was facing. 

The group also felt that none of the individual sites had serious enough workforce challenges 
to require immediate changes that would reduce the number of workforce needed on a 
particular site. However the shortfalls identified above suggested that it would be difficult to 
return Bassetlaw to an inpatient paediatric unit. 

• Bassetlaw: The modelling above suggested that in order to move back to a model of 
inpatient paediatrics, Bassetlaw would require a significant number of additional staff.   

The group discussed the options available at Bassetlaw, testing out whether there would be 
a way to find these additional staff: 

• Increasing the recruitment of staff. Since January 2017 Bassetlaw has continued to 
try to recruit workforce, but has found it challenging. The Trust is exploring shared 

                                           

 

34 SYB(ND), Trust data returns, 2019 
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Staff required to 
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Consultant doctors 49 4 3 55 - 6 49
Middle Grade doctors 61 2 41 104 86 190
Junior doctors 65 5 32 102 85 187
Nurses (Band 7+) 16 0 6 22 0 22
Nurses (Band 5-6) 204 5 91 301 0 301
Nurses (Band 1-4) 92 3 41 136 -6 130
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working with Sheffield Children’s Hospital; there may be ways to make posts at 
Bassetlaw more attractive, for example by offering the opportunity to work on rotation in 
the specialist hospital. Improving the reputation of the unit, through the link with SCH, 
could also be attractive. 

However, while this is likely to be attractive for those individuals and grades of staff who 
are mobile across sites, staff told us during the Clinical Working Groups that many staff, 
particularly at lower grades, prefer to work on one site, usually close to home. While the 
SCH link might be attractive for some staff, it was unlikely to address challenges for all 
staff. 

One of the contributing factors to staffing difficulties at Bassetlaw is the difficulty of 
developing a large enough pool of local staff, given Bassetlaw’s geographical position 
and relatively low population. The availability of working-age, economically active adults 
in Bassetlaw – which could potentially include healthcare staff - is one of the issues 
being tackled by the Bassetlaw Development Plan. However, the Development Plan is 
anticipated to increase the population gradually up to 2035; combined with the lead in 
times to train new staff, the Trust does not anticipate that the workforce availability in 
the short to medium term will be sufficient to address the challenges. It is possible that 
in the longer term, the increase in population might improve the situation to the point 
that sufficient staff are available.  

• Working across sites. Attendees discussed whether, under the transformation agenda 
for SYB, staff might work across the Doncaster and Bassetlaw sites. This is being 
developed but is effective largely at consultant level; it generally has little impact on the 
need for nurses, since nurses are usually required to be present onsite full time. 

• Transferring staff between sites. The group explored whether it would be possible to 
transfer staff from sites which were comparatively well staffed to support Bassetlaw. 
However, all of the sites in SYB are facing shortfalls of their own. Since Bassetlaw is the 
smallest site in SYB (and is likely to continue as such at least in the medium term), 
concern was expressed about the relative numbers of patients who would be affected if 
the workforce on a larger site were reduced in order to transfer them to a smaller site.  

 

For all sites other than Bassetlaw, the group felt that they would wish to concentrate on 
improving the workforce through transformation, with an emphasis on improving recruitment, 
and making changes to the clinical model (such as co-locating the PAU and A&E, and shifting 
activity out of hospital) which would ease some areas of the workforce pressures.  

In Bassetlaw, transformation would need to be taken forward, but there were also concerns 
about reconfiguration. The group felt that the SSPAU model was sustainable with the current 
workforce but that returning to an inpatient paediatric model was unlikely to be. 

 

 Affordability 11.3
The Hospital Services team have considered the impact on affordability, both quantitatively and 
qualitatively. 

Key areas of potential costs include: 

• Potential savings from creating larger, more efficient units 

• Capital costs from the need to develop new, larger units. 

 

Savings 

Workforce: 
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The analysis noted that the reduction in number of staff is small at the level of the system, 
although it can have a significant impact on a particular site. The savings on workforce are 
therefore likely to be small. 

The modelling identified that the gap between the current substantive staff, and the number of 
staff that would be necessary to meet the ‘sustainable’ levels of staff identified by the Clinical 
Working Groups, was around £10m p.a. 

Activity levels: 

The analysis also looked at whether the increase in activity would result in more efficient 
services. The modelling at Annex A identifies the impact of activity changes from different 
models of care. The financial impact of different models depends on the one hand on whether 
consolidating demand results in reduced workforce costs, and on the other hand whether it 
generates additional capital costs. 

The team have also considered the impact of demographic and non-demographic change. In 
particular, the group considered the implications for Bassetlaw. Bassetlaw is currently a small 
unit, and the review has considered whether the increase in activity that is likely to result from 
new housing in the Bassetlaw area will substantially increase the demand for paediatrics 
services. The impact of new housing at Bassetlaw is 84 houses a year over and above the 
normal demographic growth that all the SYB Trusts are likely to see (around an extra 192 
residents each year, over and above the baseline population growth).  

 

Capital costs 

The modelling considered the level of capital investment that would be required to support 
these changes. The main site where capital investment would be required in order to support 
changes to paediatrics was at Doncaster, where refurbishment of the current women and 
children’s facilities is part of an ongoing programme for which national support is being sought. 
A number of the other sites, including Sheffield Children’s Hospital and Barnsley identified spare 
bed capacity that could be used if they were to receive additional paediatric activity.  

 

11.3.1 Discussion on the 1st April  

The AOs, CEOs and MDs noted that in the short to medium term, changes to the clinical model 
would be unlikely to result in significant savings.  

They felt that there was not a strong financial argument for reconfiguration, but neither were 
there significant financial barriers. 

 

 Access 11.4
One of the issues that was raised most frequently by members of the public throughout the 
public engagement and in the Citizen’s Panel was the importance of access to sites, particularly 
travel times for patients and their families.  

The ICS set up two groups, of professionals working in transport-related organisations, and of 
members of the public drawn from across the geography of the ICS, to explore the issues 
around access and in particular around transport. 

The input from these groups helped to identify access-related issues such as the cost and 
availability of parking on hospital sites, public transport use for patients with limited mobility (in 
particular the needs of patients who use wheelchairs), and the timing of appointments.  

These issues will be explored in further detail if there is a decision to proceed with 
reconfiguration at any site. They have already been addressed at Bassetlaw, at which Bassetlaw 
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CCG and the Trust share the costs of an additional ambulance to be on standby in case of a 
patient needing transfer to Doncaster Royal Infirmary. 

 

11.4.1 Modelling of travel times data 

The Hospital Services team has engaged with the professional and public groups identified 
above; with Yorkshire Ambulance Services and the East Midlands Ambulance Service; and with 
Public Health England, to undertake modelling of travel times between Trusts. The approach has 
been discussed with the public travel and transport group; if any CCG decides to proceed with 
reconfiguration, there will need to be further detailed discussion with this group. 

Travel times by private car and public transport were analysed using data from Google maps, 
which automatically identifies the quickest route between sites: 

• Time: On advice from the travel and transport professional group, the Hospital Services 
team analysed the travel times from all SYB(ND) population Lower Super Output Area 
(LSOA) to the nearest, second nearest and third nearest hospital sites at four times of day 
(8am morning rush hour, 12 noon middle of the day, 5pm evening rush hour, and 1am in 
the middle of the night). The nearest trust was calculated by the site which was quickest to 
reach; in some cases this means that patients are not counted as transferring to their 
geographically nearest Trust.  

• Routes: Using Google data, the analysis identified the time that it would take for a patient 
to travel to the hospital site closest to their home. It also considered the time it would take 
to travel to the patient’s second and third closest sites (where closeness is measured in time 
taken to reach) from their home. We used this data to consider the relative increase in 
travel times from a patient’s home to their second closest site if their closest site were no 
longer available. 

• Equalities: We have then overlaid this data with the Index of Multiple Deprivation (IMD) 
level data for each LSOA that shows the relative income decile each LSOA sits in. Using this, 
we have compared the travel times and potential travel time increases for the most and 
least deprived populations to ensure that the lowest income populations are not made 
disproportionately worse off by any changes. 

 

The analysis is laid out in detail in annex A. The map below summarises, in one graphic, the 
average change in travel times for patients in SYB. Note that for summary purposes this 
averages across different times of day. 
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Figure 15: Map of SYB(ND) showing travel time metrics for all SYB(ND) Trusts35 

 
The travel time analysis has not at this point modelled exact ambulance travel times, as this 
would require additional, specialised modelling. However the ambulance services have their own 
approximate average travel times. The Hospital Services team has used some average times 
used by Embrace to assess journey time.  

  

A number of conclusions emerged from this analysis, in conversation with the Clinical Working 
Groups; the patient group on travel and transport; and the expert group: 

• The minimum increase in travel times is no change to travel time, where a patient lives 
equidistant between two sites. The maximum increase in travel times is for patients 
living in Doncaster who cannot access private transport.  

• The chart above illustrates that most patients are able to access their closest Trust 
within two hours. However the public transport travel times are typically over double 
that of private travel times. 

• On average, the absolute increase of travel times tends to be less for patients from lower 
income groups than from wealthier groups; this reflects the fact that the majority of 
poorer people live in urban areas, and so are closer to hospitals and transport routes, 
while a significant proportion of those people living in rural areas are from higher income 
groups.  

                                           

 

35 Google travel times, Data extracts, 2018 
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• However, there are a number of people on lower incomes living in rural areas. We 
recognise that the impact of changes in travel times will be felt most strongly by these 
groups, who will be furthest from public transport.   

 

11.4.2 Modelling of patient flows 

The Hospital Services has also undertaken some initial modelling of where in the system 
patients would travel to, if services were to change on a site or sites. 

There are multiple ways of modelling patient flows: 

 Patients travelling from their own home by private transport, and choosing to go direct 1.
to their next nearest hospital; 

 Patients travelling from their own home by ambulance, and being transferred to a 2.
destination determined by clinical protocols, which may or may not be the next nearest 
site; 

 Patients travelling to their nearest hospital, and then being transferred to another site, 3.
determined by clinical protocols, which may or may not be the next nearest site. 

In reality, the situation would be a mix of these. The Hospital Services team has so far modelled 
1). If reconfiguration is taken forward, further detailed modelling will be done with the 
ambulance services to model 2), and to develop the clinical protocols for transfer for model 3). 

Therefore the analysis of patient flows is incomplete at this point, so elements of the modelling 
(such as the impact on activity levels) could change significantly depending on the clinical 
partnerships that emerge. For example, a Trust might choose to form a partnership with a Trust 
further away, which has spare capacity or offers a different service portfolio, rather than its 
nearest neighbour. 

As such, the analysis carried out so far is indicative, and the results are not expected to 
represent what would happen in reality. If reconfiguration were to be agreed as the way 
forward, further modelling would be done building on the analysis done so far.  

 

11.4.3 Discussions at the session on 1st April 

The AOs and CEOs expressed their preference was for providing care as close to home as 
possible which suggested transformation rather than reconfiguration if this could be made safe. 

 

 Interdependencies 11.5
The Hospital Services team has also considered the impact on interdependent services. The 
most important of these is the interdependency with obstetrics, which has been addressed 
through the proposed model using Advanced Neonatal Nurse Practitioners. 

The ANNP model has been used successfully in some trusts around the country. Doncaster 
currently uses ANNPs to support its neonatology services, and Lincoln have worked with the 
Royal College of Paediatrics and Child Health to agree a safe ANNP-supported model. 

A further interdependency is that with paediatrics staff working in A&E. National guidance 
requires 2 paediatric nurses to be working in A&E at all times. This has proven challenging 
across SYB owing to a national shortage of paediatrics nurses. It is being addressed in Barnsley 
by co-locating the SSPAU with the A&E, allowing the same staff to cover both services. 
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11.5.1 Discussions at the session on 1st April 

The AOs and Chief Executives raised concerns that it would be difficult to recruit sufficient 
ANNPs, and that there would be competition with existing recruitment to traditional staff roles. 
However they felt that there might be space to develop advanced roles alongside traditional 
roles as part of the transformation agenda.  

 

 Summary 11.6
Overall, the AOs and CEOs’ preference was to take forward transformation as opposed to 
reconfiguration at this stage. Transformation should include new approaches such as co-locating 
A&Es and SSPAUs, and shifting activity out of hospital, which might partially help to reduce 
workforce pressures, and the development of new roles. 

However, the AOs and CEOs recognised that there was a risk that transformation might not go 
far enough, or fast enough, to address the emerging challenges in the system. They therefore 
said that the system would need to develop an approach to monitoring the effectiveness of 
transformation, and to identifying any concerns with performance before these could become 
significant. 

This monitoring and ‘early warning’ approach is discussed in chapter 15. 

CCG Governing Bodies are asked to consider the analysis laid out above, and consider whether 
they agree with the view taken by the AOs and CEOs. Governing Bodies are asked to consider 
the medium term advantages and disadvantages, as well as the long term sustainability of the 
system. 
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12 The advantages and disadvantages of making 
changes to obstetrics 
 

The Hospital Services Programme considered whether it would be necessary to make changes 
to obstetrics on any site in South Yorkshire and Bassetlaw. 

The modelling looked at the implications of making changes on all sites, other than the 
specialist maternity unit at Sheffield Teaching Hospital which was identified as a fixed site.  

Feedback from Governing Bodies and Boards was that a Standalone Midwifery Led Unit should 
be considered only if obstetrics, or its interdependent services, could not be provided safely on 
the site. Obstetrics is being provided safely on most sites so there was not a detailed discussion 
of this option at the session on 1st April.  

 

 Quality and safety 12.1
National evidence, from NICE (2014) and the national report Better Births, has found that 
Standalone Midwifery Led Units are safe, and in fact have better reported outcomes than 
obstetric-led units, provided that the right triage and transfer protocols are in place. 

However, feedback from CCG Governing Bodies and Trust Boards, at the time of publication of 
the Strategic Outline Case, pointed to concerns around the sustainability and cost-effectiveness 
of the Standalone Midwifery Led Unit model. Some SMLUs across the country have found that 
the number of women choosing to attend them has dropped to the point that the unit becomes 
unsustainable. 

Some members of the public also raised concerns about how safe and how desirable the model 
would be, although some members of the public (particularly women who had themselves had 
midwife-led births) were supportive. 

For this reason, the Hospital Services Programme focused on developing a model that would 
allow obstetrics to remain on a site even if the site no longer provided 24/7 inpatient 
paediatrics. A Standalone Midwifery Led Unit would only be considered if obstetrics, and / or its 
interdependent services of neonatology and anaesthetics, could not be provided safely on the 
site.  

Thus a SMLU model would only be considered if it was a safer alternative than maintaining an 
obstetrics unit on the site. 

 

12.1.1 Safety of SYB services 

The Hospital Services Programme found that the obstetrics workforce on most sites looked 
relatively well staffed (see section 12.2 below). 

In review meetings with the Trusts, most Trusts reported that their interdependent services 
(neonatology and anaesthetics) were also able to staff themselves to safe levels. 

The exception to this was Bassetlaw, which is encountering difficulties in sustaining rotas for 
anaesthetics on the Bassetlaw site, with only 3 out of 8 posts filled. Doncaster and Bassetlaw 
are working with commissioners to consider a range of options around how anaesthetics might 
be made safe on the site. 

 

 Workforce 12.2
The majority of Trust are currently staffing their maternity services as closely as possible to the 
national guidelines: 
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• All of the Trusts are meeting guidance on the number of hours of consultant presence 
required for their size of unit; 

• All of the Trusts are achieving the national guidance on 1 midwife to every 28 births.  

The bar chart below shows the current staff in post compared with the numbers necessary to 
deliver a sustainable workforce and to deliver the Royal College guidelines in full.  

 

 
Figure 16: Workforce numbers showing the number of staff in post, agency & bank staff, staff required to meet demand 
under the current configuration and the Royal College guidelines36 

 

 Affordability 12.3
Affordability represents a significant challenge to any reconfiguration of maternity services, 
since moving to a SMLU requires significant volumes of activity to move to another site:  

12.3.1 Capital costs 

The majority of maternity units in the system are running at or near full capacity, meaning that 
transferring large volumes of activity would require new capital build at the site. 

Doncaster and Bassetlaw are facing particular challenges to their estate, which has a significant 
amount of backlog maintenance. The ICS is currently working with DBTH to identify how the 
system might support DBTH in gaining access to national funding to address its backlog 

                                           

 
36 SYB(ND), Trust data returns, 2019 
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maintenance issues, and improve the estate for women and children’s services on the 
Doncaster Royal Infirmary site.  

 

12.3.2 Financial sustainability of a Standalone MLU 

The Hospital Services team looked at the volume of maternity activity which might remain on a 
site if it shifted from offering an obstetrics service to a SMLU.  

 

 
 Barnsley Bassetlaw Chesterfield Doncaster Rotherham 

Total current number of 
births (18/19) 

2842 1488 2719 3216 2697 

High risk women not eligible 
for SMLU 

1622 1126 1931 2526 1853 

Total number of births lost 
by transitioning from OLU to 
SMLU (assuming 30% of 
eligible women choose 
SMLU) 

(2516) (1391) (2509) (3032) (2472) 

Estimated number of births if 
an SMLU 

326 97 210 184 225 

Expected intrapartum 
transfers from SMLU at site 
to neighbouring Trusts 

(81) (24) (53) (46) (56) 

Figure 17: Activity numbers and modelling to develop assumptions around potential SSPAU activity 

 

The small number of births identified here clearly represents a financial challenge, as the 
volumes of activity need to be sufficient to maintain a viable rota of midwives. However this 
needs to be offset against the costs of for example maintaining locum rotas in other 
interdependent specialties or obstetrics, if there are challenges in maintaining those services. 

The Bassetlaw maternity service is likely to see a small increase in demand as a result of the 
new housing that is being built in Bassetlaw (see Annex F). However the numbers are unlikely 
to make a significant difference to the levels of demand.  

 
 Access 12.4

Members of the public identified access as a key concern around changes to maternity services. 
They raised concerns about pregnant women having to travel further for ante- and post-natal 
appointments, and the risk of women having to be transferred during a birth. 

 

12.4.1 Travelling for ante- and post-natal services 

Under the model, ante- and post-natal services would continue to be provided on the SMLU site, 
including outreach clinics with consultants, so the model could be designed in a way to minimise 
any additional travel for pregnant women. 

 

12.4.2 Transfer during a birth 

Triage protocols ensure that patients who can be identified as being at risk have already been 
transferred to the obstetric-led unit. 
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In the event that unforeseeable complications develop during labour, existing SMLUs around the 
country have developed a range of safeguards which include having ambulances on standby. 

 

 Interdependencies 12.5
Obstetric services are interdependent with  

• anaesthetics, which must be provided 24/7 in case a woman requires a caesarean 
section; 

• neonatology services, in case the baby gets into difficulties and requires rescuscitation. 

Neither of these is provided alongside a SMLU, since the women giving birth in a SMLU are 
those very low risk women and babies which have been identified of having minimal risk of 
needing either service. 

 

12.5.1 Interdependencies in South Yorkshire and Bassetlaw 

Bassetlaw is currently struggling to recruit sufficient staff to support a 24/7 anaesthetics rota; 
only 3 out of 8 middle-grade posts are currently filled with substantive employees. 

 

 Summary 12.6
Overall, SYB obstetrics services appear to be safe and sustainable. The main sustainability 
challenge is the interdependent services at Bassetlaw. 

Doncaster and Bassetlaw are currently working with commissioners, and with Sheffield 
Children’s Hospital, to explore options to support anaesthetics and neonatology, including the 
configuration of services. 
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13 Gastroenterology and Endoscopy: the 
opportunities for change 

The gastroenterology family of services is relatively diverse. The Clinical Working Group 
explored several areas, which are facing different challenges and require different solutions: 

• Elective endoscopy; 

• General (medical) gastroenterology; and  

• Out of hours services for gastrointestinal bleeding. 

 

 Elective Endoscopy 13.1
 Elective endoscopy is a service which needs to be provided on all sites, as an essential 
diagnostic tool to support the wider system. Endoscopy is a crucial diagnostic element within 
pathways for patients with suspected upper and lower GI cancers, and therefore plays a vital 
role for the system in achievement of access standards for those. Endoscopy is also a major 
plank of screening programmes which mitigate the flow of patients onto active cancer 
pathways. 

Endoscopy capacity was frequently raised by the Clinical Working Group as an area of potential 
concern. Capacity issues can be predicated both upon workforce and upon physical capacity to 
absorb more work. Endoscopy services are subject to stringent accreditation processes via JAG 
and are heavily influenced by capital issues, both in terms of estate and equipment. 

The system therefore considered approaches that could support the service through 
transformation and shared working, particularly through the Hosted Network. The Endoscopy 
Review recently undertaken by the ICS (and looking at endoscopy alongside reviews of other 
diagnostic services) will be a major asset to the Hosted Network, and the HN will be responsible 
for developing and overseeing implementation work in response to the recommendations of the 
Endoscopy Review. The work programme for this area within the Hosted Network is being 
developed, but should include: 

• A response to, and building upon, the cross-system review of endoscopy workforce and 
capacity, with the aim of making better use of spare capacity within the system if / where 
this exists. The Endoscopy Review is due to publish in summer 2019. 

• Development of a co-ordinated approach to train additional non-medical endoscopists. The 
Endoscopy Review is likely to recommend the creation of a multi-professional Endoscopy 
Training Academy, building upon the model developed for reporting radiographers. 

• Further consideration, recommended by the Endoscopy Review, of potential for shared 
procurement of endoscopy equipment, enabling financial savings whilst also further 
facilitating the adoption of common clinical practices. 

 

  General Medical Gastroenterology 13.2
General medical gastroenterology services, both inpatient / non-elective and outpatient, will be 
retained on every site. However, this is set within a context of workforce shortages for 
gastroenterologists; work over the last 5 years (for the Working Together Vanguard) and for the 
Hospital Services Review suggests that the consultant staffing situation can be relatively 
volatile, with the picture changing from year to year. 

Close cooperation is being established between Barnsley and Rotherham to develop a resilient 
and sustainable medical gastroenterology service at both sites. Prior to this relatively recent 
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collaboration, Rotherham had for some time been entirely reliant upon locum consultant cover 
to deliver its gastroenterology service. 

Feedback from other Trusts to the Clinical Working Group had suggested that there was 
pressure on e.g. general gastroenterology outpatient waiting lists, potentially exacerbated by 
the requirement for specialist outpatient services (e.g. hepatology, nutrition) and the capacity 
to run all of these in parallel. 

The work programme for this area within the Hosted Network is being developed, but should 
include: 

• A cross-system review of workforce and capacity, to augment the work already undertaken 
around endoscopy and GI Bleeds. Links to acute medical rotas and the situation in 
outpatient settings should be included in this work. 

• Over time, a view of the ability and necessary steps to take forward the separation of 
General Internal Medicine and Gastroenterology rotas should be formed. 

• Supporting Trusts to form bilateral partnerships e.g. building upon the work between 
Barnsley and Rotherham.  

 

 Out of hours GI Bleeds 13.3
At present, not every site across SYB(ND) is able to provide a 24/7 or Out of Hours GI Bleeds 
service. Currently, both Rotherham and Bassetlaw have transfer protocols in place to send 
patients to Doncaster if they need urgent GI bleed services out of hours. There remains some 
uncertainty as to whether Doncaster themselves are always able to provide out of hours access 
to expertise in managing GI bleeds.  

Whilst the ability of individual sites to provide cover has changed over time with fluctuating 
consultant establishments, overall this has been the situation in SYB(ND) for at least five years, 
and suggests inequity in treatment and potentially in outcomes for some of our patients.  

At present, alongside the agreements within DBTH and between Doncaster and Rotherham, 
there are in practice also a significant number of (essentially ad hoc) transfers into STH, which 
maintains a 24/7 consultant gastroenterology rota. 

The Hospital Services team reviewed the options of  

• Attempting to establish 24/7 GI bleed services on all sites; or  

• Formalising and strengthening the a model of protocol-driven transfer between sites.  

An analysis of the options against the HSR evaluation criteria is as follows: 

 

13.3.1 Advantages and disadvantages of service change 

 

 Establish 24/7 GI bleed 
services on all sites 

OOH protocol-driven transfer 
between sites 

Quality X Some sites have recently received 
‘requires improvement’ CQC scores 

X Workforce issues can restrict the access 
to expert intervention 

√ Clinical outcomes should be preserved 
or improved as all patients access expert 
opinion and intervention 

Workforce X Providing sufficient expert workforce to 
cover 24/7 rotas at some sites is not 
possible due to recruitment issues and 
workforce gaps 

X Bleed services should be consultant-led, 
and out of hours services largely 

√ This model fits demand to workforce 
(which is feasible), rather than vice versa 
(which is not) 
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consultant-delivered; therefore not 
feasible to rely solely on a wider pool of 
clinical endoscopists 

Affordability X High locum staff spend at some sites 
due to substantive workforce 
unaffordability is financially unsustainable 

√ Locum costs at unsustainable sites 
could be reduced 

X Costs associated with ambulance 
transfers may increase 

Access √ Patients would access care at all sites; 
i.e. transfers would be minimised or 
removed 

 

X Some patients may need to travel 
further for GI Bleed services at some 
times of the week  

√ Patients are guaranteed to have access 
to expert OOH services  

Interdependencies √ Interdependent services (e.g. general 
surgery, TIPS, & IR where they exist on 
that site) would be unaffected 

√ Interdependent services (e.g. general 
surgery, TIPS, & IR where they exist on 
that site) would be unaffected. TIPS and 
IR would be highly unlikely to be present 
on sites which cannot maintain a 24/7 
rota 

 
Figure 18: Table showing an assessment of the advantages and disadvantages of changes to the GI Bleeds OOH clinical 
model vs retaining presence on all sites 

 

Based upon this, and upon the relatively small numbers of patients likely to be affected (see 
below), the Clinical Working Group considered that the safest and most efficient model would be 
to continue with the current model of transferring patients out of hours, but to develop more 
formalised transfer protocols to support these services. 

 

13.3.2 Proposed standardised model for transfer of patients 

We therefore propose the following clinical model where the Gastroenterology Hosted Network 
(in partnership with transport services) will develop Clinical Pathways and associated Standard 
Operating Procedures for the following: 

• The transfer of urgent bleed patients from a site without rota cover to a predetermined site 
with cover:  

o Pairings will be agreed via the HN and reviewed on an annual basis  

o The Standard Operating Procedure (SOP) should include provision for short-notice / 
unexpected rota gaps  

o This should ensure that there is never a situation where a site is uncovered either 
under its own resources or via a pairing / transfer arrangement 

 

• The stabilisation and transfer of highly complex bleed patients:  

o This may include those requiring interventional radiology support or other pre-
defined cohorts (NB: increasingly bleeds can be stabilised without IR, the number 
requiring IR is anticipated to be very low) 

o Patients will be transferred to one or more predetermined specialist sites who can 
offer the appropriate therapeutic input 

 

If a site is not deemed 24/7 bleed rota compliant (“Site 1” as in Figure 19, below): 
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• They will provide the comprehensive bleed service at their own site, working to the HN 
Clinical Pathway, in a predictable and published pattern, to the greatest extent possible 

• This should avoid over-ambitious assessments of their own capacity; the HN will be the final 
arbiter on this 

• Where not covered internally, they will adopt the SOPs for transfer of urgent bleed patients, 
working with a predetermined partner site 

• They will utilise the transfer protocol for complex patients if they are not able to provide the 
relevant highly specialist care 

 

If a site is deemed 24/7 bleed rota compliant (“Site 2” as in Figure 19, below):  

• They will provide the comprehensive bleed service at their own site, working to the HN 
Clinical Pathway 

• The site/ Trust may act as the partner for a site without a compliant rota under a pairing 
arrangement 

• They will utilise the transfer protocol for complex patients if they are not able to provide the 
relevant highly specialist care 

 

The HN will act as the first-line arbiter for disputes, will run the regular rota review process, will 
review and sign off guidelines and SOPs on a scheduled basis, and will provide an audit 
mechanism for the regional out of hours bleeds service. 

Sites will be paired as in Figure 15 below, with patients transferred from a site without bleeds 
cover to a pre-determined site with cover, according to pre-agreed protocols and based on 
clinical judgement, once stabilised. 

 
Figure 19: An illustration of the proposed changes to the OOH GI Bleeds clinical model through the pairing 
of sites 

 

13.3.3 Number of patients likely to be affected by this 

Numbers are affected are likely to be low. Our hospitals see around 36 new GI bleed cases per 
week, but only around a quarter of these (9 to 10 patients) present out of hours. Data on GI 
bleeds activity is limited due to the low volumes, and most of our Trusts do have cover most of 
the time, so only a relatively small proportion of these will transfer. 

In one short 2014 study undertaken by SYB(ND) Trusts, only one patient per week presented 
out of hours without bleed cover – but this was only for a fortnight and one Trust did not send 

SITE 1 SITE 2

No, or Intermittent, OOH Bleeds Service 24/7 365 Bleeds Service

Unit that is not able to offer a 24/7 Consultant led unit that is

bleeds service in a stable or predictable open 24 hours a day,

way seven days a week

Retains bleeds patients locally ONLY when

there is local expert cover according to a

predictable, published rota

Transfers at times without published rota cover

paired with
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data. We believe that two to three patient transfers a week is the maximum likely, based upon 
the best current data, and based upon conversations with the Clinical Working Group. 

Our proposed new model is not likely to increase these numbers. It is important to recognise 
that most patients presenting out of hours without bleeds on call will transfer anyway. Our 
proposal just aims to strengthen the safeguards around this. 

 

13.3.4 Public consultation  

The proposals above in many ways simply codify and streamline existing practice. Transfers will 
now be governed by clear clinical protocols (including scoring) and by standard operating 
procedures, and will be overseen by the Hosted Network. 

Proportionate staff and patient engagement will be necessary going forward and a final decision 
on whether to proceed with engagement or consultation would need to be taken in discussion 
with the Joint Health Overview and Scrutiny Committee.  
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14 Equalities implications 
The equalities implications have been considered throughout the work that has been done to 
address the models. 

The key points made by attendees are summarised below. A more detailed analysis of how the 
equalities issues have been addressed is included at Annex F. 

 

 Engagement with the seldom heard groups 14.1
During 2018 and 2019, there has been engagement with representatives from a wide range of 
seldom heard groups, including BME groups, LGBT groups, members of the Deaf community, 
people with disabilities, travellers, asylum seekers and others. A full, independent report of this 
engagement is published on the ICS website.  

The concerns that were raised by these groups have been fed back to the Clinical Working 
Groups, and have been considered throughout the project.  

 

 Implications for different equalities groups 14.2
A full Equalities Impact Assessment would need to be taken forward by any CCG which was 
looking to take forward reconfiguration. The current report has therefore not carried out a 
formal EIA. However, equalities issues have been considered during the report, and the key 
issues which have emerged are summarised below.  

14.2.1 Pregnancy and maternity 

The services considered here (maternity and paediatrics) are likely to impact most significantly 
on women. The ICS has spoken with a number of mother and toddler groups in order to identify 
specific issues. Key concerns, which have shaped the conclusions of the report, included 
concerns raised by women who struggled to visit a child in hospital while other children were at 
home requiring care.   

14.2.2 Age 

Most of the services discussed in this report are focused on younger people, but changes to GI 
bleeds services would be likely to impact more on older people. The public travel and transport 
group discussed the challenges for older family members in visiting a site further away.   

14.2.3 Disability 

People with disabilities reported that the key issue was around access, particularly for those 
who used public or community transport.  

Access went beyond transport issues: respondents from the Deaf community referred to the 
shortage of translators for Sign Language while respondents with autism and learning 
difficulties described information received from the hospital as being difficult to interpret. 

14.2.4 Race 

The majority of the issues reported by people from ethnic minority groups tended to be around 
the quality of care and the way in which care was delivered. A number of respondents described 
communication difficulties and a shortage of translators, while a few reported specific 
stereotypes: some women of Indian and Asian heritage, for example, warned against cultural 
stereotypes that assume that Asian families will want to care for family members at home.  
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14.2.5 Religion or belief 

The public engagement included groups of men and women from a range of religions, including 
groups of older Muslim women. Several of the group members reported finding it difficult to 
access healthcare, largely because of language and cultural barriers.   

14.2.1 Sexual orientation and gender identity 

LGBT respondents similarly focused on the delivery of services and the attitudes of healthcare 
staff, rather than on the design of services. Some reported specific negative experiences 
although most were positive.  

14.2.2 Lower socioeconomic groups 

Although socioeconomic disadvantage is not identified as one of the protected characteristics, 
public respondents made the point that changes in access would impact particularly on the 
poorest since they are least likely to have private cars.  
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15 Monitoring and early warning signals 
 

 Objectives of monitoring 15.1
During discussions of whether the system should pursue transformation or reconfiguration, one 
of the key points raised was that if the system is to focus on transformation rather than 
reconfiguration, it must be able to identify whether transformation is being successful, or 
whether any more immediate action needs to be taken. 

The AOs, CEOs, and Chairs of the acute providers asked that the Hospital Services team 
consider how the system might put in place a monitoring and ‘early warning’ process. This 
would aim to capture: 

• Whether the work on transformation is having an impact on improving services; AND 

• Whether there are any serious issues emerging in these services which might necessitate 
more immediate action.  

This work needs to be seen in the context of wider monitoring of performance in the ICS. 

 

 Context 15.2
The NHS is currently at a moment of transition. Legally, the system is still working within the 
structure created by the Health and Care Act 2012 in which each Trust operated individually and 
was legally accountable only for its own performance to its commissioners and regulators. 

However, while the legal accountabilities remain in place, the NHS is beginning to move towards 
a more system-based way of working, with the aim of incentivising trusts to work together in 
the interest of patients rather than separately.  

In this structure, commissioners and providers across the ICS footprint are expected to hold 
each other mutually accountable, and performance is beginning to be assessed at a cross-
system level, as well as for individual organisations. Thus poor performance on quality, or a 
financial shortfall, in one Trust will appear on the scorecard for the system as a whole, the 
system as a whole will be held responsible for working together to address the issues, and 
ultimately all partners will be penalised for poor performance by some members. 

As the largest ICS in England, and one of the most advanced, SYB is at the forefront of 
developing this.  

One element of this mutual accountability is the development of a shared approach to 
monitoring, and a greater degree of transparency around the performance of individual Trusts.  

 

 Current monitoring  15.3
15.3.1 Monitoring at individual organisational level 

At present data on quality and performance is largely reviewed by Trusts Boards and CCG 
Governing Bodies, scrutinising the performance of their own organisation or CCG footprint. 
Papers are taken at public meetings and are available online. 

 

15.3.2 Monitoring at system level 

While most monitoring in the system is at organisational level, the system is beginning to see 
some cross-system working: 
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• The Quality Surveillance Group. This multi-agency group (which consists of 
commissioners, local authorities, voluntary and patient representative organisations, but 
excludes providers) meets monthly and reviews any concerns about the quality of care in 
each Place in SYB. Each meeting receives: 

o a report on quality outcomes, compiled at regional level; 

o a narrative update on any quality issues that are known to be emerging at any 
individual Place.  

The quality metrics that are considered by this group are exclusively performance based, 
such as performance against national targets. If an issue is identified for escalation it 
goes to a quality review meeting at which a report is taken which looks at wider issues 
such as workforce constraints, leadership issues, or financial concerns.  

• Quality Group. The system is in the process of setting up a Quality Group which will 
review performance and other key indicators at a system level, and will include 
providers. The design of this group is at an early stage. 

• Local Workforce Advisory Group. The LWAB has a remit to oversee workforce issues 
across SYB, and receives updates on specific pieces of work, but does not currently 
monitor performance on workforce on a regular basis. 

• Integrated Assurance Framework. Work is underway to develop a framework for 
assurance across the system, including developing a forward look to develop upcoming 
risks. 

 

 Developing the current approach into monitoring  15.4
The request from the CEOs, AOs and acute provider Chairs is to identify whether specific 
initiatives in the transformation programme are having an effect; and to identify risks in these 
services before they arise.  

The monitoring identified above has some limitations in this regard: 

• Much of the data that is currently collected at a system level is based on the system 
performance indicators; is general rather than service-specific; and / or is retrospective; 

• The more nuanced, service-specific data that Trusts collect is largely not shared at a system 
level.  

• In particular, there is currently no systematic collection of data relating to workforce at a 
system level. 

We suggest the following approach: 

• We should identify no more than five key metrics for each specialty which would be collected 
and shared on a bimonthly basis. Initially these would be collected and shared within the 
Hosted Networks; as the Quality Group develops, they might be monitored within that 
group. 

• Ideally these metrics should be metrics which both enable us to identify whether the 
transformation work in the HSR specialties is achieving its objective, and whether the 
service is facing risks which could deteriorate into safety concerns. 

• The Hosted Networks, with support from the ICS, should be asked to take the lead on 
developing these metrics. 

 

Examples of the types of metrics that the system might be asked to collect and share include: 

• The number of shifts in the specialty which the Trust has needed to fill other than by 
substantive staff working their core hours, over the last 2 months 
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• The number of trainees in a Trust who choose to take up a permanent post in it. 

• Number of times that patients have been transferred to another Trust outside of the 
processes or hours agreed in transfer protocols between Trusts. 
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Hospital Service Review: Report for Governing Bodies 

 

 
Conclusions and Next Steps 
 
 
 

 
In this section we will consider the following:  

 
• Conclusions drawn by AOs and CEOs in terms of the way forward 

as presented in this report 
 

• Next steps for Governing Bodies and the process of public 
consultation once decisions have been made 
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16  Conclusions 
 

AOs and CEOs discussed the evidence contained in this report on the 21st of March and 1st of 
April. AOs and CEOs, upon evaluating all of the evidence provided by the HSR, concluded that 
where there is not an immediate safety concern, their preference would be that Transformation 
should be the first area of focus to change and develop services. This approach should include 
options such as co-locating A&E and SSPAU, and developing out of hospital services, which can 
help to reduce workforce pressures.  

In future, if there are safety concerns or if clinical models change, for example if A&E and 
SSPAU co-location and increased community services reduces the need for an in-patient unit, 
reconfiguration may become a viable option that can be revisited.  

To this end, the system should develop an approach to monitoring the impact of transformation 
at a system level, with ‘early warning’ metrics to identify concerns around sustainability. This 
will form part of the wider ICS approach to monitoring performance. 

  

In summary: 

• Inpatient paediatrics: the AOs and CEOs preferred that a transformation approach to 
change be taken, focusing on system-wide Transformation across services to develop the 
workforce and as a result improve the quality of services and ensure that services 
remain future-proof in the face of declining workforce numbers and growing demand. 

The exception to this was Bassetlaw, where the AOs and CEOs believed that system-wide 
Transformation will not be able to go far enough to address support the reinstatement of 
Paediatric services overnight, without destabilising other Trusts in the system that are 
currently performing well.  

• Maternity: When considering key interdependencies, the Governing Body should look 
into the options for higher risk women to give birth at Doncaster Royal Infirmary and 
explore whether neonatology and anaesthetics rota can be maintained sustainably 24/7 
at Bassetlaw. 

• Gastroenterology: across Gastroenterology and Endoscopy, we recommend that the 
Hosted Networks should focus on key priorities such as understanding demand and 
capacity and workforce solutions.  

For Out of Hours GI Bleeds, it is proposed that the Hosted Network should take forward 
any work on the development of out of hours protocols, developing a formalisation of 
what is currently common practice through shared working with the HNs. 

 

 Decision for Governing Bodies 16.1
Governing Bodies are asked to consider whether they agree with the conclusions reached by the 
AOs and CEOs above. In particular, they are asked whether they agree that an approach of 
focusing on transformation, and considering reconfiguration only if there is an immediate risk of 
safety issues, is appropriate in addressing the long term sustainability of acute services in SYB. 
If transformation fails to address the workforce issues in the medium to long term 
reconfiguration may have to be reconsidered. 

They are also asked to agree the approach to monitoring the progress of transformation, and 
metrics for early warning on sustainability issues, that is laid out in chapter 15  

Governing Bodies have agreed during their July meetings to delegate responsibility for agreeing 
the direction of travel laid out in this report to the Joint Committee of Clinical Commissioning 
Groups (JCCCG).    
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17 Next steps 
 Overview 17.1

The next steps are as follows: 

Agreement of this paper 

• Public engagement   

• Discussion within public meetings of the Governing Bodies  

• Discussion and agreement of the proposed way forward by the JCCCG 

 

Taking forward transformation 

• Taking forward development of the level 1 Hosted Networks.  

• Taking forward development of the level 3 Hosted Network for paediatrics.  

• Development of monitoring 

• Taking forward other elements of transformation.   

 

Taking forward reconfiguration 

If any CCG decides to take forward reconfiguration, this will require: 

• Full equalities impact assessment (EIA) led by the CCG.  

• Engagement with the relevant Overview and Scrutiny Committee,  and engagement for 
information with the Joint Health Overview and Scrutiny Committee;  

• Engagement with the North of England Clinical Senate (and/or the Yorkshire and the 
Humber Clinical Senate) around any suggested reconfiguration changes.   

• Public consultation in line with legal requirements.  
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 Agreement of this paper 17.2
17.2.1 Public engagement 

A significant amount of public engagement has already taken place on the underlying models 
and options for the HSR, SOC and in the most recent phases between October 2018 and April 
2019. The reports into this public engagement are available on the ICS website. There has also 
been patient and public input specifically into the travel and transport work. Bassetlaw 
commissioners and providers have engaged with their local community and with patients, 
particularly regular users of paediatric services at Bassetlaw.  

We have not so far undertaken public engagement on the analysis, which is only now complete 
and in a state to be shared.  

We will undertake engagement with members of the public in parallel with the paper going to 
Governing Bodies and decision making by the GBs over whether to proceed with consultation 
around reconfiguration on any sites.  

The ICS will make the report public and will engage on it ahead of the JCCCG discussion so that 
this engagement can inform the JCCCG discussions, and individual CCGs will take forward 
further individual engagement if required.  

 

17.2.2 Discussion within public meetings of the Governing Bodies 

The Acute Trusts will be given an opportunity to comment on the paper in private, in advance of 
discussions in CCG Governing Bodies.  

Each of the CCGs in SYB and North Derbyshire will then discuss the paper at a public meeting in 
August / September. 

CCG Governing Bodies agreed in July to delegate decision making on all issues relating to the 
Hospital Services Programme to the Joint Committee of Clinical Commissioning Groups, so the 
report will be discussed and the overall approach agreed at the JCCCG meeting in September.  

 
CCG Governing Bodies 

(public) 

Acute provider Trust Boards 

(private) 

 30th July Doncaster and Bassetlaw 

Rotherham 

Sheffield Children’s  

Sheffield Teaching 

 31 July Chesterfield 

20th Aug Bassetlaw CCG  

4th Sept Rotherham CCG  

5th Sept Sheffield CCG 

5th Sept Doncaster CCG 

5th Sept Derby and Derbyshire CCG 

5th September Barnsley 

12th Sept Barnsley CCG   

24th Sept Joint Committee of Clinical 
Commissioning Groups  

 

Figure 19: Dates of upcoming CCG Governing Bodies and Acute provide Trust Boards 
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17.2.3 Discussion in the JCCCG 

SYB Clinical Commissioning Groups have agreed that the paper will be discussed in public 
Governing Bodies, but that because it involves a cross-system analysis, a final decision on 
whether to agree the analysis will be made at JCCCG.  

 
 

 Taking forward transformation 17.3
17.3.1 Taking forward development of the level 1 Hosted Networks  

Recruitment to the Hosted Networks has already begun with the aim of clinical leads and 
network managers being in post in the Autumn. 

Work programmes will be defined over the summer and agreed with the Strategic Health 
Executive Group in October / November.  

If there is any need for public or patient engagement in any element of the work programme, 
this will be overseen by the Integrated Care System (ICS) communications team. Trusts will 
also lead engagement with staff as required.  

 

17.3.2 Taking forward development of the level 3 Hosted Networks  

Work is ongoing between Sheffield Children’s Hospital and Doncaster and Bassetlaw to develop 
a level 3 Hosted Network. SCH and DBTH Boards agreed the way forward in June, and a work 
programme is being developed.  

 

17.3.3 Developing approach to monitoring 

As part of developing the work programme for Hosted Networks, clinicians and managers will be 
asked to help to develop the metrics and processes to monitor progress on transformation.  

 

17.3.4 Taking forward other elements of transformation  

Each Trust is taking forward its own internal transformation programme.  

 

 Taking forward reconfiguration  17.4
17.4.1 Full equalities impact assessment led by the CCG 

The ICS has considered equalities issues throughout but CCGs have a statutory responsibility to 
undertake a full EIA for any consultation that they will be leading; 

17.4.2 Engagement with the relevant Overview and Scrutiny Commitee  

Individual Health Overview and Scrutiny Committees (HOSCs) are legally responsible for 
identifying whether a CCG needs to go to public consultation on a reconfiguration change. If any 
CCGs wish to proceed with reconfiguration, or (in the case of Bassetlaw, consultation to confirm 
a temporary change), the process would be discussed with its own HOSC.  

In addition, a Joint Health Overview and Scrutiny Committee (JHOSC) has been formed, to 
consider issues which are cross system for South Yorkshire and Bassetlaw, Mid Yorkshire and 
North Derbyshire. The JHOSC has engaged regularly with the ICS around the Hospital Services 
Review and the Hospital Services Programme. The JHOSC will be kept informed about and 
engaged on changes that emerge from this work. 
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17.4.3 Engagement with the Clinical Senate  

Up to now the ICS has engaged with the North of England Clinical Senate (NECS) rather than 
the Yorkshire and Humber Clinical Senate because the Independent Chair of the Hospital 
Services Review is also the Chair of the YHCS. The arrangements for individual engagement 
with the Senate, if any is necessary, will be reviewed going forward 

 

 Public engagement and consultation on reconfiguration 17.5
There are legal requirements defining the public consultation that must be undertaken if any 
permanent reconfiguration is being considered for a site.  

Consultation would be led by the CCG for the site(s) in question, in accordance with the legal 
requirements, or the ICS for any system wide reconfiguration. 
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Final report to Governing Bodies on the Hospital Services Programme 
 

GOVERNING BODIES OF CCGS IN SOUTH YORKSHIRE AND BASSETLAW, AND DERBY 
AND DERBYSHIRE CCG  

 
BOARDS OF FOUNDATION TRUSTS IN SOUTH YORKSHIRE AND BASSETLAW, AND 

CHESTERFIELD 
  

19th July 2019 
 

Author(s)  Alexandra Norrish, Programme Director, Hospital Services Programme 
 

Is your report for Agreement / Consideration / Noting 
 
Consideration and agreement by CCG Governing Bodies 
  
Discussion by Foundation Trust Boards 
 
Process of consideration by Governing Bodies 
 
The recommendations in the current report relate to acute providers in SYB and Chesterfield, and 
their commissioners, but exclude Mid Yorkshire which is part of the West Yorkshire STP. This 
paper is therefore for discussion by the Governing Bodies of Barnsley, Bassetlaw, Derby and 
Derbyshire, Doncaster, Rotherham and Sheffield CCGs. 
 
CCG Governing Bodies have agreed to delegate decision making on issues related to the Hospital 
Services Review to the Joint Committee of Clinical Commissioning Groups. 
 
Therefore individual Governing Bodies are asked to discuss the attached paper in public meetings 
and reach their own view on it. 
 
Following discussion at individual Governing Bodies, JCCCG will discuss the attached paper at its 
September meeting, agreeing whether to adopt the direction of travel laid out in the paper as the 
direction for the Integrated Care System.  
 
 
Process of discussion by Foundation Trust Boards 
 
The paper is also being shared with the acute providers, for discussion in their private Boards 
during July, ahead of public discussion in Governing Bodies. 
 
Summary of key issues  
 
Over the last two years, the South Yorkshire and Bassetlaw (SYB) health and care system has 
been considering how best to support the long term sustainability of acute hospital services in 
South Yorkshire and Bassetlaw (SYB), Mid Yorkshire and North Derbyshire (SYB(MYND)). 
 
Analysis of the options has now been completed, and have been discussed by Accountable 
Officers and the CEOs and Medical Directors of the acute providers.  
 
In summary, system leaders concluded that: 

• The system was strongly supportive of the approach to shared working between the Trusts. 
Work should go forward as quickly as possible on developing the Hosted Networks, as an 
important vehicle for transformation going forward. 

• The transformation agenda should continue to go forward, in particular with a focus on strong 
workforce planning across the system, and development of new models of care and patient 



 

 2 

pathways, through shared working. This approach of collaboration was strongly supported by 
public engagement. Since it cannot be guaranteed that transformation will address all of the 
challenges, and unplanned workforce issues may arise, a monitoring system with early warning 
signals should be put in place at a system level. 

• Reconfiguration was a more complex decision, but in summary the group agreed that 
reconfiguration itself carried a risk of unsettling the workforce and thereby destabilising the 
system. The group felt that reconfiguration should only be taken forward if there was an 
immediate risk of safety issues or immediate sustainability issues that would justify it, as had 
been the case at Bassetlaw in 2016.  

The group discussed paediatrics services at Bassetlaw. Clinicians consider that the Bassetlaw 
paediatrics service has been sustainable since the changes made in January 2017, with no 
detriment to clinical outcomes and no complaints related to the new model of care.  

However the underlying challenges with staffing that led to the original concerns at Bassetlaw 
have not been resolved, as shown in the modelling around the shortfall of workforce across the 
system, and ongoing recruitment challenges since 2017. These are exacerbated by 
Bassetlaw’s geographical position which makes it more difficult to rotate staff across sites or 
build a locally-recruited workforce. It was felt to be unlikely that transformation alone would be 
able to improve the sustainability of Bassetlaw enough for it to return to running an overnight 
inpatient unit. 

The CEOs and AOs supported Bassetlaw CCG and Doncaster and Bassetlaw Teaching 
Hospital in continuing to test potential partnership working with Sheffield Children’s Hospital as 
a way to strengthen services, but that it was not likely that this would be sufficient to support a 
reopening of overnight inpatient paediatric services. 

The report also invites the Bassetlaw commissioners, working with the Trust, to consider 
transformation and reconfiguration options for maternity services. 

• Public engagement: Any proposed permanent change to services will need to go through 
public engagement, and (following discussion with the relevant Overview and Scrutiny 
Committee) the CCG may consider formal consultation with patients and the public. The timing 
of such a consultation and other issues that may also be included in a consultation process are 
matters for the CCG to consider.   

 
Recommendations 
Governing Bodies are asked to consider whether they agree with the conclusions reached by the 
AOs and CEOs above. 

In particular, they are asked whether they agree that an approach of focusing on transformation, 
and considering reconfiguration only if there is an immediate risk of safety issues, is appropriate in 
addressing the long term sustainability of acute services in SYB. If transformation fails to address 
the workforce issues in the medium to long term reconfiguration may have to be reconsidered. 

They are also asked to agree the approach to monitoring the progress of transformation, and any 
emerging risk, that is laid out in the paper.  
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Workforce:  

Paediatrics 
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Workforce:  

Paediatrics - Methodology 
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We have looked at current staffing levels on each site, 
and how this might be affected by changing the staffing 
model 

In the following slides we describe: 

• How many staff are currently substantively employed at each site 

• How this compares with the number of staff that would make up a sustainable workforce 

• The impact that changing the clinical model would have in terms of changing the staff needed on that 
site, if the changed units were staffed at a sustainable level. 

 

The impact on the system as a whole depends on where the activity would be sent to (see last section of 
this presentation) but an indicative analysis of the scale of reduction, at a system level, is discussed in this 
section on changes on 1 or 2 sites.  

 

It is important to note that should the system be unable to afford an investment in staffing numbers to 
meet a sustainable establishment then changing the clinical model from the current staff in post baseline, 
could help reduce the demand for workforce, and support more sustainable workforce models on fewer 
sites.    
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The paediatric Clinical Working Group identified how 
many staff would be needed for a sustainable paeds rota 

The number of nurses 
reduces with the number of 

beds. 

On a regional level, any 
reduction in the number of 
nurses is due to patients 

leaving SYB for care. 
  

The number of consultants 
does not reduce if IP unit 

becomes an SSPAU  

The number of middle 
grade and junior doctors 

reduces because they need 
to be present on site for a 
shorter duration of time 

ASSUMPTIONS (FOR REFERENCE ONLY): 
We asked clinicians to identity a sustainable workforce required to meet current levels of activity.  
They proposed the following assumptions: 
• Consultants:  

Estimated using the current number of staff in post with filled vacancies  

• Mid Grade and Junior Doctors:  
One middle grade and one junior doctor is required at all times and the required number of FTEs is calculated based on 
opening hours. Therefore the fewer the number of opening hours, the fewer doctors you need. 

It is assumed that a mid grade/junior doctor works 25% of their time in a SSPAU, 30% of their time in an Inpatient unit, 
and 30% of their time in a Neonatal unit.  

• ANNP: WTE that could reasonably substitute a Middle Grade/ Junior Doctor  
(i.e. one to one substitution on wards) 

• Nurses: WTE per bed  
(i.e. 2 Paediatrics nurses for up to 8 beds, an additional nurse for every additional 4 beds) 

Consultants Middle grade and 
junior doctors Nurses 
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Workforce:  

Paediatrics - Outputs 
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CAIC workforce in post 
WTE by site, Based on 2018/19 workforce numbers as at 1 April 
2019 

Note: All sites, including Bassetlaw, are modelled using 2018/19 data; 
Baseline numbers were sent out to Trusts for validation on 08/03 and 25/03 

Staff in post (+ agency and bank staff) 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham SCH 

Consultant doctors 8.0 3.0 (+ 0.6) 8.2 11.8 (+ 1.9) 9.6 (+ 0.83) 8.0 

Middle Grade 
doctors 10.5 (+ 0.3) 5.0 (+ 0.1) 8.8 (+ 0.2) 11.0 (+ 0.1) 7.5 (+ 0.66) 20.6 (+ 1.3) 

Junior  
doctors 10.5 (+ 0.5) 4.0 (+ 1.0) 9.0 11.0 (+ 2.5)  7.5 (+ 0.47) 24.7 

Nurses  
(Band 7+) 1.0  1.0  0.4 (+ 0.2) 2.0 1.0  10.5 

Nurses  
(Band 5-6) 26.7 (+ 0.1) 8.2 (+ 0.5) 25.9 (+ 2.4) 33.0 (+ 0.6) 24.9 (+ 1.9) 85.7 

Nurses  
(Band 1-4) 9.8 8.0 (+ 0.5) 8.8 (+ 0.9) 22.3 13.8 (+ 2.0)  28.9 
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CAIC sustainable establishment 
WTE by site, Based on 2018/19 workforce numbers 

Estimated sustainable establishment for an Inpatient unit 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham SCH 

Consultant doctors 8.0 8.0 8.2 12.8 10.3 8.0 

Middle Grade 
doctors 14.9 14.9 14.9 14.9 14.9 29.8 

Junior  
doctors 14.5 14.5 14.5 14.5 14.5 29.0 

Nurses  
(Band 7+) 2.9 1.7 2.9 4.6 2.5 7.5 

Nurses  
(Band 5-6) 39.8 22.7 39.8 62.5 34.1 102.3 

Nurses  
(Band 1-4) 18.0 10.3 18.0 28.2 15.4 46.2 

Note: All sites, including Bassetlaw, are modelled using 2018/19 data; 
All assumptions were developed and iterated across six Clinical Working Groups with clinical and operational managers 
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There is currently a shortfall across the system for 
Paediatrics  

CAIC workforce: Substantive vs Sustainable 
WTE, Based on 2018/19 workforce numbers 

Sources: Trust data returns, 2018/19; Analysis based on Trust-submitted assumptions 

Staff in post Agency & Bank Gap between 
staff in post and 
staff required to 
meet demand 

Staff required to 
meet demand 

Gap to Royal 
College 

Guidelines 

Potential 
establishment 
under Royal 

College 
guidelines 

Consultant doctors 49 4 3 55 - 6 49 
Middle Grade doctors 61 2 41 104 86 190 
Junior doctors 65 5 32 102 85 187 
Nurses (Band 7+) 16 0 6 22 0 22 
Nurses (Band 5-6) 204 5 91 301 0 301 
Nurses (Band 1-4) 92 3 41 136 -6  130 

204 

301 301 

187 

190 

Staff in post (2018) 

92 

49 22 

65 

41 

16 

Gap to Royal 
College Guidelines 

3 

Bank & Agency (2018) 

3 41 
32 

159 

5 

130 

22 

Gap between existing 
and staff required to 

meet demand 

55 

136 

Staff required to meet 
demand (Bassetlaw = IP) 

6 

86 
85 

61 

49 

Potential establisment 
under Royal College 

Guidelines (if 
Bassetlaw = IP) 

102 

104 91 
487 19 

214 720 

879 

Consultant doctors Nurses (Band 7+) Middle Grade doctors Junior doctors Nurses (Band 5-6) Nurses (Band 1-4) 
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Moving to 1 or 2 PAUs creates a reduction in the demand 
for middle and junior grade staff 

Illustrative workforce implications of changing Inpatient Paediatric unit(s) to a SSPAU  
WTE, Based on 2018/19 workforce numbers 

Sources: Trust data returns, 2018/19; Analysis based on Trust-submitted assumptions 

135.9 

301.1 295.4 295.4 

22.1 

Regional workforce 
saving with 1 SSPAU 

Potential future establishment 
for current configuration 

0.0 
7.4 0.4 

55.5 
96.8 

94.3 

7.3 

21.7 

104.3 
7.4 

53.4 

133.4 

-23.1 

Regional workforce 
saving with 2 SSPAUs 

55.3 

89.4 

87.1 
21.7 

Potential future establishment 
for 4 IP units and 2 SSPAUs 

7.3 

Potential establishment for 
5 IP units and 1 SSPAU 

101.6 

720.3 697.2 

-16.8 

680.4 

133.4 

• Changing one or two IP Paediatric units to a SSPAU results in a small workforce change for the region, 
although has a big impact for an individual site.  

• On average, opening 1 SSPAU saves ~7WTEs Middle Grade and Junior (“SHO”) doctors. Nursing 
savings depends on whether any patient move out of area and any beds in SYB can be closed as a 
result (but Commissioner spend will remain the same under these circumstances) 

• Potential establishment for 1 or 2 SSPAUs includes NNU staff cover; however, specific Neonatology 
arrangements need to be modelled for the preferred option(s) to determine the best use of workforce 
across the region.  

• No assumptions were made around potential changes in clinician behaviour; impact on workforce 
requirements could be greater if triage becomes more rigorous resulting in a lower number of 
admissions and a shorter length of stay. 

Further reduction in Middle grade and Junior doctors is 
possible if ANNP model is in place; numbers will 

depend on specific models on individual sites 
Consultant doctors Nurses (Band 5-6) 

Middle grade doctors 

Junior doctors 

Nurses (Band 7+) Nurses (Band 1-4) 
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Workforce:  

Maternity - Methodology 
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The maternity Clinical Working Group identified how many 
staff would be needed for a sustainable maternity rota 

ASSUMPTIONS (FOR REFERENCE ONLY): 
We asked clinicians to identity a sustainable workforce required to meet current levels of activity.  
They proposed the following assumptions: 
• Consultants:   

Number of Obstetricians per unit of activity (for an Obstetric led unit, assumes 1 Obstetrician per 500 births, plus the 
required number of Obstetricians to do the existing number of outpatient appointments and elective Caesarean sections, 
plus 20% extra to cover for antenatal and postnatal wards). No obstetricians are required for an SMLU.  

• Mid Grade and Junior Doctors:  
WTE required per unit of Consultants 
Obstetrics: WTE required per unit of Consultants (c.1:1:1  with a requirement of a minimum of 8 WTEs at all grades to be 
able to form a rota). No obstetricians are required for an SMLU.  

• Midwives: WTE per births 
(i.e. 1 registered midwife:28 births) 

The number of midwives 
reduces with the number of 

births. 1 registered midwife is 
required for every 28 births. 

On a regional level, any 
reduction in the number of 
midwives is due to patients 

leaving SYB for care. 
  

Consultants are not 
required to provide care at 

an SMLU 

Middle grade and Junior 
doctors are not required to 
provide care at an SMLU 

Consultants Middle grade and 
junior doctors Midwives 
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Workforce:  

Maternity - Outputs 
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Maternity workforce in post 
WTE by site, Based on 2018/19 workforce numbers 

Staff in post (+ agency and bank staff) 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham STH 

Consultant doctors 8.8 5.0 11.5 9.0 9.8 12.0 1 

Middle Grade 
doctors 7.9 (+ 0.3) 5.0 6.6 (+ 1.5) 6.0 8.0 (+ 2.1) 12.2 

Junior  
doctors 8.6 (+ 0.1) 5.0 8.0 (+ 0.7) 8.0 8.0 (+ 0.6) 16.0 

Midwives  
(Band 7+) 31.2 13.9 17.8 (+ 0.2) 22.0 14.0 (+ 0.5) 39.9 

Midwives 
(Band 5-6) 89.8 (+ 0.4) 36.6 (+ 1.2) 91.6 (+ 8.1) 103.2 (+ 4.3) 84.4 (+ 3.3) 157.3 

Nurses  
(Band 1-4) 32.2 14.1 (+ 0.9) 32.7 (+ 4.5) 33.4 (+ 1.5) 29.9 (+ 2.3) 81.9 

Note: All sites, including Bassetlaw, are modelled using 2018/19 data; 
Baseline numbers were sent out to Trusts for validation on 08/03 and 25/03 
1. STH Consultant doctors do not include other specialties e.g. gynaecology, so not always comparable across other trusts 
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Maternity sustainable establishment 
WTE by site, Based on 2018/19 workforce numbers 

Estimated sustainable establishment for an Obstetrics unit 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham STH 

Consultant doctors 10.8 5.5 12.6 12.4 13.3 24.5 

Middle Grade 
doctors 8.0 8.0 9.3 9.2 9.8 18.1 

Junior  
doctors 8.0 8.0 9.0 8.9 9.5 17.7 

Midwives  
(Band 7+) 23.0 11.9 21.3 24.9 21.4 50.9 

Midwives 
(Band 5-6) 93.5 48.3 86.6 101.3 87.2 207.3 

Nurses  
(Band 1-4) 37.5 19.4 34.8 40.7 35.0 83.2 

Note: All sites, including Bassetlaw, are modelled using 2018/19 data; 
All assumptions were developed and iterated across six Clinical Working Groups with clinical and operational managers 
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There is currently a small shortfall across the system for 
Maternity  

Maternity workforce: Substantive vs Sustainable 
WTE, Based on 2018/19 workforce numbers 

Sources: Trust data returns, 2018/19; Analysis based on Trust-submitted assumptions 

Staff in post Agency & Bank Gap between 
staff in post and 
staff required to 
meet demand 

Staff required to 
meet demand 

Gap to Royal 
College 

Guidelines 

Potential 
establishment 
under Royal 

College 
guidelines 

Consultant doctors 56 0 23 79 18 97 
Middle Grade doctors 46 4 13 62 14 76 
Junior ("SHO") doctors 54 1 6 61 13 74 
Midwives (Band 7+) 139 1 14 153 5 158 
Midwives (Band 5-6) 563 17 44 624 0 624 
Nurses (Band 1-4) 224 9 18 251 1 252 

224 251 252 

563 
624 624 

76 

Staff in post (2018) 

9 

117 

17 
32 14 44 18 

Gap between existing 
and staff required to 

meet demand 

79 
62 

Bank & Agency (2018) 

153 

Staff required to 
meet demand 

18 14 
50 

139 

13 

Gap to Royal 
College Guidelines 

97 

74 
158 46 

56 
54 

Potential establisment 
under Royal College 

Guidelines 

1,081 

1,231 
1,281 

61 

Consultant doctors Midwives (Band 5-6) Middle Grade doctors Midwives (Band 7+) Junior doctors Nurses (Band 1-4) 
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Moving to 1 or 2 SMLUs creates a reduction in the number 
of obstetricians but reduction in midwifery staff can only 
be achieved if patients receive maternity care out of area 
Illustrative workforce implications of changing Inpatient Obstetric unit(s) to a SMLU 
WTE, Based on 2018/19 workforce numbers 

Sources: Trust data returns, 2018/19; Analysis based on Trust-submitted assumptions 

250.7 249.2 221.4 

624.2 620.5 
551.3 

153.4 152.5 
61.2 

77.0 
1,211.9 

Potential future establishment 
for current configuration 

Regional workforce 
saving with 1 SMLU 

55.7 

1,230.8 
6.4 

Potential establishment 
for 5 IP units and 1 SMLU 

Potential future establishment 
for 4 IP units and 2 SMLUs 

5.4 
17.0 69.2 

Regional workforce 
saving with 2 SMLUs 

27.8 63.2 
50.5 

49.4 
135.5 

-19.0 
79.0 

57.0 62.4 
5.5 

-140.5 

1,071.4 6.3 

• Changing one or two Obstetrician led units to a SMLU results in a small workforce change for the 
region, although has a big impact for an individual site.  

• The size of the workforce saving depends on the individual sites chosen for SMLU. Small obstetrician 
savings can be achieved for the region with any transition from OLU to SMLU; however, midwifery 
savings for SYB can only be achieved if patients move out of area for care (but Commissioner spend 
will remain the same under these circumstances). 

• In the example above, transitioning one OLU to an SMLU results in a very small obstetrician saving 
since that particular site only delivers a small number of births. Transitioning two OLUs to SMLUs 
results in a greater saving, largely driven by patients leaving SYB for to give birth.  

Consultant doctors Middle grade doctors Nurses (Band 1-4) Midwives (Band 5-6) Junior doctors Midwives (Band 7+) 
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Activity 



20 

In developing modelling around paediatrics, we have 
included the following 

Current number of 
children treated on 

the site 

Number of children 
who currently stay for 

less than 1 day 

Of those children who stay 
for less than 1 day, 

number who arrive during 
the opening hours of the 

unit 

Expected number of 
children eligible to 
be treated in the 

SSPAU 

It is assumed that any  
child who currently stays 
in hospital for less than 
1 day would be eligible 

for a SSPAU 

Some of those children with a 
LoS of less than 1 day will 

arrive outside opening hours 
of the proposed SSPAU 

It is assumed that some 
children who are 

admitted to the SSPAU 
would be transferred to 

the inpatient site 

68-71% of children are assumed 
to arrive at a 12 hour PAU during 
its opening hours. The proportion 

would be higher for PAUs with 
longer hours. This was based on 

analysis of current admission 
times. 

We identified how many of the children currently being treated at a hospital site would remain 
there, if the inpatient unit became a Paediatric Assessment Unit, and how many would move 
to another site to receive services  

Children whose condition 
deteriorates, or who have not 

improved sufficiently by the time 
the unit closes, will be transferred 
to another site. This is based on 

an assumption by clinicians. 
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Activity: 

Paediatrics outputs 

Number of children affected by changes 
to the model 
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CAIC Activity:  
The following numbers of patients would be affected by changes 
on specific sites 

Note: 1 Bassetlaw number is shown for 17/18 activity data where Paediatric services are not offered overnight to make sure that patients are not double 
counted against other units. If we showed 16/17 activity data, total activity lost as not eligible for SSPAU would be 1,444 p.a. instead of 530 shown. We are 
able to model both 16/17 and 17/18 data; 2 68-71% of patients are assumed to arrive at SSPAUs across Trusts during opening hours   

1  
BARNSLEY 

2  
BASSETLAW1 

3 
CHESTERFIELD 

4  
DONCASTER 

5  
ROTHERHAM  

Total current 
Paediatric 
admissions 

6,658 1,330 4,573 11,185 5,320 

Total activity lost 
due to patient 
LOS>0 days 

2,456 196 2,197 3,428 1,683 

Total activity lost 
(as not eligible for 
an SSPAU, or 
arriving outside of 
opening hours) 
 

3,782 530 2,884 5,770 2,789 

Estimated activity 
that is eligible for 
a 12 hr SSPAU 
and arrives within 
opening hours2 

2,876 
 

800 
 

1,689 
 

5,415 
 

2,531 
 

Expected transfers 
of patients admitted 
to SSPAU 
to neighbouring 
Trusts 

288 80 169 541 253 
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Interdependencies – CAIC:  
Changes in clinical models may affect the ability to have safe 
interdependent services 

Changes to services on a site will result in: 

• For Paediatrics: 
- Changes to middle grade Paediatric training 
- Implications to children’s surgery: 

 

 
1  
BARNSLEY 

2  
BASSETLAW 

3  
CHESTERFIELD 

4  
DONCASTER 

5  
ROTHERHAM  

Total numbers of 
elective Paediatric 
surgery currently 1047 526 571 1822 1587 

Total number of day 
case surgery 
currently 

967 476 430 1562 1363 

Estimated number 
of children’s surgery 
that will be 
transferred based 
on current numbers 
of elective surgery 
with LoS > 0 days 

80 50 141 224 260 
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Key conclusions 

• The smallest impact on activity lost to neighbouring sites, (assuming 
Bassetlaw were operating as a full inpatient paediatric unit), would be at 
Bassetlaw (530) 
 

• The next smallest impact would be Rotherham (2,789), followed by 
Chesterfield (2,884). The largest impact across the system would be 
Doncaster (5,770) and Barnsley (3,782).  
 

• Upon changing to an SSPAU, local evidence suggests changes in clinical 
behaviour and patient presentation means the actual number of transfers 
would likely to be lower in practice than the numbers modelled 

  
• This would be particularly true if the SSPAU model was supported by an 

effective Hospital @ Home model and strengthened community services 
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Activity: 

Maternity methodology 
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In developing estimates around activity for Maternity, we 
have considered the following 

We identified how many of the women currently giving birth on a site might both be eligible 
to give birth in an SMLU on that site, and would choose to do so. To do this we used patient 
level data, public health data on the health of women in SYB, and a clinically informed 
assumption of how many women may choose SMLU.  

2,719 

Current number of 
births 

788 

Current number of low 
risk births 

236 

Women who may choose 
to give birth at SMLU 

210 

Expected number of 
births at SMLU 

~65% of births  
are med-high risk 

(exact figure varies based on 
individual Trust case-mix) 

30% of eligible women would 
chose an SMLU 

(assumption provided by 
Clinical Working Group) 

-11% expected 
premature births 

(regional average) 

We have used Chesterfield as an example below to show our methodology: 

Note: 1 Eligibility criteria to determine low risk births takes into account age, obesity, comorbidities, induction & epidurals; 2 It is estimated that, of those who 
are eligible, 30% of women will choose to give birth at an SMLU 

Eligibility criteria to determine 
low risk births takes into account 

age, obesity, comorbidities, 
induction & epidurals 

Assumption was based 
on clinical opinion 
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Activity: 

Number of births affected by changes 
to the model 
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Maternity Activity:  
Patients may be affected by individual site changes 

1  
BARNSLEY 

2  
BASSETLAW 

3 
CHESTERFIELD 

4  
DONCASTER 

5  
ROTHERHAM  

Total current number of 
births 

2842 1488 2719 3216 2697 

High risk women not 
eligible for SMLU 

1622 1126 1931 2526 1853 

Total number of births 
lost by transitioning from 
OLU to SMLU (assuming 
30% of eligible women 
choose SMLU) 

2516 1391 2509 3032 2472 

Estimated number of 
births if an SMLU 326 97 210 184 225 

Expected intrapartum 
transfers from SMLU at 
site to neighbouring 
Trusts 81 24 53 46 56 
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Interdependencies – Maternity:  
Changes in clinical models may affect the ability to have safe 
interdependent services 

Changes to services on a site will result in: 

• For Maternity:  
- A reduction of 1 Anaesthetic rota 
- Implications to Neonatal rotas – to be supported by ANNPs 

 

 The only site which is currently experiencing significant challenges in relation to its 
neonatal and anaesthetics services, and where there are significant concerns in these 
services, is Bassetlaw 

 We would suggest that any other site which was potentially changing its maternity 
services should be supported by a neonatal unit supported by ANNPs 
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Key conclusions 

• We have said that we would only move from an obstetrics unit to a 
standalone MLU if there were significant concerns about the sustainability 
of obstetrics or interdependent services on a site 
 

• We can see from the analysis above that SMLUs would be likely to be small 
on any of the SYB sites, and with this, brings sustainability issues  
 

• It might be possible to increase this by actively promoting the units to 
women who were eligible to use them. However, these levels of usage are 
in line with the levels of usage that we tend to see at other SMLUs around 
the country 
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Travel times 
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Travel times:  

Methodology 
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We have looked at the travel times that patients would 
face, to get to their next nearest hospital 

• One of the greatest concerns from members of the public was travel times, if services 
were to be provided at another site. 

• We have modelled how far patients would have to travel in order to reach their next 
nearest site. 

• It is possible that there might be a clinical decision that a partnership should be with a 
site other than the next nearest, in which case we would need to do a bespoke piece of 
modelling in the next stage. However, travel times within SYB(ND) are low by 
comparison with some health economies. 

• The travel and transport groups, and the Clinical Working Groups, agreed that we should 
not set a specific travel time as ‘safe’, but should consider each travel time on its own 
merits, and compare any increase in travel time with the relative increase in quality or 
workforce sustainability a model could deliver.  

• The following slides describe how we have modelled the travel times by public and 
private transport, at different times of the day. 

• Blue light ambulance transfers would need to be modelled in more detail for any smaller 
number of shortlisted options. 



34 

One of the most important issues to consider under 
access (as under other criteria) is equality 

• If we decide to take forward a shortlist of sites, we will do a full Equalities 
Impact Assessment 

• At this stage, we have looked specifically at the relative impacts that changes 
would have on the travel times of patients in the highest and lowest income 
deciles, as is explained on the next slide 
 

• The analysis suggests that in most geographical areas, the groups which 
would see the greatest increase in travel times are the wealthier groups: this 
is likely to reflect wealthier people living in affluent rural areas. Overall 
however the differences are relatively small. 
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Population level travel time analysis 
Methodology 

An LSOA is a Lower Super Output Area, made up of 4-6 Output Areas (used for census 
collection) that aggregates areas with similar social characteristics to create groups of 
c.1500 people or c.500-750 households.  

We have pulled data on total travel times by both Public and Private transport from each 
LSOA to their closest, 2nd closest and 3rd closest Trust at 4 times of the day – 8am, 12 
midday, 5pm and 1am, where closeness is defined by how fast a Trust is to reach.  

For each time of day, we have considered the range of times it takes to reach peoples’ 
closest trust and the incremental increases in time to reach their 2nd closest trust, if 
services at the 1st closest trust were no longer available. The results for maternity and 
paediatrics are slightly different because of the difference in travel times to Sheffield 
Children’s Hospital and Sheffield Teaching Hospital. 

We have then overlaid this data with the Index of Multiple Deprivation (IMD) level data for 
each LSOA that shows the relative income decile each LSOA sits in. Using this, we have 
compared the travel times and potential travel time increases for the most and least 
deprived populations to ensure that the most deprived populations are not made 
disproportionately worse off by any changes. 
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – Average 
Care of the Acutely Ill Child 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 31 13 0 - 28 16 – 43  
Public 43 4 – 97 32 0 - 76 39 – 131  

Poorest 27 6 - 70 22 0 - 52 17 – 101  
Wealthiest 27 4 - 81 26 1 - 69 21 – 112  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 31 15 0 - 37 18 – 43  
Public 43 4 – 178 39 1 - 90 40 – 191  

Poorest 27 12 - 81 27 0 – 84  20 – 139  
Wealthiest 30 12 – 63  24 10 - 68 25 – 122  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 14 2 – 50 16 0 – 33  14 – 62  
Public 42 8 – 103 34 2 – 77  43 – 146  

Poorest 25 6 – 57  25 0 – 76  14 – 114  
Wealthiest 29 9 – 65  21 0 – 50  18 – 103  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 30 8 0 – 29  10 – 35  
Public 40 9 – 72 25 0 – 66  32 – 109  

Poorest 28 6 - 88 15 0 – 53  13 – 101  
Wealthiest 20 3 - 65 24 0 – 60  16 – 82 Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 32 14 0 – 29  16 – 50  
Public 41 5 – 178 32 0 – 78  32 – 195  

Poorest 21 5 - 62 25 0 – 72  17 – 90  
Wealthiest 22 7 – 60  30 10 - 64 22 – 91  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 8AM 
Care of the Acutely Ill Child 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 2 – 31 15 0 – 28 20 – 43  
Public 42 4 – 91 33 0 – 73 49 – 119  

Poorest 28 8 – 69 20 0 – 44 24 – 91  
Wealthiest 26 5 – 57 30 3 – 62 26 – 112  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 31 15 0 – 32 22 – 43  
Public 44 5 – 173 36 1 – 80 47 – 91  

Poorest 29 4 – 69 27 1 – 76  24 – 120  
Wealthiest 32 16 – 55  21 10 - 44 27 – 86  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 46 17 1 – 32  21 – 59  
Public 42 8 – 103 34 2 – 77  43 – 146  

Poorest 26 9 – 57  24 3 – 60  24 – 88  
Wealthiest 27 13 – 56  22 2 – 50  25 – 89  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 30 10 0 – 28  17 – 34  
Public 38 9 – 72 26 0 – 66  36 – 86  

Poorest 27 6 – 64  15 0 – 44  17 – 80  
Wealthiest 19 4 – 51  25  1 – 53  20 – 77  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 31 15 0 – 29  19 – 50  
Public 40 5 – 114 28 0 – 73  32 – 117  

Poorest 20 5 – 51 26 0 – 72  20 – 90  
Wealthiest 26 7 – 60  31 10 - 64 27 – 91  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 12PM 
Care of the Acutely Ill Child 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 28 12 0 – 23 17 – 37  
Public 40 7 – 79 33 1 – 72 46 – 116  

Poorest 24 9 - 57 22 0 – 50 19 – 94  
Wealthiest 24 5 - 54 28 3 - 65 22 – 93  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 28 15 1 – 32 22 – 41  
Public 39 5 – 109 37 1 – 75  40 – 138  

Poorest 27 4 – 68  24 1 – 74  23 – 98  
Wealthiest 28 14 – 50  23 12 – 42 26 – 77  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 14 2 – 41 15 0 – 27  18 – 52  
Public 39 6 – 102 33 0 – 63  49 – 122  

Poorest 21 8 – 54  24 4 – 63  21 – 86  
Wealthiest 27 12 – 58  19 1 – 43  18 – 79  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 29 7 0 – 19  13 - 31 
Public 37 9 – 66 24 0 – 62  36 – 84  

Poorest 26 6 – 66  13 0 – 48  13 – 75  
Wealthiest 18 4 – 46 24 2 – 57  17 – 77  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 32 14 1 – 26  18 – 49  
Public 41 6 – 178 30 1 – 78  42 – 195  

Poorest 20 5 – 51 28 3 – 65  19 – 84  
Wealthiest 20 7 – 41  32 16 – 62  24 – 89  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 5PM 
Care of the Acutely Ill Child 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 30 14 0 – 28 19 – 40  
Public 40 4 – 82 34 0 – 76 39 – 117  

Poorest 26 9 – 61  26 0 – 52 21 – 95  
Wealthiest 26 5 – 54 26 1 - 69 26 – 95  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 31 16 0 – 37 22 – 42  
Public 43 5 – 178 38 1 – 78 42 – 191  

Poorest 27 4 – 81 25 1 – 72  24 – 123  
Wealthiest 30 15 – 56  21 11 – 40 26 – 77  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 50 17 0 – 33  19 – 62  
Public 43 8 – 103 34 0 – 74  50 – 131  

Poorest 29 9 – 56  24 1 – 68  23 – 92  
Wealthiest 34 13 – 65  21 0 – 50  23 – 91  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 29 10 0 – 29  18 – 25  
Public 44 9 – 178 26 0 – 64  32 – 109  

Poorest 27 6 – 59  18 0 – 49  22 – 78  
Wealthiest 18 3 – 46 25 1 – 58  20 – 78  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 31 14 0 – 28  18 – 49  
Public 39 6 – 95 32 0 – 76  35 – 131  

Poorest 22 5 – 51 23 0 – 69  20 – 87  
Wealthiest 18 7 – 29  34 17 – 60 26 – 84  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 1AM 
Care of the Acutely Ill Child 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 12 2 – 22 12 0 – 21 16 – 34  
Poorest 11 6 – 20 12 1 – 19 17 – 33  

Wealthiest 13 4 – 18 12 3 – 16 21 – 29  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 12 2 – 23 15 0 – 27 18 – 38  
Poorest 13 4 – 21 14 0 – 25  20 – 36  

Wealthiest 12 12 – 13  13 12 – 14 25 – 26  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 11 2 – 39 13 0 – 23  14 – 52  
Poorest 10 6 – 14  13 0 – 19  14 – 31  

Wealthiest 12 9 – 18  12 0 – 19  18 – 30  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 13 3 – 23 6 0 – 14  10 – 26  
Poorest 12 6 – 23 8 0 – 14  14 – 25  

Wealthiest 10 3 – 15 7 0 – 13  16 – 22   
Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 14 3 – 30 12 0 – 24  16 – 43  
Poorest 10 5 – 16 14 2 – 23 17 – 28  

Wealthiest 7 7 – 8  15 15 – 15  22 – 23  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 Public transport is not available at 1am so transport times cannot be included; 2  The ‘Av. increase in travel time’ value represents the increase in travel 
time if a patient has to travel to their next closest trust within SYB(ND) if services are no longer available at their closest trust in SYB(ND) – this does not 
include travel to Trusts outside of the region, so in reality maximum travel times may be slightly shorter; 3 In practice few patients within SYB(ND) will choose 
to go to Trusts outside of the region such as United Lincolnshire or Mid Yorkshire; 4 Poorest represents the most deprived decile, and Wealthiest represents the 
least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – Average 
Maternity 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 31 13 0 – 28  13 – 43  
Public 42 4 – 97 35 0 – 81  38 – 140  

Poorest 27 6 – 70  22 0 – 53  20 – 104  
Wealthiest 27 4 – 81  22 0 – 70  19 – 113  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 31 15 0 – 37  18 – 43  
Public 43 4 – 178 40 1 – 90  40 – 191  

Poorest 27 4 – 81  28 0 – 86  20 – 140  
Wealthiest 30 12 – 63  24 10 – 68  25 – 122  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 50 16 0 – 33  16 – 62  
Public 44 6 – 111 38 0 – 85  50 – 144  

Poorest 27 6 – 60  25 0 – 80  19 – 118  
Wealthiest 30 9 - 111 22 0 – 63  17 – 116  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 30 7 0 – 25  10 – 33  
Public 41 9 – 62 26 0 – 71  32 – 109  

Poorest 28 6 – 88  15 0 – 53  10 – 100  
Wealthiest 29 3 – 66  23 1 – 64 16 – 81  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 32 14 0 – 29 16 – 50  
Public 42 5 – 178 32 0 – 81  32 – 195  

Poorest 28 5 – 57  23 0 – 72 17 – 90  
Wealthiest 28 7 – 66  23 0 – 69  22 – 96  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 8AM 
Maternity 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 2 – 31 15 0 – 28  20 – 43  
Public 43 4 – 91 34 0 – 81  44 – 119  

Poorest 28 8 – 69  21 0 – 53  26 – 91  
Wealthiest 25 5 – 57  33 12 – 66  26 – 107  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 31 15 0 – 32  22 – 43  
Public 44 5 – 173 36 1 – 80  47 – 191  

Poorest 29 4 – 69  27 1 – 76  24 – 127  
Wealthiest 32 16 – 55  21 10 – 44  27 - 86 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 2 – 46 17 0 – 32  21 – 59  
Public 44 8 – 103 37 0 – 80  50 – 143  

Poorest 29 9 – 59  23 0 – 60  24 – 97  
Wealthiest 29 13 – 64 22 0 – 62  25 – 100  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 30 9 0 – 23  14 – 33  
Public 38 9 – 72 28 0 – 74  36 – 92  

Poorest 28 6 – 64  17 0 – 45  15 – 80  
Wealthiest 19 4 – 51  36 15 – 64 27 – 79  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 31 15 0 – 29 19 – 50  
Public 42 5 – 114 27 0 – 73  32 – 127  

Poorest 21 5 – 51  25 0 – 72 20 – 90  
Wealthiest 31 7 – 66  28 0 – 69  27 – 96  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 12PM 
Maternity 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 28 12 0 – 23  17 – 37  
Public 39 7 – 79 37 1 – 81  45 – 127  

Poorest 25 9 – 57  22 0 – 47  22 – 94  
Wealthiest 24 5 – 54  28 1 – 70  22 – 98  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 28 15 1 – 32  22 – 41  
Public 39 5 – 109 37 1 – 79  40 – 157  

Poorest 27 4 – 68  28 1 – 86  23 – 99  
Wealthiest 28 15 – 56  21 11 – 40  26 – 77  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 2 – 41 15 0 – 27  18 – 52  
Public 40 6 – 102 40 0 – 71  52 – 143  

Poorest 23 8 – 57  24 1 – 63  21 – 89  
Wealthiest 28 12 - 59 21 0 – 55  21 – 91  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 29 7 0 – 20  13 – 30  
Public 36 9 – 60 25 0 – 65  38 – 88  

Poorest 25 6 – 60  14 0 – 51  13 – 78  
Wealthiest 18 4 – 46  27 1 – 63 16 – 77  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 32 14 1 – 26 18 – 49  
Public 41 6 – 178 30 1 – 78  24 – 195  

Poorest 20 5 – 51  28 3 – 65 19 – 84  
Wealthiest 27 7 – 66  28 2 – 62  24 – 89  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 5PM 
Maternity  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 15 3 – 30 14 0 – 28  19 – 40  
Public 39 4 – 82 38 0 – 81  38 – 117  

Poorest 24 9 – 61  25 1 – 53  24 – 101  
Wealthiest 26 5 – 54  27 0 – 70  26 – 94  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 3 – 31 16 0 – 37  22 – 42  
Public 43 5 – 178 40 1 – 82  42 – 191  

Poorest 27 4 – 81  25 1 – 72  24 – 123  
Wealthiest 30 15 – 56  21 11 – 40  26 – 77  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 17 2 – 50 18 0 – 33  19 – 62  
Public 45 8 – 103 39 2 – 85  52 – 144  

Poorest 30 9 – 56  26 1 – 77  23 – 99  
Wealthiest 35 13 – 67 22 0 – 63  23 – 96  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 29 9 0 – 25  16 – 33  
Public 45 9 – 178 27 1 – 70  32 – 109  

Poorest 27 6 – 59  20 0 – 53  16 – 85  
Wealthiest 40 3 – 66  17 1 – 64 24 – 79  Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 16 3 – 31 14 0 – 28 18 – 49  
Public 29 6 – 95 32 0 – 81  35 – 142  

Poorest 22 5 – 51  24 0 – 69 20 – 87  
Wealthiest 18 7 – 29  34 17 – 60  26 – 84  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 The ‘Av. increase in travel time’ value represents the increase in travel time if a patient has to travel to their next closest trust within SYB(ND) if 
services are no longer available at their closest trust in SYB(ND) – this does not include travel to Trusts outside of the region, so in reality maximum travel 
times may be slightly shorter; 2 In practice few patients within SYB(ND) will choose to go to Trusts outside of the region such as United Lincolnshire or Mid 
Yorkshire; 3 Poorest represents the most deprived decile, and Wealthiest represents the least deprived decile, using Index of Multiple Deprivation data  
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Doncaster 
Barnsley 

 Rotherham 

Bassetlaw 

Chesterfield 

Population level travel time analysis – 1AM 
Maternity 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 12 2 – 22 11 0 – 21  13 – 34  
Poorest 11 6 – 20  13 1 – 19  20 – 32  

Wealthiest 13 4 – 18  10 1 – 16  19 – 26  

Sheffield 

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 12 2 – 23 15 0 – 27  18 – 38  
Poorest 13 4 – 21  14 0 – 25  20 – 36  

Wealthiest 12 12 – 13  13 12 – 14  25 – 26  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 12 2 – 39 15 0 – 26  16 – 52  
Poorest 11 6 – 16  14 5 – 25  19 – 32  

Wealthiest 13 9 – 18 14 0 – 25  17 – 36  

Av. 
travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 13 3 – 23 5 0 – 14  10 – 24  
Poorest 12 6 – 23  5 0 – 11  10 – 24  

Wealthiest 9 3 – 17  10 1 – 14 17 – 23  
Av. 

travel 
time 

Travel 
time 

range 

Av. 
increase 
in travel 

time 

Range of 
increase 
in travel 

times 

Resultant 
travel times 

to 2nd 
closest trust 

Private 14 3 – 30 12 0 – 24 16 – 43  
Poorest 10 5 – 16  14 2 – 23 17 – 28  

Wealthiest 7 7 – 8  15 15 – 15  22 – 23  

Source: Google data extract, Deloitte analysis, 2018/19 
Note: 1 Public transport is not available at 1am so transport times cannot be included; 2  The ‘Av. increase in travel time’ value represents the increase in travel 
time if a patient has to travel to their next closest trust within SYB(ND) if services are no longer available at their closest trust in SYB(ND) – this does not 
include travel to Trusts outside of the region, so in reality maximum travel times may be slightly shorter; 3 In practice few patients within SYB(ND) will choose 
to go to Trusts outside of the region such as United Lincolnshire or Mid Yorkshire; 4 Poorest represents the most deprived decile, and Wealthiest represents the 
least deprived decile, using Index of Multiple Deprivation data  
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Key conclusions 

• Current average travel times range from 15 minutes to 43 minutes across 
each site, however, there is a wide range of increases – particularly in 
parts of Doncaster and Bassetlaw where public transport routes are not as 
well connected as other parts of the region 
 

• Travel times do increase for all sites, when part of a service is no longer 
offered at a site. This average increase can range from an additional 8 
minutes to 39 minutes, although as before, there are some extremes 
where public transport connections are poor  
 

• There is little difference between the wealthiest and poorest deciles when 
looking at deprivation 
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Financial implications 
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We have calculated pay costs based on the following 
methodology 

We have focused on the pay costs associated with changing the clinical model. By making 
assumptions on how much different staff categories are paid, we have looked at the 
comparative pay bill between current staff, and the future staff under different sustainable 
configurations.  

Non-pay costs have been modelled separately in consultation with Directors of Finance. 
These are not shown on the slides as differences in non-pay costs between different options 
are very small. 

There will also be costs associated with specific options such as the costs of ambulance 
transfers and any capital costs, which we will model in detail when we have the shortlist of 
options. 
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Financial implications:  

Pay costs 
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CAIC Affordability:  
There are financial implications of changes to 1 site 

1  
BARNSLEY 

2  
BASSETLAW 

3 
CHESTERFIELD 

4  
DONCASTER 

5  
ROTHERHAM  

66.5 WTEs 
£4.0m pay costs 

29.2 WTEs 
£1.7m pay costs 

61.2 WTEs 
£3.7m pay costs 

91.2 WTEs 
£5.3m pay costs 

64.3 WTEs 
£3.9m pay costs 

+  31.6 WTEs 
+ £1.5m pay costs  

+ 42.9 WTEs 
+ £2.7m pay costs 

+ 37.1 WTEs 
+ £1.8m pay costs 

+ 46.3 WTEs 
+ £2.4m pay costs 

+27.4 WTEs 
+£1.6m pay costs 

- 57.8 WTEs 
- £2.8m pay costs 

- 31.8 WTEs 
- £1.7m pay costs 

- 58.0 WTEs 
- £2.8m pay costs 

- 92.9 WTEs 
- £4.7m pay costs 

- 51.5 WTEs 
- £2.7m pay costs 

- 26.2 WTEs 
- £1.3m pay costs 

+ 11.1 WTEs  
+ £1.1m pay costs 

- 20.9 WTEs 
- £1.0m pay costs 

- 46.6 WTEs 
- £2.4m pay costs 

- 24.0 WTE  
- £1.1m pay costs 

Current staff in 
post 

Additional 
requirement to 
meet current 
demand (as an 
Inpatient unit) 

Total estimated 
change from 
current workforce 
to become a 
sustainable SSPAU 

Change required to 
change the clinical 
model (from a 
sustainable 
Inpatient unit) 

Note: 1 There is not a 1-1 relationship between WTE gap and pay cost across Trusts as this differs by grade and individual Trusts 
currently differ in their workforce make-up; 2 All sites, including Bassetlaw, are modelled using 2017/18 data 
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Maternity Affordability:  
There are financial implications of changes to 1 site 

1  
BARNSLEY 

2  
BASSETLAW 

3 
CHESTERFIELD 

4  
DONCASTER 

5  
ROTHERHAM  

178.5 WTEs 
£9.2m pay costs 

79.6 WTEs 
£4.2m pay costs 

168.2 WTEs 
£8.8m pay costs 

181.7 WTEs 
£9.3m pay costs 

154.0 WTEs 
£8.1m pay costs 

+ 2.3 WTEs 
+ £0.1m pay costs  

+ 21.5 WTEs 
+ £1.1m pay costs 

+ 5.4 WTEs 
+ £0.4m pay costs 

+ 15.7 WTEs 
+ £1.0m pay costs 

+ 22.3 WTEs 
+ £1.3m pay costs 

- 161.6 WTEs 
- £8.5m pay costs 

- 95.4 WTEs 
- £5.0m pay costs 

- 161.3 WTEs 
- £8.6m pay costs 

- 186.6 WTEs 
- £9.8m pay costs 

- 163.0 WTEs 
- £8.8m pay costs 

- 159.3 WTEs 
- £8.3m pay costs 

- 73.9 WTEs  
- £4.0m pay costs 

- 155.8 WTEs 
- £8.2m pay costs 

- 170.9 WTEs 
- £8.8m pay costs 

- 140.7 WTE  
- £7.5m pay costs 

Note: 1 There is not a 1-1 relationship between WTE gap and pay cost across Trusts as this differs by grade and individual Trusts 
currently differ in their workforce make-up; 2 All sites, including Bassetlaw, are modelled using 2017/18 data 

Current staff in 
post 

Additional 
requirement to 
meet current 
demand (as an 
Inpatient unit) 

Total estimated 
change from 
current workforce 
to become a 
sustainable SSPAU 

Change required to 
change the clinical 
model (from a 
sustainable 
Inpatient unit) 



53 

 

Financial implications:  

Estates 
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We have also looked at whether shifting activity at the 
levels identified above would have significant cost 
implications for the estates 

In order to calculate estates implications through shifting activity we have used the following 
assumptions around activity that will transfer to neighbouring Trusts: 
• For an Inpatient unit: we assume that 1 bed day = 1 bed 
• For an SMLU: we use the same assumption, assuming that 1 bed day = 1 bed   
• For an SSPAU: we assume that 87% of patients will stay for less than 6 hours, therefore, 

1 bed = 0.5 of a bed day. For the remaining 13% of SSPAU admissions we assume a 12 
hour stay, so 1 bed = 1 bed day.  
 Metric  Unit Implications 

for Barnsley 
Implications 
for Bassetlaw 

Implications 
for Chesterfield 

Implications 
for Doncaster 

Implications 
for Rotherham 

PAEDIATRICS 

Current activity No. of admissions 
p.a. 6,658 1,330 4,573 11,185 5,320 

Change in activity as a result  
of changing the clinical model 

No. of admissions 
p.a. -3782 -530 -2884 -5770 -2789 

Change in capacity  
(No. of beds required) 1 No. of beds [-14] [-2] [-13] [-25] [-11] 

MATERNITY 

Current activity No. of births  
p.a. 2,842 1,488 2,719 3,216 2,697 

Change in activity as a result  
of changing the clinical model No. of births p.a. -2,516 -1,391 -2,509 -3,032 -2,472 

Change in capacity  
(No. of beds required) 1 No. of beds [-15] [-8] [-14] [-19] [-16] 

Note: 1This shows a high level, indicative view of the impact of changes – further detailed modelling will be carried out once a shortlist of options is generated;  
2 2017/18 activity data used 
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Capacity to absorb additional Paediatric activity: 
There is some space to absorb activity on current   across 
SYB(ND) 
 

Barnsley 

Barnsley has confirmation of funding to move its PAU close to the A&E. This will free 
up some Paediatrics capacity so Barnsley could receive some additional activity with 
minimal additional cost. Furthermore, only 18 out of 22 beds are currently being used 
due to nursing shortages, meaning a further 4 beds could be used with the right 
workforce model. 

Bassetlaw 
Bassetlaw could conceivably relocate some additional services to generate an 
additional c.10% increase in capacity, with some additional cost and currently has 22 
Paediatric inpatient beds that are not used.  

Chesterfield 
Chesterfield is facing some capacity shortfalls; is currently looking to move its own 
paediatrics activity into the community so absorbing additional activity would require 
new build.  

Doncaster 

Doncaster did not receive the £67m of capital funding, including for backlog 
maintenance, that it requested in a national process, and is looking at other ways to 
fund necessary changes to the women and children’s hospital. Changes are likely to be 
needed with or without new activity. Nonetheless there are 8 Paediatric beds that 
could be utilised following a revamp of the wards. Capital estimates have been 
provided that do not account for the successful capital bid.  

Rotherham Rotherham currently has 10 Paediatric ward beds that are not used due to its 
community nursing efforts moving care away from the Hospital.  

SCH 
[fixed site] 

Currently refurbishing 3 wards following development of its new wards, so has some 
capacity to absorb more activity. 

Some capacity to  
absorb activity  

Limited capacity to 
absorb activity  

No capacity to 
absorb activity  
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Capacity to absorb additional Maternity activity: 
There is some space to absorb activity on current estates across 
SYB(ND) 

Barnsley 
Currently there is consideration towards a midwifery-led service. The current birthing 
centre has 7 birthing rooms. Local moves and refurbishment required to ensure space 
is functional and fit for purpose. There is provision to increase capacity by up to 40%. 

Bassetlaw Bassetlaw could conceivably relocate some additional services to generate an 
additional c.10% increase in capacity, with some additional cost. 

Chesterfield Chesterfield can increase capacity by up to 20%. 

Doncaster 
Doncaster did not receive the £67m of backlog maintenance that it required, and is 
looking at other ways to fund necessary changes to the women and children’s hospital. 
Changes are likely to be needed with or without new activity. Capital estimates have 
been provided that do not account for the successful capital bid.  

Rotherham There is provision to increase capacity by up to 20%. The birth rate in Rotherham is 
falling so there may be more capacity in future. 

STH 
[fixed site] No capacity to absorb activity. 

Some capacity to  
absorb activity  

Limited capacity to 
absorb activity  

No capacity to 
absorb activity  
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Key conclusions 

• For paediatrics: 
• The number of beds that would transfer is relatively small and could 

be absorbed at several of the Trusts (particularly SCH and Barnsley) 
without too much difficulty 

• The capital costs would thus relate to refurbishment rather than new 
build 

 
• For maternity: 

• The number of beds that would transfer would be significantly higher 
and there is limited capacity within the system to absorb this 

• The capital costs would thus relate to new build rather than 
refurbishment, and could be prohibitively expensive given current 
capital constraints 
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Patient flows: 

Where patients would travel to, and the 
implications for other sites 

 
Note that this is the first stage of a three stage modelling 
process so is indicative only at this stage 
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Patient flows – 

Methodology 
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The other half of modelling changes is the impact on 
where activity would flow to 

Patient flows, the sites that patients would move to, can be modelled in a number of different ways: 

1. Patients travelling from their own home by private transport, and choosing to go direct to 
their next nearest hospital; 

2. Patients travelling from their own home by ambulance, and being transferred to a destination 
determined by clinical protocols, which may or may not be the next nearest site; 

3. Patients travelling to their nearest hospital, and then being transferred to another site, 
determined by clinical protocols, which may or may not be the next nearest site. For example, a 
Trust might choose to form a partnership with a Trust further away, which has spare capacity or offers a 
more compatible range of services, rather than its nearest neighbour. 

The Hospital Services team has so far modelled 1). If reconfiguration is taken forward, further detailed 
modelling will be done with the ambulance services to model 2), and to develop the clinical protocols for 
transfer for model 3). 

In reality, the situation would be a mix of these, and would be further affected by patient choices – some 
patients may choose to travel to a hospital that is not their nearest. 

Therefore the analysis of patient flows is incomplete at this point. The outputs of the modelling described 
below could change significantly depending on the clinical partnerships that emerge, and based on any 
assumptions made about patient behaviour.  

As such, the analysis carried out so far is the first of multiple steps, and the results are not expected to 
represent what would happen in reality. If reconfiguration were to be agreed as the way forward, further 
modelling would be done, with the Ambulance Services and Trusts, building on the analysis done so far.  
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Patient flow analysis 
Methodology (2/2) 

For out of area hospitals, we 
collected an average driving 
time only that does not take 
time in traffic into account. 02 

01 
Patient behaviours and/or 
existing referral pathways that 
are already in place or may be 
put in place in the future, are 
not taken into account in travel 
time modelling.   

04 

03 
05 
06 

Patients LSOA is taken from 
patient level data submitted by 
trusts. Where this data is not 
available (eg Chesterfield), we 
assumed that proportion of 
patients choosing alternative 
hospitals would be similar to 
proportion of LSOAs that are 
closest to those hospitals. 

It is assumed that patients 
would go to the hospital that 
they could get to the quickest. 
Since the driving time data was 
collected for peak hours of the 
day, heavy traffic in certain part 
of the region may affect activity 
flow in the model.  

We assumed that if the hospital 
the patient was admitted to no 
longer provided the service, the 
patients would choose to go to 
the hospital that would be the 
quickest for them to get to 
based on Google Maps driving 
times.  

For each LSOA in SYB, we 
collected driving times data to 
each hospital in SYB at four 
time points during the day – 
8am, 12 midday, 5pm and 
1am. For modelling, the 
average driving time for these 
fours points in the day was 
used.  
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Paediatrics 
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Doncaster 

Sheffield 
 

  Rotherham 

Bassetlaw 

Chesterfield 

If services at Barnsley were to change, the majority of 
patients would travel to Rotherham and Doncaster within 
SYB(ND) 

Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

BARNSLEY 

Rotherham 

• Patients are most likely 
to travel to Mid 
Yorkshire Hospitals 
outside of SYB(ND)  

• CQC score for Children 
& Young People’s 
services: Good 

39% 
Out of Area 
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5% 

56% 

Total activity 2018: 
6,658 
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Doncaster 

Sheffield 
 

BASSETLAW 

Chesterfield 

If services at Bassetlaw were to change, the majority of 
patients would travel to Rotherham within SYB(ND) 

Barnsley 

18% 

27% 

Rotherham 
48% • Patients are most likely 

to travel to United 
Lincolnshire Trust 

• CQC score for Children 
& Young People’s 
services: Good 

7% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total activity 2018: 
1,330 
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Doncaster 

Sheffield 
 

Bassetlaw 

CHESTERFIELD 

If services at Chesterfield were to change, the majority of 
patients would travel to SCH and Rotherham within 
SYB(ND) 

Barnsley 

3% 

27% 

Rotherham 
17% • Patients are most likely 

to travel to Sherwood 
Forest Hospitals Trust 

• CQC score for Children 
& Young People’s 
services: Good 

53% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total activity 2018: 
4,573 
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DONCASTER 

Sheffield 
 

  Rotherham 

Bassetlaw 

Chesterfield 

If services at Doncaster were to change, the majority of 
patients would travel to Rotherham and Bassetlaw within 
SYB(ND) 

Barnsley 

Rotherham 

37% 

15% 

1% 

• Patients are most likely 
to travel to Mid 
Yorkshire Trust and 
Northern Lincolnshire & 
Goole Trust outside of 
SYB(ND) 

• CQC score for Children 
& Young People’s 
services (for both): 
Good  

48% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total activity 2018: 
11,185 
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Doncaster 

Sheffield 
 

  Rotherham 

Bassetlaw 

Chesterfield 

If services at Rotherham were to change, the majority of 
patients would travel to Barnsley within SYB(ND) 

Barnsley 

ROTHERHAM 

20% 

12% 

25% 

43% 

0% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total activity 2018: 
5,320 
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Maternity 
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Doncaster 

Sheffield 
 

Bassetlaw 

Chesterfield 

If services at Barnsley were to change, the majority of 
patients would travel to Rotherham within SYB(ND) 

BARNSLEY 

4% 

6% 

Rotherham 
51% 

B
A
R
N

S
LEY 

B
A
S
S
ETLA

W
 

C
H

ES
TER

FIELD
 

D
O

N
C
A
S
TER

 
R
O

TH
ER

H
A
M

 
S
C
H

 
S
TH

 

• Patients are most likely 
to travel to Mid 
Yorkshire Hospitals 
outside of SYB(ND)  
CQC score for Maternity 
& Gynaecology: 
Requires 
improvement 

39% 
Out of Area 

Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total births 2018: 
2,842 
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Doncaster 

Sheffield 
 

  Rotherham 

BASSETLAW 

Chesterfield 

If services at Bassetlaw were to change, the majority of 
patients would travel to Rotherham and Doncaster within 
SYB(ND) 

Barnsley 

19% 

31% 

Rotherham 
40% 
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• Patients are most likely 
to travel to United 
Lincolnshire outside of 
SYB(ND)  

• CQC score for Maternity 
& Gynaecology: 
Requires 
improvement 

10% 
Out of Area 

Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total births 2018: 
1,488 
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Doncaster 

Sheffield 
 

  Rotherham 

Bassetlaw 

CHESTERFIELD 

If services at Chesterfield were to change, the majority of 
patients would travel to STH and Rotherham within 
SYB(ND) 

Barnsley 

2% 

16% 

Rotherham 
32% 

B
A
R
N

S
LEY 

B
A
S
S
ETLA

W
 

C
H

ES
TER

FIELD
 

D
O

N
C
A
S
TER

 
R
O

TH
ER

H
A
M

 
S
C
H

 
S
TH

 

• Patients are most likely 
to travel to Sherwood 
Forest Hospitals Trust 
outside of SYB(ND)  

• CQC score for Maternity 
& Gynaecology: 
Requires 
improvement 

50% 
Out of Area 

Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total births 2018: 
2,719 
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DONCASTER 

Sheffield 
 

  Rotherham 

Bassetlaw 

Chesterfield 

If services at Doncaster were to change, the majority of 
patients would travel to Rotherham and Bassetlaw within 
SYB(ND) 

Barnsley 

Rotherham 

21% 

20% 

1% 

• Patients are most likely 
to travel to Mid 
Yorkshire Hospitals 
outside of SYB(ND)  

• CQC score for Maternity 
& Gynaecology: 
Requires 
improvement 

58% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total births 2018: 
3,216 



73 

Doncaster 

Sheffield 
 

  Rotherham 

Bassetlaw 

Chesterfield 

If services at Rotherham were to change, the majority of 
patients would travel to STH within SYB(ND) 

Barnsley 

ROTHERHAM 

24%  

8% 

62% 

6% 

0% 
Out of Area 
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 Source: Google data extract, Internal analysis, 2019 
Note: Activity numbers based on current activity levels; The diagram shows where patients would chose to redirect themselves and does not 
take into account existing or future transfer protocols between Trusts  

Total births 2018: 
2,697 
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Site-specific analysis: 
• Workforce and pay-cost implications of changes  

by Trust 
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Site-specific analysis: 

Paediatrics 
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12.3 

2.0 

Changing the Barnsley inpatient unit to a 12 hour SSPAU 
is estimated to consist of c. 26 fewer WTEs 

Source: Trust data returns, Internal analysis, 2019 

Workforce implications of changing an inpatient unit to a 12 hour SSPAU  
WTE, Based on 2019 workforce data 
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Overall reduction of 26 
WTEs from existing 

establishment 
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Changing the Barnsley inpatient unit to a 12 hour SSPAU 
is estimated to reduce the pay spend by c. £1.3m 

Source: Trust data returns, Internal analysis, 2019 

Pay costs implications of changing an inpatient unit to a 12 hour SSPAU   
£m, Based on 2019 workforce data 
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Changing the Bassetlaw inpatient unit to a 12 hour SSPAU 
is estimated to consist of c. 11 more WTEs 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Bassetlaw inpatient unit to a 12 hour SSPAU 
is estimated to increase the pay spend by c. £1.0m 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Chesterfield inpatient unit to a 12 hour 
SSPAU is estimated to consist of c. 21 fewer WTEs 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Chesterfield inpatient unit to a 12 hour 
SSPAU is estimated to reduce the pay spend by c. £1.0m 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Doncaster inpatient unit to a 12 hour SSPAU 
is estimated to consist of c. 47 fewer WTEs 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Doncaster inpatient unit to a 12 hour SSPAU 
is estimated to reduce the pay spend by c. £2.4m 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Rotherham inpatient unit to a 12 hour 
SSPAU is estimated to consist of c. 24 fewer WTEs 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Rotherham inpatient unit to a 12 hour 
SSPAU is estimated to reduce the pay spend by c. £1.2m 

Source: Trust data returns, Internal analysis, 2019 

Pay costs implications of changing an inpatient unit to a 12 hour SSPAU   
£m, Based on 2019 workforce data 

£1.2m 

£0.1m 

Potential future 
establishment if SSPAU 

£0.6m 

-£0.6m 

£1.2m 

-£2.7m 

£0.4m 

Bank and agency (2018) 

-£1.1m 

£0.3m 

£0.5m 

-£0.1m 

£0.1m 

Gap between existing 
and Potential future 

establishment 

£1.3m 

-£0.3m 

£0.4m 

£0.4m 

£0.8m 

£0.1m 

£1.7m 

£3.9m 
-£0.4m 

£0.5m 

Potential future 
establishment under 
current configuration 

-£0.3m 

Gap between current 
configuration and SSPAU 

£0.1m 

£0.6m 

£0.0m 

£0.2m 

£0.6m 

£0.1m 

£1.1m 

Staff in-post (2018) 

£0.5m 

£1.1m £5.4m 

£2.7m 

£1.0m 

Consultant doctors Middle Grade doctors Nurses (Band 7+) Junior doctors Nurses (Band 5-6) Nurses (Band 1-4) 

B
A
R
N

S
LEY 

B
A
S
S
ETLA

W
 

C
H

ES
TER

FIELD
 

D
O

N
C
A
S
TER

 
R
O

TH
ER

H
A
M

 
S
C
H

 
S
TH

 



86 

 

Site-specific analysis: 

Maternity 
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Changing the Barnsley Obstetrics unit to a SMLU is 
estimated to consist of c. 159 fewer WTEs 

Source: Trust data returns, Internal analysis, 2019 
Note: *25% intrapartum transfer rate is assumed based on the Birthplace Study (2011) https://www.bmj.com/content/343/bmj.d7400 and 
publically available data https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0 
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https://www.bmj.com/content/343/bmj.d7400
https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0
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Changing the Barnsley Obstetrics unit to a SMLU is 
estimated to lead to a pay spend of c. £0.9m 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Bassetlaw Obstetrics unit to a SMLU is 
estimated to consist of c. 74 fewer WTEs 
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Overall reduction of 74 
WTEs from existing 

establishment 

Source: Trust data returns, Internal analysis, 2019 
Note: *25% intrapartum transfer rate is assumed based on the Birthplace Study (2011) https://www.bmj.com/content/343/bmj.d7400 and 
publically available data https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0 

https://www.bmj.com/content/343/bmj.d7400
https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0
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Changing the Bassetlaw Obstetrics unit to a SMLU is 
estimated to lead to a pay spend of c. £0.3m 

Source: Trust data returns, Internal analysis, 2019 

Financial implications of changing an Obstetrics unit to a SMLU  
£m, Based on 2019 workforce data 

£0.4m 

-£0.7m 

£0.6m 

£0.1m 

£0.4m 

£2.4m 

Staff in post (2018) Bank & Agency (2018) 

£0.0m £0.1m 

-£0.6m 

£0.0m 

£0.1m £0.2m 
£0.2m 

-£0.6m 

-£0.1m 

Potential 
establisment under 

current configuration 

£0.5m 
£0.1m 

Gap between existing and 
potential establishment 

£0.7m 

£0.6m 

£0.6m 

£0.9m 

£0.4m 

£0.6m 

£1.8m 

-£0.4m 

-£5.0m 

-£2.2m 

Gap between current 
configuration and SMLU 

£0.2m 

-£0.6m 

£0.7m 

£0.3m 

£4.2m 

£5.3m 

£0.3m 

Potential 
establisment if SMLU 

Consultant doctors Junior doctors 

Middle Grade doctors Nurses and Midwives (Band 7+) 

Nurses and Midwives (Band 5-6) 

Nurses and Midwives (Band 1-4) 

B
A
R
N

S
LEY 

B
A
S
S
ETLA

W
 

C
H

ES
TER

FIELD
 

D
O

N
C
A
S
TER

 
R
O

TH
ER

H
A
M

 
S
C
H

 
S
TH

 



91 

Changing the Chesterfield Obstetrics unit to a SMLU is 
estimated to consist of c. 156 fewer WTEs 
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Overall reduction of 156 
WTEs from existing 

establishment 

Source: Trust data returns, Internal analysis, 2019 
Note: *25% intrapartum transfer rate is assumed based on the Birthplace Study (2011) https://www.bmj.com/content/343/bmj.d7400 and 
publically available data https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0 

https://www.bmj.com/content/343/bmj.d7400
https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0
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Changing the Chesterfield Obstetrics unit to a SMLU is 
estimated to lead to a pay spend of c. £0.6m 

Source: Trust data returns, Internal analysis, 2019 
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Changing the Doncaster Obstetrics unit to a SMLU is 
estimated to consist of c. 171 fewer WTEs 
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WTE, Based on 2019 workforce data 
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Overall reduction of 171 
WTEs from existing 

establishment 

Source: Trust data returns, Internal analysis, 2019 
Note: *25% intrapartum transfer rate is assumed based on the Birthplace Study (2011) https://www.bmj.com/content/343/bmj.d7400 and 
publically available data https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0 

https://www.bmj.com/content/343/bmj.d7400
https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0
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Changing the Doncaster Obstetrics unit to a SMLU is 
estimated to lead to a pay spend of c. £0.5m 

Source: Trust data returns, Internal analysis, 2019 

Financial implications of changing an Obstetrics unit to a SMLU  
£m, Based on 2019 workforce data 
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Changing the Rotherham Obstetrics unit to a SMLU is 
estimated to consist of c. 141 fewer WTEs 
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Workforce implications of changing an Obstetrics unit to a SMLU  
WTE, Based on 2019 workforce data 
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Overall reduction of 141 
WTEs from existing 

establishment 

Source: Trust data returns, Internal analysis, 2019 
Note: *25% intrapartum transfer rate is assumed based on the Birthplace Study (2011) https://www.bmj.com/content/343/bmj.d7400 and 
publically available data https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0 

https://www.bmj.com/content/343/bmj.d7400
https://docs.google.com/spreadsheets/d/1kxqDkNrrEyZFmUZiPqxW_gH4iYCDnf6Hkge5S1oglvg/edit#gid=0
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Changing the Rotherham Obstetrics unit to a SMLU is 
estimated to lead to a pay spend of c. £0.6m 

Source: Trust data returns, Internal analysis, 2019 

Financial implications of changing an Obstetrics unit to a SMLU  
£m, Based on 2019 workforce data 
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Site-specific analysis: 

Summary 



98 

There are implications for each site of changing the 
Paediatric clinical model on that site to an SSPAU 

Metric  Unit Implications for 
Barnsley 

Implications for 
Bassetlaw 

Implications for 
Chesterfield 

Implications for 
Doncaster 

Implications for 
Rotherham 

Current activity No. of admissions 
p.a. 6,658 1,330 4,573 11,185 5,320 

Change in activity as a result of 
changing the clinical model 

No. of admissions 
p.a. -3,782 -530 -2,884 -5,770 -2,789 

Current total elective children's 
surgery (including day cases) 

No. of admissions 
p.a. 1,047 526 571 1,822 1,587 

Estimated number of  
children’s surgery transfers 

No. of transfers 
p.a. -80 -50 -141 -224 -260 

Change in capacity  
(No. of beds required) 1 No. of beds -14 -2 -13 -25 -11 

Current total workforce WTE 66.5 29.2 61.2 91.2 64.3 

Change in workforce required to 
sustainably meet current demand WTE 31.6 42.9 37.1 46.3 27.4 

Change in sustainable workforce 
required to change the clinical 
model 

WTE -57.8 -31.8 -58.0 -92.9 -51.5 

Total estimated change from 
existing workforce to sustainable 
SSPAU 

WTE -26.2 11.1 -20.9 -46.6 -24.0 

Current total pay cost £m 
p.a. £4.0 £1.7 £3.7 £5.3 £3.9 

Financial implications  
(pay cost) to sustainably meet 
current demand 

£m 
p.a. £1.5 £2.7 £1.8 £2.4 £1.6 

Financial implications  
(pay cost) to change the clinical 
model from sustainable model 

£m 
p.a. -£2.8 -£1.7 -£2.8 -£4.7 -£2.7 

Total estimated financial 
implications (pay cost) from 
current pay cost 

£m 
p.a. -£1.3 £1.1 -£1.0 -£2.4 -£1.1 

Note: 1This shows a high level, indicative view of the impact of changes – further detailed modelling will be carried out once a shortlist of options is generated;  
2 2017/18 activity data used 
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There are implications for each site of changing the 
Maternity clinical model on that site to an SMLU 

Metric  Unit Implications for 
Barnsley 

Implications for 
Bassetlaw 

Implications for 
Chesterfield 

Implications for 
Doncaster 

Implications for 
Rotherham 

Current activity No. of births  
p.a. 2,842 1,488 2,719 3,216 2,697 

Change in activity as a result of 
changing the clinical model No. of births p.a. -2,516 -1,391 -2,509 -3,032 -2,472 

Estimated number of intrapartum 
transfers 

No. of transfers 
p.a. -81 -24 -53 -46 -56 

Change in capacity  
(No. of beds required) 1 No. of beds [-15] [-8] [-14] [-19] [-16] 

Current total workforce WTE 178.5 79.6 168.2 181.7 154.0 

Change in workforce required to 
sustainably meet current demand WTE 2.3 21.5 5.4 15.7 22.3 

Change in sustainable workforce 
required to change the clinical 
model 

WTE -161.6 -95.4 -161.3 -186.6 -163.0 

Total estimated change from 
existing workforce to sustainable 
SMLU 

WTE -159.3 -73.9 -155.8 -170.9 -140.7 

Current total pay cost £m 
p.a. £9.2 £4.2 £8.8 £9.3 £8.1 

Financial implications  
(pay cost) to sustainably meet 
current demand 

£m 
p.a. £0.1 £1.1 £0.4 £1.0 £1.3 

Financial implications  
(pay cost) to change the clinical 
model from sustainable model 

£m 
p.a. -£8.5 -£5.0 -£8.6 -£9.8 -£8.8 

Total estimated financial 
implications (pay cost) from 
current pay cost 

£m 
p.a. -£8.3 -£4.0 -£8.2 -£8.8 -£7.5 

Note: 1This shows a high level, indicative view of the impact of changes – further detailed modelling will be carried out once a shortlist of options is generated;  
2 2017/18 activity data used 
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Summary of clinical model changes: 
CAIC 

BARNSLEY 
 

BASSETLAW CHESTERFIELD DONCASTER ROTHERHAM 

ACTIVITY 
Change in activity as a 
result of changing the 
clinical model 

3,782  
reduction in 
admissions p.a. 

530 
reduction in 
admissions p.a. 

2,884  
reduction in 
admissions p.a. 

5,770  
reduction in 
admissions p.a. 

2,789 
reduction in 
admissions p.a. 

WORKFORCE 
Number of WTE to  
be reassigned across 
SYB(ND) 

26.2 WTE  
change in 
workforce 

+11.1 WTE  
change in 
workforce 

20.9 WTE  
change in 
workforce 

46.6 WTE  
change in 
workforce 

24.0 WTE  
change in 
workforce 

ACCESS 
Increase in travel time  
if site is no longer available 
(Average, Range) 
 

Private transport:  
13, 0-28 mins 
 
Public transport:  
32, 0-76 mins 

Private transport:  
14, 0-29 mins 
 
Public transport:  
32, 0-78 mins 

Private transport:  
16, 0-33 mins 
 
Public transport:  
34, 2-77 mins 

Private transport:  
15, 0-37 mins 
 
Public transport:  
39, 1-90 mins 

Private transport:  
8, 0-29 mins 
 
Public transport:  
25, 0-66 mins 

AFFORDABILITY 
Pay cost decreases if 
clinical model changes 
 

Financial 
implications (pay 
cost): 
£1.3m 

Financial 
implications (pay 
cost): 
+£1.1m 

Financial 
implications (pay 
cost): 
£1.0m 

Financial 
implications (pay 
cost): 
£2.4m 

Financial 
implications (pay 
cost): 
£1.1m 

INTERDEPENDENCIES 
Number of children’s 
surgery transfers 
 

80  
Children’s surgery 
transfers 

50  
Children’s surgery 
transfers 

141  
Children’s surgery 
transfers 

260  
Children’s surgery 
transfers 

224 
Children’s surgery 
transfers 

QUALITY 
CYP CQC score of next 
nearest Trust  
(within SYB(ND))  

Achieving 10/10 
Facing the future 
standards 
 

Achieving 8/10 
Facing the future 
standards 
 

Achieving 8/10 
Facing the future 
standards 

Achieving 8/10 
Facing the future 
standards 
 

Achieving 7/10 
Facing the future 
standards 
 

Note: 1 Workforce and financial implications are negative unless specified explicitly;  
2 Bassetlaw is modelled using 17/18 activity numbers where Paediatric services are not offered overnight 
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Summary of clinical model changes: 
Maternity 

Note: 1 Workforce and financial implications are negative unless specified explicitly 

BARNSLEY 
 

BASSETLAW CHESTERFIELD DONCASTER ROTHERHAM 

ACTIVITY 
Change in activity as a 
result of changing the 
clinical model 

2,516  
reduction in  
births p.a. 

1,391  
reduction in  
births p.a. 

2,509 
reduction in  
births p.a. 

3,032 
reduction in  
births p.a. 

2,472  
reduction in  
births p.a. 

WORKFORCE 
Number of WTE to  
be reassigned across 
SYB(ND) 

159.3 WTE  
change in 
workforce 

73.9 WTE  
change in 
workforce 

155.8 WTE  
change in 
workforce 

170.9 WTE  
change in 
workforce 

140.7 WTE  
change in 
workforce 

ACCESS 
Increase in travel time  
if site is no longer available 
(Average, Range) 
 

Private transport:  
13, 0-28 mins 
 
Public transport:  
35, 0-81 mins 

Private transport:  
14, 0-29 mins 
 
Public transport:  
32, 0-81 mins 

Private transport:  
16, 0-33 mins 
 
Public transport:  
38, 0-85 mins 

Private transport:  
15, 0-37 mins 
 
Public transport:  
40, 1-90 mins 

Private transport:  
7, 0-25 mins 
 
Public transport:  
26, 0-71 mins 

AFFORDABILITY 
Pay cost decreases if 
clinical model changes 
 

Financial 
implications (pay 
cost): 
£8.3m 

Financial 
implications (pay 
cost): 
£4.0m 

Financial 
implications (pay 
cost): 
£8.2m 

Financial 
implications (pay 
cost): 
£8.8m 

Financial 
implications (pay 
cost): 
£7.5m 

INTERDEPENDENCIES 
Maximum number of 
ANNPs required to support 
Neonatology rotas 

• Assuming 1:0.87 Middle grade to equivalent ANNP; and 1:0.84 Junior grade to equivalent ANNP   
(1-2-1 substitution but with different total hours worked) 

• And assuming 30% of Middle and Junior grade doctors’ time is spent in a Neonatal unit, and 8 
people are required to staff a rota, there will be an additional requirement for:  
- 6.6 Middle grade-equivalent ANNPs and 6.9 Junior grade-equivalent ANNPs 

QUALITY 
CYP CQC score of next 
nearest Trust  
(within SYB(ND))  
 

Achieving 10/10 
CNST standards 

Achieving 9/10 
CNST standards 

Achieving 9/10 
CNST standards 

Achieving 9/10 
CNST standards 

Achieving 10/10 
CNST standards 
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1 Introduction 
 

 

This case for change document acts as an annex to the note to Governing Bodies, which 
includes all tables, charts and graphs relating to the case for change section. The evaluation 
metrics are listed under the evaluation criteria described below, and are provided for each 
services under review (Care of the Acutely Ill Child, Maternity & Gastroenterology). 

In developing this, we have considered the following inputs: 

• Publically sourced data alluding to the sustainability metrics 
• Workforce and activity data provided by Trusts  
• Clinical input through the Clinical Working Groups regarding the sustainability metrics to use  
• Qualitative information collected from Clinical leads and Medical Directors at Trusts through 

1-1 interviews. 
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2 The Case for Change: Care of the Acutely Ill Child 
 

 

 Overall 2.1
The quality of CAIC services in SYB(ND) is currently good on most sites, but we are facing some 
sustainability challenges in our systems. Bassetlaw is of particular concern, having reduced its 
opening hours from a twenty four hour inpatient unit to no longer being open overnight in 2017 
due to staffing challenges. Paediatrics is also currently included on the risk register for most 
Trusts.  

Patient feedback for Paediatrics across SYB(ND) is very good, but staff satisfaction scores for 
overall satisfaction and workload suggest that the quality of the service is heavily reliant on 
current staff members working additional shifts and going above and beyond their day to day 
duties.  

A detailed assessment of Trusts, against approximately 30 metrics at Trust level, is contained in 
the case for change report for each Trust, included below is a snapshot view of these metrics at 
the system level.  

 

 Quality 2.2
We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 
• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 
• Are patients satisfied with the quality of care offered? 

 
CQC Assessment 
The table below (Figure 1) shows the Care Quality Commission (CQC) scores for each Trust, 
including Children and Young People, and Urgent & Emergency services. The CQC score looks at 
safety, effectiveness, care, responsiveness and leadership of a service.  

Overall, most Trusts score ‘Good’ and Barnsley Hospital believe their ‘Requires improvement’ 
score may have been in large part due to a one-off event on the day of the inspection. The 
Trust also highlighted that the CQC report did not suggest a poor quality of care or any clinical 
weaknesses at Barnsley. 
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Figure 1: CQC scores for Children and Young People, and Urgent & Emergency services1 

 
Facing the Future Standards 
In addition to the CQC score, we also looked at the number of the Facing the Future standards 
each Trust meets, as defined by RCPCH. The table below (Figure 2) shows the definitions of the 
standards and how many of the standards each Trust met in 2018. Figure 2 shows that 
Rotherham, Doncaster & Bassetlaw and Chesterfield are not currently meeting all standards, 
whilst Sheffield Children’s and Barnsley met (or have a plan to meet) all 10 standards. 

The most common standards Trusts are struggling to meet involve workforce considerations 
and are listed below: 

• FTF Standard 1: Consultant is present at peak times, 7 days a week 
• FTF Standard 3: Every child is seen by a consultant Paediatrician within 14 hours of 

admission 
FTF Standard 8: All training rotas made up of 10+ WTE posts, all compliant with EU and UK 
working regulations 

                                                           
1 CQC, Inspection reports, 2016 - 2019 
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Figure 2: CAIC Facing the Future standards met by each Trust in SYB(ND)2 

 
Patient feedback 
Patient feedback for Paediatric services is good, based on qualitative evaluation of NHS choices 
submissions, as well as public consultation during the Hospital Services Review. NHS choices 
feedback cited ‘caring and reassuring staff’ with parents kept ‘informed and involved’ by 
Paediatric staff.  

To quantitatively assess patient feedback for CAIC services across SYB(ND) Trusts, we 
calculated an average of the scores achieved in the Children and Young People’s (CYP) survey; 
all Trusts received an average score of 8.4 or more over the 5 questions asked, indicating a 
very good quality of patient feedback. The average scores for each SYB(ND) Trust are shown in 
Figure 3: 

 
Figure 3: CAIC average CYP survey score for all SYB(ND) Trusts3 

 

                                                           
2 RCPCH, Facing the Future standards, 2018 
3 NHS, Children and Young people’s survey, 2016 

Barnsley Chesterfield Doncaster & 
Bassetlaw

Rotherham Sheffield 
Children’s

1 Consultant is present at peak times 7 days a week

2 Every child admitted is seen by a professional 
within four hours of admission

3 Every child is seen by a consultant paediatrician 
within 14 hours of admission - -

4 At least two medical handovers led by a consultant 
paediatrician

5
Every child with an acute medical problem has their 
case discussed with a clinician before they are 
discharged

6 Access to the opinion of a consultant paediatrician 
throughout open hours

7
All inpatient units adopt an attending consultant 
system, typically in the form of the ‘consultant of 
the week’

8
All training rotas made up of 10+ WTE posts, all 
compliant with UK and EU Working Time 
Regulations

9
Specialist paediatricians are available for immediate 
telephone advice for acute problems for all 
specialties and for all paediatricians

10
Access to a paediatrician with child protection 
experience and skills (of at least level 3 
safeguarding competencies)
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 Workforce 2.3
Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 
• Is the existing workforce satisfied with their workplace environment and workload? 
• To what extent do Trusts rely on locum / temporary staff? 

 
There is currently a shortfall in workforce across the system for Paediatrics. It has been noted 
that, the excellent patient feedback received is heavily dependent upon permanent staff going 
the extra mile to provide a good quality of care, through working overtime to cover gaps in the 
rota. The Clinical Working Groups have also expressed significant concern around the future 
sustainability of the workforce, due to the low numbers of trainees rising through the ranks. 

Through CWGs we have heard concerns around workforce pressures; although medical staff 
typically take all of their annual leave, the first leave to be sacrificed in the instance of high 
demand for a department is study leave. One Trust reported that all study leave for Consultants 
was cancelled for four months in 2018 due to large outpatient backlogs with Consultant being 
forced to use their annual leave if they wanted to take study leave, whilst a participant from 
another Trust mentioned that nurse study leave is only granted if the training was proved to be 
‘essential’, which is difficult to make a case for. 

This leads to low staff satisfaction and poor career development opportunities, as well as staff 
burnout - we have heard qualitatively of many incidences of people being forced to take time 
out due to work-induced stress and sickness. 

We know that despite this, staff within the system are continuing to provide a service that is 
safe and that is generally good quality. Thus, according to CQC reports, patient care is good in 
most cases. 

  
The scale of the workforce gap 
We have tried to evaluate the scale of the gap between the staff currently in post and what 
would be required. Due to the difficulties in attaining consistent funded establishment values 
across Trusts, we have had to model the required establishment using assumptions developed 
by clinicians.  

The chart and table below (Figure 4) show the gaps at each grade between:  

• The current staff in post and the number of staff required to sustainably staff units based on 
assumptions developed and refined with clinicians through a series of Clinical Working 
Groups 

• The further gap between the number of staff required to sustainably staff units and the 
Royal College guidelines 

The set of workforce assumptions used to develop this analysis (included in Appendix A) were 
developed through discussions with the Clinical Working Groups (CWGs). These assumptions 
take into consideration the number of days each staff grade would typically be assigned for 
annual leave, study leave and other duties outside of their primary acute role e.g. time for 
clinics as well as inpatient work in DGHs.  
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There is a gap of 214 WTEs from the current position, across grades, in order to meet the 
number of staff required to sustainably staff units using the assumption developed. When 
broken down by grade, the gap illustrates that Trusts struggle to fill middle-grade and junior-
grade doctor positions, as well as Paediatric nursing positions, as is seen nationally. 

In part, this gap is met with the use of 19 locum staff across SYB(ND). Through discussions with 
clinicians, we have ascertained that the figures for locum staff numbers received from Trusts 
are lower than they are in reality, due to a lack of data available and provided. This is likely to 
be significantly helping to close the gap between existing staff and the staff required to 
sustainably meet demand. This also suggests that, in reality, Trusts are having to spend 
significant amounts on locum, agency and bank staff, affecting the affordability of services.  

There is then a gap of 159 WTEs from the number of staff required to sustainably meet demand 
to meeting Royal College staffing guidelines. When broken down by grade, the gap 
predominantly comprises of middle-grade and junior-grade doctors. 
 

 

 
Figure 4: Workforce numbers showing the number of staff in post, agency & bank staff, staff 
required to meet demand under the current configuration and the Royal College guidelines4 

Workload and Satisfaction 
Nonetheless, the shortfalls shown in the chart above (Figure 4) show that much of the good 
quality of care provided is being achieved by goodwill of staff. Members of the Clinical Working 
Group told us that a significant proportion of the shortfall is being made up by staff not taking 
study leave or taking additional shifts.  

This is likely to be contributing to difficulties in recruitment and retention that we are seeing 
reported across the system. The General Medical Council (GMC) trainee staff survey scores for 
CAIC are shown below in Figure 5. The scores shown are for overall satisfaction and workload 
satisfaction, with both metrics are scored out of 100; a higher score for workload satisfaction 
indicates a more manageable workload. 

                                                           
4 SYB(ND), Trust data returns, 2019 
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Nurses (Band 1-4) 92 3 41 136 -6 130



 Hospital Services Review: Report for Governing Bodies 

9 
 
 

 
Figure 5: CAIC GMC trainee staff survey scores for all SYB(ND) Trusts5,6 

The overall satisfaction scores (out of 100) range from 65.1 for Rotherham to 90.5 for Sheffield 
Children’s, with a Trust average of 78.2. The workload satisfaction scores (out of 100) start at 
37.9 for Rotherham, whilst Chesterfield has the highest score of 48.8, with a Trust average of 
45.3. These scores echo the sentiment from the clinical working groups that staff in acute 
services are often overworked and feel significant workforce pressures in their roles. 

 

 Affordability 2.4
Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  
• How much activity do Trusts carry out? 
• How efficient are the services the Trusts provide? 

 
Interviews with Paediatric Medical Directors across SYB(ND) highlighted the difficulties in 
recruiting and retaining permanent staff to work in Paediatric departments. Therefore, some 
Trusts utilise locum staff for their acute Paediatric care, leading to an increased locum staff 
spend. Additionally, larger Trusts have developed efficiencies of scale, making them more cost 
effective overall. 

We have used reference cost index (RCI) to assess the affordability of each service at each 
Trust. RCI is a measure of relative efficiency comparing the actual cost of activities in 
comparison to the expected cost; an RCI value above 100 means relatively inefficient services, 
whilst an RCI value below 100 means relatively more efficient services. The RCI values for all 
SYB(ND) Trusts are shown below in Figure 6 for CAIC. Sheffield Children’s typically has lower 
RCI values than other SYB(ND) Trusts due to its large size, whilst Rotherham’s very high RCI 
value could be indicative of high reliance on locum staff for CAIC: 

                                                           
5 GMC, Staff survey, 2018 
6 Survey questions which make up the workload indicator: ‘In this post, how often (if at all) do you work beyond your 
rostered hours?’ ‘In this post, how often (if at all) does your working pattern leave you feeling short of sleep when at 
work?’ ‘How would you rate the intensity of your work, by day in this post?’ ‘How would you rate the intensity of your 
work, by night in this post?’  
GMC: High workloads may lead to fatigue and increased likelihood of error. Low scores are an indicator of a post where 
work intensity and/or long hours may lead to sleep deprivation or exhaustion. 
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Figure 6: CAIC RCI values for all SYB(ND) Trusts7 

 

Using the model described in the workforce section (and illustrated in Figure 4), we have 
calculated the number of staff required at each grade to sustainably staff units based on 
assumptions developed and refined with clinicians through a series of Clinical Working Groups. 
Based upon pay costs for each staff grade, an additional ~£10.3m investment p.a. would be 
required (excluding existing locum staff) in order to fund the supplementary workforce. The 
largest relative gap in is middle grade doctors as a proportion of staff required; in absolute 
terms the largest difference is band 5-6 nurses. 

In order to close this gap, we are not assuming that we will automatically have to spend more 
on the service but we are looking to identify any ways in which we may be able to make the 
service as sustainable as possible within the existing workforce, either by strengthening it 
through shared working, or if necessary, reducing the demand on workforce from 
reconfiguration. However it must be noted that while reconfiguration can provide limited savings 
on one site in terms of overnight Consultant cover, it provides very few workforce savings for 
the system as a whole. 

 

 Interdependencies 2.5
Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available? 

This takes into consideration the following: 
• Are interdependent services that need to be provided available onsite? 
• What would the impact be to interdependent services at all Trusts if the clinical model 

were to change? 

 
Paediatrics has a large number of interdependent services, notably Urgent & Emergency 
Medicine, Maternity & Neonatology. Paediatric doctors currently spend 30% of time in the 
Neonatology ward. The joint rota between Paediatrics and Neonatology is likely to be split in the 
future, which will create an even greater demand for middle grade doctors.  

Paediatrics also has some interdependencies with A&E i.e. every Emergency department 
requires two Paediatric nurses who help to manage the inflow of patients with the support of 
consultant. Rotherham and Doncaster both have Requires improvement ratings for their A&E 
departments, partly as a result of Paediatric staffing issues. 

At a system level, essential services are available within SYB(ND) for all but some of the most 
specialist services, for which there are arrangements on a Yorkshire and the Humber footprint. 

                                                           
7 NHS, Reference cost indices, 2018  
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The table below (Figure 9) shows the CQC scores of the interdependent services required for 
Paediatrics: 

 

Figure 9: CQC scores of interdependent services for Paediatrics8 

 

Paediatrics also has some interdependencies with A&E i.e. every Emergency department 
requires two Paediatric nurses who help to manage the inflow of patients with the support of 
consultant. We have considered the Children and Young People CQC score alongside the CQC 
score for Urgent & Emergency services, as this is a key interdependency for CAIC services. All 
Trusts achieve a ‘Good’ score aside from Doncaster & Bassetlaw (who received ‘Requires 
improvement’) and Rotherham (who received an ‘Inadequate’ score). Doncaster & Bassetlaw’s 
CQC rating for their A&E departments are partly due to the fact that they could not staff two 
Paediatric nurses in A&E, 24/7. Similarly the CQC report for Rotherham Urgent and Emergency 
Services found ‘evidence of times when there were insufficient staff on duty in the resuscitation 
and paediatric emergency departments to ensure patients were safe.’ 

Similarly, the CQC scores for Maternity are varied across SYB(ND). Sheffield Teaching achieved 
an ‘Outstanding’ score, Barnsley and Chesterfield achieved a ‘Good’ score, whilst Doncaster & 
Bassetlaw and Rotherham achieved a ‘Requires improvement’ score. All SYB(ND) Trusts have a 
L2 Neonatal unit, with the exception of Sheffield Children’s which has a L3 unit. 

 

 The future of Care of the Acutely Ill Child services 2.6
Current activity 
Through discussions with Clinical Working Groups (CWGs) and Paediatric Medical Directors, we 
have ascertained that there are an increasing number of GP referrals to SSPAUs across 
SYB(ND), with one Trust estimating c. 70% of their SSPAU admissions are from GP referrals. 
This indicates there is a large proportion of Paediatric patients who could be assessed and 
treated in the community, but are instead being directed to SSPAUs, which are already 
stretched in terms of activity and workforce. Rotherham has a very low number of SSPAU 
admissions, highlighting the success of their Paediatric Community Care Programmes. 

The same discussions have highlighted the increased proportion of complex cases being 
admitted for acute Paediatric care, predominantly due to public health factors such as obesity 
and deprivation leading to increased comorbidities.  

                                                           
8 CQC, Inspection reports, 2016 - 2019 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham Sheffield 
Children’s

Urgent & Emergency Medicine
CQC rating: G RI G RI I G

Maternity – CQC rating: G RI G RI RI O

Level of Neonatology provision: L2 L2 L2 L2 L2 L3
Surgery (general surgery) 

CQC rating: G G - G - -

Neonatology – CQC rating: - - - - - G
X-ray and diagnostic ultrasound

CQC rating: RI G G G - -

Acute mental health services
CQC rating: - - RI - - RI
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The activity levels across each Trust in SYB(ND) for CAIC services are shown in Figure 10, using 
the metrics of non-elective IP admissions for 2018/2019 and average length of stay. 

Activity 
levels 

Barnsley Bassetla
w 

Chesterfi
eld 

Doncast
er 

Rotherh
am 

Sheffield 
Children’

s 

Population 
under 18y/o 
(2017/18) 

52,858 24,530 53,563 69,325 60,070 123,891 

Non-elective 
IP 
admissions 
(2018/19) 

3725 1326 4573 4591 2382 6580 

Average 
length of 
stay (days) 

2.1 2.1 2.3 2.6 2.2 3.8 

 

Figure 10: CAIC activity levels and under 18 y/o population data across SYB(ND)9,10 

 
Future services 
Overall, the demand for acute Paediatric services is expected to increase over the next 5 years. 
Based on the population growth (ONS) and non-demographic growth assumptions, we expect 
demand for Paediatric services to grow by 2.7% on average in the next 5 years. 

Currently, there is a sufficient under 18 population to sustain appropriate levels of patient flow 
to facilitate training in SYB(ND) hospitals to ensure the workforce remain proficient in Paediatric 
care. The under 18 population of Bassetlaw is noticeably lower than the other SYB(ND) Trusts; 
if population levels were to fall there may be a risk to the training of staff in Bassetlaw. 

The graph below (Figure 11) shows the predicted inpatient unit and SSPAU admission levels on 
the left axis, with the percentage change year on year shown on the right axis.  

Using the HEE workforce growth assumptions, we expect the workforce to grow, on average, in 
the next 5 years (Figure 12):  

• 1.3% p.a. for Junior doctors 
• 5.3% p.a. for Paediatric Nursing staff 

Although the number of Paediatric nurses is expected to grow faster than the number of 
Paediatric admissions (5.3% p.a.), given the current shortage of Paediatric nurses, it will not be 
enough to ensure appropriate staffing. Moreover, although this increase will help to alleviate 
some of the workforce issues currently experienced in SYB(ND), the rate of growth will not 
match the growth in demand when current workforce shortfalls are taken into account. 

This will likely result in a decline in the quality of Paediatric care provided across SYB(ND), if 
there is insufficient staffing across the region. 

 

                                                           
9 SYB(ND), Trust data returns, 2019 
10 NHS, CCG Population data, 2019 
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Figure 11: Predicted growth in demand over the next 5 years for CAIC services 

 

 

Figure 12: Predicted increase in CAIC workforce over the next 5 years 

 

Furthermore, the implementation of Better New born Care guidelines could cause further 
workforce shortages in acute Paediatrics. For L1 and L2 Neonatal units, a junior doctor must be 
immediately available for Neonatal care, which will necessitate a separate rota to Paediatrics. 
Busier Neonatal units will require a separate middle grade rota, whilst the busiest units will 
require a separate consultant rota (as is the case currently). The splitting of the rota which 
currently covers both Paediatrics and Neonatology will could further exacerbate the junior and 
middle grade doctor shortages experienced in Paediatrics across SYB(ND). 
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3 The Case for Change: Maternity 
 

 

 Overall 3.1
The quality of Maternity services in SYB(ND) is currently good on most sites, but we are facing 
some sustainability challenges in our systems. Bassetlaw is of particular concern, as it cannot 
maintain a 24/7 Anaesthetics service and NHS England are reviewing its Neonatology service. 
Doncaster & Bassetlaw and Rotherham both have Requires improvement CQC scores for 
Maternity.  

Patient feedback for Maternity across SYB(ND) is excellent, but staff satisfaction scores for 
overall satisfaction and workload suggest that the quality of the service is very dependent on 
staff members working overtime and going the extra mile to provide a good quality of care. 

A detailed assessment of Trusts, against approximately 30 metrics at Trust level, is contained in 
the case for change report for each Trust, included below is a snapshot view of these metrics at 
the system level.  

 

 Quality 3.2
We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 
• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 
• Are patients satisfied with the quality of care offered? 

 

CQC Assessment 
The table below (Figure 13) shows the CQC Maternity scores for each SYB(ND) Trust. The CQC 
score looks at safety, effectiveness, care, responsiveness and leadership of a service. The CQC 
scores for Maternity11 are varied across SYB(ND). Sheffield Teaching achieved an ‘Outstanding’ 
score, Barnsley and Chesterfield achieved a ‘Good’ score, whilst Doncaster & Bassetlaw and 
Rotherham achieved a ‘Requires improvement’ score. Considering the CQC reports, Doncaster & 
Bassetlaw’s CQC score was due to workforce shortages, whilst Rotherham’s score was in part 
due to a low rate of safeguarding supervision and a lack of support for community Midwives. 

                                                           
11 CQC, Inspection reports, 2016 - 2019 
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Figure 13: CQC scores for Maternity12 

 
Patient feedback 
NHS choices submissions relating to Maternity indicate a good quality of patient feedback when 
assessed across SYB(ND), with reference to ‘reassuring and supportive staff’ who provide ‘the 
highest level of care’. We have also used the NHS Friends and Family test for Maternity to 
assess how patients perceive the quality of the Maternity services at each Trust. The scores (% 
of people who would recommend the service) are shown in Figure 14 below. The highest score 
across SYB(ND) trusts is always for postnatal community care, with a lower average score for 
care during birth. All scores are above 90%, with the exception of postnatal community care at 
Mid Yorkshire Hospital NHS Trust. 

 

Figure 14: Friends & Family test for Maternity for all SYB(ND) Trusts13 

 

 

 

 

                                                           
12 CQC, Inspection reports, 2016 - 2019 
13 NHS, Friends and Family test, 2018 
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 Workforce 3.3
Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 
• Is the existing workforce satisfied with their workplace environment and workload? 
• To what extent do Trusts rely on locum / temporary staff? 

 
There is currently a shortfall in workforce across the system for Maternity. As with Paediatric 
care, it has been noted that the excellent patient feedback received is heavily dependent upon 
permanent staff going the extra mile to provide a good quality of care, through working 
overtime to cover gaps in the rota.  

The Clinical Working Groups have also expressed significant concerns around the future 
sustainability of the workforce, due to the low numbers of trainees rising through the ranks. 
Many CWG members expressed their concern around the ageing demographic of the Midwifery 
workforce, many of whom will be coming up for retirement across Trusts over the next five 
years. 

Workforce pressures have also been identified in terms of study leave; although medical staff 
typically take all of their annual leave, the first leave to be sacrificed in the instance of high 
demand is study leave, for example Midwives being asked not to take their designated amount 
of study leave. This leads to low staff satisfaction and poor career development opportunities, 
as well as staff burnout - we have heard qualitatively of many incidences of people being forced 
to take time out due to work pressures. Indeed it was mentioned in the CWGs that large 
numbers of midwives are taking time off work due to work-induced stress or ill-health. 

We know that despite this, staff within the system are continuing to provide a service that is 
safe and that is generally good quality. Thus, according to CQC reports, patient care is good in 
most cases. 
 

The scale of the workforce gap 
We have tried to evaluate the scale of the gap between the staff currently in post and what 
would be required. Due to the difficulties in attaining consistent funded establishment values 
across Trusts, we have had to model the required establishment using assumptions developed 
by clinicians.  

The chart and table below (Figure 15) show the gaps at each grade between:  

• The current staff in post and the number of staff required to sustainably staff units based on 
assumptions developed and refined with clinicians through a series of Clinical Working 
Groups 

• The further gap between the number of staff required to sustainably staff units and the 
Royal College guidelines 

The set of workforce assumptions used to develop this analysis are included in the Appendix 
(Section XX), which were developed through discussions with the Clinical Working Groups 
(CWGs). These assumptions take into consideration the number of days each staff grade would 
typically be assigned for annual leave, study leave and other duties outside of their primary 
acute role e.g. time for clinics as well as inpatient work in DGHs.  
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There is a gap of 117 WTEs from the current position, across grades, in order to meet the 
number of staff required to sustainably staff units using the assumption developed. When 
broken down by grade, the gap illustrates that Trusts struggle to fill consultant and middle-
grade doctors positions, as well as Midwifery positions, as is seen nationally. 

In part, this gap is met with the use of 32 locum staff across SYB(ND). Through discussions with 
clinicians, we have ascertained that the figures for locum staff numbers received from Trusts 
are lower than they are in reality, due to a lack of data available and provided. This is likely to 
be significantly helping to close the gap between existing staff and the staff required to 
sustainably meet demand. This also suggests that, in reality, Trusts are having to spend 
significant amounts on locum, agency and bank staff, affecting the affordability of services.  

There is then a gap of 50 WTEs from the number of staff required to sustainably meet demand 
to meeting Royal College staffing guidelines. When broken down by grade, the gap 
predominantly comprises of consultant and middle-grade doctors. 
  

 

 

Figure 15: Workforce numbers showing the number of staff in post, agency & bank staff, staff 
required to meet demand under the current configuration and the Royal College guidelines14 

 

Workload and satisfaction 
Nonetheless, the shortfalls shown in the chart above show that much of the good quality of care 
provided is being achieved by goodwill of staff. A significant proportion of the shortfall is being 
made up by staff not taking study leave or taking additional shifts. Examples of this include 
study leave being cancelled, and permanent members of medical staff covering gaps in the 
rota, as opposed to utilising locum, bank or agency staff. 

                                                           
14 SYB(ND), Trust data returns, 2019 
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This is likely to be contributing to difficulties in recruitment and retention that we are seeing 
reported across the system. The General Medical Council (GMC) trainee staff survey scores for 
Maternity are shown below in Figure 16. The scores shown are for overall satisfaction and 
workload satisfaction, with both metrics are scored out of 100; a higher score for workload 
satisfaction indicates a more manageable workload.  

 

Figure 16: Maternity GMC trainee staff survey scores for all SYB(ND) Trusts15,16 

The overall satisfaction scores (out of 100) range from 67.9 for Chesterfield to 78.3 for Sheffield 
Teaching, with a Trust average of 72.3. The workload satisfaction scores (out of 100) start at 
just 41.1 for Doncaster & Bassetlaw, whilst Chesterfield has the highest score of 58.9, with a 
Trust average of 48.6. These scores echo the sentiment from the clinical working groups that 
staff in acute services are often overworked and feel significant workforce pressures in their 
roles. 

 

 Affordability 3.4
Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  
• How much activity do Trusts carry out? 
• How efficient are the services the Trusts provide? 

 

Many Trusts have expressed their concern around the difficulty in recruiting Midwives and 
middle grade doctors, which has led to spend on locum staff in Maternity departments across 
SYB(ND). Additionally, larger Trusts have inevitably developed efficiencies of scale, making 
them more cost effective overall. 

We have used reference cost index (RCI) to assess the affordability of each service at each 
Trust. RCI is a measure of relative efficiency comparing the actual cost of activities in 
comparison to the expected cost; an RCI value above 100 means relatively inefficient services, 
whilst an RCI value below 100 means relatively more efficient services. The RCI values for all 
SYB(ND) Trusts are shown below in Figure 17 for Maternity. 

                                                           
15 GMC, Staff survey, 2018 
16 Survey questions which make up the workload indicator: ‘In this post, how often (if at all) do you work beyond your 
rostered hours?’ ‘In this post, how often (if at all) does your working pattern leave you feeling short of sleep when at 
work?’ ‘How would you rate the intensity of your work, by day in this post?’ ‘How would you rate the intensity of your 
work, by night in this post?’  
GMC: High workloads may lead to fatigue and increased likelihood of error. Low scores are an indicator of a post where 
work intensity and/or long hours may lead to sleep deprivation or exhaustion. 
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Figure 17: Maternity RCI values for all SYB(ND) Trusts17 

 

We have calculated the number of staff required at each grade to sustainably staff units based 
on assumptions developed and refined with clinicians through a series of Clinical Working 
Groups. Based upon pay costs for each staff grade, an additional ~£11.8m investment p.a. 
would be required (excluding existing locum staff) in order to fund the supplementary 
workforce. The largest gap both proportionally, and by total cost, is in consultant doctors. 

In order to close this gap, we are not assuming that we will automatically have to spend more 
on the service but we are looking to identify any ways in which we may be able to make the 
service as sustainable as possible within the existing workforce, either by strengthening it 
through shared working, or if necessary, reducing the demand on workforce from 
reconfiguration. However it must be noted that while reconfiguration can provide limited savings 
on one site in terms of overnight Consultant cover, it provides very few workforce savings for 
the system as a whole. 

 

 Interdependencies 3.5
Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available? 

This takes into consideration the following: 
• Are interdependent services that need to be provided available onsite? 
• What would the impact be to interdependent services at all Trusts if the clinical model 

were to change? 

At a system level, essential services are available within SYB(ND) for all but some of the most 
specialist services, for which there are arrangements on a Yorkshire and the Humber footprint. 
The table below (Figure 20) shows the CQC scores of the interdependent services required for 
Maternity: 

                                                           
17 NHS, Reference cost index, 2018 
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Figure 20: CQC scores for Maternity's vital interdependent services18 

 

For Urgent & Emergency medicine, Barnsley, Chesterfield and Sheffield Children’s achieved a 
‘Good’ score, Doncaster & Bassetlaw received a ‘Requires improvement’ score, whilst 
Rotherham received an ‘Inadequate’ score.19 

All SYB(ND) Trusts achieved ‘Good’ Care Quality Commission (CQC) scores for Children and 
Young People20, with the exception of Barnsley, which received a ‘Requires improvement’ score. 
Barnsley Hospital believe their ‘Requires improvement’ score may have been in large part due 
to a one-off event on the day of the inspection. All SYB(ND) Trusts have a L2 Neonatal unit, 
with the exception of Sheffield Children’s which has a L3 unit.21 

Bassetlaw is of particular concern, as it cannot currently maintain a 24/7 Anaesthetics service 
and NHSE are reviewing its Neonatology service. Doncaster & Bassetlaw and Rotherham have 
Requires improvement CQC scores for Maternity. Having said that, most sites can address the 
interdependencies at present, with significant concerns only at Bassetlaw. 

One major piece of guidance which could significantly disrupt the sustainability of the status quo 
is Better New born Care. This guidance requires that Neonatology and Paediatrics services have 
separate mid-grade rotas, rather than relying on a shared mid-grade rota as is currently the 
case in every SYB(ND) site (other than Sheffield Teaching Hospitals and Doncaster). 

 The future of Maternity services 3.6
Some Maternity Medical Directors stated that the overall activity levels across SYB(ND) are 
decreasing. Despite this overall decrease in activity, there continues to be an increase in 
demand for consultant-led services due to a larger proportion of expected high-risk pregnancies 
(up to c. 65% for some Trusts). High-risk pregnancies are usually due to public health factors 
such as obesity or smoking at the time of delivery. The trend of increasing demand due to 
public health factors is seen across services within SYB(ND). 

Many Trusts commented that although they are able to manage their current level of demand, 
they would not be able to cope with the extra demand they would face as a result of potential 
changes to Maternity services elsewhere in SYB(ND) or due to changes to Maternity services 
outside of the system.  

                                                           
18 CQC, Inspection reports, 2016 - 2019 
19 CQC, Inspection reports, 2016 - 2019 
20 CQC, Inspection reports, 2016 - 2019 
21 CQC, Inspection reports, 2016 - 2019 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham Sheffield 
Teaching

Urgent & Emergency Medicine
CQC rating: G RI G RI I G

Children and young people
CQC rating: RI G G G G G

Level of Neonatology provision: L2 L2 L2 L2 L2 L3
Surgery (general surgery) 

CQC rating: G G - G - -

Neonatology – CQC rating: - - - - - G
X-ray and diagnostic ultrasound

CQC rating: RI G G G - -

Acute mental health services
CQC rating: - - RI - - RI
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The activity levels across each Trust in SYB(ND) for Maternity services are shown below in 
Figure 21, showing the total number of births for 2018/2019 and the average length of stay: 

 Barnsle
y 

Chesterfi
eld 

Doncast
er 

Bassetla
w 

Rotherha
m 

Sheffie
ld 

Teachi
ng 

Average yearly 
change in birth 
rate (since 
2013/14) 

+0.9% +0.1% -1.7% -0.7% -0.6% 

Activity levels 
(number of 
births 
2018/19) 

2842 2719 3216 1488 2697 6667 

Proportion of 
expected high-
risk births 

65% 35% N/A N/A 65% 60% 

Average length 
of stay (days) 2.1 2.0 2.4 2.2 2.3 2.6 

 

Figure 21: Maternity activity levels across SYB(ND)22 

Overall, the demand for Maternity services is expected to increase over the next five years. 
Based on the population growth (ONS) and non-demographic growth assumptions, we expect 
the number of births to grow by 2% on average in the next five years. 

The graph below (Figure 22) shows the predicted Maternity admission levels on the left axis, 
with the percentage change in admissions year on year shown on the right axis. The number of 
Midwives is expected to grow at 0.8% p.a., which is a slower growth rate than the growth rate 
of Maternity admissions; therefore there is likely to be insufficient Maternity staffing over the 
next five years. Although some SYB(ND) Trusts are seeing a decrease in overall activity levels, 
any increase in the proportion of women who require consultant-led services during their birth, 
may lead to increased pressures on the consultant workforce. 

Using the HEE workforce growth assumptions, we expect the workforce to grow, on average, in 
the next 5 years (Figure 23): 

• 0.8% p.a. for Midwifery 
• 1.3% p.a. for Junior doctors 

Although this increase will help to alleviate some of the workforce issues currently experienced 
in SYB(ND), the rate of growth does not match the growth in demand; this also does not take 
into account current workforce shortages. 

                                                           
22 SYB(ND), Trust data returns, 2019 
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Figure 22: Predicted growth in demand over the next 5 years for Maternity services 

 

 

Figure 23: Predicted increase in Maternity workforce over the next 5 years 

 
There are also significant concerns around the ageing Midwife workforce, and the declining 
number of Midwifery trainees. Continuity of Carer guidelines are also expected to have an 
impact on the Maternity workforce. The guidelines necessitate a different way of working for 
Midwives, who may be on call up to 2 or 3 times a week and teams of midwives will work with 
the same women throughout their pregnancy, increasing the need for community midwifery. 
Medical directors for Maternity have concerns that the Continuity of Carer targets could 
significantly destabilise the Maternity workforce, due to the increased requirement for Midwives, 
as well as the potential effects of different ways of working might have on Midwifery retention 
rates. 
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4 The Case for Change: Gastroenterology and 
Endoscopy 

 

 

 Overall 4.1
The quality of Gastroenterology and Endoscopy services in SYB(ND) is currently good on most 
sites, but are facing increasing pressures and strain. Rotherham is of particular concern, as at 
the beginning of the review there were no permanent Gastroenterologists working at the Trust, 
with all work being carried out by locum staff. Since then, they have successfully recruited two 
permanent Gastroenterologists, and are in talks with Barnsley to develop a formalised 
partnership. However, Rotherham still has a Requires improvement CQC score for Medical care 
(including Gastroenterology).  

Patient feedback for Gastroenterology across SYB(ND) is excellent, but staff satisfaction scores 
for overall satisfaction and workload suggest that the quality of the service is very dependent 
on staff members putting in extra work to ensure a good quality of care is provided. 

A detailed assessment of Trusts, against a number of metrics at Trust level, is contained in the 
case for change report for each Trust, included below is a snapshot view of these metrics at the 
system level.  

 Quality 4.2
We will measure Quality by considering the question: Is quality of care optimised by promoting 
delivery of national good practice and guidance, and contributing to maintained or improved 
outcomes? 

This takes into consideration the following: 
• Are SYB(ND) Trusts able to meet national clinical guidelines and standards? 
• Are patients satisfied with the quality of care offered? 

 
CQC Assessment and JAG Accreditation 
The table below (Figure 24) shows the Care Quality Commission Medical care scores (used as a 
proxy for Gastroenterology) for each Trust. The CQC score looks at safety, effectiveness, care, 
responsiveness and leadership of a service. All SYB(ND) Trusts achieved a ‘Good’ score for 
Medical care (used as proxy for Gastroenterology). The exception is Rotherham, which received 
a ‘Requires improvement’ score, which is primarily due to the lack of permanent 
Gastroenterologists working in the department.23 The table below also shows the Joint Advisory 
Group (JAG) Accreditation status for each Trust. JAG Accreditation means that an endoscopy 
service has displayed competence in delivery against a set of safety criteria. 

                                                           
23 CQC, Inspection reports, 2016 - 2019 
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Figure 24: CQC scores for Medical care and JAG Accreditation status24 

 

Patient feedback 
Patient feedback for Gastroenterology is very good. The NHS Choices survey shows what 
percentage of patients would recommend the service. The average recommendation rate across 
SYB(ND) is 98.9%. The scores for each SYB(ND) Trust are shown below in Figure 25: 

 

Figure 25: NHS Choices scores for Gastroenterology25 

 

 Workforce 4.3
Workforce is measured by considering the question: Does the option ensure there is a 
sustainable workforce of the right number and skill set? 

This takes into consideration the following:  

• Do Trusts have sufficient workforce in place to provide a safe service? 
• Is the existing workforce satisfied with their workplace environment and workload? 
• To what extent do Trusts rely on locum / temporary staff? 

 

There are substantial workforce shortages for Gastroenterology services across SYB(ND) on 
particular sites and for Out Of Hour Gastrointestinal Bleed (OOH GI Bleed) Services.  

The required number of staff is calculated on a basis of having 1 Consultant Gastroenterologist 
for every 42,000 people in the population (based on the RCP guideline). We have calculated “fill 
ratios” comparing the staff in post to the numbers required based on the RCP guidelines.  

                                                           
24 CQC, Inspection reports, 2016 - 2019 
25 NHS Choices, Gastroenterology feedback, 2018 
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The fill ratios for in hours Gastroenterology services at each Trust (Figure 26) indicate that 
there are more than the required total number of Gastroenterologists with most sites having a 
fill ratio range of 1.0 – 2.0. However some of the Gastroenterologists listed as in post may be 
locum, agency or bank staff:  

 

Figure 26: In hours Gastroenterology fill ratios based on RCP guidelines 

However, the equivalent fill ratios for Out Of Hours Gastroenterology services (Figure 27) 
highlight that there are shortages in the number of consultants, when compared to the same 
RCP guideline. The fill ratios indicate that Rotherham and Chesterfield do not have the required 
number of Gastroenterologists available to work on OOH Gastrointestinal Bleeding (a main 
cause for concern) both having a fill ratio of only 0.6, vs an average across the other three 
Trusts of 1.1.  

 

Figure 27: Out of hours GI bleeds fill ratios based on RCP guidelines 

 

The Clinical Working Groups expressed significant concern around the future sustainability of 
the workforce, due to the low numbers of trainees rising through the ranks. Many CWG 
participants expressed their concern around the lack of permanent Gastroenterologists at 
Rotherham and how this stark shortage was creating further demand at all other SYB(ND) sites, 
due to the central location of the Rotherham site within South Yorkshire.  

Grade Sheffield 
Teaching Barnsley Rotherham Doncaster &

Bassetlaw Chesterfield

Population served 640,000 240,000 261,000 420,000 441,000

Gastroenterologists 
in post 20.5 6.0 4.0 9.31 6.7

Gastroenterologists 
required

15.4 5.8 6.3 10.1 10.6

Fill ratio 1.3 1.00 0.6 0.9 0.6

SUBSTANTIVE 
POSTS

POSTS 
REQUIRED

= FILL RATIO
FILL RATIO KEY:

<0.8 0.8 - 0.9 >0.9

Grade Sheffield  
Teaching Barnsley Rotherham Doncaster & 

Bassetlaw Chesterfield 

Population served 640,000 240,000 261,000 420,000 441,000 

Gastroenterologists  
in post (including 
non substantive) 

22.0 6.0 9.0 20.0 5.7 

Gastroenterologists  
required 15.4 5.8 6.3 10.1 10.6 

Fill ratio 1.4 1.0 1.4 2.00 0.54 

SUBSTANTIVE  
POSTS 
POSTS  

REQUIRED 
= FILL RATIO 

FILL RATIO KEY: 
<0.8 0.8  - 0.9 >0.9 
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However, the shortfalls shown in the table above show that some of this is being achieved by 
good will of staff and significant pressures. The General Medical Council (GMC) trainee staff 
survey scores for acute medicine (taken as a proxy for Gastroenterology) are shown below in 
Figure 28. The scores shown are for overall satisfaction and workload satisfaction, with both 
metrics are scored out of 100; a higher score for workload satisfaction indicates a more 
manageable workload when compared to peers nationally: 

 

Figure 28: GMC trainee staff survey scores for Acute medicine for all SYB(ND) Trusts26 

 

 Affordability 4.4
Affordability is measured by considering the question: Does the option cost no more than the 
current service? 

This takes into consideration the following:  
• How much activity do Trusts carry out? 
• How efficient are the services the Trusts provide? 

Due to the difficulties in recruiting permanent staff to work in Gastroenterology departments, 
some SYB(ND) Trusts have very large locum staff spends. Additionally, larger Trusts have 
developed efficiencies of scale, making them more cost effective overall. 

We have used reference cost index (RCI) to assess the affordability of each service at each 
Trust. RCI is a measure of relative efficiency comparing the actual cost of activities in 
comparison to the expected cost; an RCI value above 100 means relatively inefficient services, 
whilst an RCI value below 100 means relatively more efficient services. The RCI values for all 
SYB(ND) Trusts are shown below in Figure 29 for Gastroenterology: 

 

Figure 29: Gastroenterology RCI values for all SYB(ND) Trusts27 

 

                                                           
26 GMC, Staff survey, 2018 
27 NHS, Reference cost indices, 2018 
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 Interdependencies 4.5
Interdependencies are measured by considering the question: Are the necessary supporting 
services appropriately available? 

This takes into consideration the following: 
• Are interdependent services that need to be provided available onsite? 
• What would the impact be to interdependent services at all Trusts if the clinical model 

were to change? 

At a system level, essential services are available within SYB(ND) for all but some of the most 
specialist services, for which there are arrangements on a Yorkshire and the Humber footprint. 
The table below (Figure 31) shows the CQC scores of the interdependent services required for 
Gastroenterology: 

 

Figure 31: CQC scores of interdependent services for Gastroenterology28 

 

For Urgent & Emergency medicine, Barnsley, Chesterfield and Sheffield Children’s achieved a 
‘Good’ score, Doncaster & Bassetlaw received a ‘Requires improvement’ score, whilst 
Rotherham received an ‘Inadequate’ score.29 

 

 The future of Gastroenterology services 4.6
The demand for Gastroenterology has significantly increased over the past few years, with one 
Trust experiencing threefold increase in demand in as many years. The reasons for this large 
increase are believed to be the following:  

o The bowel cancer screening programme has increased the demand for endoscopy services 
o An ageing population will typically require more Gastroenterology services 
o The drop in threshold for referrals from GPs has led to a huge surge in demand for 

endoscopy services over the past couple of years  

Gastroenterologists expect that the demand for Gastroenterology services will only continue to 
increase in the next five years. If the threshold for bowel cancer screening becomes lower, this 
will create another large increase in demand for the service in SYB(ND). Some 
Gastroenterologists have commented that removing bowel cancer screening from the scope of 
Gastroenterology services would make the service’s workload significantly more manageable.  

Additionally, GPs are becoming increasingly risk adverse, which also leads to increased referrals 
for Gastroenterology services. It is also predicted that the occurrence of cancer will increase 
over the next 5 years, leading to increased requirement for Endoscopy services.

                                                           
28 CQC, Inspection reports, 2016 - 2019 
29 CQC, Inspection reports, 2016 - 2019 

Barnsley Bassetlaw Chesterfield Doncaster Rotherham Sheffield 
Teaching

Medical care
CQC rating: G G - G RI G

Urgent & Emergency 
Medicine – CQC rating: G RI G RI I G
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1 Introduction 
 

This methodology annex has been produced to outline the work that has been 
produced during Phase II of the Hospital Services Programme, following and building 
on the publication of the Stage 2 Report in 2018. This document outlines the timeline 
of key meetings and deliverables produced, including the groups we have consulted 
with, their membership and purpose. Finally, we have detailed the supplementary 
reports produced to synthesise knowledge gathered and facilitate decision-making. 
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2 Phase II project timeline 

 

Figure 1: Project timeline for Phase II of the HSR 
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Phase II of the Hospital Services Review was commissioned to follow up on the 
Strategic Outline Case for the system, developed in Phase I of the review. Phase I of 
the Hospital Services Review (HSR) was carried out to ensure people across South 
Yorkshire and Bassetlaw, Mid-Yorkshire and North Derbyshire (SYB(MYND)) were 
continuing to receive excellent hospital services. It focussed on five hospital based 
services which were identified during Stage 1A of the Review as facing significant 
difficulties with workforce and quality, and have a significant impact on the health 
service as a whole:  
 
• Care of the Acutely Ill Child (CAIC) 
• Maternity 
• Gastroenterology and Endoscopy 
• Urgent and Emergency Care 
• Stroke 
 
The recent Strategic Outline Case for the system from Phase I laid out three main 
proposals tackling some of the problems identified in the Hospital Services Review: 
 
• Hosted Networks: Developing the infrastructure to support shared decision-

making and cooperation between organisations, supported by a centralised 
workforce function and Innovation Hub 

• Transformation: Developing shared standards for clinical pathways supported by 
new resilient workforce models to ensure patients receive the right care, in the right 
place, at the right time 

• Changing the clinical model: Modelling and exploring new, more sustainable 
options for the delivery of paediatrics, Maternity and out-of-hours gastrointestinal 
bleeds across SYB(MYND) 

 
Phase II of the Hospital Services Programme commenced in August 2018 and has 
progressed until the summer of 2019. Figure 1 shows the timelines of the different 
aspects of work included in Phase II (Transformation, Reconfiguration, Engagement & 
Assurance), including key meetings and deliverables. Figure 1 also includes the 
frequency of meetings with key working groups that we have consulted throughout the 
process.  
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3 Consultation  
 

Throughout Phase II of the Hospital Services Programme, we have consulted with 
many different groups and bodies, which are outlined in more detail below. They 
include groups focusing on leadership, clinical direction, finance, HR and transport. 

 

4  Hospital services steering group 
4.1.1 Remit and purpose 
The role of the HSR steering group was to provide oversight and strategic direction as 
the HSR progresses. The steering group acts as the governing body for this large scale 
project. The steering groups provided oversight of the following HSR activities: 

• Development of the Hosted Networks from existing clinical networks 
• Implementation of transformation activities, including the development of the 

Health and Care Institute and Innovation Hub, aimed at reducing unwarranted 
clinical variation and tackling workforce challenges 

• Development of site-specific modelling of acute non-elective services as per 
reconfiguration recommendations outlined in the Stage 2 report 

• Development of modelling of the out-of-hospital shift of activity for each Place 
• Modelling and assessment of travel times impact for patients and families 
• Development of specific proposals around reconfiguration based on site-specific 

modelling, transport modelling and CWG input 
• Development of proposals on reconfiguration of elective services, as part of the 

work on the role of the DGH 
• Patient, public and staff engagement 
• Drafting and submission of the relevant NHS Gateway approval and assurance 

process documents 

4.1.2 Frequency of meeting 
The steering group met face to face on a monthly basis for the duration of the HSR and 
also held a WebEx meeting two weeks after each face to face meeting. 

4.1.3 Membership 
The Hospital services steering group was made up of the following individuals: 

• Trust representation 
o Medical directors 
o CEOs 
o Directors of strategy and business development 
o Directors of planner and partnerships 
o Operations Directors 

 
• Other representation 
o Lead for system reform 
o Clinical chairs 
o AOs 
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o ICS lead 
o STP Programme Director 
o SYB ICS Directors 
o HSR Directors and Managers 

 

5  Reference Group 
5.1.1 Remit and purpose 
The reference group was set up to review progress on the Hospital Services Review, 
provide input and feedback on the deliverables produced, and to help guide the 
strategic thinking moving forward 

5.1.2 Frequency of meeting 
The reference group met on a bi-weekly basis. 

5.1.3 Membership 
The membership of this groups consisted of: 

• SYB ICS representatives 
• Representatives from each SYB(ND) Trusts, including clinicians and hospital 

managers 
 

6 Hosted Network Consultations 
6.1.1 Remit and purpose 
Workshops were held with leadership and existing networks in the ICS, to test the 
proposed Hosted Network framework, review the priorities for the Hosted Networks, 
discuss governance and membership before the Hosted Networks were launched. The 
purpose, form and function of the Hosted Network was in part developed through these 
sessions. 

6.1.2 Frequency of meeting 
Three workshops were held during phase II of the Hospital Services Review. 

6.1.3 Membership 
The Hosted Network workshops were attended by: 

• Leadership across SYB(ND) 
• Members of existing networks e.g. LMS 

 

7  Workshop with existing networks 
7.1.1 Remit and purpose 
The workshop with existing networks was held in order to establish how the Hosted 
Networks would be combined or work alongside existing networks within the SYB(ND) 
ICS moving forwards. The discussion centred on the structure of the Hosted Network, 
accountability, the role of the Host and the scope of the network. 
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7.1.2 Frequency of meeting 
One workshop was held with the existing networks to help develop the Hosted 
Network. 

7.1.3 Membership 
The workshop was attended by representatives of existing networks such as the LMS. 

 

8  Trust consultation 
8.1.1 Remit and purpose 
Interviews with Trusts were held to help contextualise the case for change, providing 
additional information to the evaluation metrics suggested by the Clinical Working 
Groups. Participants answered questions on the biggest challenges their service faced, 
as well as the key strengths and opportunities for the future. 

8.1.2 Frequency of meeting 
One interview was held with each SYB(ND) Trust. 

8.1.3 Membership 
The interview was attended by Clinical Leads for the three services under review as 
well as the Medical and Finance Directors. 

 

9  Clinical working groups (CWGs) 
9.1.1 Remit and purpose 
The clinical working groups were established to advise on the design of options for 
transformation of the three services, as part of the Hospital services review.  

9.1.2 Frequency of meeting 
Clinical working groups were held on a monthly basis, with participants being asked to 
provide local insight as well as expert clinical input. For the three services under 
review, there were seven CWGs for both Care of the Acutely Ill Child and Maternity, 
and six for Gastroenterology. 

9.1.3 Membership 
The CWGs comprised of the following individuals: 

• Acute Trusts: a clinical lead and nurse lead, plus other core specialists e.g. 
neonatologists; midwives; stroke therapists; assistant healthcare professionals 
from each Trust 

• CCGs: a GP lead from each CCG 
• Primary care: LCS and Federations invited to send a representative from each 

Place 
• Ambulance services: one representative from Yorkshire Ambulance Service 

and East Midlands Ambulance Service per group 
• Community: one representative from Nottinghamshire healthcare, per group 
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10 HR Directors joint meeting 
10.1.1 Remit and purpose 
This group was devised to discuss all HR and workforce issues across SYB(ND). In 
addition, there is a teleconference in the months where the HRD meeting is not taking 
place, to discuss Hospital Services issues that relate to workforce in particular. 

10.1.2 Frequency of meeting 
The HR directors group met on a bimonthly basis. 

10.1.3 Membership 
The HR directors group comprised of the following members; some of the HRDs have 
specific portfolios for HSP subject areas and therefore sit on the relevant CWGs: 

• Maternity – Paul Ferrie, Rotherham 
• Care of the Acutely Ill Child – Steven Ned, Sheffield Children’s Hospital 
• Gastroenterology – Zoe Linton, Chesterfield 
• Stroke – Karen Barnard, Doncaster & Bassetlaw Teaching Hospitals 
• Urgent & Emergency Care – Mark Gwilliam, Sheffield Teaching Hospitals 

 

11  Model owners group 
11.1.1 Remit and purpose 
The model owners group was devised to oversee and support day to day model 
development. The group was also asked to take ownership of the model going forward, 
following the end of the programme. 

11.1.2 Frequency of meeting 
The model owners group met on a monthly basis, throughout the development of the 
model. 

11.1.3 Membership 
The model owners group consisted of: 

• Senior sponsors 
• A data analyst  
• Finance managers 

 

12  Modelling steering group 
12.1.1 Remit and purpose 
The modelling steering group was founded to provide input during iterations of the 
model to ensure that all the relevant outputs were captured in the model specification. 
The group also advised on the depth of detail required from the model as well as the 
breadth of the model scope. Finally, the group was also tasked with advising on any 
other elements of the modelling which might be necessary to inform the PCBC. 
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12.1.2 Frequency of meeting 
The modelling steering group met on a monthly basis, throughout the development of 
the model. 

12.1.3 Membership 
The modelling steering group consisted of: 

• Deputy Chief Executive and Chief Operating Officer of Doncaster & Bassetlaw 
Teaching Hospitals NHS Foundation Trust 

• Medical directors 
• A senior programme manager 
• Strategic finance leads 
• Directors of Finance1 

 

13  Transport advisory group (TAG)  
13.1.1 Remit and purpose 
The Travel Advisory Group (TAG) was created to bring together key stakeholders to 
improve the experience of travelling to health services in SYB(ND). The group also 
advised on any transport and travel elements of public engagement. The group also 
ensured that the travel implications of any proposals for change to services were 
identified, and the opportunities for improvements and appropriate mitigations of any 
issues were considered.  

13.1.2 Frequency of meeting 
The group met on a number of times throughout the Hospital Services Review. 

13.1.3 Membership 
The TAG comprised of the following members: 

• Representation from the commissioner-led implementation team 
• CCG representation 
• Acute Hospital Trusts: Travel/Patient Transport Leads 
• Yorkshire Ambulance Service 
• East Midlands Ambulance Service 
• Local Authority Travel Planners 
• Local Transport Providers 

 

14  Public group on travel and transport (PGTT) 
14.1.1 Remit and purpose 
The public group on travel and transport was created to advise on transport issues 
affecting patients and the public. They were also asked to provide input on what should 
be expected from the travel and transport network in the system. 

                                                           
1 The Directors of Finance also provided a high level overview of the use of Finance data, alongside the Modelling 
Steering Group 
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14.1.2 Frequency of meeting 
This group met on a monthly basis throughout the Hospital Services Review. 

14.1.3  Membership 
The PGTT comprised of the following members: 

• Two representatives from each Place: one public transport user and one private 
transport user 

• Chaired by Citizen’s Panel representative 

 

15  Public consultation 
Throughout the Hospital Services Review we have also spoken to a variety of public 
groups such as mothers groups and family hubs. The purpose of this consultation was 
to find out what they consider important for their local health services and ultimately 
guide the strategic thinking behind the services review. 

The consultation included questions such as: 

• Quality of care: ‘In your opinion, what’s the most important thing for us to 
consider when we are thinking about quality of care you receive?’ 

• Workforce: ‘What is important about people in hospitals who look after 
pregnant women, babies and children?’ 

• Access: ‘In your opinion, what’s the most important thing for us to consider 
when we are thinking about access?’ 
 

15.1.1 Groups consulted 
A comprehensive list of the groups we spoke to is given below. When deciding on 
groups to engage with, we wanted to speak to a diverse group, in terms of ethnic 
group, age, race, religion, sexual orientation, employment status, and people with 
disabilities. There was a particular focus to choose groups with seldom heard members, 
who are often not provided with representation: 

General 
• SAVTE (Sheffield Association for the Voluntary Teaching of English) AGM  
• Rotherfed (Rotherham Federation of Communities) 
• Chesterfield PRG group  
• Lavender Court TARA, Barnsley  
• Sheffield Futures Young Advisors Meeting  
• Meeting with the locality managers of Yorkshire Ambulance Service  
• Derbyshire MVP 
• RDash Listen to Learn Network 
• Barnsley MVP 
• Shipshape Family Learning 
• Harrogate Court TARA, Barnsley 

 
Barnsley 
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• Loundwood family centre 
• Penistone 
• Athersley 

 
BCVS 

• Centre for sport and learning 
• Harworth lunch club 
• Mattersey 
• Grove Street 
• Joel the Complete Package (a family which supports families through pregnancy 

and parenting after baby loss) 
• The Crossing 

 
Doncaster 

• Bullcroft Memorial Hall 
• Balby Family Hub 
• Askern Family Hub 
• Mexborough Family Hub 
• Central  Family Hub 
• Moorends Family Hub 
• Adwick Family Hub 

 
SYCF 

• Cathedral Archer Project (1:1 interviews), Sheffield, drugs and alcohol addicts, 
some in recovery  

• Ben’s Centre, Sheffield, drugs and alcohol addicts currently still using the 
substances  

• Life in the UK, Rotherham, mixed  
• Family Voices, Sheffield, mothers  
• YWCA, Rotherham, young mothers  
• Rotherham United English Speaking class, Rotherham, migrants / mothers  
• Edlington, Doncaster, mixed  
• The Light, Sheffield, mothers  
• Mexborough Slimming World, Doncaster, mixed, addictions  
• JENGA, Barnsley, young mothers  

 

15.1.2 Outcomes of the discussions 
The outcomes of the discussions with the above groups are summarised below. The 
key themes raised by participants were concerned with being seen by a specialist, 
requirement for more staff, a preference for local services and a consistent quality of 
care across the region: 

Workforce 
• When asked about workforce, 3 in 10 participants mentioned a specific 

preference for specialist staff 
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• 1 in 5 felt that generally services required more staff 
• 1 in 5 participants also said that there should be a greater emphasis on clinical 

staff’s experience and skills 

Affordability 
• When asked about affordability, 1 in 5 participants believed effective 

management of funding to avoid wasting money should be a key priority 
• A further 1 in 5 participants believed that funding should be invested renovating 

existing buildings, as opposed to building new ones 

Access 
• When asked about access, a 6 in 10 participants expressed a preference for local 

services  
• A further 3 in 10 participants mentioned the importance of effective and 

affordable transport in their local area, in order to access the care they need 

Quality of care 
• When asked about quality of care, 2 in 5 participants thought that a consistent 

quality of care across sites should be a priority 
• 3 in 10 participants emphasised the importance of compassionate and caring 

staff, citing soft skills as an important factor to consider for the quality of care 

Interdependencies 
• When asked about interdependent services, 1 in 5 participants proposed that 

interdependent services should be offered in one location 
• A further 1 in 5 participants suggested that interdependent services should be 

offered locally 

15.1.3 Impact on strategic thinking 
Using the feedback from public consultation, we have considered the opinions 
presented through setting up a travel group, developing appropriate clinical models 
and addressing the variation in the quality of care across the region. The specific 
actions for each service are explained below: 

Care of the Acutely Ill Child 
• We have developed clinical models which concentrate specialised Paediatric 

services, to provide greater access to services offered by specialists 
• We have established two travel groups with members of the public and 

representatives from travel providers, to explore concerns around transport to 
reach acute care sites 

Maternity 
• We have engaged with the Local Maternity System (LMS) to increase the range 

of choice available to women in SYB(ND) 
• We have developed consultant-led Maternity clinical models, due to opinions 

expressed during public consultation 

Gastroenterology 
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• We have prioritised recruitment and retention of staff in Gastroenterology as 
part of the Hosted Network, based on concerns around staffing levels in 
Gastroenterology 

16 Supporting documents 
 

In addition to supporting and guiding the working group discussion s outlined above, 
throughout Phase II of the HSR we have produced a number of supplementary reports 
and tools, which are outlined in more detail below. 

 

17 Financial model 
We have developed a financial model, underpinned by a set of assumptions developed 
and refined with clinicians through a series of Clinical Working Groups (CWGs). The 
assumptions include the proportion of time 1 WTE at each staff grade would typically 
be allocated for annual leave, study leave, and activities outside of their primary 
clinical role. 

Using assumptions focusing on workforce, we have calculated the number of staff 
required to sustainably staff units, for both Care of the Acutely Ill Child and Maternity. 
We have calculated these numbers at the regional (SYB(ND)) level as well as 
individually for each individual Trust. Using these numbers and the number of staff at 
each grade currently in post, we have calculated the gap between current workforce 
and the number of staff currently in post and the number of staff required to 
sustainably staff units. 

Using pay cost information provided by SYB(ND) Trusts, we have then been able to 
calculate the pay cost gap between current expenditure on staff salaries and the cost 
required to sustainably staff a unit. 

We have also used the financial model to calculate the workforce savings, pay cost 
savings and change in activity levels for any potential change to the clinical model. For 
Care of the Acutely Ill Child, reconfiguration options were to change one or two 
Paediatric inpatient units to SSPAUs, and for Maternity the options were to change one 
or two Obstetrician led units into standalone Midwifery-led units.  

The outputs of this model are included in Annex A. 

 

18 Case for change  
We have looked at the case for change for each Trust, evaluating the three services 
under review (Care of the Acutely Ill Child, Maternity & Gastroenterology). For each 
service, these reports include the current provision of services, the key challenges 
faced and opportunities for the future. 

We have assessed each service against five evaluation metrics listed below: 

• Quality 
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• Workforce 
• Affordability 
• Access 
• Interdependencies 

Within each evaluation criterion, we have assessed the service against metrics decided 
through discussions with clinicians over several CWGs. 

The case for change is summarised in annex B of the final report. 

 

19 Clinical model summit with AOs and CEOs 
We produced a presentation for the summit with CEOs and AOs on the 21st March 
2019. This presentation included an overview of the current provision of services in 
SYB(ND), a review of the financial and workforce modelling, the Hosted Networks and 
the potential reconfiguration options for changing the clinical model for Care of the 
Acutely Ill Child and Paediatrics.  

We included an example of the modelling associated with changing the clinical model 
for Maternity at one site. This assessed the consequent change in workforce, pay cost 
and activity upon changing the clinical model, as well as the implications of changing 
the clinical model on patient travel times to their nearest and next nearest Trust. 

We also produced a presentation for the subsequent session with CEOs and AOs on 1st 
April 2019. This presentation included an overview of workforce transformation, 
potential changes to the clinical models for Care of the Acutely Ill Child and Maternity, 
an overview of the current provision of services and conclusions from the financial 
modelling around changing the clinical model. 

 

20 Note to the Governing Bodies 
The note to Governing Bodies was produced to provide an overview of the work carried 
out during Phase II, as well as the conclusions of the two sessions with CEOs and AOs. 
We provided a view of the current provision of services, the key challenges faced and 
key opportunities for the future.  

We also included a case for change for the SYB(ND) region as a whole, outlining the 
current quality of the services, as well as the cost this is being delivered at. The case 
for change also included a review of the sustainability of the services moving forwards. 

Finally, we included a summary of the potential options for changing the clinical model, 
including the opinions of the CEOs and AOs from the two sessions.  
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Annex E 
 

Approach to fixed points 
 
 
1. Purpose 
 

1.1. The Hospital Services Review recommended that the South Yorkshire and 
Bassetlaw and North Derbyshire (SYB(ND)) system should look at the configuration 
of hospital services for maternity, paediatrics and emergency out of hours GI bleeds. 
The Review recommended looking at making changes to the clinical model on 1 or 2 
sites for maternity and paediatrics, and moving to having out of hours GI bleed 
services on 3-4 sites. 

 
1.2. Work was taken forward with the Clinical Working Groups to look at a range of 

clinical models, and identify the implications of applying these to different sites in 
SYB(ND). 

 
1.3. In taking forward the modelling, commissioners needed to 

• Confirm and agree how options will be assessed against each other (evaluation 
criteria) 

• Agree whether they wished to rule out any sites altogether, and say that the 
system will definitely not make changes to the clinical model on those sites (fixed 
points).  

 
1.4. Commissioners were asked to give their views on this in December 2018. All the 

commissions involved (Barnsley, Bassetlaw, Doncaster, North Derbyshire, 
Rotherham and Sheffield) agreed the approach outlined below, agreeing to 
designate Sheffield Children’s Hospital as a fixed point for paediatrics, and Sheffield 
Teaching Hospital for maternity services.  
 

 
 
 
2. Evaluation criteria 
 

2.1. The evaluation criteria for the configuration options were developed during the 
Hospital Services Review, based on prioritisation by system leaders, clinicians, 
members of the public and people from the seldom heard groups. 

 
2.2. They were reviewed during the autumn 2018 to make sure that issues which had 

been raised by Governing Bodies, Boards and members of the public in relation to 
the Hospital Services Review and the Strategic Outline Case were captured within 
the evaluation criteria.  

 
2.3. A small number of amendments were made which were agreed by Collaborative 

Partnership Board on 19th October 2018, and reviewed by clinicians in Clinical 
Working Groups.  

 
2.4. Following agreement by the CPB the evaluation criteria have also been discussed in 

public forums such as the Travel and Transport Advisory Panel.  
 



2.5. Some very small amendments were made following the CPB e.g. to re-order the 
points (putting quality at the top, in response to clinician feedback), to clarify some 
points (e.g. to make it clear that the contribution to closing the financial gap will be 
assessed on a net basis) and to correct some typographical errors. 

 
2.6. The final agreed set of criteria (figure 2) was agreed by commissioners in January 

2019: 
 

 
Figure 2: Final agreed evaluation criteria 
 

 
 

 
3. Fixed sites 

 
3.1. Methodology 

 
3.1.1. In looking at changes to clinical models, there are large numbers of potential 

clinical models, which could be applied to large numbers of sites. 
 

3.1.2. CCG Accountable Officers said in the November meeting of the ICS 
Executive Steering Group that they wish to consider a wide range of options, in 
order to ensure that the process was fair. 
 

3.1.3. However, commissioners also said that they would wish to rule out sites 
where it is very obvious that there will be no change, to avoid spending time and 
resource on unworkable options.  
 

3.1.4. It is legally possible as part of the evaluation approach to identify sites where 
there is wide consensus that the clinical model should not change. These are 
known as ‘fixed sites.’ Systems can designate fixed sites where the evidence is 
very clear, and fixing them is “self-evident”.  
 

3.1.5. The Hospital Services programme team reviewed a number of reconfiguration 
processes around the country. They found several criteria that were frequently 
used to justify identifying a site as ‘fixed’ (see annex A). These were the levels of 



activity, which dictated amongst other things the cost of capital; the number of 
interdependent services; the condition of the estate; geographical position; and 
self-selection. 
 

3.1.6. In a meeting of the JCCCG on 28th November, commissioners stated that the 
criteria that they considered most relevant to South Yorkshire and Bassetlaw, 
and North Derbyshire, were: 
 

• Levels of activity, and thus the capital costs of reproviding services 
elsewhere. The availability of capital in SYB(ND) is very constrained so 
options which would involve reproviding services for particularly high 
numbers of patients should be ruled out. These options would also affect 
the highest numbers of patients. 
 

• Interdependencies. SYB(ND) contains some sites which provide high 
complexity tertiary services which are interdependent with maternity, 
paediatrics or gastroenterology. These would also have to be reprovided, 
further increasing costs and the impact of any move.  

 
3.1.7. Both of these criteria appear within the existing SYB(ND) evaluation criteria, 

identified above.  
 

3.1.8. Commissioners noted that activity levels were less key for GI bleeds, from a 
capital perspective. The numbers out of hours were so low that the capital impact 
would be minimal. We might still wish to avoid options which impacted on greater 
numbers of patients.    
 

3.1.9. The JCCCG considered whether geographic location should be used to fix 
sites. Commissioners considered that, while access will be an important criterion 
for evaluating options, there were no sites at present where travel to the nearest 
alternative site had been considered by commissioners or providers to be 
clinically unsafe. Therefore it was not considered relevant while setting fixed 
sites.  
 

3.1.10. The JCCCG noted that the condition of the current estate was not a major 
concern for SYB(ND), and that self-selection would not ensure that decisions 
were taken in the best interests of the population.  
 

3.2. Recommendations on fixed points 
 

3.2.1. Annex D shows the analysis of the sites in SYB(ND) against the three 
evaluation criteria of levels of activity (as a proxy for capital costs), and clinical 
interdependencies and estates / cost of capital.   
 

3.2.2. Based on the numbers presented in Annex D, there were some sites which 
stood out clearly from the rest: 

• Maternity: In 2017-18 Sheffield Teaching Hospitals (the Jessop Wing) 
had 6,723 births per year, more than twice that of the next largest unit 
(3,297 at Doncaster Royal Infirmary). In addition it has large numbers of 
interdependent specialist services which are not provided elsewhere in 
SYB(ND). 
 

• Paediatrics: Sheffield Children’s Hospital had 10,043 inpatient stays in 
2016-17 (approximated from reference cost data), considerably larger 
that of the next largest unit at 4,838. The 2017-18 HES data shows a 



similar pattern, with 3,404 long stay inpatient stays at SCH compared with 
2,313 across the next largest trust (Doncaster and Bassetlaw combined). 
In addition it has large numbers of interdependent specialist services 
which are not provided elsewhere in SYB(ND). 
 

• Out of hours GI bleeds: On activity, Sheffield Teaching Hospitals and 
Doncaster Royal Infirmary both treat more GI bleeds than other trusts. 
STH also undertakes more complex surgeries which may give rise to a GI 
bleed. However the levels of activity for out of hours emergency bleeds 
which require transfer are low, and so the Hospital Services Steering 
Group did not consider that activity was a sufficient driver to fix either site.  

 
On interdependencies, STH and DRI offer vascular Interventional 
Radiology out of hours, which was identified by the Steering Group as the 
main interdependency. Since this was only one interdependent service 
the Steering Group did not consider it a sufficient driver to fix a site. 
Therefore we propose not to fix any sites for out of hours GI bleeds. 
 

3.2.3. The CCGs therefore agreed to fix STH for maternity and  SCH for paediatrics, 
and not to fix any sites for GI bleeds. 

. 
 
 
  



 
Annex A 

 
Criteria used to identify fixed sites in other reconfigurations 

 
 

 
 
  



 
Annex D 

 
Recommendations against the criteria for fixed sites:  

 
Commissioners identified two criteria which were of the greatest relevance when assessing 
fixed sites: 

- Levels of activity, as a proxy for cost of capital 
- Interdependencies 

  
Analysing the activity data 
 
The Hospital Services team have reviewed the activity levels in each trust. Depending on the 
clinical model, not all of the activity would be transferred; what the activity levels show is the 
comparative sizes of the units and thus the approximate, comparative impact of changing 
the relative sites. 
 
The comparative size of the units indicates the comparative level of reprovision that would 
be required. It thus indicates the comparative scale of capital costs that the system would 
face in reproviding that capacity elsewhere. The specific capital costs have not been 
modelled at this stage as they would depend on the exact implications on the receiving site.  
 
GI bleeds 
 
For GI bleeds, the levels below indicate all activity rather than the number of bleeds 
overnight, but they give an indication of the relative scale of GI bleed activity on the sites.  
 
Capital costs are a less significant issue for GI bleeds since the number of out of hours 
transfers is low. The Steering Group discussed whether comparative activity levels would 
still be relevant because of the indication of comparative impact on numbers of patients, but 
concluded that the numbers were small overall and so this was not a sufficiently ‘self-
evident’ reason for fixing a site. 
 
Paediatrics 
 
For paediatrics, the analysis presents two years’ worth of data in order to capture the 
comparative size of the units prior to changes to the clinical model being introduced at 
Bassetlaw. The analysis for the two years is presented using different data (reference costs 
rather than HES data which was not provided for 2016/17) and has been adjusted to 
compensate for the change to the Bassetlaw model in January 2017.  
 
The pattern of the comparative sizes of the units remains clear.  
 
 
Analysing the data on interdependent services 
 
There are two types of interdependent services: 
 

• Some interdependent services are common to the majority of District General 
Hospitals, and would have to move or be adjusted if changes were made. For 
example, most paediatrics services are interdependent with neonatology services 
since most DGHs currently have a single rota of consultants covering both services. 
The team proposes that these interdependent services should not be seen as a 
reason for establishing a fixed site because they are widespread across most sites.  

 



• There are some interdependent services which are highly specialised, and are 
currently provided in only one or two sites in SYB(ND). These have been identified as 
reasons for establishing a fixed site because they are essential and unusual, and 
would require specialist reprovision.  

 
 
Maternity  
 
Figure 6: levels of activity in maternity services 
 

 
 
 

 
 
Figure 7: interdependencies in maternity services 
 

 
 
Paediatrics 
 
Figure 8: levels of activity in paediatrics services 
 

 
 



 
 
Figure 9: interdependencies in paediatrics services 
 

 
 
Gastroenterology 
 
 
Figure 10: levels of activity in Gastroenterology services 
 
 

 
 

 
 
 
Figure 11: interdependencies in Gastroenterology services 
 

 



 
Health & Care Working Together South Yorkshire & Bassetlaw  
 

Working Together for Hospital Services (South Yorkshire, Bassetlaw & North 
Derbyshire) 

Patient/ public engagement plan for November 2018 to April 2019 
 

 

1. Overview 
 
In July 2017, South Yorkshire and Bassetlaw Integrated Care System (ICS), known as 
Health and Care Working Together, commissioned an independent review of Hospital 
Services.  
 
The independent Hospital Services Review Report was published on the 9th May 2018. 
Following that a Strategic Outline Case was developed, to represent the system’s views of 
the recommendations in the independent report, and to set out which of the 
recommendations the system would take forward. The Strategic Outline Case was heard in 
public at all partners’ boards and governing bodies in September and October, and 
collectively agreed at the ICS’ Collaborative Partnership Board on the 19th October.   
 

2. Engagement to date 
 
From the outset of the commissioning of the Hospital Services Review patient and public 
engagement has been embedded in the process.  
 
Phase 1a of the engagement was to understand from a patient and public perspective 
what makes a sustainable health service, what is important to them about hospital services 
and to support the development of a series of principles to inform the work looking at 
hospital services. This phase took place in August 2017 and included a public event which 
was advertised through the five regional Healthwatch groups and through wider community 
organisations such as Voluntary Action organisations. An online survey was also available 
and patients and the public were encouraged to complete it having been made aware of it 
via ACS partner networks and communications processes and with a direct mail to those 
people who attended the event.  
 
A summary document which covers an overview of the engagement; an overview of the 
feedback and how the feedback was taken into account can be found on our website: 
https://www.healthandcaretogethersyb.co.uk/application/files/3515/0903/4254/Hospit 
al_Services_Patient_and_Public_Engagement_Report.pdf  
 
Phase 1b of the engagement was to receive patient and public input into the development 
of evaluation criteria that will be used to assess options going forwards (this same 
engagement criteria is now being used for the narrowing down of options phase). This 
phase of engagement also engaged with patients and the public to understand their main 
concerns around the five services (upon which the review focuses) and to ask for their 
ideas on good practice. This phase of engagement took place between October 2017-
February 2018 and in total heard from 1849 members of the public.  
 
A range of methods were used to reach out to patients and the public including:  

 An online survey which was promoted via regular social media promotion, promotion 
in partners’ communications mechanisms, web presence, and distribution of the link 
via existing engagement networks held by Healthwatch and other 

https://www.healthandcaretogethersyb.co.uk/application/files/3515/0903/4254/Hospit%20al_Services_Patient_and_Public_Engagement_Report.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/3515/0903/4254/Hospit%20al_Services_Patient_and_Public_Engagement_Report.pdf


voluntary/community/faith sector organisations, the CCGs and the ICS team’s own 
database 

 A telephone survey of a random sample of 1000 members of the public who were 
selected to be as representative as possible of the demographic makeup of South 
Yorkshire and Bassetlaw 

 Sessions with seldom heard groups, arranged with the help of organisations in the 
voluntary sector. This included face to face sessions with people from seldom heard 
groups including: young mothers, asylum seekers and refugees, members of ESOL 
(non-english speaking) groups, members of the deaf and mute community, Pakistani 
and Somali women, members of the Roma community, members of the LGBT 
community, young people’s groups, elderly people’s groups, recovering addicts, 
current drug and alcohol addicts, members of a support group for people with 
physical and/ or mental health conditions, and young people from the autistic 
community 

 A public event open to anyone in South Yorkshire and Bassetlaw, attended by 68 
people, promoted via regular social media promotion, promotion in partners’ 
communications mechanisms, web presence, and distribution of the link via existing 
engagement networks held by Healthwatch and other voluntary/community/faith 
sector organisations, the CCGs and the ICS team’s own database 

 A session with the Youth Forum of Sheffield Children’s NHS Foundation Trust was 
held to ensure the voices of young patients are heard around services for children 
and young people 

 Face to face drop-in sessions for the public in individual places within the footprint of 
South Yorkshire and Bassetlaw held in Barnsley on 14 November 2017, Rotherham 
on 12th December, Bassetlaw on 19th December and Doncaster on 19th December 

 Patient discussions in North Derbyshire via sessions with their GP Practice Patient 
Participation Networks and with their North Derbyshire CCG Patient Reference 
Group 

 Paper-based surveys were also made available at a range of events, by request, and 
were given out in hospital out-patient department waiting areas, main entrances, and 
areas convenient for staff, including Sheffield Children’s hospital on 20th and 27th 
November, Rotherham hospital on 29th January and Chesterfield hospital on 23rd 
January  

 
A summary document which covers an overview of the engagement; an overview of the 
feedback and how the feedback was taken into account can be found on our website: 
https://www.healthandcaretogethersyb.co.uk/application/files/4815/2231/8192/15._HSR_St
age_1b_Engagement_Report.pdf  
 
Phase 2 of the engagement took place in March 2018 to get input from the public into the 
proposals being developed for the Stage 2 Report of the Hospital Services Review. In 
particular, these engagement sessions focused on the proposals around workforce, clinical 
variation, innovation, governance, and the early analysis around reconfiguration.  
 
The main elements of the Stage 2 engagement were: Discussion with the Citizen Panel 
around the emerging finding, which took place on 5 March 2018. The Citizen Panel was set 
up by the ICS to provide input into the process and content of public engagement. As well 
as providing comments on content, the meeting helped the Review team to develop the 
materials for the public engagement event on 8h March. Notes from his meeting can be 
found on our website: https://www.healthandcaretogethersyb.co.uk/get-involved/meet-
citizens-panel/meeting-minutes  
 
A public event open to anyone in South Yorkshire and Bassetlaw, which was attended by 
60 people from across the footprint on 8th March. Invitations to the event were promoted to 

https://www.healthandcaretogethersyb.co.uk/application/files/4815/2231/8192/15._HSR_Stage_1b_Engagement_Report.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/4815/2231/8192/15._HSR_Stage_1b_Engagement_Report.pdf
https://www.healthandcaretogethersyb.co.uk/get-involved/meet-citizens-panel/meeting-minutes
https://www.healthandcaretogethersyb.co.uk/get-involved/meet-citizens-panel/meeting-minutes


all attendees of the previous public event on 6th December as well as via regular social 
media promotion, promotion in partners’ communications mechanisms, web presence, and 
distribution of the link via existing engagement networks held by Healthwatch and other 
voluntary/community/faith sector organisations, the CCGs and the ICS team’s own 
database. The report of the event can be found on our website here 
 
Phase 3 of the engagement took place following the publication of the Hospital Services 
Review report on the 9th May 2018 (and subsequent easy read version of the report). 
Following the publication of the Report, the partners involved in the HSR were invited to 
consider their response to the Review and its recommendations. Stakeholders including 
patients and the public were invited to respond with their views on the full report by 12th 
July. The opportunity to contribute thoughts on the full report was shared in a press release, 
via social media, and sent to all of the contacts in the networks held by the South Yorkshire 
and Bassetlaw ICS and partner organisations, including their staff bulletins. The Boards of 
the acute trusts, and the Governing Bodies of the Clinical Commissioning Groups, 
discussed the document in their public meetings. The Joint Health Overview and Scrutiny 
Committee also discussed the document in public.  
 
The specific written responses to the Hospital Services Review final report have been 
included in Annex A of the Strategic Outline Case and have, along with the wide range of 
public views collected during 2017-18, helped to shape the drafting of the Strategic Outline 
Case. The public feedback received, as well as the review team’s response, is detailed in 
Annex A of the Strategic Outline Case, which can be found on our website here: 
https://www.healthandcaretogethersyb.co.uk/application/files/7115/3996/5062/31._Strategic
_Outline_Case_-_annex_a.pdf .  
 
In order to ensure patients and the public were given enough time to give their responses, 
engagement did not cease on the 12th July and continued until the end of September. In 
recognition of the length and complexity of the Hospital Services Review Report materials 
which highlight the recommendations and key points in the report, and an accompanying 
easy-read survey were developed.  
 
A range of methods were used to reach out to patients and the public including:  

 Face to face workshops, including (this list is not exhaustive): Sheffield Futures 
young people’s groups; prisons service; SAVTE (charity for people for whom English 
isn’t a first language); mother and baby groups; dementia groups; groups for people 
with physical and mental disabilities; groups for vulnerable women; groups for people 
with alcohol dependencies, people with a traveller background, asylum seekers, 
ROMA communities, children and families affected by deprivation, carers (including 
young carers), the working population, victims of domestic violence, sex workers, 
people who live in isolated rural communities, deaf community, armed 
forces/veterans)  

 Survey responses being taken to locations including (this list is not exhaustive and is 
evolving): Workplaces such as Stagecoach, South Yorkshire Fire & Rescue, 
Distinctions Barnsley; GP practices; PPG Network meetings; National Citizenship 
Service event; Sheffield University health and social care nursing students lecture  

 Communicating to wider audiences at public events such as NHS 70th Birthday 
celebrations/ AGMs/ local events, handing out leaflets and holding conversations  

 Flyers sent to local community centres and libraries 
 
Over 400 people were engaged and gave their thoughts on the report. An engagement 
report covering all of the engagement that took place between the publication of the final 
report in May 2018 and the approval of the Strategic Outline Case was published to 
correspond with the final approval of the Strategic Outline Case. This was to ensure each of 

https://www.healthandcaretogethersyb.co.uk/application/files/8615/4237/1322/V3_2018_March__Writeup_of_Source_Event.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/7115/3996/5062/31._Strategic_Outline_Case_-_annex_a.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/7115/3996/5062/31._Strategic_Outline_Case_-_annex_a.pdf


the workstreams taking the work forward from October does so with full understanding of 
patient and public views on the work thus far. The report can be found on our website: 
https://www.healthandcaretogethersyb.co.uk/application/files/5615/3996/5160/37._Hospital
_Service_Review_Engagement_Report_-_October_2018.pdf  
 

 
3. Engagement plans November 2018 – April 2019 
 
Health & Care Working Together recognises the need to carry out further engagement 
using a variety of methodologies between now and the end of April as the review team 
develops the evaluation criteria, the model and the long list of options. This will ensure that 
patients, public and staff are provided with information to ensure they understand the 
process and the criteria against which services are being evaluated.   
 
We recognise the importance of delivering meaningful engagement with the recognition that 
the information is complex and we need to develop resources which ensure that those 
participating have a full understanding of the process. 
 
3a. Engagement – all aspects of recommendations 
Our thoughts are to consider further deliberative events/ focus groups in each place with a 
focus on ensuring the diversity of our audiences are as abroad as possible.  We will work 
closely with the place-based engagement leads, and local voluntary sector organisations 
and Healthwatches, in recognition that they are best placed to advise on how best to 
engage within their local communities.   
 
We propose a simple methodology which will enable:- 
 

 Identified community/voluntary or support groups drawn from each local population 
to participate in deliberative events/discussions which will ensure they are socialised 
to the ICS, and the on-going hospital services work and modelling phases. 
Participants will be able to respond to the modelling proposals as they are identified.  

 We propose initially that the focus is on understanding what is most important to our 
population should there be any reconfiguration of services  

 We propose a particular focus on groups with relevant experience of the services 
where reconfiguration proposals are put forward 

 
This will allow us to socialise the review and ensure that locally there is an understanding of 
both the ICs and the review.  There have been criticisms that there is a lack of local 
engagement and that local populations are not aware of the work which is being 
undertaken.  The aim therefore is to ensure that the conversations are broad reaching 
especially in communities which are rural or isolated.  Secondly that they reflect the 
demographic groups which may be impacted should there be any reconfiguration of 
services. 
 
3b. Engagement – travel and transport specific 
In recognition of the importance of travel and transport implications in the hospital services 
reconfiguration recommendations the modelling of site specific options will include 
significant work to understand the transport and travel implications.  
 
To support this we are establishing a transport and travel engagement group. The group is 
being recruited from across South Yorkshire, Bassetlaw and Chesterfield, and will meet to 
correspond with the meetings of a Transport and Travel Working Group (which features 
clinicians, service providers, transport colleagues etc). A member of the South Yorkshire & 

https://www.healthandcaretogethersyb.co.uk/application/files/5615/3996/5160/37._Hospital_Service_Review_Engagement_Report_-_October_2018.pdf
https://www.healthandcaretogethersyb.co.uk/application/files/5615/3996/5160/37._Hospital_Service_Review_Engagement_Report_-_October_2018.pdf


Bassetlaw Citizens’ Panel sits on the Working Group and acts as the go-between from the 
Working Group to the engagement group ensuring the public voice is embedded.  
 
The group will include two people from each town, one public transport user and one driver, 
as well as representatives from demographic groups who could be disproportionally 
affected by any proposed changes. The ask of the group is to: 

- Consider how patient, carer and family journeys could be impacted by any changes 
to NHS services 

- Bring the voice of their community to discussion – considering how others from their 
town may be affected 

- Feed in ideas for how to improve transport and travel planning and infrastructure 
around NHS services 

- Ensure that information from the NHS in relation to this work is clear and easy to 
understand 

- Test journey times, where possible, to provide realistic insight into the impact of any 
service changes 

 
4. Engagement development 
 
In addition to plans already in place for engagement about the hospital services work, the 
ICS communications and engagement team is currently undergoing an exercise with NHS 
England and all South Yorkshire & Bassetlaw partners to develop a co-designed action plan 
for further developing the partnership’s communications and engagement approach. A 
baseline survey has been disseminated and a Discovery Day with 90+ South Yorkshire and 
Bassetlaw stakeholders takes place on 22nd November. Should actions be identified that 
will support better engagement in the hospital services work these will be added to the 
timeline, and the action plan will strongly inform our hospital services next stage 
engagement. The draft action plan that is developed on the back of the Discovery Day will 
be shared with JHOSC members for comment before the final version is circulated to all 
partners (and the JHOSC). 
 

 
5. Engagement post April 2019 
 
Engagement plans for the period post April 2019 will be developed to reflect the stage of 
the hospital services work and feedback from the engagement work that has gone before 
(including that currently taking place). The timeline for the hospital services work currently 
stands as follows, and we anticipate full public consultation taking place from October 2019. 
 

 



Appendix F: 
Public engagement and how we responded to it 
 
The Hospital Services Programme, and the South Yorkshire and Bassetlaw Integrated 
Care System more generally, have undertaken a significant amount of public 
engagement on the services, services models and issues included within this report. 
 
The detailed results of the public engagement can be found in a series of independent 
reports, which are published on the ICS website (under ‘Hospital Services Review - all 
the documents’) at https://www.healthandcaretogethersyb.co.uk/index.php/what-we-
do/working-together-future-proof-services/looking-at-hospital-services.  
 
This note summarises the responses to some of the key points, which are picked out in  
the report. 
 

Feedback on the current system 
The engagement was used to find out what service users and the public consider 
important for their local health services and to get their views on the specific models put 
forward.  

The views of the public have been used to shape the models, and views on specific 
models are described throughout the paper. Some of the key points made on the overall 
challenges to the NHS are: 

 

Theme / issue You said We did 

Quality Key priorities for respondents 
were a consistent quality of care 
across sites, and the importance 
of compassionate and caring 
staff. Many participants cited 
soft skills as an important factor 
to consider for the quality of 
care. 

Developing consistent quality of 
care is one of the main 
objectives of the Hospital 
Services Programme. The Hosted 
Networks will focus on 
standardisation of clinical 
standards and on developing a 
consistent approach across the 
workforce.  

Workforce Some members of the public 
had a preference for specialist 
staff (although some 
participants spoke highly of 
experiences with for example 
nurse practitioners). Others 
preferred to receive their care 
locally even if this meant being 
treated by less specialist staff. 
There was a strong theme that 
the NHS needed more staff and 
that staff should be better 
valued. 

The HSR looked at access to 
specialist staff for patients across 
the system. The aim of the 
proposals in the Hosted Network 
(levels 1 and 3) is to improve 
care for all patients and to 
strengthen networking between 
services. There are specific 
proposals to improve access to 
specialist care for example for 
out of hours GI bleeds.  

The ICS is developing a 
Workforce Hub which is focusing 
on strengthening recruitment 
from the local population, 
developing new roles, and 
building skills. 

https://www.healthandcaretogethersyb.co.uk/index.php/what-we-do/working-together-future-proof-services/looking-at-hospital-services
https://www.healthandcaretogethersyb.co.uk/index.php/what-we-do/working-together-future-proof-services/looking-at-hospital-services


Affordability In considering the evaluation 
criteria, many members of the 
public felt that the affordability 
of services should not be a 
priority in deciding the future of 
services, though some felt 
effective management of 
funding to avoid wasting money 
should be a priority. 

There is a statutory duty on 
providers and commissioners to 
achieve financial balance. The 
affordability of services was 
considered in this context. Work 
is ongoing across the ICS to 
improve the efficiency of services 
through working together, for 
example on procurement. 

Access Access was a major theme 
across the public engagement. 
In the engagement phase 
October 2018-April 2020, 6 in 
10 participants expressed a 
preference for local services. A 
further 3 in 10 participants 
mentioned the importance of 
effective and affordable 
transport in their local area, in 
order to access the care they 
need. This theme was 
emphasised by the public group 
on transport, which was set up 
in response to public feedback 
on the HSR and the SOC. 

In response to concerns around 
access, the Hospital Service 
Programme has followed the 
principle of keeping services local 
wherever possible. Detailed 
transport plans will be developed 
if any service reconfigurations 
are taken forward.   

Interdependencies Interdependencies were voted 
by public respondents to be one 
of the most important themes to 
consider when evaluating 
change. Views were divided 
between participants who 
believed that all interdependent 
services should be provided 
locally, and those who thought 
that it was important to have 
access to all interdependent 
services but they did not 
necessarily have to be local.  

The work undertaken on the 
clinical models for neonatology 
and maternity was intended to 
address interdependencies, and 
the assessment of the safety and 
quality of services has included 
looking at whether their 
interdependent services are also 
safe. 

Paediatrics 

 

• Care is often excellent and 
staff are compassionate and 
friendly, although very busy.  

• The physical environment in 
some Trusts could be more 
welcoming for children and 
their families 

 

The focus of the work on 
paediatrics was to find ways to 
strengthen the workforce across 
the organisations, reducing the 
pressures. 

The ICS has an capital strategy 
for the system as a whole, which 
is looking at how specific 
concerns with the estates could 
be addressed. 

Maternity • Many women reported 
excellent experiences and 
good care 

• The main concern that was 
raised by women was that 
staff were very busy. Some 

The ICS work on transformation 
of maternity services going 
forward will include recruitment 
and retention of staff, and 
developing shared approaches to 
workforce. 



patients reported a change 
of staff or too few staff 
present during labour, 
particularly amongst 
midwives.  

Gastroenterology 
and endoscopy 

• In engagement with seldom 
heard groups, including 
people from minority ethnic 
groups, two respondents 
reported difficulties in 
communicating with staff 
which, they reported, had 
led to patients being 
discharged without a clear 
diagnosis or treatment.  

• A significant number of 
gastroenterology patients 
are suffering from liver 
disease associated with 
alcohol addiction. Some 
patients referred to a lack of 
support in managing their 
addiction or understanding 
their circumstances during 
their hospital stay. 

Both of these points are around 
the quality of care rather than 
the design of services, so fall 
within day to day operational 
issues. They have been relayed 
to clinicians in Trusts via the 
Clinical Working Groups. 

 

Feedback on proposed service changes: paediatrics 
The public engagement included extensive discussion, with a range of different groups, 
around the option of moving from an inpatient unit to a Short Stay Paediatric 
Assessment Unit. The engagement included sessions with mothers, at mother and baby 
groups, and with working parents at some of the major employers in SYB.  

The key themes that emerged are as below: 

 
You said We did 

Some parents were concerned above all 
to ensure that their child received 
appropriate specialist care, and were 
willing to travel further to ensure that this 
happened. 
 
On the other hand, some parents felt that 
all specialist services should be provided 
on all sites and expressed concern about 
parents having to travel to units further 
away, particularly if they had other 
children who they could not leave. Some 
respondents from Bassetlaw felt strongly 
that the inpatient unit should be 
reinstated. 

The ICS has focused on how to ensure 
that all services are safe and have 
appropriate access to specialists. The 
changes at Bassetlaw addressed these 
issues: through the Paediatric Assessment 
Unit model, children who need access to 
higher levels of care are transferred to the 
inpatient paediatric unit at Doncaster.  

The work between Sheffield Children’s 
Hospital and Doncaster and Bassetlaw, to 
develop a level 3 Hosted Network, will 
also consider how children in Doncaster 
and Bassetlaw have improved access to 
specialist paediatric care.   

 
 



Feedback on proposed service changes: maternity 
 
Where neither paediatrics and maternity services (and / or their interdependent 
services) can be sustained on a site through a system-wide approach, this model 
involves changing the clinical model of both paediatric and maternity services on one or 
two sites: 

• Changing the inpatient paediatric unit on a site to a SSPAU; and  

• changing the obstetrics unit to a Standalone Midwifery Led Unit (SMLU); and 

• removing Neonatal services from the site. 

 
There was considerable public engagement around the proposed SMLU model. The key 
points made were: 
 

You said We did 
Some respondents, particularly women 
who have themselves had midwife-led 
births, supported a Standalone Midwifery 
Led Unit 

The Hospital Services team noted this 
view.  

Some respondents expressed concern 
about the safety of the model, if a woman 
got into difficulties during labour, and 
raised concerns about the risk of women 
having to be transferred during a birth. 

 

The Hospital Services team looked at the 
national evidence around the safety of 
SMLUs. The SMLU model has been 
identified in the national report Better 
Births as being safe, and evidence from 
NICE guidance1 indicates that the 
outcomes in SMLUs tend to be better than 
in obstetric units or Alongside MLUs. This 
is dependent on the correct triage 
protocols being in place, to direct patients 
to the appropriate setting, and proper 
transfer to convey a woman by 
ambulance to an obstetric unit if 
necessary during or after labour. 

 
Some respondents raised concerns about 
midwife led units even alongside an 
obstetric unit, and suggested that all 
births should be in obstetric units in the 
interest of patient safety. These 
respondents tended also to be opposed to 
home births.  

 

The national strategy on maternity 
services, Better Births, lays out the 
direction of travel to maximise choice for 
women around where and how to give 
birth.  

Some respondents raised concerns that 
families would have to travel further away 
in order to visit.  

 

The Hospital Services team discussed this 
with the travel and transport group. The 
group discussed the balance between 
ensuring the safety of services and 
minimising travel times.  
 

Some respondents were concerned that a 
woman would also have to travel to the 
further site for ante- and post-natal care, 

Under the model, ante- and post-natal 
services would continue to be provided on 
the SMLU site, including outreach clinics 

                                           
1NICE, Intrapartum Care for Women and Babies, 2014. https://www.nice.org.uk/guidance/CG190  

https://www.nice.org.uk/guidance/CG190


which could be particularly difficult if she 
had to navigate public transport while 
pregnant or with a pushchair. 

with consultants, so the model could be 
designed in a way to minimise any 
additional travel for pregnant women. 

  

Feedback on equalities issues 

The ICS has undertaken a programme of engagement with representatives from seldom 
heard groups, including people from ethnic minorities; women from a variety of 
backgrounds, and mother and toddler groups; people with physical disabilities including 
people from the Deaf community; people from the LGBT community; older people; 
young people; asylum seekers; people from the traveller community; survivors of 
domestic violence; people with drug and alcohol addictions; and sex workers. 

More detail can be found at: 
https://www.healthandcaretogethersyb.co.uk/application/files/5615/3996/5160/37._Hos
pital_Service_Review_Engagement_Report_-_October_2018.pdf 

The engagement with these groups was used to inform an analysis of the issues related 
to each of the protected characteristics. In addition, the report also looked at issues 
related to socioeconomic disadvantage: this is not one of the protected characteristics, 
but it was felt to be an important equalities issue in the context of changes to healthcare 
services. 

Protected 
characteristic 

Issues raised Response 

Pregnancy and 
maternity 
 

The services considered in the 
Hospital Services Programme, 
maternity and paediatrics, are 
likely to have the most impact 
on women. The ICS has spoken 
with a number of mother and 
toddler groups in order to 
identify specific issues.  
 
Key concerns, which have 
shaped the conclusions of the 
report, included access issues. 
Concerns were raised by women 
who struggle to visit a child in 
hospital while other children 
were at home requiring care. 
Women also talked about the 
difficulties of using public 
transport while pregnant or with 
a buggy. 
 
Other women raised issues 
around choice and the range of 
maternity services available to 
them. 
 

In the light of this feedback the 
Review has recommended keeping 
paediatrics and maternity services 
local wherever possible, if this can 
be done safely and with a good 
quality service. 
 
Issues around maternal choice 
have also been considered in the 
recommendation to keep 
obstetrics services open wherever 
possible.  
 

Age 
 

Most of the services discussed in 
this report are focused on 
younger people. The Hospital 
Services Programme engaged 
with the Youth Forum at 

The transformation of services 
through the paediatrics network, 
and through the Integrated Care 
System more widely, is intended 
to support a shift of care out of 



Sheffield Children’s Hospital, 
which includes young people 
from across SYB. They spoke 
about the importance of being 
able to access the specialist care 
they needed, but also of wanting 
to minimise the amount of time 
they spent in hospital, and the 
disruption this caused to their 
lives. Another strong theme was 
the wish to be more involved in 
their care.  
 
Changes to GI bleeds services 
would be likely to impact more 
on older people. The public 
travel and transport group were 
supportive of the proposals 
being discussed around GI 
bleeds, because they are 
focused on improving access to 
emergency, life-saving 
procedures. However they 
discussed the challenges for 
older family members in visiting 
a site further away.  
 

hospital, for example by building 
community  services and the 
Hospital@Home model. This will 
minimise the amount of time that 
chronically ill young people need 
to spend in hospital, and the 
disruption to their lives that this 
causes. The recommendations also 
look at ensuring that children who 
need specialist care can access it. 
 
 
 
The travel and transport group 
suggested that hospitals would 
need to ensure that transport was 
provided to support the family 
members of a patient being 
transferred out of hours, 
particularly if they did not have 
their own transport, and if they 
were older and frail. This will be 
considered as part of the 
development of specific proposals 
going forward. 

Disability 
 

People with disabilities reported 
that the key issue that they 
encountered was around access, 
particularly for those who used 
public or community transport.  
 
However access went beyond 
transport issues: respondents 
from the Deaf community 
referred to the shortage of 
translators for Sign Language 
while respondents with autism 
and learning difficulties 
described information received 
from the hospital as being 
difficult to interpret. 
 

Representatives of public transport 
companies reported a number of 
improvements to buses and trains, 
with new stock coming onstream: 
for example, from 2019 buses will 
be introduced which have 2 
wheelchair spaces, while national 
guidance requires speaking buses 
to be rolled out to help people 
with visual impairments. 
 
The issues around provision of 
interpreters and communications 
materials are operational issues, 
which have been shared with the 
Trusts.   
 

Race 
 

Most of the issues reported by 
people from ethnic minority 
groups were around the quality 
of care and the way in which 
care was delivered. A number of 
respondents described 
communication difficulties and a 
shortage of translators, while a 
few reported specific 
stereotypes: some women of 
Indian and Asian heritage, for 
example, warned against 
cultural stereotypes that assume 

The issues around communications 
and relationships with patients’ 
families are operational issues, 
which have been shared with the 
Trusts.   
 



that Asian families will want to 
care for family members at 
home.  
 

Religion or belief 
 

The public engagement included 
groups of men and women from 
a range of religions, including 
groups of older Muslim women. 
Several of the group members 
reported finding it difficult to 
access healthcare, largely 
because of language and 
cultural barriers. Again, these 
issues were more around how 
specific services were delivered 
than about how they were 
designed, and emphasised the 
vital importance of workforce. 
 

The issues around communications 
and service delivery are 
operational issues, which have 
been shared with the Trusts.   
 
 

Sexual 
orientation and 
gender identity 
 

LGBT respondents similarly 
focused on the delivery of 
services and the attitudes of 
healthcare staff, rather than on 
the design of services. Some 
reported specific negative 
experiences although most were 
positive.  
 

The issues around attitudes and 
service delivery are operational 
and cultural issues, which have 
been shared with the Trusts.   
 

Lower 
socioeconomic 
groups 
 

Public respondents made the 
point that changes in access 
would impact particularly on the 
poorest. The biggest impact 
would be anything which 
required travel to sites further 
away, since those on the lowest 
incomes are least likely to have 
private cars. 
 

The analysis laid out in the report 
breaks down the implications for 
people in the highest and lowest 
income quartiles, analysed by 
postcode, and this was considered 
in thinking about the implications 
of reconfiguration.  
 
The analysis suggested that the 
majority of the poorest 
communities lived in urban areas, 
which tended to be closer to the 
hospital sites and be better served 
by public transport. On average, 
the rural districts which would be 
most impacted by changes in 
travel times tended to be in the 
higher socioeconomic groups 
where car ownership was higher.  
However, we recognise the 
potential impact on lower income 
groups living in rural areas, and 
this would need to be addressed in 
the design of services if services 
were being reconfigured. 
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