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Foreword

As clinical leaders, our aim is to deliver the best possible healthcare for our
patients. Back in summer 2013, the Mayoral Health Commission identified the
issues and possible solutions that would help us shape the future of our health
and care services. People's health needs are changing and under the current
way we have arranged our NHS, we aren't always able to deliver care to the
standards we would like. We believe we need to change our models of
healthcare delivery now, so we can be in a position to provide high-quality care in
the long term.
To fully meet people's needs, we need a system capable of delivering the right
kind of healthcare, in the right setting.
In many cases, the best setting isn't in hospitals. We believe that increasing the
amount of care delivered closer to our patients' homes will enable better coordination of their care and improve the quality of that care and its value for
money. When people do need hospital care, we believe that where necessary
centralising key services is important, so that patients always have access to the
best possible care.
Liverpool Women's and associated Neonatal services are viewed by both staff
and patients with pride. We have built upon the initial work undertaken by the
frontline clinical teams in the Future Generations programme. The further work
presented in this document is a result of us making a number of commitments
about all our hospital services. By transforming hospital services we aim to:


Have the best hospital care system in the country.



Have all patients receive the right care in the right place first time.



Have a safe health care system that is sustainable clinically and financially
into the future.



Optimise patient outcomes.



Give the best possible patient experiences.

This transformation is based on the following principles:


Services will be delivered by teams of professionals whose skills are
matched to the patients' needs.



Services will be delivered by a sustainable and highly motivated workforce.



Services will be of high quality, delivered to consistent best practice
standards.



Variations in the standards of care provided will be eliminated.
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Services will be local whenever possible or centralised whenever clinically
necessary.

We see these commitments and principles as clear aspirations for a world-class
healthcare system. Achieving them does require us to make significant changes
but we believe these are essential. The changes may be substantial, but the
rewards of getting them right will be too, with better healthcare, better patient
experiences and a sustainable long-term future for Liverpool Women's and
associated Neonatal services.
This work is called a pre-consultation business case. This explains why changes
are necessary, and what changes we are proposing. This isn't about cutting
corners or getting by with the bare minimum. We want to change the way we
deliver care so that outcomes are improved, both in terms of clinical outcomes
and patient/staff experiences. We have used robust clinical evidence and
standards to shape our options.
We have contributed to the work in this document, exploring the available
options. As nurses, doctors and midwives, we are fully committed to securing the
future of Liverpool Women's and associated Neonatal services.
Signatories confirmed:

Dr Nadim Fazlani, GP and Chair of
Liverpool CCG

Dr Fiona Lemmens, GP and Clinical
Director, Liverpool CCG

Dr Andrew Loughney, Consultant
Obstetrician and Medical Director of
Liverpool Women’s Hospital

Dr Steve Evans, Medical Director, Aintree
University Hospitals NHS Foundation
Trust
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Signatories TBC:
Dianne Brown, Midwifery Nurse and
Director of Nursing and Midwifery,
Liverpool Women’s Hospital

Dr Andy Mimnagh, GP and Chair of
NHS South Sefton CCG

Dr Andrew Pryce, GP and Chair of NHS
Knowlsey CCG

Dr Peter Williams, Medical Director,
Royal Liverpool and Broadgreen
University Hospitals NHS Trust

Dr Rick Turnock, Consultant Paediatric
Surgeon and Medical Director of Alder
Hey Children’s Hospital
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Executive summary

Liverpool CCG has led an options appraisal process for the women’s and
neonatal services provided by Liverpool Women’s NHS Foundation Trust (LWH)
at the Crown Street site. Liverpool CCG has worked closely with LWH as well as
other trusts in Liverpool including Royal Liverpool and Broadgreen University
Hospitals NHS Trust, Aintree University Hospital NHS Foundation Trust and
Alder Hey Children’s NHS Foundation Trust. Other stakeholders, such as
neighbouring CCGs (including South Sefton and Knowsley), clinical networks
(including the North West Neonatal Operational Delivery Network and the
Cheshire and Merseyside Adult Critical Care Operational Delivery Network), and
the Cheshire and Merseyside Women and Children’s Services Vanguard, have
also been closely involved in the process.
The reconfiguration proposals have been clinically-led, involving medical
directors and other clinicians from each trust. Over 40 clinicians have been
actively involved in this options appraisal; participating in options development
workshops, attending Clinical Reference Groups (CRGs) and responding to
queries. The options appraisal programme has also drawn upon the expertise of
external bodies (including NHS England) in developing and reviewing the
proposals, and FTI Consulting (a specialist consultancy firm) has provided
economic, financial and clinical input.
Engagement for this programme builds on the “summer of listening” undertaken
by LWH during the summer of 2015 which involved patient, public and workforce
engagement. Pre-consultation engagement with members of the public was
carried out in parallel with the options appraisals. Results were fed in to the final
assessment phase looking at the public acceptability criteria within the feasibility
test. Engagement was undertaken by representatives from LWH and Liverpool,
Knowsley and Sefton CGGs over a 7 week period during June, July and August
2016. This engagement focussed on the case for changing how services are
currently run by LWH at Crown Street rather than on any individual options for
reconfiguring services.
The purpose of this Pre-Consultation Business Case (PCBC) is to set out the
options appraisal process and the resultant short list of reconfiguration options for
public consultation, including the identification of a ‘preferred’ option. This PCBC
sets out a compelling case for change with clear options for the future and
provides a robust evidence base to proceed to consultation.
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2.1

The case for change
LWH provides women’s services (including gynaecology, obstetrics, genetics and
fertility treatment) and neonatal services to the population of Liverpool and
surrounding areas at the Crown Street site. As a specialist hospital, it serves
women and babies from across the region.
The rationale for considering how and where these services are provided is to
ensure their long term viability.
LWH runs a well-regarded and clinically safe service, but the long term viability of
the services is challenged by the following:


There is a need to improve the health of people in Liverpool and ensure
that healthcare services are meeting public expectations.



The needs of the population are changing and LWH is being presented
with more complex cases which have clinical inter-dependencies with other
services that are not provided on the Crown Street site.



An increasing number of patients (both mothers and babies) are being
transferred to acute sites across the city to ensure they get the best
possible care to meet their needs. In both cases, this can result in mother
and baby being separated.



Whilst services being provided at LWH are safe, this is due to workarounds
being put in place and in the longer term a safer and more sustainable
solution is required.



There are workforce challenges as it is becoming increasingly difficult to
recruit in some clinical specialisms such as neonatal care and anaesthetics
and also to staff rotas.

Additionally, local and national programmes, such as the Healthy Liverpool
Programme (HLP), the development of a central university hospital campus in
Liverpool (including the move of the Clatterbridge Cancer Centre NHS
Foundation Trust to a site adjacent to the new Royal Liverpool Hospital), the
Cheshire and Merseyside Women and Children’s Services Vanguard and the
new National Maternity Review make this an opportune time to consider the
reconfiguration of the services delivered by LWH on the Crown Street site.
The case for change is primarily clinically rather than financially driven; improving
and sustaining the quality of healthcare services and delivering improved
outcomes to the population is the key reason for change.
However, it is important to consider the financial case for change. Whilst LWH
has implemented significant efficiency improvements in recent years, it is
financially unsustainable in its current form. This is driven in part by the level of
costs incurred for maternity care relative to the maternity tariff, and ongoing
CNST premiums incurred by LWH.
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2.2

Process for developing the proposals
For the options development process, the CCG constituted three bodies, each
with significant representation from local clinicians. The Programme Oversight
Board was the designated decision-making body for the process. The Clinical
Reference Group provided recommendations to the Project Oversight Board,
based on clinical expertise and in light of the views of the Options Development
Group, an open stakeholder forum.
A Committee in Common (CIC) was established for developing Healthy Liverpool
service reconfiguration proposals and for the purposes of decision making. CIC
enable formal decisions to be made in a joined up way by groups of CCGs where
it makes sense to work together across a larger geographical footprint. In this
case the CIC consists of NHS Liverpool, South Sefton and Knowsley CCGs,
which represent the majority of patients who use these services. Local Authorities
(Knowsley, Liverpool and Sefton) and NHS England (Specialised
Commissioning) are also represented on the CIC.

2.2.1

Development of the framework
An options appraisal framework was developed by the Clinical Reference Group
(CRG 1, 14 April 2016), refined by the Options Development Group (Workshop 1,
22 April 2016) and approved by the Programme Oversight Board (POB 1, 6 May
2016).
The options appraisal framework developed for this service reconfiguration used
two different types of evaluation criteria at different stages of the appraisal
process to systematically narrow down the list of options:

2.2.2



Clinical Sustainability Criteria were used by clinicians to assess an
extended long list of options against five clinical sustainability thresholds in
order to select a long list of options; and



twelve Critical Success Factors arranged into four domains (Quality,
Feasibility, Financial Sustainability and Strategic Fit) were used to first
assess the long list of options to result in a short list – and then to further
identify a final list of options for public consultation.

Determining the long list
An extended long list of reconfiguration options was developed by the Clinical
Reference Group (CRG 2, 29 April 2016). The CRG then reduced this extended
long list to a final long list of 8 options using a set of Clinical Sustainability
Criteria. This long list was approved by the Programme Oversight Board (POB 1,
6 May 2016). Both the extended long list and the long list only considered clinical
aspects of the reconfiguration, in particular the co-dependencies between
services.
Table 2-1 below summarises the long list of options.

8

Table 2-1: Long list of options
Option # Description of option

2.2.3

C

Develop and enhance the Crown Street site

D1

Relocate all services to the Alder Hey site

D2

Relocate all services to the Aintree University Hospital NHS Foundation Trust site

D3

Relocate all services to the new Royal Liverpool Hospital campus, either in a new
building (D3-N) or integrated into the new Royal Liverpool Hospital building (D3-I)

E1

Relocate gynaecology services to the Aintree site while all other services remain
at an enhanced Crown Street site

E2

Relocate gynaecology services to the new Royal Liverpool Hospital site while all
other services remain at an enhanced Crown Street site

F1

Relocate obstetric and neonatal services to the Alder Hey site and gynaecology
services to the Aintree site

F2

Relocate obstetric and neonatal services to the Alder Hey site and gynaecology
services to the new Royal Liverpool Hospital campus

Determining the short list
The Options Development Group used the options appraisal framework to
assess the long list of options to determine a short list of options (Workshop 2, 20
May 2016). Options C, E1, E2, and F1 scored significantly lower than the other
options against the Critical Success Factors, and also scored significantly lower
when only the quality Critical Success Factors were considered.

9

The Clinical Reference Group reviewed the workshop findings (CRG 3, 3 June
2016), considered options C, E1, E2, and F1 should not be progressed on clinical
grounds. However, the CRG advised that it might be necessary to progress
Option C as the only option to retain services on Crown Street. The Programme
Oversight Board (POB 2, 10 June 2016) agreed that D1, D2 and D3 should be
progressed and that Option D3 should be separated into an new build (D3-N) and
integrated (D3-I) option. At the same meeting, the Programme Oversight Board
considered that Option C should be retained, due to the public’s affinity to the
Crown Street site and so agreed that this option should be explored further1. The
Programme Oversight Board also considered that a “split-site” option should be
included on the short list for further analysis and therefore retained Option F2 on
the short list.
The resulting shortlist was scored again by the Options Development Group
(Workshop 3, 24 June 2016). Options D2 and F2 scored considerably lower than
the other options against quality Critical Success Factors and did not score better
than the other options against non-quality critical success factors.
The Clinical Reference Group (CRG 4, 24 June 2016) and the Programme
Oversight Board (POB 3, 1 July 2016) considered this analysis and the Clinical
Reference Group recommended that D2 and F2 be removed from the short list
and this was subsequently confirmed by the Programme Oversight Board.
Concerns were expressed that the short list did not reflect the current capital
constraints and that the options might not be fundable. To address this concern,
concern, Option C2 (minimum enhancements to Crown Street) was added to the
short list at the recommendation of the Programme Oversight Board, however
noting that this option does not meet the requirements of the clinical case for
change.
2.2.4

Public engagement on the case for change
On 29 June 2016, LCCG launched a six-week pre-consultation engagement
period and invited the public to share views on the case for change for
reconfiguration of women’s and neonatal services in Liverpool. The public were
invited to comment on whether they understood and supported the reasons for
change and their priorities to achieve from any change. Engagement was sought
from residents of Liverpool and also targeted residents in South Sefton, and
Knowsley.

1

During the six week period of public engagement undertaken by LCCG during July and
August 2016, this was found to be the case.
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A report summarising the findings of the pre-consultation engagement was
produced independently by Hitch Marketing Ltd based on an analysis of data
collected by LCCG and several engagement partners commissioned by LCCG.2
The report provides data and insights into the public response to the potential
reconfiguration of services provided by LWH. It is important to note the public
was provided with information on the case for change but not with information on
the options for service reconfiguration as they were still under assessment.
Broadly, there was a positive reaction to the case for change. The majority of
those surveyed supported the clinical issues reported by LWH clinicians and the
changing needs of patients as two key reasons for why change was necessary.3
When asked to choose from a list of six reasons for change, ‘patient safety and
high quality of care’ and ‘having a good experience of care’ were selected as the
top two priorities by the public4 (91% and 51%, respectively).5
Several common themes ran through most community engagements groups: 6


Attendees wanted to see the Crown Street site built upon and improved.



Those engaged respected and were ready to support clinicians’ reasons for
change.



There was some concern that the reasons for change may focus on critical
cases rather than the needs of the majority of patients.

Issues that were highlighted as important by those engaged were having a
dedicated women’s hospital in Liverpool, the lack of an ICU at Crown Street, and
all care being delivered “under one roof” (particular in relation to patient transfers
and separation of services).7 Those engaged wanted to know more about what
service relocation would entail and how relocation could affect the quality of
services.

2

3

4

5

6

7

LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
91% of respondents chose ‘patient safety and high quality care’ as either their top priority
or one of their top two priorities for change (dependent on which version of the
engagement survey the respondent completed) and 51% of respondents chose ‘having a
good experience of care’ as either their top priority or one of their top two priorities for
change (dependent on which version of the engagement survey the respondent
completed).
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
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The findings from the engagement were used to inform the scoring of each option
against the Critical Success Factors. The engagement was used to score CSF 8,
acceptability to patients, their families and the public8 and this fed into the overall
scoring of each option. Additionally, the results of the engagement were also
used to develop the risks and mitigations for each of the short listed options.
2.2.5

Final Programme Oversight Board recommendations and selection of the
preferred option
The Programme Oversight Board was responsible for selecting the short list of
reconfiguration options to be recommended to the Committees in Common for
public consultation and for agreeing the preferred option.
The clinical recommendations from the Clinical Reference Group were
considered by the Programme Oversight Board alongside additional evidence,
primarily financially and feasibility related as well as the information from the
public engagement. Legal advice was sought on the identification of a preferred
versus consulting on all options equally.
On 14 October 2016, the Programme Oversight Board recommended to the
Committees in Common a final set of four options, including a preferred option, to
take to public consultation.
The preferred option is to relocate all services from Crown Street to the new
Royal Liverpool Hospital site in a new build (Option D3-N). LWH services would
be relocated to a separate, new building which would be connected to the new
Royal Liverpool Hospital building by a link bridge allowing immediate access to
services not currently provided at Crown Street (such as vascular and colorectal
surgery, diagnostics and an intensive care unit).
Benefits of this option include:


8

Safer patient experience. Two major aspects of the current case for
change are the lack of adult critical care (ICU) beds and the dependence
on acute specialties (predominately colorectal, vascular, and urology
surgeries, cardiology and complex diagnostics). Co-location on an acute
site would improve performance against key clinical standards and improve
clinical safety, in particular due to immediate access to an adult ICU and
faster access to diagnostics services. Relative to the other options, a
higher number of clinical standards will be met. The current level of adult
patient transfers between Crown Street and RLH would be eliminated. This
option would also significantly reduce the number of episodes of motherbaby separation due to neonatal transfers, as this option also includes a
neonatal intensive care (NIC) service jointly delivered by LWH and AH
across the two hospital sites.

CSF 8 was not included as a specific question in the public engagement. Therefore, it
was necessary to review the public’s responses and to turn that into an acceptability
score for each option.
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Improvements in clinical sustainability. Whilst the staff at LWH are
highly motivated, highly qualified and caring, there are specific workforce
challenges which impede LWH’s ability to provide the best possible care.
Co-locating services will allow for more effective shared rotas and better
use of (and opportunities for) junior doctors. Further, the status of this site
as part of a ‘knowledge quarter’ and centre of excellence will increase
attractiveness. Another critical factor is that the ‘wraparound’ adult services
on site would be provided at a suitably large scale – for example, patients
at LWH would have access to a large critical care unit hosted at RLH. It
should be noted that the Critical Care network has stated that it would not
support the creation of a critical care unit in the other options due to
concerns around the unit being too small to meet minimum scale
requirements and to be able to sufficiently recruit and roster staff.



Value for money. Whilst this option would require a significant amount of
capital expenditure, there is the potential for recurrent cost savings realised
through co-location (e.g., sharing of facilities management costs). As
quantified in this PCBC, this option has the highest net present value,
measured over a 30-year term, of any of the options.



Potential for retention of LWH brand and ethos. Whilst this option
places LWH’s services on a site historically associated with the ‘Royal’
hospital there is opportunity to arrange services in such a way that allows
the retention of a separate LWH identity.



Strategic fit. This option fits with HLP’s vision of creating a central
university hospital campus. It also fits with the vision of the Critical Care
Network and the Neonatal ODN single NICU service vision.

Option D3-N would place women’s and neonatal services at the heart of the city,
as a major plank in the long-term development of the RLH campus. This would
improve patient safety, patient experience, and clinical sustainability by colocating the services currently provided by LWH with acute adult services. Whilst
Option D3-N is considered the preferred option, the capital requirements are
high, which poses a risk to feasibility. At this stage in the process, funding
sources have not been confirmed.
The other options which are being consulted on are:


Enhance Crown Street (Option C1): Significant investment would be made
at the Crown Street site to enhance availability to diagnostic services and
to build an onsite blood bank and an adult intensive care unit. Significant
investment would be undertaken in neonatal services. These investments
would allow key clinical standards to be met and would reduce but not fully
eliminate the number of transfers to Alder Hey and adult acute hospitals.
The Critical Care network has questioned whether it would be feasible to
develop an adult intensive care unit on this site.

13



Minimum enhancements to Crown Street (Option C2): Investment would be
made to develop a blood bank and mobile CT scanner at the site. The
investment in neonatal care outlined in Option C1 would also occur.



Relocate all services from Crown Street to the Alder Hey site (Option D1):
This would create the opportunity for a specialist combined obstetrics and
children’s hospital, providing multi-disciplinary perinatal care with input from
specialist paediatric clinicians. The majority of LWH services would be
located in a new building connected by a link bridge but with some
services, including neonatal, potentially integrated into the Alder Hey
building. Existing diagnostic services would also service women, whilst
adult clinicians would be recruited and an adult intensive care unit
developed on site. This option is appealing as it reduces the separation of
mother and baby and also the number of transfers of critically ill babies. It
could be supported by the Neonatal Network. However, the creation of an
adult ICU on the Alder Hey site is not supported by the Critical Care
network who have stated that it does need meet the minimum scale
requirement.

The following proposals common to all options were made:

9



A local maternity network would need to be developed in conjunction with
the ongoing Cheshire and Merseyside Women and Children’s Services
Vanguard. It was confirmed that analysis was being undertaken on the
creation of a Free Standing Midwife Led Unit by this Cheshire and
Merseyside Women and Children’s Services Vanguard.



Neonatal surgery would be co-located with a Level 3 neonatal intensive
care unit to enable services to meet the NHS England specification for
neonatal surgery9. On this basis, it was assumed that there would be
investment in a ‘split-site’ Level 3 neonatal intensive care unit for those
options where neonatal services currently provided by LWH at Crown
Street were not being relocated to Alder Hey.



Decisions around the Hewitt Centre and genetics can be made
independently of other decisions (subject to access to day case theatres).
This is because there are fewer co-dependencies between these services
and other services and a decision around these is more appropriately taken
once a decision has been taken around the reorganisation of other LWH
services, the use of the Crown Street site going forwards and the Healthy
Liverpool Programme is further progressed.



Decisions around moving some day case and outpatient gynaecology, and
obstetric services to community or primary settings can be made
independently of other decisions.

NHSE, Service Specification No E02/S/c: Paediatric Surgery: Neonates.
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2.3

Financial implications, feasibility, transition and implementation plans
Financial and feasibility analysis was an important part of the decision making
process, and involved estates and finance personnel from each of the local
trusts. An initial estates and feasibility assessment has been undertaken and land
and buildings space has been identified for all the four options.
The financial analysis shows that whilst C1 and C2 have the lowest capital costs,
the investment requirement is still significant, even compared to the ‘new build’
options D1 and D3-N.
As noted above, LWH is not financially sustainable in its current form. The
potential net recurrent savings indicated at this stage of the process, even under
Option D3-N (£4.6m) are not sufficient to bring LWH back to recurrent surplus.
This indicates that further initiatives and/or support will be required to secure
financial performance.
In terms of feasibility, Option C2 could be undertaken relatively quickly with only
limited reconfiguration being required. For options C2, D1 and D3-N, construction
and reconfiguration would be phased over a multi-year period. It is anticipated
that the enhance Crown Street option, C2, would be quicker to implement than
options involving new buildings (D1 and D3-N), although there would be
considerable disruption from working in an operational hospital. D3-N which
involves relocating services to the Royal Liverpool Hospital site would require
phasing with the new Royal Liverpool Hospital campus development.
LCCG has worked with both Royal Liverpool and Broadgreen University Hospital
Trust and Alder Hey to identify high-level milestones for the phasing of work (for
example, for the Royal Liverpool Hospital site, the future schedule for demolition
of the old Royal Liverpool Hospital building).

2.4

Summary of options
The options set out in this PCBC are all, to differing degrees, expected to
improve the standard of care available to women and neonates in Liverpool and
the surrounding areas, in the following ways:


Investing in women’s and neonatal services in Liverpool, with services
continuing to be delivered under the LWH brand and the LWH ethos.



Improving the quality of obstetrics and neonatal services.



Reducing the numbers of patient transfers as a result of more services
being provided on the same site.



Reducing the number of episodes of mother and baby separation from
investment in the neonatal services, including parental accommodation at
Alder Hey.
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Table 2-2 below summarises the options presented to professional stakeholders
in this process.
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Table 2-2: Summary of options
Option

C1

Description

Develop and enhance Crown
Street site with adult ICU,
blood bank, CT/MRI/IR and
neonatal refurbishment.

Key clinical
benefits

Diagnostics suite and NIC
provision will improve
performance against clinical
standards, support service
dependencies and improve
patient experience and
outcomes.

Impact on
transfers

Key clinical risks

Strategic fit

Reduced need for clinical
‘workarounds’
Reduction in adult transfers to
acute site and minor reduction
in neonatal transfers to AH.
Does not address all concerns
regarding clinical standards
and service co-dependencies;
continued need for some
clinical workarounds.
Sub-scale ICU.

C2
Minimal enhancement to
Crown Street site to minimise
emergency transfers (blood
bank, leased CT) and
neonatal refurbishment.
Small improvement in
standard of care for adult
services via access to CT.

D1

D3-N

Relocate services to a new
build on AH site, with access
to diagnostics and ICU

Relocate services to a new
build on RLH site, with access
to full range of adult services
(including diagnostics, ICU
and specialists).
Co-location of obstetrics with Colocation on an acute site
neonatal surgery improves
supports service cocare for babies, with potential dependencies and
for public health
improvement of performance
Investments in NIC will
improvements.
against key clinical standards,
improve performance against
improving patient experience
clinical standards.
Access to diagnostics suite
and outcomes.
and ICU improves
performance against key
Clinical and workforce
clinical standards.
sustainable.
Minor reduction in adult
Significant reduction in adult Elimination of adult transfers
diagnostic transfers and minor diagnostic transfers and
and reduction in neonatal
reduction in neonatal transfers elimination of neonatal
transfers to AH.
to AH.
transfers.
Does not meet clinical case for Does not meet clinical case for Relative to Option D1, a key
change or concerns regarding change for women and the
risk from this option is the
clinical standards and service requirement for service coneonatal service operating
co-dependencies; continued dependencies
across two sites.
need for clinical workarounds.

Sub-scale ICU.
Does not fit with HLP proposal Does not fit with HLP proposal Does not fit with HLP proposal Fits with HLP proposal to
to centralise services.
to centralise services.
to centralise services.
centralise services
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Option

C1

C2

D1

D3-N

Overall CSF
score

0.19

-0.07

1.27

1.91

0.33

0.20

1.47

1.93

0.72

0.17

1.06

1.56

-0.83

-1.00

1.08

2.33

42.6

20.4

102.8

104.3

42.6

20.4

99.5
3.2

103.4
0.9

(4,977)

(2,652)

2,167

4,634

(533)
(678)
(506)
(2,513)
(867)
120
-

(533)
(357)
(867)
(1,000)
106
-

(267)
(225)
(112)
(2,513)
183
1,100
2,000
2,000

(867)
402
1,100
2,000
2,000

(134.1)

(69.1)

(62.9)

(19.0)

Average CSF
(clinical)
Average CSF
(feasibility)
Average CSF
(strat. fit)
Total capital
costs
New build costs
Other capital costs
Recurrent (costs)
/savings (£000s)
Blood bank
MRI & CT
IR
Adult ICU
Joint NICU service
CNST
Patient transfers
Colocation savings
FM savings
Crown Street rent
Net Present
Value (£m)

Source: FTI Consulting.
Notes: (i) new build costs estimated at £5,000/sq.m; (ii) NPV based on 3.5% discount rate in cash terms over a 30-year horizon.
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The four tests of service reconfiguration

The table below highlights how the proposal to reconfigure the women’s and
neonatal services provided by LWH at Crown Street meets the government’s four
tests of service reconfiguration:10


Support for proposals from commissioners;



Strong public and patient engagement;



Clear, clinical evidence base; and



Consistency with current and prospective need for patient choice.

Tests

Chapters of this PCBC demonstrating
satisfaction of test

1. Support for
proposals from
commissioners

Chapter 1: Forewords
Chapter 4: Background to the Healthy
Liverpool Programme

2. Strong public and Chapter 8: Stakeholder engagement
patient engagement Appendix 21: Further information on
stakeholder engagement.

10

3. Clear, clinical
evidence base

Chapter 6: Clinical case for change
Chapter 11: Determining the long list of
options
Chapter 14: Description of final options for
consultation
Appendix 4: Extended long list of options
Appendix 5: Detailed scores from Workshop 2
Appendix 6: Detailed scores from Workshop 3

4. Consistency with
current and
prospective need for
patient choice

Chapter 11: Determining the long list of
options
Chapter 14: Options for consultation
Appendix 4: Extended long list of options
Appendix 18: Accessibility and equalities
analysis

As set out in NHSE’s document Planning, assuring and delivering service change for
patients.
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3

Background to the NHS in Liverpool

This chapter provides an introduction to Liverpool and the NHS11 in
Liverpool. It describes the health inequalities and needs of the
population, the local and regional commissioning arrangements, and
the key providers of healthcare services for Liverpool and the wider
region.
3.1

Health care challenges facing Liverpool
Liverpool is a major city in Merseyside in the North West of England with a
population of 466,000 in the 2011 Census.12 It borders the county of Cheshire
and the closest major city is Manchester, 33 miles east.
Liverpool is one of the poorer areas of England with high levels of deprivation in
some neighbourhoods. At the same time, health outcomes in Liverpool are below
the national average.
In 2015, the Department of Communities and Local Government (DCLG) ranked
the city the fourth most deprived local authority.13 DCLG considered the areas
around Liverpool in the North West to also have high levels of deprivation.14
Figure 3-1 below illustrates the varying levels of deprivation across different
neighbourhoods in Liverpool measured using the English Index of Multiple
Deprivation (IMD).15

11
12
13
14
15

National Health Service (NHS).
Liverpool City Council (LCC) (2013), 2011 Census: Liverpool Summary, page 3.
DCLG (2015), The English Indices of Deprivation 2015, page 17.
LCC (2015), The Index of Multiple Deprivation 2015: A Liverpool analysis, page 5.
The IMD is the official measure of relative deprivation for neighbourhoods in England. It
combines information from seven domain indices (the Indices of Multiple Deprivation),
which measure different types or dimensions of deprivation, such as income or health
inequality. The IMD ranks every neighbourhood in England from 1 (most deprived area)
to 32,844 (least deprived area). Neighbourhoods are defined as Lower-layer Super
Output Areas (LSOAs) based on the 2011 Census.
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Figure 3-1: Neighbourhood deprivation in Liverpool

Source: FTI analysis using IMD data 2015 (LSOA Level) as published by DCLG.

Early deaths from heart disease, smoking-related diseases and cancer are more
prevalent in Liverpool compared to the national average. The life expectancy gap
between different areas of Liverpool ranges from 72 to 82 years for men and from
77 to 86 years for women.16
A Joint Strategic Needs Assessment (JSNA) produced by local government, local
Clinical Commissioning Groups (CCGs) and other public sector partners in 2014
identified reducing health inequalities as a key priority for the Liverpool.17 The
JSNA stressed the need to focus on key groups, including carers, looked-after
children, those with special educational needs, and families with multiple needs
when addressing inequalities.18 The JSNA also recognised that reducing health
inequalities will require local government and CCGs to address priority risk
factors such as smoking, alcohol, obesity, and substance misuse as well as wider
economic issues and challenges.

16
17
18

Public Health England (PHE) (2015), Liverpool Health Profile, page 3.
LCC (2014), Health and Wellbeing Strategy, page 22.
PHE (2015), Liverpool Health Profile, page 6.
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The Five Year Forward View (FYFV) published by NHS England (NHSE)19 in
2014, set out a vision for better health, better patient care and improved NHS
efficiency nationally. In response, the local health and care systems in Cheshire
and Merseyside came together as a ‘footprint’ and were charged with producing
a multi-year Sustainability and Transformation Plan (STP) to deliver the vision of
the FYFV. The Cheshire and Merseyside STP which is driving the
implementation of the FYFV encompasses both commissioners as well as
providers of care.
3.2

Commissioning arrangements in Liverpool
CCGs are clinically-led statutory NHS bodies responsible for the planning and
commissioning of healthcare services for their local area. CCGs commission
most secondary care services and have delegated commissioning responsibility
for General Practitioner (GP) services. The secondary care services
commissioned by CCGs include:20


planned hospital care;



rehabilitative care;



urgent and emergency care;



community health services; and



mental health services and learning disability services.

Consistent with this, in Liverpool, Liverpool Clinical Commissioning Group
(LCCG) is responsible for planning and procuring most NHS services, including
the care received in hospitals. LCCG had an annual Programme Allocation of
£844m for 2015/1621 and is the seventeenth largest CCG in England measured
by registered population.22 LCCG’s footprint is broadly the same as the city.23
As illustrated in Figure 3-2 below, the CCGs in neighbouring districts surrounding
Liverpool are:

19

20
21
22

23



NHS South Sefton CCG;



NHS Southport and Formby CCG;



NHS Knowsley CCG;

NHSE leads the NHS in England setting priorities for the NHS and sharing out more than
£100 billion in funds. NHSE holds organisations to account for spending this money
effectively for patients and efficiently for the tax payer. (NHSE, About NHS England.
(online, accessed 30/09/16))
NHSE, The NHS Structure. (online, accessed 25/07/16)
LCCG (2016), Annual Reports and Accounts 2015/16. (online, accessed 09/09/16)
NHSE, List of proposed CCGs with names, populations and running cost allowances.
(online, accessed 26/07/16)
LCCG, Who we are. (online, accessed 20/09/16)
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NHS Halton CCG;



NHS St. Helens CCG; and



NHS Wirral CCG.

Figure 3-2: CCGs in the Liverpool region

Source: FTI Consulting.

While CCGs respond to the needs of the local population, specialised networks
focus on coordinating care on a regional level. In particular, Operational
Delivery Networks (ODNs) focus on coordinating pathways for specialist care
(including critical care, major trauma and burns) over a wide area to ensure
access to specialist resources and expertise24,25 Strategic Clinical Networks
(SCNs) focus on priority service areas to bring about improvement in the quality
and equity of care and outcomes of their population, both now and in the future.

24
25

NHSE, Operational Delivery Networks. (online, accessed 20/09/16)
ODNs are established across England within the geographical areas of the Clinical
Senates and governed by NHSE as part of specialised commissioning.
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Regional networks across the North West provide clinical leadership and advice
to the local CCGs to improve health and care services across the region. The
Cheshire and Mersey Adult Critical Care ODN (Critical Care Network) works to
improve patient experience and outcomes, reduce inequity and improve access
to acute and critical care services practising best quality individualised care.26
The North West Neonatal ODN (Neonatal Network), which covers Cheshire and
Merseyside, Lancashire and South Cumbria, and Greater Manchester, works with
service providers and commissioners to ensure the highest standard of care for
babies and families.
The Maternity and Perinatal Mental Health SCN (Maternity Network) works to
reduce unnecessary variation in maternity and perinatal mental health services,
and to improve health outcomes for service users. 27, 28
3.3

Provision of healthcare in Liverpool

3.3.1

Primary and community (out of hospital) care provision
LCCG commissions services from 93 GP surgeries with 494,000 patient
registrations.29 GPs provide primary care to patients helping to identify health
problems at an early stage and referring patients to consultants for specialised
care. GPs also provide information to patients, carry out simple surgical
operations and manage long-term health conditions.
Liverpool Community Health NHS Trust (LCH) currently delivers community
health services from over 70 locations across Liverpool and Sefton. LCH
provides GP services and oversees the operation of 5 walk-in centres (WICs) as
well as services in dental health care, therapies, medicines management, and a
nutrition and dietetics service. Services currently provided by LCH are in the
process of transitioning to a new delivery arrangement which will take effect from
1 April 2017. The transaction process is led by NHS Improvement (NHSI). 30, 31

26

27

28
29
30

31

Cheshire and Mersey Major Trauma ODN (2016) Critical Care Network. (online,
accessed 20/09/16)
The Maternity and Perinatal Mental Health SCN is one of six North West Coast SCNs
(NWCSCN).
NWCSCN, Maternity and Perinatal Mental Health SCN. (online, accessed 15/09/16)
NHSE, List of CCGs and Patient numbers. (online, accessed 25/07/16)
NHSI is responsible for overseeing foundation trusts and NHS trusts, as well as
independent providers that provide NHS-funded care in England. NHS Improvement is
the operational name for an organisation that brings together Monitor and the NHS Trust
Development Authority (TDA), among other organisations. (NHSI, Who we are. (online,
accessed 30/09/16))
LCH (2016), LCH NHS Trust One Year Operational Plan: 2016/17, p. 27. (online,
accessed 09/09/16)
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Additionally, Liverpool has nearly 50 dental practices, approximately 100 Health
Centres, as well as pharmacies, and optical providers. 32, 33
3.3.2

Acute and specialist care provision
Relative to its population size, Liverpool has a large number of individual
providers of acute and specialist services some of which also serve the wider
Cheshire and Merseyside region. The main NHS acute providers are:

32
33
34
35
36
37
38



Aintree University Hospital NHS Foundation Trust (AUH), a 723-bed
hospital located in the Liverpool suburb of Fazakerley, providing
emergency services and acting as a major adult trauma centre for Cheshire
and Merseyside. Other specialist services include care for hyper acute
stroke, complex obesity, and regional head and neck surgery.34



Royal Liverpool and Broadgreen University Hospitals NHS Trust
(RLBUHT) has two main hospital sites: Royal Liverpool Hospital (RLH) and
Broadgreen Hospital.



With 710 beds on site, RLH is one of the largest hospitals in Cheshire and
Merseyside. It acts as one of the main Accident and Emergency (A&E)
departments in Liverpool and provides specialist services to the North West
of England in areas such as nephrology, renal transplant services, renal
dialysis, and dentistry through the Liverpool University Dental Hospital
located on the same site. RLH is a major university hospital, working
closely with both the University of Liverpool (UoL) and Liverpool John
Moores University (LJMU). RLH has one of the largest research and
development portfolios of clinical research in the North West.35 In 2017,
RLH will move into a new hospital site next to its current site on Prescot
Street. The new RLH building will house over 640 beds and will have a
comprehensive cancer centre on site operated in collaboration with the
Clatterbridge Cancer Centre.36



Broadgreen Hospital serves wider Cheshire and Merseyside providing
specialist services in urological and orthopaedic surgery.37 Both RLH and
Broadgreen Hospital have a strong focus on teaching making RLBUHT one
of the top 20 teaching trusts in England.38

NHS Choices, Dentists in Liverpool. (online, accessed 26/07/16)
NHS Choices, Hospitals and Clinics. (online, accessed 26/07/16)
AUH, About Us. (online, accessed 25/07/16)
RLBUHT, About the Royal. (online, accessed 25/07/16)
RLBUHT, The New Royal- An overview. (online, accessed 26/07/16)
Broadgreen Hospital, About Us. (online, accessed 25/07/16)
RLBUHT, About Us. (online, accessed 25/07/16)
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40
41
42
43
44



Alder Hey Children’s NHS Foundation Trust (AH) is one of the largest
children’s hospitals in Europe with approximately 300 beds and 2,400 staff
providing care for over 270,000 children each year. Specialist services
include a children’s major trauma centre and facilities for cancer care and
spinal, heart and brain conditions.39



The Clatterbridge Cancer Centre NHS Foundation Trust (CCC) is one
of the largest networked cancer centres in the United Kingdom (UK). The
Trust operates from 10 sites across Cheshire and Merseyside including a
significant purpose-built radiotherapy centre at AUH (CCC-AUH) and a
major centre in the Wirral (CCC-Wirral) located in the Clatterbridge Health
Park (CHP). During 2015/16, the Trust provided over 95,000 outpatient
radiotherapy treatments and more than 45,000 outpatient chemotherapy
treatments.40 In 2019, CCC-Wirral will move to the site of the new RLH at
Prescot Street although CCC-AUH will remain in Fazakerley.



Liverpool Heart and Chest Hospital NHS Foundation Trust (LHCH)
provides specialist services in cardiothoracic services, cardiology,
respiratory medicine and diagnostic imaging serving a population of nearly
3 million across Merseyside, Cheshire and North Wales. 41 LHCH was rated
top in the country for ‘care and treatment of our patients’ and the second
best for ‘overall patient care’ by the Care Quality Commission (CQC) in
2015. 42



Liverpool Women’s NHS Foundation Trust (LWH) runs the Liverpool
Women’s Hospital currently located on Crown Street and is one of only two
specialist trusts in the UK to provide specialist care for women and their
babies. LWH specialises in maternity care, gynaecology, neonatal care,
fertility treatment, and clinical genetics. Employing over 1,400 staff, LWH
provides a 24-hour service to more than 50,000patients each year.43



Wirral University Teaching Hospital NHS Foundation Trust (WUTH) is
an acute trust in the North West of England operating from two sites.
Arrowe Park Hospital (APH) delivers a full range of emergency and acute
services while Clatterbridge Hospital, located in Clatterbridge Health Park
(CHP), offers specialist stroke and neuro-rehabilitation services, among
others.44

AH, About Us. (online, accessed 25/07/16)
CCC, About the Centre. (online, accessed 25/07/16)
LHCH, About LHCH. (online, accessed 26/07/16)
LHCH, Top Hospital in the Country. (online, accessed 20/09/16)
LWH, Our Services. (online, accessed 25/07/16)
WUTH (2015), Annual Report 2014-15, page 9.
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The Walton Centre NHS Foundation Trust (the Walton Centre) is the
only specialist neurology and neurosurgery trust in England. Located next
to AUH, the Walton Centre treats over 100,000 patients each year for
conditions such as head and spinal trauma, multiple sclerosis and
neurovascular diseases.45

Figure 3-3 below shows the locations of the providers described above.
Figure 3-3: Acute and specialist healthcare providers around Liverpool

Source: FTI Consulting.

45

Walton Centre, About us. (online, accessed 25/07/16)
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Providers of women’s and children’s services in Cheshire and Merseyside form
one of NHSE’s thirteen acute care collaboration Vanguards, which aim to link
local hospitals together to improve the clinical and financial viability of providers.46
The Cheshire and Merseyside Women and Children’s Services Vanguard
(Women and Children’s Services Vanguard) 47 aims to establish a clinically
managed, financially sustainable network for women’s and children’s services
across Cheshire and Merseyside. 48
It was recently announced that the Boards of RLBUHT, AUH and LWH had
agreed in principle to the creation of one organisation. A business case for AUH
and RLBUHT is under development for submission to NHSI and must set out in
detail the benefits to patients and how they will be achieved. The next steps for
LWH in terms of its organisational form will be considered following the review of
the best way to deliver services.
3.3.3

Mental health care provision
Mersey Care NHS Foundation Trust (Mersey Care) is the main provider of
mental health care in Liverpool and the surrounding areas. Mersey Care delivers
specialist services across 32 locations including inpatient and community mental
health care services, learning disability services, addiction management and
acquired brain injury services.49
Cheshire and Wirral Partnership NHS Foundation Trust (CWP) provides
mental health, substance misuse, learning disability and community physical
health services in the wider Cheshire and Wirral regions.

3.3.4

Private providers
In addition to NHS providers, private healthcare providers (including Spire
Liverpool Hospital, BMI Sefton and Pall Mall Medical) deliver a range of services
including private GP care, cosmetic and plastic surgery services, and a
comprehensive range of other medical and surgical procedures in Liverpool and
wider Merseyside and Cheshire.

46
47

48
49

NHSE, New care models – vanguard sites. (online, accessed 20/09/16)
Previously known as the Cheshire and Merseyside Women and Children’s Services
Partnership (CMWCSP).
NHSE, Acute care collaboration vanguards. (online, accessed 20/09/16)
Mersey Care, About Us. (online, accessed 25/07/16)
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4

Background to the Healthy Liverpool Programme

This chapter describes the Healthy Liverpool Programme and its vision
for health and social care services in Liverpool. The Healthy Liverpool
Programme has worked with clinicians, patients, the public, and other
stakeholders over the last two years on proposals to transform the
health system in Liverpool. Women’s health, including maternity
services, gynaecology, and neonatal care is one of the immediate
priorities for change.
4.1

Background to the Healthy Liverpool Programme
The Healthy Liverpool Programme (HLP) is LCCG’s initiative to ensure the city’s
healthcare services meet the requirements of service users. LCCG characterises
the HLP as: 50
“an ambitious five year programme to transform Liverpool’s Health and
Social Care system to one that is person-centred, supports people to stay
well and provides the very best in care.”
The HLP was established as a response to the Liverpool Mayor’s Health
Commission mandate for LCCG to deliver and lead an integrated health and
social care system for Liverpool.51, 52 Since its initiation, HLP has been working
towards delivering a new model of health and social care to improve outcomes
for patients and new ways of working for health and social care professionals.53
In November 2014, LCCG published its ‘Prospectus for Change’ which outlined
key aspects of the HLP.54 A year later, the ‘Healthy Liverpool Blueprint’ set out
the vision for the Programme.55 The ‘Strategic Direction Case’ published in 2015
set out how the HLP will be delivered in practice.56

50
51
52
53
54
55
56

LCCG (2015), Healthy Liverpool: Strategic Direction Case, page 8.
LCC (2014), Health Commission Report, page 43.
LCCG (2015), Healthy Liverpool: The Blueprint, page 2.
LCCG (2015), Healthy Liverpool: Strategic Direction Case, page 19.
LCCG (2014), Healthy Liverpool: Prospectus for Change.
LCCG (2015), Healthy Liverpool: The Blueprint.
LCCG (2015), Healthy Liverpool: Strategic Direction Case.
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As described in the Healthy Liverpool Blueprint, the HLP model of care has been
informed by a core set of seven Design Principles:57


Person-centred services and care.



Proactive services and care.



Eliminating avoidable variation in quality.



Local care where practical, central when necessary.



Improving access to services in the community.



Integrated across health, social care and the voluntary sector.



Making the best use of digital technology.

The delivery of the HLP is based on a whole system approach to health and
social care, as described in the Strategic Direction Case. The HLP incorporates
six Clinical Workstreams, which cover:58


Mental Health.



Healthy Ageing.



Long Term Conditions.



Children’s Services.



Learning Disabilities.



Cancer.

In addition, the HLP has five core Transformation Programmes illustrated in
Figure 4-1 below. 59

57
58
59

LCCG (2015), Healthy Liverpool: The Blueprint, page 11.
LCCG (2015), Healthy Liverpool: Strategic Direction Case, page 19.
LCCG (2015), Healthy Liverpool: Strategic Direction Case, page 22.
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Figure 4-1: HLP transformation Programmes

Source: LCCG.

The Transformation Programmes work across the Clinical Workstreams, focusing
on specific areas of the healthcare delivery system:

60
61



Hospital Services Transformation Programme. The vision of the
Hospital Services Transformation Programme is for hospitals in Liverpool
to operate around “a centralised university teaching hospital campus with
single-service, city-wide delivery, delivered through centres of academic,
clinical and service excellence”. 60



Urgent and Emergency Care Transformation Programme. The Urgent
and Emergency Care Transformation Programme intends to deliver
effective urgent and emergency care to patients in the right place at the
right time seven days a week. The vision for urgent and emergency care in
Liverpool is “to deliver an urgent and emergency care pathway that is
recognisable and clear to patients, the public and health professionals, that
delivers the right care, in the right place, first time”.61

LCCG (2015), Healthy Liverpool: The Blueprint, page 43.
LCCG (2015), Healthy Liverpool: The Blueprint, page 35, in accordance with NHSE
(2015), Transforming Urgent and Emergency Care Services in England.
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4.2



Community Services Transformation Programme. The Community
Services Transformation Programme is working towards empowering
people to manage their own health and care and providing personalised
services delivered closer to home, rather than in hospitals. It also aims to
create a new system of community healthcare, which will focus on bringing
clinicians together in local teams.62



Living Well Transformation Programme. The Living Well Transformation
Programme is focused on empowering people to care for their own health,
with a focus on being active, improving wellbeing, and preventing disease.
The vision is that by 2021 an additional 1 in 3 people in Liverpool will
undertake 30 minutes of physical activity a week, making Liverpool the
most active major city outside of London.



Digital Innovation and Care Transformation Programme. The Digital
Innovation and Care Transformation Programme is focused on improving
health outcomes by maximising the benefits of digital technology and
innovation. Its aim is for Liverpool to be one of the top ten most digitally
advanced health and social care economies in Europe by 2020.

Governance arrangements for the Healthy Liverpool Programme
The HLP and its constituent Programmes are governed by their own Programme
Boards. In addition, local CCGs in Cheshire and Merseyside consider any
changes to the delivery of services in Liverpool proposed as part of the HLP
within their own governance structure. Hospital boards are also involved in
considering proposals relevant to their services.

4.2.1

The Healthy Liverpool Programme Board
The HLP Board is the primary oversight body for the HLP. The HLP Board is
responsible for:

62



ensuring that the HLP delivers its objectives;



managing performance and delivery;



managing key risks and issues; and



ensuring a robust and effective approach to stakeholder participation and
involvement.

LCCG (2015), Healthy Liverpool: The Blueprint, page 25.
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4.2.2

Committees in Common
The Hospital Based Care Committee for each CCG in Cheshire and Merseyside
is responsible for considering any changes to the delivery of hospital services in
Liverpool proposed as part of the HLP. The Hospital Based Care Committee is
established in accordance with each CCG’s Constitution, Standing Orders and
Scheme of Delegation, but operates as Committees in Common (CIC) across
LCCG, Knowsley CCG, South Sefton CCG, and NHSE.
The role of the CIC is to agree any recommendations made by lower bodies and
to provide assurance to the CCGs’ governing bodies on the validity of the
recommendations.

4.2.3

Liverpool Women’s Hospital Board
Liverpool Women’s NHS Foundation Trust (LWH) Board of Directors LWH was
established as a public benefit corporation under the Health Act and its principal
purpose is the provision of goods and services for the purposes of the health
service in England. The Trust is managed through its board of directors whose
overall duty is to ensure the provision of safe and effective services for the public
it serves. The services provided by LWH are commissioned by NHS England and
Clinical Commissioning Groups. The role of LWH board is to receive
documentation in relation to the review for information to provide assurance to
board members of a process in line with statutory and best practice guidance.
The HLP’s role regarding women’s and neonatal services in Liverpool

4.3

The provision of accessible and high quality women’s services, including
obstetrics and gynaecology, and neonatal care are central to the HLP.
The HLP has identified women’s and neonatal services as a priority for
transformation and the reconfiguration of these services (currently provided by
LWH at Crown Street) falls within the Hospital Services Transformation
Programme within the HLP. 63, 64
Through the HLP and working with LWH, LCCG’s aim is to determine how best to
deliver care that is safe, effective, and sustainable and that accords with national
guidance and best practice going forward.
The Hospital Services Transformation Programme builds on the following Design
Principles:65


63
64
65

services will be delivered by single teams;

LCCG (2015), Healthy Liverpool: The Blueprint, page 45.
LCCG (2015), Healthy Liverpool: Strategic Direction Case, page 27.
LCCG (2015), Healthy Liverpool: The Blueprint, page 44.
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services will be of high quality, delivered to consistent best practice
standards and unwarranted variation will be eliminated;



services will be local whenever possible, central where necessary; and



services will be delivered by a workforce that is sustainable, motivated and
champions improved patient care, experience and outcomes.

The stated aims of the Hospital Services Transformation Programme are to:66


have the best hospital care system in the country;



for all patients to receive the right care in the right place the first time;



have a safe health care system that is sustainable clinically and financially
into the future; and



maximise patient outcomes and experience.

Several system changes have already been agreed as part of the Hospital
Services Transformation Programme. In July 2015, A Clinical Summit hosted by
LCCG and attended by over 120 clinical stakeholders made the decision to
progress towards a single service, city-wide delivery of hospital services in
Liverpool, centralised on the new RLH site.67 RLBUHT and CCC have also
determined that CCC-Wirral will build a new 110 bed cancer centre on RLH site.
68

66
67
68

LCCG (2015), Healthy Liverpool: The Blueprint, page 44.
LCCG (2015), Healthy Liverpool: The Blueprint, page 2.
LCCG (2015), Healthy Liverpool: The Blueprint, page 49. See also CCC, Transforming
Cancer Care in Merseyside and Cheshire. (online, accessed 30/09/16)
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5

Purpose and scope

This chapter describes the background, purpose and scope of this preconsultation business case.
5.1

Introduction
LWH is one of the largest hospitals in Europe, and one of only two in the country
providing care exclusively to women and babies. In 2015/16, LWH delivered over
8,600 babies, provided gynaecological care (procedures) to over 5,800 patients,
delivered intensive care for over 1,000 babies, and performed 1,615 In-Vitro
Fertilisation (IVF) cycles.69
As a specialist provider, and in response to the changing needs of patients and
requirements to modernise health care services, LWH undertook a Strategic
Options Appraisal, to identify options which would provide a sustainable clinical
configuration while also addressing financial sustainability issues. However,
following clinician concerns over insufficient clinical evidence, LWH initiated the
Future Generations Programme to consider how to deliver effective, safe, and
sustainable women’s health and maternity services in Liverpool based on clinical
standards and service co-dependencies.70
The outputs of the options appraisal undertaken by LWH’s Future Generations
Programme were reviewed by LCCG. Following this review, LCCG instructed FTI
Consulting (FTI) to undertake a new options appraisal process. This PreConsultation Business Case (PCBC) contains the output of the new options
appraisal.
The remainder of this chapter:

69
70



describes LWH’s Future Generations Clinical Strategy and Business Plan;



discusses LCCG’s review of the Future Generations Clinical Strategy and
Business Plan; and



states the resultant purpose and scope of this PCBC.

LWH (2015), Financial report 2015/16, page 9.
LWH (2015), Future Generations Clinical Strategy, page 45.
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Background to LWH’s Future Generations Clinical Strategy and Business
Plan

5.2

In 2014, LWH undertook a Strategic Options Appraisal of future service provision.
LWH followed a stakeholder-orientated approach to options appraisal. The
findings from two stakeholder engagements allowed LWH to develop a shortlist
of options.71
The strengths and weaknesses of each of the shortlisted options were
considered by LWH and the options were evaluated at a multi-stakeholder event.
Following this event, LWH identified a move of LWH services to the new RLH site
as being their preferred way forwards, and published this in a Strategic Options
Appraisal Business Case in November 2014.
Following the production of this Strategic Options Appraisal Business Case,
neonatal consultants raised concerns with the outcome and potential impact on
their service area and expressed a desire to see additional clinical evidence.72
The LWH Board required the clinical evidence to be tested and this led LWH to
establish the Future Generations Programme to obtain and review clinical
evidence. The resulting Future Generations Clinical Strategy, covering the period
2016-2020, was produced in October 2015.
The Future Generations Clinical Strategy outlines how LWH intends to respond
to change and how it will deliver services over the next 5 years.73
The Future Generations Programme involved an identification of key themes
including: 74

71
72

73
74



Partnerships for care delivery focusing on the need for the integration of
services with other providers of medical care, such as delivering services at
other hospital sites or other services coming to patients.



Closer care to home stressing the importance of providing care closer to
patient homes thus improving both access and outcomes for the patient.
The component also supports the shift from traditional hospital based care
into community and primary care services - in line with the community
services programme in HLP.



Technology enabled care emphasising working with patients and partners
to develop plans for technology enabled care and to align this with the
digital innovation programme within HLP.

LWH (2014), Strategic Options Appraisal Business Case, pages 14-18.
LWH (2015), Securing a Sustainable Future: Business Plan (Future Generations
Business Plan), page 1.
LWH (2015), Future Generations Clinical Strategy, page 7.
LWH (2015), Future Generations Clinical Strategy, pages 10-11.
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Focus on staff underlining a need to plan training and development
programmes, work with partners, and spread good practice from the
research team in order to combat issues around staffing and unlock the full
potential of staff.

Within the Future Generations Clinical Strategy, a number of strengths and
weaknesses of LWH’s current clinical model are noted. The document explains
the clinical risks of current service provision at LWH and specific workarounds
that have been developed to attempt to mitigate these risks. It notes these
workarounds should be considered during the reconfiguration.75
LWH published the Future Generations Business Plan in December 2015. This
document outlined “how the Trust intends to address clinical and financial viability
challenges through implementation of the [Future Generations] Clinical Strategy
and the support it requires to enable this”.76 It reconfirmed relocating all services
to the new RLH site as being the preferred option.77
5.3

LCCG review of Future Generations Business Plan
Following a review of LWH’s Future Generations Business Plan, LCCG
considered that several areas of the Future Generations Business Plan required
further consideration. In particular, LCCG considered that:


A long list with all possible options for reconfiguring services should be
developed;



The rationale for all services to be co-located should be reviewed and
substantiated;



The long list of options should focus primarily on clinical co-dependencies
between services rather than on the location of those services or the
organisational form of the provider of the services; and



Criteria for evaluating the long list of options should be carefully considered
and agreed at the outset of any review.

LCCG considered that a new options appraisal process would be required to fully
test all possible options for reconfiguring women’s and neonatal services. FTI
were commissioned by LCCG to work with stakeholders to undertake a further
options appraisal process and to support LCCG to develop this PCBC on the
basis of further analysis.

75
76
77

LWH (2015), Future Generations Business Plan, pages 3-4.
LWH (2015), Future Generations Business Plan, pages 1-2.
LWH (2015), Future Generations Business Plan, page 90.

40

5.4

Purpose and scope of this Pre-Consultation Business Case
The purpose of this PCBC is to detail the case for change for women’s and
neonatal services in Liverpool, describe the options appraisal process
undertaken by LCCG, and to set out the options for public consultation.
The scope of this PCBC is the services that are currently provided by LWH from
its hospital site on Crown Street – with the exception of fertility services which are
currently provided at the Hewitt Fertility Centre (HFC) and the Genetics service,
both of which will require consideration separately once a decision with respect to
other services has been made.
The services in scope of this review are:


Inpatient and community obstetrics services.



Gynaecology services including gynaecological oncology (cancer) services.



Neonatal services.



Reproductive medicine.



Bereavement care.



Research and innovation.



Anaesthetics services.



Operating services;.



Private services( including maternity, imaging and gynaecology
outpatients).



Clinical support services.

This service review is focused primarily on assessing whether the ongoing
provision of these services is best undertaken at the current LWH Crown Street
site or whether another site or multiple sites in Liverpool might be better placed to
provide these services in the future. In considering the location for the provision
of these services, this review considers the additional investment that is required
to provide a safe service that is consistent with current and prospective need for
choice.
This review does not consider organisational form of the future provider of
women’s and neonatal services in Liverpool. It was recently announced that the
Boards of the RLBUHT, AUH and LWH had agreed in principle to the creation of
one organisation. A business case for AUH and RLBUHT is under development
for submission to NHSI, which must set out in detail the benefits to patients and
how they will be achieved. The next steps for LWH in terms of its organisational
form will be considered following this review of the best way to deliver services.
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6

Clinical case for change

This chapter describes why change is necessary. It describes the
current level of standards and clinical outcomes at LWH and how the
current configuration of services is not always delivering the best
clinical outcomes and patient experience. The case for change shows
that services need to be reconfigured to improve quality of care and for
services to be clinically sustainable.
6.1

Changing health needs
The UK population is both growing and ageing. This brings health and care
challenges and increases pressure on services.
In Liverpool, the population is 7% larger than in 2001.78 However, female life
expectancy at birth remains 2.8 years lower than the national average. Cancer
accounts for 29% of this gap with 418 excess deaths per year among women in
Liverpool compared to the national average benchmark. Among women,
respiratory diseases such as COPD account for 20% of the life expectancy gap,
compared to 14% among men. Other causes of the gap include infections and
mental and behavioural disorders.79
The prevalence of smoking and obesity are above the national averages, which
causes higher incidence of cancer, heart disease, diabetes and dementia in
Liverpool. For instance, 30% more women die from Coronary Heart Disease
when compared against the rest of the country.80
At LWH, an increasing number of patients have complex needs and are at
clinically higher risk. As the population ages, the age at which women choose to
have children also increases and this can increase the complexity of their care.
Alongside this, there in an increasing number of older women now presenting
with gynaecological cancer and complex needs. This places additional pressure
on women’s services. With advances in medical care, there has also been an
increase in survival rates among prematurely born babies.81 The way people
expect care to be delivered is also changing, with more emphasis on care as
close to home as possible whilst retaining access to knowledgeable and highly
skilled professionals.

78
79
80
81

LCC (2014), JSNA Statement of Need Update, page 10.
LCC (2014), JSNA Statement of Need Update, page 31.
LWH (2014), Strategic Options Appraisal Business Case, pages 38-39.
LWH (2015), Future Generations Clinical Strategy, pages 7-8.
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6.2

The national strategic context
Healthcare policy, clinical standards and best practices are continually evolving,
with new information being published regularly by national bodies such as the
Royal Colleges, NICE and NHSE.
As a backdrop to the reconfiguration of women’s services in Liverpool, the NHS
in England is transitioning to 7-day services following the Keogh Review in 2013
whilst having to improve significantly its overall productivity to remain sustainable
within constrained budgets. As a result, health economies across the NHS in
England are together developing and implementing STPs that are required to
show how whole health economies can reconfigure services to deliver high value
care.
Underpinning the requirements set out in the STPs is NHSE’s FYFV (2014). This
strategy document marks a shift in national policy towards a greater focus on
preventative medicine and public health, empowering patients, engaging
communities, breaking down barriers to care, and integrating services.82 It sets
out an expectation that NHS-funded services will seek to integrate care around
the patient, and improve patient outcomes and the experience of receiving care.
83
The resulting momentum towards outcomes-based care (see for example
‘Need to Nurture’, Health Foundation, 2015) and the development of new, more
integrated ‘vanguard’ care models sponsored by NHSE84 shows that
reconfigurations are expected to be considered with person-centred care at the
forefront. These care models put greater emphasis on networks and systems
management, out-of-hospital care, integration of services, learning, and
evaluation.85 Such principles are reflected in the policy and standard documents
issued by Royal Colleges and other professional bodies.
More specific to the work of LWH, maternal and neonatal health has been under
significant focus nationally and the Secretary of State has set an ambition to
halve the number of stillbirths, neonatal and maternal deaths and brain injuries by
2030.86 The National Maternity Review ‘Better Births’, known informally as the
Cumberledge report (February 2016), provides a five-year view as to the
provision of maternity services nationally. This review emphasises the need for
multi-professional working, for patients to have greater control of their care and a
choice of location over their care, and for personalised services to be delivered in
a safe environment in the community where possible and with continuity of
carer.87

82
83
84
85
86
87

NHSE (2014), Five Year Forward View. See, for example, page 3.
NHSE (2014), Five Year Forward View, page 8.
NHSE, New care models – vanguard sites.
NHSE (2014), Five Year Forward View, page 16.
NHSE, Maternity Transformation Programme.
NHSE (2016), National Maternity Review.
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Also published in 2016, ‘Enhanced Care for the Sick Mother: Standards for
Maternal Care’88 set out expectations for the care for women with medical or
surgical problems during pregnancy or the post-partum period. These include
closer working between obstetrics and critical care teams, a greater focus on
education and training in maternal critical care and enhanced maternity care,
implementation of an obstetrics early warning system, and review of obstetric
patients admitted to general critical care units every 24 hours. These standards
echo earlier recommendations by the Royal College of Obstetricians and
Gynaecologists (RCOG),89 that there are defined escalation arrangements to
bring together critical care, midwifery and obstetrics skills into the maternity or
critical care unit.
Across the country, there are opportunities and challenges to implementing such
standards and recommendations. In 2015, the National Audit Office (NAO)
modelled maternity services in England, finding that the provision of one-to-one
care during labour at all times is challenging, with more women in labour and in
theatre than there are midwives 23.5% of the time.90 The work also suggested
that midwife led units are currently underused and that making more use of such
units could ease pressures elsewhere in trusts. However, in recent months LWH
has consistently risen to this challenge. Since March 2015, the trust has provided
1:1 care in established labour for over 95% of deliveries and LWH currently meet
the recommended midwife staffing ratios, as prescribed by Birth Rate Plus.9192
Similar themes pertain in neonatal services, that care should be organised within
clinical networks that allow both the concentration of rare expertise and skills to
maximise the most effective delivery of services, and the majority of care be
delivered as close to home as possible .93 This has been reflected in the NHSE
service specifications for neonatal surgery and service standards for hospitals
providing neonatal care. 94 The CQC is currently undertaking a review of neonatal
care which is expected to focus on existing variation in care and to lead to the
development of further clinical guidelines.95 More locally, the Neonatal Network
has concluded its options appraisal process for neonatal surgical services and
neonatal intensive care services, identifying co-located maternity, neonatal and
paediatric services as the preferred long term model for the region while
recognising that in the short and medium term a jointly governed neonatal care
service across the LWH and AH sites may be more deliverable.

88
89
90
91
92
93
94

95

Enhanced Care for the Sick Mother: Standards for Maternal Care (2016).
RCOG (2013), Reconfiguration of Women’s services in the UK.
NAO (2013), Maternity services in England.
Births: Midwives ratio of 28:1
LWH (2015), Future Generations Clinical Strategy, page 87.
Department of Health (DH) (2009), Toolkit for High-Quality Neonatal Services, page 15.
BAPM (2010), Service Standards for Hospitals Providing Neonatal Care (3rd edition),
page 1.
CQC (2015), Review to look at the care of newborn babies that need extra support.
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For gynaecology, the strategic direction of travel is similar: care as close to home
as possible, working as clinical networks to support delivery of more specialist
care. In addition, the RCOG’s standards for gynaecology highlight the need for
prompt access to health promotion services such as dietetics, smoking cessation
(linking back to the FYFV’s focus on public health), and reflecting the FYFV’s
focus on person-centred care, multidisciplinary support that includes emotional
support and psychological counselling, and available advice and information.96
6.3

The clinical case for change at LWH
The clinical case for change at LWH has two aspects:


Whilst, overall, the quality of care at LWH is good, there are some specific
areas where LWH is not meeting national clinical standards.



The staff at LWH are highly motivated, highly qualified and caring.
However, there are specific workforce challenges which impede LWH’s
ability to provide the best possible care.

These two aspects are discussed below.
6.3.1

Quality of services at LWH: clinical standards, outcomes and sustainability
Overall, the services offered by LWH are currently considered safe, and morbidity
and mortality are not outside expected limits.97 98 However, the services fail to
meet a number of clinical standards, which means that patient outcomes are not
unduly impacted only by virtue of a series of mitigating ‘workarounds’ developed
over time.99
As part of developing their clinical strategy, staff at LWH undertook a ‘selfassessment’ of compliance against the standards with mixed results.100
Assessed strengths of the services include:

96
97
98
99
100



gynaecology and cancer services consistently achieve waiting times
targets;



the majority of gynaecology services have better day case rates than
peers;



gynaecology and oncology achieve shorter average length of stay results
compared to peers as a result of increasing use of enhanced recovery and
laparoscopic procedures;

RCOG (2008), Standards for Gynaecology.
LWH (2016), Quality Report 2015-16.
CQC (2015), Liverpool Women’s Hospital – Overview and CQC Inspections.
LWH (2015), Future Generations Business Plan, page 3.
LWH (2015), Future Generations Clinical Strategy.
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over 99% of gynaecology emergency room patients were seen within 4
hours over the last 3 years (national target is 95%);



over 95% of deliveries receive 1:1 midwife care;



the maternity unit is one of a small number to achieve a ‘stage 3’
accreditation for the Baby Friendly Initiative that encourages hospitals to
implement the Ten Steps to Successful Breastfeeding; and



the rate of major periventricular haemorrhage and periventricular
leukomalacia in neonates with a birth weight between 500g and 1500g is
below the median (i.e. performing well) when compared to the 38 neonatal
units across the country that use the VON benchmarking system.

The self-assessment review highlighted several key weaknesses, including only
partial compliance with the 10 key standards for implementing 7 day service
provision, specifically reduced clinical provision at the weekend and inefficient
use of facilities. Other areas of non-compliance with standards or acknowledged
best practice include:


Critical care: LWH has a Level 2 Adult Critical Care Unit, which by national
standards should be co-located with a Level 3 Critical Care Unit. LWH
relies on transferring patients primarily to RLH when Level 3 support is
required. Specifically, RLH is the ‘parent’ L3 Adult Critical Care Unit of
LWH, however critically ill patients may also be transferred to AUH or
further afield.



Dependence on acute specialities: There is a dependence on other
acute speciality services from other providers, predominately colorectal and
vascular, surgery, cardiology and complex diagnostics.



Patient transfers: There is a significant reliance on transfers of both
mothers and babies to other sites where care is more able to meet clinical
standards. Some transfers are unavoidable given that patients sometimes
require specialist services that are not provided in the local area, however it
has been assessed that many of these transfers could be avoided if
services were organised differently across the city and women’s services
were co-located with diagnostic and other acute services. The Neonatal
Network recommendation for a two-site NICU is likely to result in continued
transfers for pre-term babies with surgical conditions and congenital
malformations. That is, babies born with these conditions at LWH are likely
to be transferred to AH for treatment.
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6.3.2



Access to support services: Current service provision is reliant on
access to support services from other providers. For example, LWH does
not have a blood bank or access to critical pathology services on site, and
therefore, where such services are required, LWH needs to request
emergency blood supplies or use the “cell salvage” technique.101 Cell
salvage is a technique adopted early by LWH, partly as a result of the lack
of an on-site blood bank. Further the lack of access to specialist
diagnostics equipment leads to regular patient transfers.



The current estate is not fit for purpose. There is insufficient floor space
for neonatal cots leading to increased infection risk, and a shortage of
parental accommodation. Further, the maternity unit and gynaecology
provision at LWH does not comply with Hospital Building Note (HBN)
specifications, despite investments made to improve the estate.

Workforce at LWH: standards and clinical sustainability
Clinical sustainability involves providing a safe, good quality service and a vital
part of this is ensuring that there is an appropriate workforce to deliver the
service. This requires the recruitment and retention of staff with the right type of
skills and in the right numbers in order to develop appropriate clinical rotas that
mean sufficient staff are available at the right time.
The number of staff and full time equivalents (FTEs) employed at LWH has
increased over time. As of February 2016, LWH employed 1,527 staff (1,326
FTEs) of which 950 were professionally qualified. 41% of the 121 FTE medical
staff work at consultant level, with 57% doctors working in training grades. There
are 330 employed midwives working as 278 FTEs.102 Recruitment of appropriate
workforce is challenging; some of these issues are reflected nationally and in the
wider Cheshire and Merseyside region, whilst other challenges are unique to
LWH.

101

102

Where patient’s blood loss is collected and cleansed in order to provide an interim blood
transfusion.
Health and Social Care Information Centre (2016), NHS Hospital and Community Health
Service (HCHS) monthly workforce statistics – Organisational Level – Provisional
Statistics (Tables 3 and 4).
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LWH currently has significant junior doctor gaps in its combined
obstetrics/gynaecology rotas. Nationally, neither obstetrics/gynaecology nor
paediatrics have been deemed to be amongst the national priority shortfall
professions, and there are minimal planned changes in the number of education
and training places in these specialities in England in 2016/17. Hence, with
relatively constant total numbers of doctors in training in these specialities but
changing working patterns (such as part-time working or career breaks), the
availability of junior doctors is falling, making it increasingly difficult to fill rotas.
Across the region, Health Education North West (HENW) has been reported as
facing up to 56 gaps in maternity and gynaecology junior doctor rotas across the
region, meaning there will be significant demand competition for locum doctors to
fill the gaps in Liverpool.
In anaesthetics, the junior doctor rota is managing to maintain compliance with
European Working Time Directive (EWTD) through routine use of locum doctors.
At consultant level, clinical standards require 12 consultant anaesthetic sessions
per week to cover delivery suite for emergencies. At LWH, existing anaesthetic
consultant availability means only 10 such sessions are provided.103 The
anaesthetics service faces workforce shortages with consultants preferring multispeciality hospitals to maintain their skill set and due to the ageing demographic
of the workforce – 50% of the existing workforce is currently aged 55 and
above.104 To overcome some of these challenges, the anaesthetic workforce is
already being redesigned around a Liverpool-wide anaesthetics service so that it
will provide both sufficient capacity on site and cover at each level (consultant
and junior), and sufficient breadth of experience across surgical specialities.
In neonatology, there is currently an insufficient number of consultant sessions to
provide 12/7 resident cover in accordance with British Association of Perinatal
Medicine (BAPM) guidelines. Further issues are anticipated as the number of
medical trainees is expected to fall significantly, leading to an estimated reduction
of 25% of the workforce.105

103
104
105

LWH (2015), Future Generations Business Plan.
LWH (2015), Future Generations Clinical Strategy.
LWH (2015), Future Generations Clinical Strategy, page 76.
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Nursing also faces challenges, with no settled view on future demand for nursing
and midwifery staff across the NHS in England. Although adult nursing has been
deemed a priority shortfall area, there is no plan to increase the numbers of
midwifery or children’s nurse education and training commissions in 2016/17.
Based on past changes to numbers of nursing and midwifery training places,
Health Education England (HEE) forecasts increases in the available supply of
midwives between 2015 and 2020, estimating an increase in full-time equivalents
(FTEs) of 30% (increasing by 6,616 from 22,198 in 2015) with a ‘worst case’
scenario of a 15% increase (an increase of 3,307 posts).106 The modelling
undertaken as part of the recent National Maternity Review suggested that there
is no additional requirement for a significant increase in midwifery workforce
(beyond this expected growth).107 As described above, LWH currently meets the
recommended staffing ratios as per BirthRate Plus.
However, across the region, there is reported to be low availability of
appropriately skilled nurses.108 The LWH neonatal nursing service falls short of
BAPM standards for nurse staffing, despite recent investment. There are too few
neonatal nurses to ensure the provision of 1:1 care in the NICU. Developing an
Advanced Neonatal Nurse Practitioner (ANNP) team is seen as a key part of
dealing locally with the insufficient numbers of neonatologists in the medical
workforce to provide sufficient cover. However, there is a risk that such workforce
redesigns may exacerbate neonatal nursing shortfalls that are already apparent
across the Cheshire & Merseyside Neonatal Network, with a 117 FTE shortfall
and resulting non-compliance with national nursing workforce standards noted in
July 2015.109
Finally, and emphasising that workforce sustainability is important across all
service lines, clinical support services also face workforce resilience issues. For
example gynaecology requires additional capacity and capability within its
workforce to provide greater psychological support. Further, the clinical genetics
service is the most understaffed in the UK based on numbers of consultant
geneticists110 and the physiotherapy service has low staff numbers and lacks
resilience. Whilst clinical support services face workforce resilience issues, LWH
believes the lack of co-location with the full range of Allied Health Professionals
such as dietetics and other co-dependent services including pain management to
be a more fundamental issue.

106
107
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HEE (2016) Commissioning and Investment Plan.
NHSE (2016) National Maternity Review.
LWH (2015), Future Generations Clinical Strategy, page 65.
LWH (2015), Future Generations Clinical Strategy.
LWH (2015), Future Generations Clinical Strategy, page 122.
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7

Financial base case

This chapter sets out the financial ‘base case’ for LWH, that is, its
financial projections under a ‘do nothing’ scenario. This is relevant
because the options appraisal calculations in this PCBC are performed
relative to this ‘base case’.
This chapter sets out:

7.1



the current financial position of LWH;



the drivers of LWH’s financial position; and



the 10-year financial projections under the base case scenario.

The current financial position of LWH
For the financial year 2016/17, LWH is expected to have a deficit of £7.0m.111
However, this includes £2.8m of one off funding (without which, the deficit would
be expected to be £9.8m.112
Even in the context of a financially strained NHS, where many providers are in
deficit, a deficit of £9.8m is high when compared to a total income of c. £108m.
LWH has been in deficit for the last two financial years, as shown in Table 7-1
below, with the 2015/16 deficit in particular having deteriorated significantly as
compared to the previous year’s position.113
Table 7-1: Historical financial position of LWH adjusted for exceptional
items
£ ‘000s

2011/12

2012/13

2013/14

2014/15

2015/16

Income

94,558

96,775

94,287

97,295

102,029

Expenditure

90,986

95,725

94,020

100,020

109,330

3,427

1,050

267

(2,725)

(7,206)

Surplus/(deficit)

Source: LWH annual reports, 10-year financial projections.

111

112

113

As part of a financial oversight regime, NHS Improvement agrees a Control Total or a
year-end financial position with a Trust for it to be able to obtain Sustainability and
Transformation (S&T) funding.
LWH received one-off S&T Funding of £2.8m. Letter from Vanessa Harris, LWH Director
of Finance, dated 17 May 2016.
LWH Annual report 2015/16, page 148.
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Note: figures exclude exceptional items such as impairments and revaluations.

LWH considers the progression from a surplus to a worsening deficit to be driven
by increasing CNST114 premiums, an increasingly insufficient maternity tariff and
high national efficiency targets.115 LWH has undertaken major cost improvement
work to mitigate the deficit; however, this has not been sufficient to prevent the
gap between costs and income widening.
The drivers of LWH’s financial position

7.2

There are three key drivers of LWH’s financial position in the medium term.
These are:116


the scale of CNST premiums facing LWH;



the extent to which the maternity tariff does not cover the cost of service
provision at LWH; and



the ongoing level of efficiency improvement required to meet national
targets which is greater than that which can be achieved by LWH.

Each of these drivers is addressed in turn.
7.2.1

The scale of CNST premiums facing LWH
The CNST scheme is administered by the NHS Litigation Authority (NHSLA).
Although membership is technically voluntary, all NHS trusts and NHS
Foundation Trusts, including LWH, are currently members of the scheme, and all
trusts and Foundation Trusts must in any case ensure arrangements are in place
whether that be with NHLSA or an alternative source. Under the scheme, the
NHSLA manages all clinical negligence claims against member NHS bodies and
takes full responsibility for the claim and for meeting the appropriate costs. LWH
has a significant historic CNST liability and a significant ongoing premium.117

114
115
116
117

Clinical Negligence Scheme for Trusts (CNST).
LWH (2015), Future Generations Business Plan, page 42.
LWH (2015), Future Generations Business Plan, page 44.
LWH (2015), Future Generations Business Plan, page 7.
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In 2013, the NHSLA changed the methodology for calculating CNST
premiums.118 Currently, each member’s CNST contribution is determined by
splitting the total amount to be paid by NHSLA according to each member’s
relative size, activity level and recent history of claims and contributions.119 The
adoption of this method which considers actual claims coincided with legal action
against LWH in relation to a former urogynaecologist.120 LWH has been informed
that its CNST premium for 2016/17 will increase from 5.37 million in 2011/12 to
£14.25 million as a result.121 LWH is currently working closely with the NHSLA to
explore options in capping or deferring the payments.122
LWH’s future CNST premiums are difficult to forecast with certainty, given the
opacity of NHSLA’s calculation methods and the fact that NHSLA has recently
entered into consultation process regarding which approach should be used for
setting CNST premiums.123
LWH has calculated its future premiums based on a combination of:


discussions with the NHSLA;



a historical shortfall in premiums in relation to a Group Action brought
against the trust; and



a change in the way premiums are allocated to organisations.

Based on this analysis, LWH expects an average premium of £16.3 million per
annum for the next 10 years.124
7.2.2

The level of maternity tariffs relative to the cost of service provision at LWH
of maternity services
LWH considers that the nationally set maternity tariff is below that which is
necessary to fund obstetrics services at LWH. Whilst it is not unusual for
obstetrics services to be in deficit, as is the case in other trusts, LWH faces
particular challenges as opportunities to cross-subsidise with other services that
exist in larger, general hospitals do not exist for LWH.125
As a specialist and tertiary centre for complex and high risk women, LWH notes
that recent changes to underlying elements of the maternity tariff may not be
sufficient in order to fund the acuity of care required in the foreseeable future.126
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LWH (2015), Future Generations Business Plan, page 45.
NHSLA (2016), CNST consultation, page 7.
LWH (2015), Future Generations Business Plan, page 45.
Letter from Vanessa Harris, LWH Director of Finance, dated 17 May 2016.
Letter from Vanessa Harris, LWH Director of Finance, dated 17 May 2016.
NHSLA (2016), CNST consultation.
LWH, (2016) LWH Income and Expenditure 2015/16-2026/2027 Business as Usual.
LWH (2015), Future Generations Business Plan, page 44.
LWH (2015), Future Generations Business Plan, page 44.
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7.2.3

The level of efficiency improvements required to meet national targets
The NHS payment system incentivises trusts to achieve year-on-year efficiency
gains by implementing an efficiency factor in the national price level for NHS
services.
Outline schemes for 2017/18 onwards are being developed, and areas of
targeted expenditure have been identified based on guidance from the Lord
Carter Review. The efficiency requirement over previous years has been set at
4% p.a. In 2014/15 and 2015/16,127 with current guidance from NHS National
Planning Guidance Assumptions indicating a national tariff efficiency factor of 2%
for the next 5 years.128 Having delivered £22m of cost improvement programme
(CIP) scheme savings up to 2015/16, a further £11m (5.5%) was delivered. LWH
therefore considers that it has limited opportunities for further savings.129
LWH considers that having historically delivered CIP schemes in excess of the
national requirement and the national average, it can safely deliver on
incremental saving schemes of £2m in 2016/17 and £1m p.a. each year from
2017/18 to 2020/21.

7.3

The 10-year financial projections under the base case scenario.
LWH has projected income and expenditure for the 10 year-period from 2016/17
to 2026/27.130
The key assumptions made are as follows:131

127
128
129
130
131
132



Activity growth in core services assumed to be zero.132



CIP savings of £2m in 2016/17 and increasing by £1m each year to
2020/21.



Inflation and tariff efficiency assumptions by Monitor and the NHS TDA to
2020/21 as per Table 7-2 below.

LWH (2015), Future Generations Business Plan, page 7.
Monitor and TDA (2016), NHS National Planning Guidance Assumptions.
LWH (2015), Future Generations Business Plan, page 44.
The projections are produced by LWH as of June 2016.
Letter from Vanessa Harris, LWH Director of Finance, dated 17 May 2016.
Whilst there is scope for growth in activity across LWH’s services, it was agreed in ODG
meetings that zero growth is an appropriate assumption for the purposes of options
appraisal.
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Table 7-2: NHS National Planning Guidance Assumptions
2016/17

2017/18

2018/19

2019/20

2020/21

Pay Inflation

3.3%

2.0%

1.6%

1.6%

2.9%

Non-Pay Inflation

1.7%

1.8%

2.1%

1.9%

2.0%

Drugs Inflation

4.5%

4.6%

3.6%

4.1%

4.1%

Overall inflation

3.1%

2.3%

2.0%

2.0%

2.9%

Tariff efficiency factor

2.0%

2.0%

2.0%

2.0%

2.0%

Inflation

Source: Monitor and TDA.

Beyond 2020/21, the financial projections reflect the following assumptions:


Income overall increases by 0.3% p.a.;



Pay costs increase by 2% p.a.;



Non pay costs decrease over time at different rates, being led primarily by
decreasing CNST contributions.133

The overall deficit/ (surplus) figure in the 10-Year Model is shown in Figure 7-1
below. This shows that the deficit is expected to continue to grow in future years,
reaching a maximum of £22.5m in 2026/27.

133

LWH note that the CNST calculation is subject to feedback from NHSLA and the outcome
of the recent consultation, and subject to claims which could arise during this period as a
result of non-compliance with core clinical standards
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Figure 7-1: Normalised deficit 10 year projections
25.0

£m

20.0
15.0
10.0
5.0
0.0

Annual Deficit

Source: LWH projections.
Note: The 2016/17 figure does not include the one-off S&T funding of £2.8m.

LWH is required to meet additional staffing requirements under national staffing
level guidelines. Although not reflected in the financial projections illustrated
above,134 LWH considers that these cost pressures should be reflected in the
‘base case’ for the purposes of the PCBC.135
The cost pressures are as follows:136


24/7 medical cover, which is an NHS wide initiative that seeks to ensure
100% of the population with access to the same level of consultant
assessment and review, diagnostic tests and consultant-led interventions
every day of the week by 2020;137



Birthrate Plus, which is a national tool used to calculate midwifery staffing
levels based on data collected over many years by the Royal College of
Midwives;138 and



BAPM standards, which prescribes staffing levels for neonatal care.139

The cost associated with meeting these staffing levels has been calculated to be
£5m per annum by LWH’s previous advisers.140 Figure 7-2 below demonstrates
the annual deficit when these costs are included.

134
135
136
137
138
139
140

LWH STP summary, Excel as received from LWH Finance team (June 2016)
Letter from Vanessa Harris, LWH Director of Finance, dated 17 May 2016
LWH STP summary, Excel as received from LWH Finance team (June 2016)
NHSE, Seven Day Hospital Services.
Royal College of Midwives (RCM), Working with Birthrate Plus.
BAPM (2010), Service Standards for Hospitals Providing Neonatal Care.
LWH (2015), Future Generations Business Plan, page 9.
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Figure 7-2: Normalised deficit 10 year projections, including additional
staffing expenditure
30.0
25.0
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Annual Deficit

Annual Deficit
(incl. additional staffing expenditure)

Source: LWH projections.
Note: The 2016/17 figure does not include the S&T funding of £2.8m.

7.4

Conclusion
As a result of the structural issues outlined in this chapter, and under the current
configuration, LWH will continue to run at a financial deficit for the foreseeable
future. This financial position is driven by a number of external factors to which
there appears to be no clear resolution at this point in time.
It should be noted that the level of CNST premiums is one of the largest drivers
of the continued deficit position. This is reflected in the comparison of CNST
projections to overall deficit projections in Figure 7-3 below.
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Figure 7-3: Normalised deficit 10 year projections, including additional
staffing expenditure compared against annual CNST premiums
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Annual Deficit
(incl. additional staffing expenditure)

Source: LWH Finance team.

7.5

Additional considerations not included in base case finances
For completeness, it is noted there are a number of additional enhancements
which are not included in the base case “do nothing” financial projections, as
they are factors which are dependent on the options presented in later chapters.
These include the following enhancements:


Establishment of on-site blood bank.



Development of on-site diagnostics centre for Magnetic Resonance
Imaging (MRI) & Computer Tomography (CT) scanning.



Development of hot lab – critical tests.



Adult critical care – Intensive Care Unit (ICU) rather than high dependency
unit (HDU).



Development of Multi-Disciplinary Teams for complex maternity and
complex gynaecology.



Neonatal surgery provision.



Investment in additional cots, in line with Neonatal Network
recommendations.



Neonatal Unit development to ensure compliance with guidance on
infection risk, and optimise cot numbers per Neonatal Network
recommendations.



Neonatal parent accommodation provision.



Backlog estates maintenance.
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The costs associated with these enhancements, where required, depending on
option, are detailed in the options appraisal chapters of this PCBC.
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8

Stakeholder engagement

This chapter explains the engagement that has been undertaken to date
regarding the provision of women’s and neonatal services in Liverpool
by LWH and LCCG. It describes the groups who have been consulted,
the engagement activities undertaken, and the findings from those
activities. It explains how this feedback has been used to develop the
proposals detailed in this PCBC.
8.1

Engagement undertaken by LWH
LWH undertook a programme of stakeholder engagement during a “Summer of
Listening” from March to September 2015. This involved both public engagement
and employee engagement.

8.1.1

Public engagement
The purpose of LWH’s public engagement was to ‘start a conversation’ about
change alongside the development of the Future Generations Clinical Strategy.
LWH engaged with communities at targeted events, online and via social media.
To capture feedback, LWH prepared a questionnaire to find out more about
people’s experiences of LWH and which aspects of services they would most like
preserved under any future developments. 10,000 copies of the survey were
distributed to patients, their representatives and their visitors to raise awareness
and seek a wide range of responses.
14 events were held from March to September 2015, publicised via direct patient
engagement and a range of media activity, including print, broadcast and social
media. Publicity included over 130 Twitter posts and over 1,000 people clicking
on links through to more information. It is estimated that the reach of social media
activity was over 1 million people. An engagement video was viewed over 200
times and over 9,000 unique visitors accessed information on the Future
Generations website during this period.
The feedback from the public meetings was considered in the development of the
LWH Future Generations Clinical Strategy and has informed the development of
the next phase of engagement led by LCCG.

60

8.1.2

Employee engagement
The Future Generations Clinical Strategy was developed by midwives, nurses
and doctors at LWH. There were eight service design workshops, two each for
neonatology, obstetrics and gynaecology and one each for anaesthetics, theatres
and clinical support services. 235 staff (including doctors, nurses, midwives and
clinical support staff) participated in these events, as did patients and partner
organisations.
An internal ‘Clinical Council’ was established, made up of senior doctors, nurses
and midwives, to add a further level of scrutiny and to check and challenge the
work as it developed.
Clinical directors and heads of services took part in sessions where they
discussed the needs of their service, and plans and ideas to improve those
services. Two clinical workshops were held in January and November 2015
A staff survey was conducted in February 2016 with over 65% of respondents
reporting that they felt informed. Feedback from the survey regarding the timing
and method of briefings for staff led to an information hub being set up in the staff
canteen and briefings sessions being held at shift handovers to reach more staff.
Wider workforce engagement included:

8.2



Four dedicated all-staff meetings.



12 dedicated team briefings sessions.



Seven ‘in the loop’ monthly presentations.



An opportunity to book one-to-one meetings with a member of the
executive team.



Written briefings.



Staff-facing social media updates.



Staff-facing intranet podcasts (over 1,500 visits from staff to intranet
content).

Engagement undertaken by LCCG
On 4 March 2016, LCCG announced its plan to review women’s and neonatal
services as part of the HLP as a result of a piece of “work undertaken by doctors,
nurses and midwives at Liverpool Women’s Hospital to highlight how these
services could be made better for future generations of women, babies and their
families”.141

141

LCCG (2016), Review of women’s and babies’ services announced.
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In particular, the case for change was driven by the following key issues: 142


Each year, hundreds of women and babies are transferred by ambulance
to other hospitals in the city, thereby not meeting national standards or
offering the best experience of care.



LWH is seeking to address its long term financial sustainability.

LCCG conducted a seven week pre-consultation engagement exercise to gather
public views on the case for change for women’s and neonatal services in
Liverpool, as described below. A further public consultation is planned for 2017
and this will seek views and feedback on the short list of options and the review.
8.2.1

Public pre-consultation engagement on the case for change
On 29 June 2016, LCCG launched a seven-week pre-consultation engagement
period and invited the public to share views on the case for change for
reconfiguration of women’s and neonatal services in Liverpool. This engagement
did not focus on specific options for service reconfiguration.
Engagement was sought from residents of Liverpool and also residents in Sefton,
and Knowsley.
Ahead of the engagement, briefings were shared with members of parliament
(MPs), councillors and other stakeholders in Liverpool, Knowsley and Sefton.
Healthwatch contacts in each area were briefed. LCCG also worked with local
community and voluntary sector partners to distribute information and directly
engage diverse communities. The engagement was promoted on the Healthy
Liverpool Facebook and Twitter accounts and public sector organisations
including hospitals, local authorities, children’s centres and housing associations
were asked to share information about the engagement on their external and
internal websites and social media accounts.
From 29 June to 15 August 2016, LCCG shared information about the clinical
case for change and the public were invited to comment on whether they
understood and supported the reasons for change. Seven public events took
place during this period of engagement, where attendees had the chance to hear
more from some of those working on the review and share their views.
The communications and list of engagement activities included:


142

Press release issued on 27 June 2016 to announce launch of preconsultation engagement (covered by Liverpool Echo, Click Liverpool,
Good News Liverpool, BBC Radio Merseyside, Bay TV, ITV Granada
Reports, Capital FM Liverpool and Smooth FM).

LCCG (2016), Review of women’s and babies’ services announced.
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My City column written on behalf of Dianne Brown (Director of Nursing and
Midwifery) which ran in the Echo.



Press release issued on 19 July 2016 to announce details of the events
(covered by Liverpool Echo, Good News Liverpool).



Press release issued on 28 July 2016 by South Sefton CCG announcing
details of events held in Sefton (covered by Champion newspapers for
Aintree and Maghull, Anfield and Walton, Bootle, Crosby and Litherland,
Formby, Southport).



Seven public events (held at the Bridge Chapel Centre in Allerton on 21
July 2016; Blackburne House in Blackburn Place on 2 August 2016; the
PAL Multicultural Centre in Toxteth on 4 August 2016; and Oakmere
Community College in Walton on 10 August 2016). 2 events in Sefton and
one event in Knowsley.



An animation illustrating the issues and case for change.



Leaflet describing the issues, case for change and containing a tear-off
survey.



Pull-up banners and posters to promote the engagement in key locations.



Dedicated space on Healthy Liverpool website.



Social media graphics illustrating responses to FAQs and key issues
(shared on Twitter, Facebook and Instagram).



Video interviews with clinical staff at LWH talking about the case for
change (shared on Twitter and Facebook).



Blogs from Dianne Brown (Director of nursing and midwifery at LWH) and
Dr Fiona Lemmens (Urgent Care Lead, LCCG), which were shared on the
Healthy Liverpool website and via Twitter and Facebook.

During the engagement period LCCG’s engagement webpage received 3,870
visits, of which 1,707 people clicked to through to the survey and of these 436
people responded to the survey. The social media campaign reached 122,654
people via Facebook, 962 views on YouTube and 215,923 Twitter impressions.143
2,242 people were engaged through events held by Voluntary, Community and
Social Enterprise partners, and 84 people were engaged in events held by
LCCG. 241 people were engaged through completing the engagement survey
and returning it by the free post reply address supplied by LCCG in the
engagement booklet. In total 2,904 survey responses were received.

143

Facebook and Twitter definitions for ‘reach’ and ‘impressions.’ Reach: the total number of
people your page was served to (unique users). Impressions: times a user is served a
Tweet in timeline or search results.
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8.2.2

Findings from the pre-consultation engagement
A report summarising the findings of the pre-consultation engagement was
produced independently by Hitch Marketing Ltd based on an analysis of data
collected by LCCG and several engagement partners commissioned by LCCG.144
The report provides data and insights into the public response to the potential
reconfiguration of services provided by LWH. It is important to note the public
was provided with information on the case for change but was not provided with
information on the options for service reconfiguration.
Broadly, there was a positive reaction to the case for change. The majority of
those surveyed supported the clinical issues reported by LWH clinicians and the
changing needs of patients as two key reasons for why change was
necessary.145 When asked to choose from a list of six reasons for change,
‘patient safety and high quality of care’ and ‘having a good experience of care’
were selected as the top two priorities by the public146 (91% and 51%,
respectively).147
Several common themes ran through most community engagements groups:148

144

145

146

147

148



Attendees wanted to see the Crown Street site built upon and improved.



Those engaged respected and were ready to support clinicians’ reasons for
change.



There was some concern that the reasons for change may focus on critical
cases rather than the needs of the majority of patients.

LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
91% of respondents chose ‘patient safety and high quality care’ as either their top priority
or one of their top two priorities for change (dependent on which version of the
engagement survey the respondent completed) and 51% of respondents chose ‘having a
good experience of care’ as either their top priority or one of their top two priorities for
change (dependent on which version of the engagement survey the respondent
completed).
LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
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Issues that were highlighted as important by those engaged were having a
dedicated women’s hospital in Liverpool, the lack of an ICU at Crown Street, and
all care being delivered “under one roof” (particular in relation to patient transfers
and separation of services).149 Those engaged wanted to know more about what
service relocation would entail and how relocation could affect the quality of
services.
Notably, there were some discrepancies between the quantitative and qualitative
data collected. It is also important to recognise that those surveyed represent a
subset of the total population and may not be representative of the views of the
general public.
8.2.3

Applying pre-consultation engagement findings to options appraisal
During the pre-consultation engagement, LCCG primarily sought public views on
the case for change for women’s and neonatal service in Liverpool. However,
views gathered during July and August 2016 were also considered when
assessing the public acceptability of options for delivering women’s and neonatal
services in the future. For options put forward for consultation, feedback from the
pre-consultation engagement was also used to identify potential risks associated
with implementation and develop mitigations. Part III of this PCBC provides
further detail.
Chapter 14 provides an overview of the four options considered. For each option,
there was a review of ‘feasibility’ and it is in this section public acceptability for
each option is considered:
a. 14.1.3 Feasibility (Option C1): public acceptability p. 109
b. 14.2.3 Feasibility (Option C2): public acceptability p. 117
c. 14.3.3 Feasibility (Option D1): public acceptability p. 127
d. 12.4.3 Feasibility (Option D3-N): public acceptability p. 138
It was reviewed which options had a positive impact and which options had a
negative impact against the six priorities for change and then considered how
important each of the priorities had been ranked by the public. The benefits and
common themes from the engagement were also considered to inform how CSF8
would be rated for each option.
CSF8: Acceptability to patients, families and the public was one of the three
feasibility sub-criteria.

149

LCCG (2016), Hospital Services Engagement Report: Liverpool Women’s Hospital
September 2016.
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Option C1 – Enhance Crown Street
This option was scored at a 2.5 for CSF8: Acceptability to patients, families, and
the public.
This option is expected to result in an improved patient experience (priorities
for change reason #2) due to the development of an enhance NICU and
improved support services, which are expected to reduce the number of patient
transfers, which we noted from the engagement report to be a common theme
amongst participants.
The improvements are also expected to result in higher quality of care
(priority for change reason #1), which was rated as the highest priority for change
by the public.
Another common theme that was seen in the engagement report was the
desire for the continuation of a specialist women’s hospital, and for improvements
to be made to the existing hospital. This option achieves this.
This option also fulfils the priorities for change for locating services on one site
and routine care being closer to home (on the basis that LWH is convenient to
those currently accessing its services and the demographic spread of the
population of Liverpool).
This option did not score as a 3.0 because one of the priorities for change was
having services be financially secure, which this option does not fulfil, and whilst
transfers will be minimised and quality of care will improve, there will still be some
services not accessible at LWH and the need for some patient transfers.
Option C2 – Minimal enhancements to Crown Street
This option was scored at a 0.50 for CSF8: Acceptability to patients, families, and
the public.
This option retains the provision of women’s services on the Crown Street site,
which would be well-received based on the feedback given during the
engagement.
However, the limited investment proposed in this Option, given the strong
clinical case for change is seen as a potential cause for concern to the public.
Feedback was given that the public felt that clinicians know best and they would
support what the doctors felt was needed for change. Based on this option not
meeting the clinical case for change, it would not illicit great support from the
public due to its lack of ability to address the reasons outlined in the case for
change and have clinician support.
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The engagement report provided feedback that the two priorities for change
amongst those engaged were patient safety and high quality of care and having a
good experience of care. This option will minimally improve patient safety and
quality of care, but not enough to meet the clinical case for change, nor will it
greatly improve patient experience due to only minimum reduction in diagnostic
patient transfers, while not reducing neonatal or emergency transfers.
This option does not provide for all services to be on one site. Patients will
continue to need to access care on other sites, for example support services and
diagnostics, and there will continue to separation of mother and baby. Public
feedback suggested delivery of services from one site was preferred.
This option does not address many of the clinical workarounds currently being
used by staff to make the services safe, again not meeting the clinical case for
change, which respondents outlined as being important to having clinical support.
It was agreed that this option would be minimally better than the ‘do nothing’
option, as there would be some investment on the much liked Crown Street site,
but would not address many of the priorities for change. Therefore it got a
positive score, but a low one.
Option D1: New build at Alder Hey
This option was scored at a 1.5 for CSF8: Acceptability to patients, families, and
the public.
Public engagement showed support for having obstetrics and neonatal
services on the same site and there to be a distinct women’s hospital. This option
achieves this as services continue to be provided in a women’s hospital –
although on a different site.
There was some concern during public engagement regarding the quality of
care of other adult care services currently offered by LWH if the focus of
reconfiguration was on the co-delivery of obstetrics and neonatal services. This
inferred there may be a split in opinion between respondents, dependent on
which aspects of care they find most important; obstetrics and neonatal or
general women’s services.
Those who find colocation of obstetrics and neonatal services as most
important may find this option to be an improvement for the top two priorities for
change (patient safety and high quality care and having a good experience of
care) due to the colocation of obstetrics and neonatal services eliminating
neonatal transfers and reducing adult patient transfers.
Those who find general women’s services as most important may see this
option as not fully addressing the top two priorities for change, as there will still
be a need to transfer some adult patients and women’s services (primarily to the
New Royal) as services will not be collocated with other co-dependent services,
such as urology and adult interventional radiology.
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This option moves LWH services off of the Crown Street site. Based on
feedback from the engagement, respondents were supportive of improving
services on the Crown Street site and favoured not moving them if possible.
This option requires further travel than the other options presented for
consultation. Two of the priorities for change were travel times and routine care
being close to home, which this option makes slightly worse.
Based on reviewing feedback from respondents, we felt this option would receive
some support due to colocation with neonatal services and improving patient
experience. Therefore, it deserved to receive a positive score.
However, it would not be as accepted as options that retain services at Crown
Street and/or the New Royal option where services will be co-located with other
services, such as support services and intensive care, thus reducing the number
of transfers. Therefore, it should be scored below C1 (which scored 2.5) and also
D3-N (which scores 2).
Option D3-N: New build on the New Royal site
This option was scored at a 2.0 for CSF8: Acceptability to patients, families and
the public.
The engagement feedback showed support for improving access to additional
services and for having women’s and neonatal services collocated with other
services.
Those engaged also expressed the importance of listening to clinician views
on the need for reconfiguring services and felt an option that clinicians supported
was needed, which this option is.
This option is expected to improve patient safety and quality of care through
reduced patient transfers and better access to additional services which will
improve patient experience. From this perspective we felt this option would be
acceptable to the public.
This option does not keep LWH services at the Crown Street site, which was
shown to be important based on the engagement feedback.
Another priority for change was not decreasing ease of access and feedback
noted that service users did not want to travel further to access LWH services.
Based on demographic spread of the service user population, it was felt the
location of this option would not decrease ease of access or increase travel time,
in some instances it would be easier for service users to access.
We did take into account that this option does move LWH services from Crown
Street, which is why this option was scored lower than option C1, despite having
the largest positive impact on the clinical provision of services and patient
experience.
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For options put forward for consultation, feedback from the pre-consultation
engagement was also used to identify potential risks associated with
implementation and develop mitigations. Part III of this PCBC provides further
detail.
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PART III
Options appraisal
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9

Overview of the options appraisal process

This chapter summarises the options appraisal process for this service
review. It discusses the different steps of the options appraisal process
and then details the governance arrangements put in place to ensure
the robustness and transparency of the options appraisal process.
9.1

Options appraisal process
The options appraisal process for this service review consisted of four discrete
steps:
1.

Developing the options appraisal framework (Chapter 10)

2.

Determining the long list of options (Chapter 11)

3.

Appraising the options (Chapter 12)

4.

Confirming the options for consultation (Chapter 13)

Figure 9-1 below summarises the overall timing and key activities under each
step.
Figure 9-1: Steps of the options appraisal process

1

Developing the
options appraisal
framework
• Considering how
different evaluation
criteria are used in
options appraisal
• Developing the
options appraisal
framework for this
service review
• Developing the
Clinical Sustainability
Criteria
• Developing the
Critical Success
Factors

2

Determining
the long list
of options
• Reviewing prior
work and analysis
• Developing the
extended long list of
options
• Applying the Clinical
Sustainability
Criteria to the
extended long list of
options, to
determine the long
list of options

3

4
Appraising
the options
• Appraising the long
list of options
against the Critical
Success Factors
• Determining the
short list of options
• Appraising the
short list of options
• Identifying the
options for
consultation

Confirming the
options for
consultation
• Undertaking
additional
analysis
• Confirming the
options for
consultation

Source: FTI Consulting.

The remainder of this chapter summarises the governance arrangements
underpinning the options appraisal process.
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9.2

Governance arrangements
This service review falls within the scope of the Hospital Services Transformation
Programme of the HLP, led by LCCG. However, the governance arrangements
were designed to reflect the stakeholder-led nature of the options appraisal
process.150
The Programme Oversight Board (POB) was established as the designated
decision-making body for the options appraisal process. The role of the POB was
to consider proposals put forward by lower bodies and make recommendations
for the CIC to consider. The POB was chaired by Dr. Andrew Loughney, Medical
Director at LWH, and had a defined membership of both clinical and non-clinical
individuals from across organisations.151 The POB made decisions by vote: each
member held the right to vote for or against a proposal, to or abstain.
The CIC was responsible for agreeing proposals put forward by the POB and
sharing final proposals with the Joint Governing Body of LCCG, Knowsley CCG
and South Sefton CCG for final approval and sign-off. Proposals were also
shared with the HLP Board and the LWH Board for information.152
Two groups were established to support the options appraisal process and to
provide challenge and feedback at different stages of the process:


150

151
152
153

The Options Development Group (ODG) was an open stakeholder forum
that convened at workshops held at LWH (Crown Street).153 The objective
of the workshops was to gather views from across the Liverpool health and
care system on the options appraisal framework and the long list of
options. The workshops were also used to score the long list and short list
of options. Formally, the ODG made recommendations for the Clinical
Reference Group and POB to consider.

Public consultation was similarly an important part of the process. Public PreEngagement was undertaken prior to the development of the PCBC as detailed in
Chapter 8 and will be undertaken again following the Public Consultation, as detailed in
Chapter 17.
See Appendix 1 for the Terms of Reference for the POB and its detailed membership.
See Appendix 1 for a list of communication and engagement meeting with these bodies.
The ODG did not have a specified membership. Instead, an open invitation to attend the
stakeholder workshops was issued to trusts (LWH, AH and RLBUHT), care networks
(Neonatal Network and Women and Children’s Services Vanguard), CCGs neighbouring
Liverpool, and NHSE. The stakeholder workshops were well attended, with over 50
attendees and a mix of clinical and non-clinical specialists present at each workshop.
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The Clinical Reference Group (CRG) was a clinical body with defined
membership that met to develop the options appraisal framework and the
long list of options, to consider feedback from the ODG, and to recommend
a short list of options to the POB. The CRG was chaired by Dr. Mike
Bewick, former Deputy Medical Director for NHSE and Clinical Advisor to
FTI, and meetings were minuted.154

An independent consultancy, FTI, provided capacity and technical expertise to
support the ODG, CRG and POB to develop proposals and make onward
recommendations. NHSE was a member of the POB, CRG and ODG and also
represented on CIC. Representatives of NHSI attended ODG Workshops.
Figure 9-2 below summarises the governance arrangements for this review and
the reporting lines between the relevant bodies.

154

See Appendix 1 for the Terms of Reference for the CRG and its detailed membership.
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Figure 9-2: Governance arrangements for options appraisal process
Joint Governing Body of Liverpool, South Sefton and Knowsley CCGs
Approval

Hospital
Transformation
Programme Board

Committees in
Common

Agreement
and sign off

LWH Board

For information

For information

Programme Oversight Board
Recommend

Clinical Reference
Group

Options
Development Group

Source: LCCG.

Figure 9-3 below shows the timeline of meetings of the three working groups
established to support the options appraisal process.
Figure 9-3: Meetings of key working groups
2016:

May

April
22 April
ODG Workshop 1
(Framework)
14 April
CRG 1
(Framework)

June
20 May
ODG Workshop 2
(Scoring 1)

29 April
CRG 2 (Long
list)

24 June
ODG Workshop 3
(Scoring 2)

03 June
CRG 3 (Short
list)

6 May
POB 1 (Confirm
long list)

September

July
20 July
ODG Workshop 4
(Estates/finance)

8 September
ODG Workshop 5
(Scoring C2)

October
15 September
ODG Workshop 6
(Estates/finance)

24 June
CRG 4 (Confirm
options)

10 June
POB 2 (Confirm
short list)

1 July
POB 3 (Review
options)

21 July
POB 4 (Review
analysis)

14 October
POB 5 (Confirm
options)

Source: FTI Consulting.
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Table 9-1 below provides further detail on the purpose and attendance at each
meeting.155
Table 9-1: Meetings of three key working groups

155

Date of meeting

Name of
meeting

Purpose

Attendance

14 April 2016

CRG 1

To develop the options
appraisal framework

LCCG, LWH, RLBUHT,
NHSE, UoL

22 April 2016

Workshop 1

To provide feedback on
the proposed options
appraisal framework

LCCG, LWH, RLBUHT

29 April 2016

CRG 2

To determine the long
list of options

LCCG, LWH, RLBUHT, AH,
AUH, NHSE

6 May 2016

POB 1

To confirm the options
appraisal framework
and the long list of
options

LCCG, LWH, RLBUHT, AH,
AUH, NWCSCN, Halton
CCG

20 May 2016

Workshop 2

To score the long list of
options

LCCG, LWH, RLBUHT, AH,
AUH, NHSE, NWCSCN,
Neonatal Network

3 June 2016

CRG 3

To recommend a short
list of options

LCCG, LWH, RLBUHT, AH,
NHSE, NWCSCN

10 June 2016

POB 2

To confirm the short list
of options

LCCG, LWH, RLBUHT, AH,
AUH, NHSE, Knowsley
CCG, South Sefton CCG,
Halton CCG

24 June 2016

Workshop 3

To score the short list of
options

LCCG, LWH, RLBUHT, AH,
AUH, NHSE, NWCSCN,
Neonatal Network,
CMWCSP

24 June 2016

CRG 4

To recommend options
for consultation

LCCG, LWH, RLBUHT, AH,
AUH, NWCSCN

See Appendix 1 for further detail on the governance arrangements for this review.

75

Date of meeting

Name of
meeting

Purpose

Attendance

1 July 2016

POB 3

To review
recommended options
for consultation

LCCG, LWH, AH,
NHSE, NHSI, South Sefton
CCG, Knowsley CCG

20 July 2016

Workshop 4

To iterate financial and
estates analysis

LCCG, LWH, RLBUHT,
AUH, AH

21 July 2016

POB 4

To review iterated
financial and estates
analysis

LCCG, LWH, RLBUHT, AH,
AUH, NHSE, Knowsley
CCG, South Sefton CCG,
Halton CCG

8 September
2016

Workshop 5

To score Option C2

LCCG, LWH, AH, AUH

15 September
2016

Workshop 6

To review further
iterated financial and
estates analysis

LCCG, LWH, RLBUHT, AH,
AUH

14 October 2016

POB 5

To review further
iterated financial and
estates analysis and
confirm options for
consultation

LCCG, LWH, RLBUHT, AH,
AUH, NWCSCN, NHSE,
Neonatal Network, Critical
care network, Knowsley
CCG, South Sefton CCG,
Halton CCG

Source: FTI Consulting.
Notes: Workshops 4, 5, and 6 were not formal meetings of the ODG but rather topicdriven meetings of specialist stakeholders (e.g. finance practitioners) who would have
been part of the ODG.

In addition to the above formal working group meetings, bilateral meetings, calls
and conversations took place to support the options appraisal process and, in
particular, information gathering and validation between parties. A detailed
meeting log was kept by LCCG.

76

10

Developing the options appraisal framework

This chapter discusses the framework for appraising options that was
developed for this service review. It first describes different types of
evaluation criteria and how they are used in options appraisal. It then
discusses how the options appraisal framework for this service review
was developed. It explains the Clinical Sustainability Criteria and
Critical Success Factors that were used to appraise options.
10.1

Evaluation criteria in options appraisal
Evaluation criteria are an important component of any options appraisal process.
Pre-agreed criteria help assess the relative merits of options in a structured,
objective and transparent way.
Evaluation criteria may take different forms. Binary criteria test whether an option
meets a specified requirement or a particular threshold and are often used to
progress from a universe of options to a narrower list.
Other types of criteria are designed to consider competing factors or objectives
simultaneously. For example, in Multi-Criteria Decision Analysis (MCDA) options
are scored against different domains using a bespoke scoring system and the
resulting scores are weighted to calculate an overall, final score for each option.
In this way, MCDA “establishes preferences between options by reference to an
explicit set of objectives that the decision making body has identified, and for
which it has established measurable criteria to assess the extent to which the
objectives have been achieved”.156
Sensitivity analysis may be conducted as part of the MCDA to test the impact of
changing the weightings (which represent the relative importance of the domains)
on the final score or ranking of options. In its guidance on options appraisal, Her
Majesty’s Treasury (HMT) emphasizes that weightings and scorings should be
determined by stakeholders and decision makers involved in the options
appraisal and will inevitably incorporate judgement.157
A ‘critical success factors’ CSF framework is a form of MCDA where options are
assessed in terms of whether – or how well – they meet criteria that are by
definition ‘critical’ to the success of the project or programme.

156

157

HMT (2013), Green Book supplementary guidance: Multi-criteria decision analysis, Multicriteria analysis: A manual, Section 4, paragraph 4.3.
HMT (2011), The Green Book: Appraisal and Evaluation in Central Government,
paragraph 5.79.

77

10.2

The options appraisal framework for this service review
The options appraisal framework developed for this service review used different
types of evaluation criteria at different stages of the appraisal process to
systematically narrow down the list of options. The criteria used were:


Clinical Sustainability Criteria – binary criteria that were used to appraise
the extended long list of options against five clinical sustainability
thresholds; and



Critical Success Factors – a set of twelve CSFs arranged into four
domains that was used to appraise the long list and short list of options.

Figure 10-1 below summarises how the different criteria were used to narrow
down the list of options over the course of the appraisal process.
Figure 10-1: Options appraisal process

Extended long
list of options

Long list
of options

Short list
of options

Options for
consultation

The extended
long list of
options included
all possible
options for
reconfiguring
services. The
CRG (29 April
2016) used
Clinical
Sustainability
Criteria and
judgement to
determine a long
list of options.

At Workshop 2
(20 May 2016)
the long list of
options was
scored against
12 CSFs across
four domains:
Quality,
Feasibility,
Financial
Sustainability
and Strategic Fit.

At Workshop 3
(24 June 2016)
the short list of
options was
scored using the
same CSFs and
more detailed
information and
analysis.

Following further
analysis of
financials and
estates, the POB
(14 October 2016)
determined the
options for
consultation.

Source: FTI Consulting.

The remainder of this chapter provides further detail on both types of criteria and
how they were developed.
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10.3

Clinical Sustainability Criteria
The Clinical Sustainability Criteria are binary criteria that were developed with
input from CRG 1 (14 April 2016), Workshop 1 (22 April 2016) and ongoing
support from FTI, to support the appraisal of the extended long list of options into
a ‘clinically-led’ long list.
The Clinical Sustainability Criteria consider – on a “True/False” basis – whether
each option on the extended long list successfully meets each of five clinical
sustainability thresholds. A “False” statement for any threshold entails the
exclusion of an option from the appraisal process, while a “True” statement for all
thresholds entails the inclusion of an option on the long list.
Table 10-1 below summarises the Clinical Sustainability Criteria and thresholds.
Table 10-1: Clinical Sustainability Criteria
No.

Criteria

Threshold

1

Quality

The option maintains or improves the quality of
services compared to the current configuration of
services

2

Service co-dependencies

The option improves access to essential codependent services, for example blood transfusion
services, associated surgical expertise, diagnostics
or interventional radiology (IR)

3

Workforce

The option aligns the existing workforce and
improves opportunities for workforce development,
capability and recruitment

4

Patient experience

The option enhances the experience of patients
and carers

5

Access

The option improves timely access to a more
comprehensive service

Source: FTI Consulting.

Chapter 11 below discusses how the Clinical Sustainability Criteria were applied
to the extended long list of options to arrive at a ‘clinically-led’ long list of options.
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10.4

Critical Success Factors
A set of twelve CSFs arranged into four domains was developed and used to
appraise the long list and short list of options. This subchapter discusses the
process to develop the CSFs and then states the final CSFs used in the options
appraisal.

10.4.1

Developing the Critical Success Factors
The CSFs were developed with input from CRG 1 (14 April 2016), Workshop 1
(22 April 2016) and ongoing support from FTI. CRG 1 (14 April 2016) considered
the challenges facing the Liverpool local health economy (LHE) and the provision
of women’s and neonatal services in the city. Subsequently, it proposed twelve
initial CSFs under four domains:


Quality. The delivery of high quality women’s and neonatal services in
Liverpool was considered exceptionally important. Quality was recognised
as a complex area of any service reconfiguration and multiple CSFs
considering health and wellbeing, clinical standards, patient experience,
workforce sustainability, and research and innovation were developed to
reflect the breadth of issues within the Quality domain.



Feasibility. The feasibility of delivering proposals was considered
important both in terms of availability of staff and estates, and in terms of
public acceptability. CSFs were developed to reflect these feasibility
considerations.



Financial Sustainability. Financial considerations were central to the
appraisal of options in the context of continuing funding pressures on the
English NHS. CSFs were developed to consider the availability of funding
and the impact of financial constraints.



Strategic Fit. The CRG and ODG recognised that multiple local and
national strategies for providing health and care services were already
under way. CSFs were developed to consider how well options performed
against the objectives of the HLP and key national policies.

The CSFs were refined through consultation with Workshop 1 (22 April 2016) and
subsequent correspondence between LCCG, FTI and stakeholders. In particular,
clinical and non-clinical staff and stakeholders from across health and social care
organisations and networks in Liverpool were asked to provide feedback on the
scope of the CSFs, whether they captured all factors critical to the success of the
service reconfiguration, and the wording of the criteria. Figure 10-2 below
summarises the draft CSFs, feedback received, and the revised set of CSFs.
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Figure 10-2: Summary of process to develop CSFs
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Source: FTI Consulting.

Sub-criteria and metrics
Clinical and non-clinical stakeholders also had the opportunity to input into the
development of CSF sub-criteria and metrics. Specific metrics were identified to
guide the scoring of options against CSFs. For the Quality domain, sub-criteria
and metrics were developed by service line.158
Scoring mechanism
The mechanism for scoring options against each of the CSFs was developed
alongside the CSFs. The scoring mechanism was a numerical scale to assess
the relative performance of each option against the current provision of services.
Options were scored on a scale from -3 to +3, where:


a score of zero was used to indicate that an option had a comparable
impact to the current configuration of services or there was insufficient
evidence to support an alternative scoring;



negative scores were used to indicate that an option had a worse impact
when compared with the current configuration of services; and



positive scores were used to indicate that an option had a positive impact
when compared with the current configuration of services.

Figure 10-3 below provides detailed descriptions of each score on the scale.
Figure 10-3: CSF scoring mechanism

-3
The option
performs
significantly
worse than
current
services and
there is
substantial
evidence
against the
option.

-2
The option
performs poorly
compared to
current services
and there is
some evidence
against the
option.

-1
The option
performs
slightly worse
than current
services but the
case is weak and
lacks significant
evidence.

0
The option is
comparable to
current services
or there is no
evidence to
support an
alternative
scoring.

+1

+2

The option
performs slightly
better than
current services
but the case is
weak and lacks
significant
evidence.

The option
performs well
against current
services and
there is some
evidence in
support of the
option.

+3
The option
performs
significantly
better than
current services
and there is
substantial
evidence in
support of the
option.

Source: FTI Consulting.

Weightings
As part of developing CSFs, CRG 1 (14 April 2016) considered the most
appropriate weightings for the different domains of CSFs.

158

See Appendix 3 for detail on the final CSF sub-criteria and metrics.
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Following consultation at Workshop 1 (22 April 2016) the Quality domain was
allocated the highest weighting (35%) given the scale of the clinical sustainability
challenge facing women’s and neonatal services in Liverpool and the strength of
the case for change. Financial Sustainability was allocated the second highest
weighting (30%) in recognition of the ongoing financial challenges facing LWH
and the English NHS. The remaining weight was allocated to Feasibility (20%)
and to Strategic Fit (15%).
10.4.2

Final Critical Success Factors
The final CSFs were formally recommended by CRG 2 (29 April 2016) and
confirmed by POB 1 (6 May 2016). Table 10-2 below summarises the finalised
CSFs.159
Chapter 12 below discusses how the CSFs were applied to the long list of
options to arrive at a short list of options, and subsequently to arrive at a set of
options for consultation.

159

See Appendix 3 for detail on the final CSF sub-criteria and metrics.
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Table 10-2: Final Critical Success Factors
Domain

No.

CSF Description

Weightings

The proposed option will:
1

Maintain or improve the health and wellbeing of the
whole population receiving services.

2

Allow services to maintain or improve clinical
outcomes and maintain or exceed clinical standards.

3

Allow services to deliver a positive experience for
patients and their families.

4

Improve clinical sustainability.

5

Increase scope for research and innovation.

6

Recognise current and future workforce
requirements and allow for appropriate education
and training.

7

Include plans for sufficient estate for delivery of
optimal services now and in the future.

8

Be likely to be acceptable to patients, families and
the wider public.

9

Contribute to achievement of recurrent financial
sustainability for all services.

10

Be financially deliverable, given likely funding
constraints.

11

Align with the goals of the HLP.

12

Support delivery of local, regional and national
policy.

Quality

Feasibility

Financial
Sustainability

35%

20%

30%

Strategic Fit

15%

Source: FTI Consulting based on input from CRG 1 (14 April 2016) and Workshop 1 (22
April 2016).
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11

Determining the long list of options

This chapter explains how the long list of options for this service
review was determined. It considers previous work on reconfiguring
LWH services and clinical co-dependencies between services to
develop an extended long list. It then describes how the extended long
list was narrowed down to a ‘clinically-led’ long list using Clinical
Sustainability Criteria.
11.1

Introduction
This chapter describes how the extended long list and long list of options for this
service review were developed. Both lists were formulated with careful
consideration of clinical quality requirements, clinical sustainability challenges,
and service co-dependencies. Consideration was also given to the current and
prospective need for patient choice and a clear clinical evidence base. Nonclinical considerations (including operations, estates and finance) were
considered at a later stage of the process, as part of the appraisal of the long list
of options against the CSFs.
Development of the extended long list and the long list of options was
stakeholder-led and considered the views of both clinical and non-clinical
stakeholders in the Liverpool health and social care system. LCCG and its
advisors sought and considered the views and evidence of clinicians from
multiple clinical specialisms and from multiple organisations (including LWH, AH,
AUH, and RLBUHT), and particularly through the CRG and POB.
This chapter:

11.2



sets out details of FTI’s independent review of prior work on options for
reconfiguring LWH services;



describes how the extended long list of options was developed on the basis
of the review; and



explains how the Clinical Sustainability Criteria were applied to the
extended long list of options to determine the long list.

Review of existing analysis and performance
To inform the development of the extended long list of options, FTI conducted an
independent review of existing documentation and analysis relating to
reconfiguring LWH services.
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As part of this review, FTI considered work previously undertaken by LWH and
LCCG, including:160


the LWH Strategic Options Appraisal Business Case (November 2014);



the LWH Future Generations Clinical Strategy (October 2015);



the LWH Future Generations Business Plan (December 2015); and



LCCG’s review of the LWH Future Generations Business Plan.

FTI also considered national reviews, clinical guidance, and clinical standards
relating to women’s and neonatal services, including:


the National Maternity Review;161



the Standards for Maternal Care;162



the Enquiry into Mother’s and Children’s Deaths;163



Guidance from the NHSE Women and Children National Programme of
Care (NPoC) and its CRGs;164 and



RCOG guidance on reconfiguring women’s services in the UK165, 166 and on
safer childbirth.167

Finally, FTI considered evidence and lessons from other service reconfigurations,
including service reconfigurations in North West London (NWL), South West
London (SWL), North East London (NEL), Cumbria, and Manchester. 168
11.2.1

Clinical considerations
The review process highlighted a number of clinical considerations that helped to
inform the development of the extended long list of options. Key considerations
include:

160
161
162
163

164
165
166

167

168

See Chapter 5 for a detailed discussion of this work.
NHSE (2016), National Maternity Review
Enhanced care for the Sick Mother: Standards for Maternal Care (2016).
EMBRACE UK (2014), Lessons learned to inform future maternity care from the UK and
Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2009-2012.
NHSE, Women and Children National Programme of Care, (online, accessed 14/09/16)
RCOG (2013), Reconfiguration of women’s services in the UK.
RCOG (2015), Options Appraisal: Reconfiguration of Obstetric and Maternity Services in
Cumbria.
RCOG (2007), Safer Childbirth: Minimum Standards for the Organisation and Delivery of
Care in Labour.
See Appendix 16 for a full list of documents reviewed.
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169



Co-location of obstetrics and gynaecology services; there is no explicit
guidance stating these serviced need to be delivered on the same site,
however it was highlighted that these services would benefit from
remaining together.



Access to diagnostics and support services for LWH needs to be improved.
This would improve clinical standards and reduce patient transfers.



Locating gynaecology services at an adult acute site could be beneficial in
emergencies. This would prevent the unnecessary transfers of adult
gynaecology patients; a significant ongoing issue with RLH and AUH
transferring c.400 patients per year from their respective A&E departments
to LWH and a smaller number of patients transferred in the opposite
direction for critical care and other medical and surgical care.169



All gynaecology services should ideally be co-located (not precluding the
development of community gynaecology services).



Neonatal services should be delivered with obstetrics services. Therefore,
no option will be included on the long list that does not provide the potential
to co-locate these services.



Neonatal surgery needs to be available alongside a Level 3 Neonatal
Intensive Care Unit (NICU). In all options presented this investment is
required. In practice, in options where obstetrics services are not relocated
to AH, this requires a multi-site NICU to be established to allow for a NICU
to be developed at AH.



The implication of clinical sustainability and, in particular, staff rotas
requires careful consideration. Where services are delivered together the
capacity to meet workforce rotas will generally be improved.



The implication of sub scale service provision needs to be considered.
Where services are being provided that are sub scale, this is likely to be
inefficient and have implications on clinical sustainability. This will be an
important consideration for the development of an adult intensive care unit
(ICU) service on either the LWH or AH site.



Anaesthetics will benefit from a move to an acute site where there are
other specialities which will enhance pain services and improve workforce
training requirements.



The genetics service is expected to be consolidated with Pathology
services at Liverpool Clinical Laboratories (LCL), and all options will
assume this decision will remain.

LWH (2015) Future Generations Clinical Strategy.
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11.3



Community women’s services should continue to be developed in addition
to other service reconfiguration options. These services should be
developed in consistence with the plans of the Cheshire and Merseyside
Women and Children’s Vanguard and the proposals outlined in the
National Maternity Review.



Obstetrics would benefit from being collocated with other adult specialties,
particularly in reference to emergency cases.



Obstetrics and gynaecology must be collocated with an adult ICU.



The extended long list and long list should be developed with estates
options open and therefore should not rule out the key acute locations:
LWH (Crown Street) site, AUH’s main site (Fazakerly), RLH’s new site and
the AH site.

Developing the extended long list of options
Following FTI’s initial review of existing documentation and analysis, the
extended long list of options was developed with input from CRG 2 (29 April
2016) and ongoing support from FTI.
To develop the extended long list of options, the CRG and FTI identified:


The services delivered by LWH at Crown Street;



Services delivered at both LWH and another provider that could benefit
from integrating and co-locating (such as neonatal services delivered by
both LWH and AH); and



Services that LWH patients require as part of their care, delivered by other
providers that could be beneficial to co-locate with LWH services (for
example, diagnostic and critical care services at RLH).

The CRG and FTI considered the clinical dependencies between all of the above
services,170 the implications of national guidelines and evidence from FTI’s review
when developing options. Table 11-1 below summarises the extended long list of
options that was developed in this way.171 All options are predicated on colocation of clinically co-dependent services and do not assume a particular
organisational form.

170

171

The dependencies considered at this stage of the options appraisal process were only
clinical. Operational and estates dependencies and challenges were considered as part
of the appraisal of the long list of options against the CSFs.
See Appendix 4 for further detail on the extended long list of options.
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Table 11-1: Extended long list of options
No. Description

Long
list?

Rev.
No.

1

Do nothing



A

2

Develop a community-based local maternity network
supported by specialists and acute providers in Liverpool



B

3

Develop and enhance existing LWH services



C

4

Relocate all services to AH



D1

5

Relocate all services to RLH



D3

6

Relocate all services to AUH



D2

7

Develop a new ‘greenfield super hospital’

X

8

Deliver elective gynaecology at LWH
Relocate non-elective gynaecology to RLH
Relocate obstetrics and neonatal services to AUH

X

9

Relocate gynaecology to AUH
Deliver obstetrics and neonatal services at LWH



E1

10

Relocate gynaecology to AUH
Relocate obstetrics and neonatal services to AH



F1

11

Relocate gynaecology services to RLH
Deliver obstetrics and neonatal services at LWH



E2

12

Deliver gynaecology at LWH
Relocate obstetrics and neonatal services to AH

X

13

Relocate gynaecology to RLH
Relocate obstetrics and neonatal services to AH



14

Relocate gynaecology to RLH
Relocate obstetrics and neonatal services to AUH

X

15

Relocate gynaecology to AUH
Relocate obstetrics and neonatal services to RLH

X

F2
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No. Description

Long
list?
X

16

Develop a surgical delivery suite at AH with a NICU for
immediate surgical or cardiac input

17

Develop a Merseyside maternity network

X

18

Non-NHS provision of services

X

19

Deliver gynaecology services at LWH
Relocate obstetrics and neonatal services to Broadgreen
Hospital

X

20

Relocate all services to Broadgreen Hospital

X

Rev.
No.

Source: FTI Consulting.
Notes: ‘Long list?’ indicates whether an option was retained by CRG 2 (29 April 2016) on
the clinically-led long list of options. ‘Rev. No.’ (i.e. ‘Revised numbering’) reflects the
numbering of the options adopted at POB 1 (6 May 2016) and used throughout the
remainder of the options appraisal.

11.4

Determining the long list of options
Having developed the extended long list of options, CRG 2 (29 April 2016) and
FTI considered the relative merits of each option in turn and appraised each
option against the Clinical Sustainability Criteria described in Chapter 10.
Several options were excluded on the basis that they did not meet the Clinical
Sustainability Criteria. Key reasons for excluding options were:


Broadgreen Hospital was not considered suitable for providing women’s
and neonatal services and would likely create the same clinical
sustainability challenges as currently experienced at Crown Street.
Options 19 and 20 were excluded on this basis.



A large new hospital on a new site (i.e. a ‘greenfield super hospital’) could
be designed to meet all service specifications and co-dependencies
relevant to LWH’s services but would likely promote delivering more care in
the hospital setting (rather than in the community) and could thus hinder
aspects of quality, patient experience and access. Option 7 was excluded
on this basis.
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Small-scale local providers (NHS and private) would be unable to provide
the same quality of specialised women’s and children’s care for which LWH
is nationally recognised for. Options 17 and 18 were excluded on this
basis.



A delivery suite at AH could reduce the number of transfers of babies
known to require surgery but would not address the clinical sustainability
challenges for other services. Option 16 was excluded on this basis.



Gynaecology services would benefit from enhanced access to and colocation with adult acute services (particularly with the complex
gynaecology and gynaecological oncology services provided at RLH).
Retaining gynaecology services on Crown Street while other services are
relocated would increase risks to clinical quality without addressing existing
clinical co-dependency challenges. Options 8 and 12 were excluded on
this basis.



As discussed above, a separation of obstetrics and gynaecology would
increase risks to clinical quality and sustainability but could create
opportunities for enhanced neonatal care. Options which separate
obstetrics and gynaecology and relocate both services without clear
benefits to neonates were therefore considered sub-optimal. Options 14
and 15 were excluded on this basis.

Overall, the CRG took the view that options which led to a split of gynaecology
and obstetrics would not be clinically sustainable. However the CRG considered
that ‘split-site’ solutions should be included on the long list of options and should
be further analysed during the options appraisal process to identify a short list of
options given the significance of the decision to exclude all split-site options.
Appendix 4 provides further detail of the relative merits of each option and why
certain options were excluded from the long list. CRG 2 (29 April 2016)
recommended the remaining options as the ‘clinically-led’ long list to the POB.
POB 1 (6 May 2016) challenged some of the recommendations of the CRG,
considering that:


172

‘Doing nothing’ was not a palatable option as it did not address any of the
identified clinical sustainability challenges or improves access to essential
co-dependent services. Option 1 was excluded on this basis.172

However, POB 1 (6 May 2016) did consider that Option 1 should form the base case
against which other options are considered. This is reflected in the CSF scoring
mechanism discussed in Chapter 10.
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None of the options premised on a reconfiguration of services on existing
hospital sites precluded the simultaneous development of a communitybased local maternity network. The development of a local maternity
system therefore became a ‘proposal common to all options’. Option 2
was reformulated as a ‘proposal common to all options’ on this basis.

Table 11-2 below illustrates the final, clinically-led long list of options agreed at
POB 1 (6 May 2016). POB 1 (6 May 2016) adopted a revised numbering of the
options which is used throughout the remainder of the options appraisal.
Table 11-2: Clinically-led long list of options
Rev. No.

Description of option

C

Develop and enhance the Crown Street site

D1

Relocate all services to AH

D2

Relocate all services to AUH

D3

Relocate all services to the RLH site

E1

Relocate gynaecology to AUH while obstetric and neonatal services remain
at an enhanced Crown Street

E2

Relocate gynaecology services to the RLH site while obstetric and neonatal
services remain at an enhanced Crown Street

F1

Relocate obstetrics and neonatal services to AH and gynaecology to AUH

F2

Relocate obstetrics and neonatal services to AH and gynaecology to the
RLH site

Source: FTI Consulting.
Notes: At this stage of the appraisal process, the CRG did not provide further detail on
the specific services that would be available or unavailable under each option. Further
details of specific services (for example, neonatal intensive care) were confirmed through
later stages of the options appraisal process.

The following proposals are common to all options on the long list:173

173

As agreed at POB 1 (6 May 2016).
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A local maternity network should be developed in conjunction with the
ongoing Women and Children’s Services Vanguard. Depending upon the
analysis of the Vanguard, and other changes around the provision of
maternity services in the region, this could include the creation of a Free
Standing Midwife Led Unit (FMLU) in Cheshire and Merseyside.



Neonatal surgery should be co-located with Level 3 neonatal intensive care
to enable services to meet the NHSE specification for neonatal surgery.174
This options appraisal assumes that there will be investment in a single
neonatal intensive care service, operated across two sites under all options
where neonatal services do not relocate to AH. This service model is
referred to as a ‘two-site NICU’175 throughout this PCBC.176,177



Decisions about the HFC and the Genetics service can be made
independently of other decisions (subject to further investigation regarding
access to day case theatres).



Decisions about moving day case gynaecology, outpatient gynaecology
and outpatient maternity services to community or primary settings can be
made independently of other decisions.

Chapter 12 below discusses how the CSFs were applied to this long list of
options to arrive at a short list of options, and subsequently to arrive at a set of
options for the PCBC.

174
175
176

177

NHSE, Service Specification No E02/S/c: Paediatric Surgery: Neonates.
Neonatal Intensive Care Unit (NICU).
A two-site NICU would be a single NICU service, governed jointly by LWH and AH, and
operated across two sites (AH and the site at which LWH’s current neonatal and obstetric
services would eventually be located). It would support obstetric and neonatal services at
LWH and neonatal surgical care at AH. A two-site NICU is consistent with the preferred
model for the delivery of neonatal surgical services in Cheshire and Merseyside proposed
by the Neonatal Network.
LCCG and its advisors have worked closely with the Neonatal Network and clinical and
non-clinical stakeholders from LWH and Alder Hey to develop an understanding of how a
two-site NICU service could be delivered in Liverpool. Further detail on the two-site NICU
is provided in Appendix 14.

93

12

Determining the options for consultation

This chapter describes the process for appraising the long list of
options against the Critical Success Factors. It then describes how the
resulting short list was appraised against the Critical Success Factors
to arrive at options for consultation.
For this service review, a two stage process was used to appraise options.
First, the long list of options was appraised against the CSFs to identify a short
list of options. The long list was appraised in a group activity during Workshop 2
(20 May 2016) and the results of this scoring exercise were reviewed by CRG 3
(3 June 2016). The short list of options was finally determined by POB 2 (10 June
2016).
Second, a short list was appraised against the same CSFs, but using more
detailed data and analysis to inform the appraisal. The short list was appraised in
a group activity during Workshop 3 (24 June 2016) and he results of this scoring
exercise were reviewed by CRG 4 (24 June 2016). The options for consultation
were the confirmed through a series of POBs that considered further, supporting
analysis.
This chapter discusses the process for appraising the long list and short list of
options in further detail.
12.1

Appraising the long list of options
The long list of options was appraised in a group activity during Workshop 2 (20
May 2016). 178
Three mixed-speciality clinical groups evaluated options against the Quality
domain (CSFs 1-5). The groups considered the impact of each option on
obstetrics, neonatal services and gynaecology separately before determining an
overall score. Given this detailed, specialty-level approach, each group scored
Option C (developed and enhanced Crown Street) and two to three other options
from ‘category’ D, E or F.179
One non-clinical group considered the (overall) impact of each option against the
Feasibility, Financial Sustainability and Strategic Fit domains (CSFs 6-12).

178
179

0 provides further detail on the attendees at Workshop 2 (20 May 2016).
That is, Group 1 scored options C, D1, D2 and D3, Group 2 scored options C, E1 and E2,
and Group 3 scored options C, F1 and F2.
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The scoring exercise was informed by data and analysis prepared by FTI and
issued to attendees in advance of the Workshop in the form of a briefing note.
FTI recorded the results of the scoring exercise and presented weighted average
scores for each option for discussion and challenge.
Table 12-1 below illustrates how each of the options scored against the 12 CSFs.
Figure 12-1 illustrates how the options scored by domain.180

180

Appendix 5 provides scores by Group and detail on the rationale for scores.
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Table 12-1: CSF scores from Workshop 2 (20 May 2016)
Dom
ain

CSF description

C

D1

D2

D3

E1

E2

F1

F2

2

3

1

1

2

2

1

1

2

3

3

3

1

2

0

1

2

3

2

3

1

2

0

1

-1

3

2

3

-2

-2

-2

-2

0

1

-2

3

-1

1

1

1

-2

-2

1

3

-3

-3

-3

-3

0

0

0

0

0

0

0

0

1

0

-1

0

-2

-2

-2

-2

-3

-3

1

1

-3

-3

-3

-3

-1

-3

-3

-3

-1

-1

-2

-2

-3

-3

1

3

-3

-3

-2

-2

-3

-3

1

3

-3

-3

-2

-2

1. Maintains or improves the
health/wellbeing of the
population receiving services
2. Allows services to
maintain/improve clinical
Quality

outcomes and standards
3. Allows services to deliver a
positive experience for patients
and families
4. Improves clinical sustainability
5. Increases scope for research
and innovation
6. Recognises current and future
workforce needs, allows for
Feasibility

education and training
7. Includes plans for sufficient
estate for delivery of services
8. Acceptable to patients,

Sustainability

Strategic Fit

Financial

families and the public
9. Contributes to achievement of
recurrent financial sustainability
10. Is financially deliverable,
given constraints
11. Aligns with the goals of the
HLP
12. Supports delivery of local,
regional and national policy

Source: Workshop 2 (20 May 2016).
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Figure 12-1: Domains scores from Workshop 2 (20 May 2016)
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1
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0
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E1
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Source: Workshop 2 (20 May 2016).
Note: Domain scores are calculated as a simple average of the CSFs scores.
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As illustrated in Figure 12-1 above, options tended to score positively on the
Quality domain but negatively in terms of Feasibility, Financial Sustainability, and
Strategic Fit. The exception was Option D3 (relocate all services to the new RLH)
and to some extent Option D2 (relocate all services to AUH) which scored nonnegatively in terms of Feasibility and Strategic Fit.
Key reasons for the scoring expressed at the Workshop included:


Moving services to an acute campus would enable adult services to meet
care standards, and access adult critical care and diagnostics.



Neonatology would benefit most from co-location with AH, given existing
neonatal surgery services at AH.



Moving all of LWH’s current services together to another site would
improve workforce sustainability and resilience allowing for sharing of
rotas, better use of junior doctors, and the development of synergies
through joint working.



Options that split obstetrics and gynaecology introduced operational
challenges, including difficulties in the recruitment and training of junior
doctors, and a need to recruit additional staff to fill rotas that are currently
shared between obstetrics and gynaecology.



All sites have land available for an additional building if required –
therefore, at this stage, the feasibility CSF was not considered to
differentiate between the options.



Options C, E1 and E2 all involve 'enhancing' Crown Street thereby placing
additional (duplicative) support services on that site. Options D1, F1 and F2
require significant support services costs to be added to the AH site (to
support adult services) which, in a similar way, are not mitigated by
recurrent savings elsewhere.



All options require capital investment and therefore were considered to be
worse than ‘doing nothing’ from a financial perspective.

Figure 12-2 below illustrates the overall (weighted average) score for each
option. Only two options (D2 and D3) scored positively overall, relative to the
current service configuration. Furthermore, on the basis of the scoring outcome,
stakeholders recognised that there was a clear distinction between options that
retained obstetrics and gynaecology together (C, D1, D2 and D3) and ‘split-site’
options (E1, E2, F1 and F2) that tended to score more negatively. This result was
robust to sensitivity analysis that applied different weightings to the four CSF
domains.181

181

Appendix 5 provides further detail on this sensitivity analysis.
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Figure 12-2: Weighted overall score by option
1.5
1.0
0.5
0.0
-0.5
-1.0
-1.5

-2.0
C - CS+

D1 - Alder D2 - Aintree D3 - Royal
E1 E2 F1 - Alder F2 - Alder
Hey
Aintree/CS+ Royal/CS+ Hey/Aintree Hey/Royal

Source: Workshop 2 (20 May 2016).

12.2

Determining the short list of options
CRG 3 (3 June 2016) reviewed the outcome of Workshop 2 (20 May 2016).
Following this review, discussion and challenge, the CRG:


Recommended that the four options that retained obstetrics and
gynaecology together should form the shortlist.



Recognised concerns expressed by stakeholders that the needs of
neonates should to be given due and appropriate consideration alongside
the needs of adult patients. The CRG advised that the POB be mindful of
these within the options appraisal process.



Considered that a split-site option could merit further analytical
consideration.

POB 2 (10 June 2016) considered the recommendations of the CRG. At the
POB, LCCG raised concerns that the short list recommended by the CRG only
included options that required significant capital expenditure in a climate of
challenging finances for the English NHS. LCCG considered that it would be
appropriate to test whether a ‘split-site’ option could entail less capital
expenditure compared to other options on the short list and requested that Option
F2 be considered as part of the short list.
The POB 2 voted unanimously for the following short list of options: 182

182

The proposals common to all options remained unchanged from the long list of options.
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C: Develop and enhance the Crown Street site;



D1: Relocate all services to AH;



D2: Relocate all Services to AUH;



D3: Relocate all services to the new RLH;183 and



F2: Relocate obstetrics and neonatal services to AH and gynaecology to
the new RLH.

It was recognised that (similarly to Option C) options D1 and F2 would require
some investment in adult support services.
12.3

Appraising the short list of options
The short list of options was appraised in a group activity during Workshop 3 (24
June 2016). 184
Three groups with a mix of clinical and non-clinical staff from different
organisations scored all options on the short list against all CSFs – with the
exception of CSF 8, which was scored using information from the preconsultation engagement carried out by LCCG in September 2016. The scoring
exercise was informed by data and analysis prepared by FTI and issued to
attendees in advance of the Workshop in the form of a briefing note.
FTI recorded the results of the scoring exercise and presented these back to
stakeholders to facilitate further discussion and challenge.
Table 12-2 below illustrates how each of the options scored against the 12 CSFs.
Figure 12-3 illustrates how the options scored by domain.185

183

184
185

Following the vote, to reflect feedback from Workshop 2 (20 May 2016), Option D3 was
split into two options (i) D3-N - relocate all services to the new RLH site into a new
building, purpose-built for women’s and neonatal services; and (ii) D3-I - relocate all
services to the new RLH site and integrate into the new RLH building. This amended
short list was scored at Workshop 3 (24 June 2016).
Appendix 6 provides further detail on the attendees at Workshop 3 (24 June 2016).
Appendix 6 provides further detail on the scores and rationale recorded at Workshop 3.
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Table 12-2: CSF scores from Workshop 3 (24 June 2016)
Domain

CSF description

C

D1

D2

D3-N

D3-I

F2

0.7

1.0

1.0

1.0

0.7

0.3

1.0

2.0

1.3

2.5

2.3

0.5

2.0

2.3

2.0

2.3

2.2

1.7

-2.0

0.7

1.0

1.7

1.7

-2.0

0.0

1.3

-1.0

2.2

2.2

1.7

-0.7

0.3

0.3

1.3

1.3

0.0

0.3

1.3

2.0

1.3

-0.3

0.8

2.5

1.5

-1.0

2.0

1.0

-1.0

-3.0

1.0

2.2

2.3

1.3

1.3

-1.7

-2.7

-2.7

-2.7

-2.5

-3.0

-1.7

0.7

-1.0

2.5

2.3

1.3

0.0

1.5

1.3

2.7

2.7

2.0

1. Maintains or improves the
health/wellbeing of the population
receiving services
2. Allows services to
Quality

maintain/improve clinical
outcomes and standards
3. Allows services to deliver a
positive experience for patients
and families
4. Improves clinical sustainability
5. Increases scope for research
and innovation
6. Recognises current and future
Feasibility

workforce needs, allows for
education and training
7. Includes plans for sufficient
estate for delivery of services
8. Acceptable to patients, families

Sustainability

9. Contributes to achievement of
recurrent financial sustainability
10. Is financially deliverable,
given constraints
11. Aligns with the goals of the

Fit

Strategic

Financial

and the public

HLP
12. Supports delivery of local,
regional and national policy

Note: Scores for CSF 8 (in italics) based on scoring conducted by FTI using information
from the pre-consultation engagement carried out by LCCG in September 2016.
Source: Workshop 3 (24 June 2016).
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Figure 12-3: Domain scored from Workshop 3 (24 June 2016)
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Note: Excluding scores for CSF 8.
Source: Workshop 3 (24 June 2016).
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There was consensus among stakeholders that options that deliver all services in
one location are preferable from a clinical perspective. It was also recognised
that all options pose financial challenges, particularly in terms of capital
requirements (including the split-site Option F2).
Key reasons for the scoring expressed at the Workshop included:


All options on the short list scored better than the ‘do nothing’ option in
terms of clinical quality. Options that retain all services together (D1, D2,
D3-N and D3-I) scored better than the split-site Option F2 and the
enhanced Crown Street site Option C as workshop participants expressed
significant concerns about the clinical sustainability of services under these
configurations.



All options that moved services away from the Crown Street site scored
positively on feasibility with relocation of all services to an adult acute site
scoring well. Option D3-I, involving re-location of services into the new RLH
building nearing completion scored poorly compared to Option D3-N. This
is a reflection of the view that an integration of services into a building not
designed to host women’s services would be infeasible and disruptive to
other services.



Regarding workforce, Option F2 scored significantly worse than those
options which kept services together.



Enhancing the Crown Street site would be significantly worse than
maintaining the status quo from a financial sustainability perspective.



The workshop scoring reflected the financial analysis conducted ahead of
the workshop which showed that Option F2 did not involve less capital
expenditure relative to other options.

Figure 12-4 below illustrates the overall (weighted average) score for each
option. Only Option C scored negatively overall, while Option F2 scored positively
but only by a small margin. Options that centralised services onto an acute adult
site scored positively, with Option D3-N scoring highest and followed by D3-I, D1
and D2. This result was robust to sensitivity analysis that applied different
weightings to the four CSF domains. 186

186

Appendix 6 provides further detail on this sensitivity analysis.
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Figure 12-4: Weighted overall score by option

Note: Excluding scores for CSF 8. Source: Workshop 3 (24 June 2016).

Information that enabled the scoring of CSF 8 was available following LCCG’s
pre-consultation engagement exercise, in September 2016. FTI used the
information contained in the pre-consultation engagement report to score CSF8.
This was the approach that was agreed with the CRG/POB as part of the
development of the options appraisal framework. This approach was developed
in order to meet the requirement to include pre- consultation engagement in
scoring CSF 8 and to demonstrate that it has been suitably considered in the
development of the options and the drafting of the PCBC. Figure 12-5 below
illustrates the scores for CSF 8.
Figure 12-5: Scores for CSF8
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The scoring of CSF 8 did not materially impact the relative performance of the
options. Figure 12-6 below shows the final scores as per Workshop 3 (24 June
2016) but including the scores for CSF8.
Figure 12-6: Scores for short list of options following CSF 8 scoring

Source; FTI Consulting.

12.4

Determining the options for consultation
CRG 4 (24 June 2016) reviewed the outcome of Workshop 3 (24 June 2016).
The CRG gave particular consideration to the relative merits and challenges of
Option F2, considering that:


Option F2 would be a good fit with the neonatal surgery services already
provided at AH.



A split-site obstetrics and gynaecology service would make it very difficult
to meet certain clinical standards. LWH would also risk losing its status as
a specialist training provider for obstetrics and gynaecology.187



Option F2 was a relatively worse solution for providing obstetrics and
gynaecology cancer services compared to Option D1.



Given Option D1 scored positively overall and was likely to go through to
public consultation, the benefit of progressing F2 was limited.

Following this review, discussion and challenge, the CRG recommended that:


187

Options D1, D2, D3-N and D3-I are progressed.

In Liverpool, specialist training for obstetrics and gynaecology is conducted separately in
contrast to common practice across the country.
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Option C should not be recommended as a clinically sustainable option;
however, it should be progressed as the only option that did not relocate
services from LWH’s current site on Crown Street.



Option F2 should not be progressed.

The CRG’s recommendations were discussed at POB 3 (1 July 2016). In this
meeting, agreement was reached about reducing the number of options on the
shortlist. Specifically the following was agreed upon:


Options F2 and D2 could be removed from the shortlist, on the basis of
clinical quality concerns and further financial analysis which had shown that
Option F2 was not less capital intensive than other options and Option D2
was always suboptimal compared to Option D3-N.188



Option C should be progressed.

It was noted by LCCG that there was not an option that addressed the significant
capital constraints the healthcare economy faces. In light of this, an option was
needed that required only minimal capital investment. It was decided an option
that provided essential upgrades/maintenance to the Crown Street site would
serve this purpose. To reflect this, it was requested that Option C be split into two
options:189


Option C1: Maintain and enhance Crown Street (previously Option C).



Option C2: Minimum enhancements / essential work to Crown Street site.

Subsequent to POB 3 (1 July 2016) and before the options for consultation were
signed off, a review of the work to support the options appraisal process to date
was undertaken. Following this review, POB 4 (21 July 2016) reconsidered
options C1, C2, D1, D2, D3-N, D3-I and F2.
POB 4 (21 July 2016) voted not to progress options F2 and D2 for consultation,
in line with the position of POB 3 (1 July 2016). POB 4 (21 July 2016) voted to
progress the following service reconfiguration options:

188

189



Option C1: Develop and enhance Crown Street site.



Option C2: Minimum enhancements to Crown Street site.



Option D1: Relocate all services to the AH site in a new build.



Option D3-I: Relocate all services to the new RLH site, integrating into the
new RLH building.



Option D3-N: Relocate all services to the new RLH campus in a new build.

The rationale for excluding these options is explained in further detail in Chapter 13
below.
Options C1 and C2 are described in further detail in Chapter 14 below.
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As described in Chapter 13, following POB 4 (21 July 2016), further work on
Option D3-I was conducted and it was agreed at POB 5 (14 October 2016) it was
not feasible.
12.5

Selection of a preferred option
From the outset of this options appraisal process, it was envisaged that the public
consultation and therefore, this PCBC may present more than one option.
However, it is good practice for the PCBC to identify a preferred option where it
has become clear during the options appraisal that there is a preferred option .
The ‘preferred option’ is the option that, subject to consultation responses, and
available capital, is viewed by the stakeholders in this process in the round as the
best future configuration of services.
For this options appraisal process, the preferred option, was selected based on a
combination of considerations: clinical, feasibility, strategic fit and economic
appraisal. As described previously, the clinical, feasibility, strategic fit and
financial considerations of each option were scored by the ODG through the
workshops, with the financial analysis being augmented by detailed modelling
work.
The preferred option is Option D3-N. Chapter 15 explains why it is the preferred
option.

12.6

Summary of options appraisal process
As described above, the options appraisal process was performed over a period
of several months, involving various working and decision-making groups, and
many stakeholders. The process involved, at different points in time, different
combinations of options.
For clarity, Figure 12-7 below summarises the options appraisal process, starting
with the long list set out at the end of Chapter 11, noting the various POBs
described in this chapter, and ending with the final options for consultation which
are set out in more detail in Chapter 14.
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Figure 12-7: Summary of options appraisal process
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Source: FTI Consulting.

Note that, as indicated in Figure 12-7 above, for options D2, D3-I and F2, further
analysis was performed following their initial exclusions by the POB. This is
explained further in Chapter 13 below.
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13

Confirming the options for consultation

This chapter discusses detailed analysis, including sensitivity analysis
that was undertaken following stakeholder workshops to test the
feasibility of particular options for consultation. This analysis identified
four viable options for consultation.
This chapter sets out the additional analysis that was undertaken between POB 4
(21 July 2016) and POB 5 (14 October 2016). It details how, as a result of this
analysis, the list of options for consultation was reduced to four options.
13.1

Options subjected to additional analysis for confirmation
POB 4 (21 July 2016) considered seven possible options for consultation:

13.2



C1: Develop and enhance the LWH’s current Crown Street site.



C2: Provide minimal upgrades to LWH’s current Crown Street site to
enable safer care and minimise emergency transfers.



D1: Relocate all services to the AH site (new build).



D2: Relocate all services to the AUH site (new build).



D3-N: Relocate all services to the new RLH site, in a new build.



D3-I: Relocate all services to the new RLH site, integrating into the new
RLH building.



F2: Relocate maternity and neonatal services to the AH site and
gynaecology services to the new RLH site.

Process for undertaking additional analysis
Three additional analyses were undertaken at the request of LCCG to confirm the
viability of the above options:


clinical analysis;



feasibility analysis on Option D3-I; and



conversion of engagement feedback into CSF scores to include in the
feasibility analysis;



financial analysis.

The analyses and their implications are discussed in further detail below.
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13.2.1

Clinical analysis
Additional clinical analysis was limited to three issues. These were:

190
191

192



Further consideration of the co-dependencies between obstetrics and
gynaecology. The analysis on this issue was summarised and presented at
POB 4 (21 July 2016) who discussed this in relation to Option F2.190
Following POB 4, Option F2 was removed from the list of options for
consultation.



As Option C1 had been added to the short list after the options appraisal
workshops had taken place, it had not been scored against the CSFs.
Additional analysis was undertaken on this option to allow it to be scored at
Workshop 5 (8 September 2016). These scores were discussed at POB 5
(14 October 2016).



Two of the options require the establishment of 6-bed ICUs: for Option C1,
this would be on Crown Street, and for Option D1, this would be in a new
build at Alder Hey. At POB 5 (14 October 2016), the Critical Care Network
advised the POB that the small-scale ICUs at either Crown Street or Alder
Hey would not in practice be clinically sustainable and do not meet the
standards for provision of adult critical care191. As described in further detail
in Appendix 17, this is primarily due to: (i) unlikely to attract or retain
experienced staff and unlikely to meet education and training requirements
for medical and nursing staff; and (ii) not cost effective and unsustainable;
and (iii) the more general clinical and workforce challenges introduced by
the establishment of a subscale ICU. Whilst the Critical Care Network had
previously challenged whether it is indeed feasible to run a small scale ICU
at Crown Street192, the explicit clinical advice of the Critical Care Network
had not been provided to this options appraisal process before POB 5 (14
October 2016). Whilst at this stage in the process, it was not appropriate to
revisit the recommendations and scores provided by the ODGs in light of
this new advice, it is important to note the implications this has for the
practical feasibility of options C1 and D1 and that the Critical Care Network
would not support those options.

A detailed description of this analysis is contained in Appendix 8.
Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and Merseyside Critical
Care Network) to LCGG re: LWH options and adult critical care requirements, date
October 2016, available in full in Appendix 17.
Email from Gary Masterson (Medical Lead, Critical Care Network) to Edwin Djabatey
(Consultant Anaesthetist and Clinical Director Tom Bryson Department of Anaesthesia
LWH) dated 28 March 2011.
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13.2.2

Feasibility analysis on D3-I
The new RLH site was not designed to accommodate services currently provided
at the Crown Street site. LWH and RLBUHT engaged in a process to test
whether it would be possible to accommodate these additional services in the
new RLH site (Option D3-I).
The evidence from the clinicians and estates and operations personnel is that
Option D3-I is infeasible. The key reason for this view is that from a clinical
perspective, it is critical for obstetrics delivery suites to be horizontally adjacent to
at least two dedicated obstetrics theatres. This is not possible architecturally as
only one floor in the new building, Level 2, has the required ceiling heights for
theatres, and this floor is populated by theatres and critical care beds (which also
require extended ceiling heights).
Another, secondary reason is that due to the complexities of the private finance
initiative (PFI) contract in its new building, any significant architectural
modifications that would be required (even if they were possible) would cause
significant risk and delay to the programme – both in terms of relocating LWH
services and also RLH services into the new site. Delays to building handover
would incur contractual penalties to RLBUHT of approximately £20-30m.193
As a result of this analysis, there was agreement at POB 5 (14 October 2016)
that it was appropriate to remove Option D3-I from the list of options for
consultation.
At this stage, results of the public engagement were considered. Public
acceptability criteria were then included in the feasibility scores for each option.

13.2.3

Financial analysis on each of the options
Additional financial analysis was undertaken on all 8 options. Two finance
workshops were held – Workshop 4 (20 July 2016) and Workshop 6 (15
September 2016 - with involvement from FTI, LCCG and the finance teams at
AH, AUH, LWH and RLH. Additional analysis was undertaken between these two
workshops.
At POB 4 (21 July 2016), it was agreed that Option D2 should be removed from
the shortlist on the grounds that for each CFS domain, D2 scored worse than D3N, but there was no reason identified why Option D1 should be significantly less
expensive (in capital cost terms) than Option D3-N.

193

Calculated by RLUH based on a review of the PFI contract and a 12 to 18 month delay.
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13.3

List of options for consultation
As noted above:


The F2 (split site) option was removed by POB 4 (21 July 2016) primarily
on clinical grounds following clinical analysis around the optimality of colocating obstetrics and gynaecology services.194



The D2 (all services relocated to AUH site) option was removed by
POB 4 (21 July 2016) on the grounds that this option consistently scored
less favourably than the alternative option to move all services to an adult
acute site - Option D3-N (all services relocated to the new RLH campus).



Following further analysis on the D3-I (integrate services at the New RLH
building) option, it was agreed at POB 5 (14 October 2016) this should be
removed on feasibility grounds.

The final list of options for consultation was therefore as follows:

194



Option C1: Develop and enhance Crown Street site.



Option C2: Minimum enhancements to Crown Street site.



Option D1: Relocate all services to the AH site in a new build.



Option D3-N: Relocate all services to the new RLH campus in a new build.

Additionally, it was noted that this option had been added onto the short list as it was
hypothesised that it might have lower capital costs than other options. As explained in
Chapter 12 above, this was shown to not be the case.
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14

Description of final options for consultation

This chapter sets out the options for public consultation. It first outlines
what each option means for each service and for each site and the high
level implications for activity, workforce and estates. It then describes
how each option meets the case for change and its associated benefits.
The options for consultation are:


Option C1: Develop and enhance Crown Street site.



Option C2: Minimum enhancements to Crown Street site.



Option D1: Relocate all services to the AH site in a new build.



Option D3-N: Relocate all services to the new RLH site in a new build.

These options are summarised in Table 14-1 below.
Table 14-1: Overview of options
Option

Summary description

C1: Develop and enhance

The services that are currently envisaged to be part of an

LWH’s current Crown Street

‘enhanced Crown Street’ include: an adult ICU; blood bank;

site.

improved access to diagnostics including staff to deliver CT/MRI
scans on site or in a mobile format; additional IR services; and
neonatal support services.

C2: Provide minimal upgrades

This option will involve a minimum enhancement to the existing

to LWH’s current Crown Street

services provided at Crown Street. A blood bank will be provided

site to enable safer care and

and a CT scanner leased. Upgrades to the existing neonatology

minimise emergency transfers.

service will be made.

D1: Relocate all services to the All services currently provided on the Crown Street site will
AH site (new build).

relocate to AH. The relocated services will be located in a new
building on the AH site.

D3-N: Relocate all services to

All services currently provided at the Crown Street site will move

the new RLH site (new build).

to the new RLH site, as a new build. This is the preferred option
identified in LWH’s previous Business Case.
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14.1

Option C1: Develop and enhance Crown Street site

14.1.1

Description of the option
This option addresses many, but not all, of the deficiencies in clinical standards
and service co-dependencies that have been identified in the current service
provision.
This option would introduce significant enhancements to the Crown Street site in
adult support services (diagnostics, intensive care etc.), neonatology unit
upgrades (to achieve standards closer to clinical best practice) and refurbishment
to gynaecology, outpatients and foetal medicine units to best practice in patient
flow and efficiency.
The following additional services are incorporated into this option:


adult ICU;



on-site diagnostics including provision of fully staffed MRI and CT services;



on-site IR service;



blood bank;



neonatal upgrades, including creating additional clinical space to get closer
to HBN standards,195 and significant refurbishment of the neonatal unit to
resolve some outstanding estates issues; and



establishment of a two-site NICU across Crown Street and the AH site.

In addition, there would be upgrades to the existing gynaecology, outpatients and
foetal medicine units to improve patient flow and efficiencies. This type of cost is
particularly relevant as it is a cost that could be ‘avoided’ in options where the
services do not stay at Crown Street (since an alternative new build could, by
definition, be built to achieve the desired patient flow and efficiencies).
This option was retained on the shortlist following Workshop 3 (24 June 2016).
CRG 4 (24 June 2016) recognised this was not a preferred option but considered
it should be progressed. POB 3 (1 July 2016) and POB 4 (21 July 2016) agreed
to retain Option C1 on the shortlist.

195

DH, Health Building Note 09-03: Neonatal units.

116

14.1.2

Clinical considerations
Enhanced services at the Crown Street site would likely improve some outcomes
and enable LWH to meet some clinical standards that are currently not met. The
enhancements proposed under this option are intended to be sufficient for the
provision of care to be consistent with the clinical case for change.196
The development of surgical neonatal services at LWH would reduce, but not
eliminate, the number of babies needing to be transferred to AH. Along with the
development of parental accommodation at AH for those babies that continue to
require transferring, this would reduce episodes of mother and baby separation.
However, it was noted by clinicians that:

196

197



LWH would continue to be non-compliant with some clinical standards,
although it was noted that it was not unusual for trusts to not comply fully
with all standards.



This option does not address all the clinical dependencies. Whilst
obstetrics and gynaecology are provided together, some neonatal services
would be provided at a separate site and gynaecology services would not
be co-located with some interdependent services such as colorectal and
vascular surgery. For example:



Gynaecology would still lack the ‘full package’ of services, as it would
continue to lack access to appropriate pain management and
physiotherapy services.



Neonatal services would lack access to other clinical services (e.g.
cardiology) and allied health professionals, and there would be a continued
need to transfer critically ill babies to AH and the subsequent separation of
mother and baby would reduce patient (and family) experience of care.



Some of the proposed additional services may be sub-scale and therefore
would be difficult to staff or inefficient to duplicate. This is particularly true
for the 6-bed ICU.197

Whilst there would be a substantial increase in the number of clinical standards being
met, not all clinical standards would be met under this option.
Following advice received from the Critical Care Network at POB 5 (14 October 2016), it
is important to note the practical feasibility and clinical sustainability of a small-scale adult
ICU under options C1 and D1 and that the Critical Care Network would not be supportive
of those options. Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and
Merseyside Critical Care Network) to LCGG re: LWH options and adult critical care
requirements date October 2016, available in full in Appendix 17.

117

Option C1 scored less positively against quality CSFs than options D1 and D3.
This was primarily because Option C1 would not improve R&D opportunities or
address public health concerns and some specialist interventions, such as
vascular surgery, would not be brought onto the Crown Street site.
14.1.3

Feasibility
Despite the significant investment that would be undertaken in the Crown Street
site, there remain concerns regarding feasibility, in particular, around recruitment
and clinical sustainability and in relation to reconfiguring an operational building.
Workforce
Option C1 entails significant enhancements to adult critical care and clinical
support services at Crown Street. The option also entails a two-site NICU to
address current concerns regarding neonatal surgery and neonatal intensive care
provision in Liverpool. In particular, additional staff will be required to:


deliver an adult ICU in place of the existing HDU at Crown Street;



deliver enhanced adult clinical support services, including an on-site blood
bank and transfusion service; on-site diagnostics (including MRI and CT
scanning); and on-site IR at Crown Street; and



deliver a ‘two-site’ NICU in co-operation with AH.

Table 14-2 below details additional workforce requirements for these services.
The onus would be on LWH to meet the additional workforce requirements,
except for the anaesthetic requirement which would fall within the remit of
Liverpool’s emerging city-wide anaesthetic service.198
Table 14-2: Additional workforce requirements under Option C1
Service
Adult ICU

Workforce requirement





Blood bank




198

38 l intensive care nurses (Band 7) and nine
physiotherapists (Band 6)
Three ICU Residents (Specialty Trainees at Levels 1-4)
Three Consultant Intensivists
Anaesthetic cover
Staff rota with six staff (Band 6) supported by six health care
assistants (HCAs) (Band 2)
Oversight provided by a service manager (Band 8) and a
Consultant Haematologist

See Appendix 14Appendix 14 for detail on the two-site NICU service.
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Service

Workforce requirement

MRI and CT
scanning
capabilities



Interventional
Radiology






Two-site NICU
(workforce
requirement at
AH)

199





Radiography rota with six staff (Band 6) supported by three
HCAs (Band 2)
Oversight provided by a radiography service manager (Band
8) and a Consultant Radiologist, supported by a Medical
Secretary (Band 4)
Radiology nursing team of three nurses (Band 6) supported
by one HCA (Band 2)
Oversight provided by two Consultant Radiologist
Tier 1: Team of four advanced neonatal nurse practitioners
(ANNPs) and four Specialty Trainees (Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
See Appendix 9 for further detail on the clinical models and resulting workforce
requirements under each option and Appendix 14 for possible staffing models of a twosite NICU service. Clinical models and resulting workforce requirements assume a sevenday hospital service across the NHS.

Recruiting additional medical staff would be challenging in the context of existing
workforce pressures. HEE recently identified adult nursing, emergency medicine,
and clinical radiology as national priority shortfall areas.200 Services provided by
LWH already depend on junior doctors to fill rotas, in contrast to HEE’s position
that “the number of doctors in training is designed to be explicitly related to the
need for future Certificate of Completion of Training (CCT) holders [consultants]
not simply to provide today’s service”.201 LWH currently reports significant gaps in
its combined junior doctor rota for obstetrics and gynaecology.
Recruiting significant additional staff to adult clinical support services and
particularly clinical radiology would also be challenging. Under Option C1, the
continued ‘stand-alone’ specialist nature of LWH on its own site may reduce
attractiveness to diagnostics specialists seeking to work across patient groups to
retain a wider range of skills.

199
200
201

See Appendix 14 for discussion of implications for LWH.
HEE (2016), Workforce Plan for England, page 4.
HEE (2016), Workforce Plan for England, page 25.

119

Recruiting to adult critical care services will be challenging in the context of
existing shortfalls in adult nursing and emergency medicine.


For acute anaesthetics, although training positions increased by 10% in
England in 2016/17, there will be a time-lag before the effect of this is
observed in the qualified anaesthetic workforce.202



The anaesthetics junior doctor rota at LWH is maintaining compliance with
the EWTD only through the use of locum doctors.203



Adult anaesthetic services across Liverpool are currently being re-designed
to provide a single-city wide anaesthetic service with sufficient capacity at
each site, sufficient cover at consultant and junior doctor levels, and
sufficient breadth of experience across surgical specialties.204



However, the need to deliver an adult ICU in place of the existing HDU at
Crown Street would put pressures on the provision of consultant
intensivists, exacerbating existing shortages in critical care consultants and
increase reliance on locum doctors, particularly at junior levels.



The Critical Care Network has previously challenged whether it is indeed
feasible to run a small scale (six bed) ICU at Crown Street.205 The Critical
Care Network provided further advice regarding the workforce feasibility of
a small scale ICU at Crown Street at POB 5 (14 October 2016), explaining
it would be unlikely to attract or retain the experienced staff needed and
was unlikely to be able to meet the training and education requirements of
medical and nursing staff. The CCN stated they would not be able to
support options that required the development of a small scale ICU.206

For neonatal services, recruiting and retaining staff to deliver a two-site NICU
would likely be a multi-year process.

202
203
204

205

206

HEE (2016), Workforce Plan for England, pages 24 and 69.
LWH (2015), Future Generations Clinical Strategy, page 38.
The redesign is consistent with the recommendations of the ‘Seven Days a Week Forum’
to enhance networking between sites and share team and resources across local
geographies.
Email from Gary Masterson (Medical Lead, Critical Care Network) to Edwin Djabatey
(Consultant Anaesthetist and Clinical Director Tom Bryson Department of Anaesthesia
LWH) dated 28 March 2011.
Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and Merseyside Critical
Care Network) to LCGG re: LWH options and adult critical care requirements, date
October 2016, available in full in Appendix 17.
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Developing an ANNP team has been seen as a potential way to address
the existing shortage of neonatologists in Liverpool; however, such
workforce redesigns could also exacerbate existing neonatal nursing
shortfalls in Cheshire and Merseyside.207



AH would likely need to self-identify and fund the training of ANNPs.
However, Senior ANNP posts could be very attractive and seen as a
developmental opportunity for staff.208

Estates
A small amount of additional space would be required to house the additional
diagnostics suite, blood bank and IR service. Space required for these services is
available on an area of the site currently occupied by portacabins. In principle,
further additional floor space could be created by building ‘out’ along the three
existing stories of the building.
The upgrades to the NICU would require significant works and reconfiguration of
internal space (including transitional enabling works), including:


Creating additional clinical space to move towards HBN standards,
achieved by expanding into the maternity delivery suite and converting
administration space into clinical space.



Significant refurbishment of the neonatal unit, including resolving issues
with hot water/heating systems and electrics in Special Care Baby Units
(SCBUs), ensuring duplexing of all rooms and moving walls to create
appropriate single bed NICU cot spaces.



Alterations of the delivery suite required to accommodate neonatal
expansion.



Enabling works, including the decanting of the administration team into
portacabins for the duration of the works and the refurbishment of the
Jeffcoate administration corridor to accommodate administration staff
moved from areas that are being reconfigured for clinical use.



Refurbishment of the university offices to create more administration space
for maternity and neonatal care.

Option C1 also requires a significant update to gynaecology, outpatients and
foetal medicine units to achieve best practice in patient flow and efficiency

207
208

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
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The refurbishment work required to undertake the upgrades set out above would
have a significant impact on healthcare activity on the LWH site. These will
require careful planning and a transformation plan to be developed to minimise
disruption on a 24/7 hospital site.
In addition to the above, LWH has stated that, due to its deteriorating financial
position, it has under-invested in critical maintenance in recent years, and as a
result, any option which involves staying on the Crown Street site would
necessitate capital expenditure to keep the site viable. LWH and LCCG have
estimated that, there is approximately £1m of high risk backlog maintenance that
would need to be undertaken in order for services to remain at Crown Street,
based on the size and condition of the building209.
Public acceptability
Based on the public engagement undertaken by LCCG during July and August
2016, it would appear that Option C1 is likely to be popular with the public. The
option maintains, develops and enhances the highly valued Crown Street site
and retains a dedicated women’s hospital in Liverpool. This option is expected to
result in an improved patient experience, due to the development of an enhanced
NICU and improved support services, which are expected to reduce the number
of patient transfers. The improvements are also expected to result in high quality
of care, which was rated highly in terms of importance by the public.
These findings are consistent with the engagement carried out by LWH during
the “Summer of Listening” in 2015 showed that this was important to local
residents and service users in Liverpool. Engagement carried out by LCCG in
2016 identified support for keeping services together, improving patient safety
and mitigating potential clinical risks, while also maintaining the women’s hospital
at Crown Street.210

209

210

The LWH Crown Street site is now over 20 years old, and while the majority of the estate
remains in good condition, some backlog maintenance work is required to ensure the
estate remains at condition B or above. A recent condition survey carried out at the
Crown Street site lists a number of items at condition C or D (poor or bad), with a residual
life of less than 3 years, and business criticality rating of 4 or 5 (Highly Critical or
Business Critical). If healthcare services were to remain on the Crown Street site in the
long term, these items will need work or replacement to return to at least condition B.
Examples include: (i) ventilation systems; (ii) pace/air treatment; (iii) plant and equipment
replacement; and (iv) lifts.
Healthy Liverpool: Liverpool Women’s Hospital Services Pre-Consultation Community
Engagement (2016). See, for example, pages 28 and 32 for a selection of views
expressed at engagement events, including: “LWH is the best place for women to have
care.” “Important reason is the need to improve safety, but couldn’t it be made available
at LWH?” “Could this not be built on the existing site?” “The facilities aren’t there [for the
ICU] and they need to be there.”
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14.1.4

Financial Sustainability
The financial sustainability impact of this option is best expressed in terms of:


The capital costs requirement. This is the ‘up-front’ capital required to
realise the option.



The impact on recurrent costs. This captures how the option would change
the ongoing level of costs to deliver the services.

Table 14-3 below summarises the estimated capital costs for this option, based
on evidence and discussions between LWH, other trusts in the local health
economy, LCCG and FTI.
Table 14-3: Capital costs for Option C1 (£m)
Item

Capital
cost

Key assumptions

Blood bank

(0.8)

150 sq.m. of floorspace required, based on the HBN
benchmark and cross-checked with other estimates
and sources. Multiplied by £5,000/sq.m. build cost
assumption. Equipment costs not material.

Diagnostics suite

(5.8)

Equipment cost: CT scanner (£0.6m), MRI scanner
(£1.2m) and IR (£1.5m).
500 sq.m. of floorspace required, based on the HBN
benchmark and cross-checked with other estimates
and sources. Multiplied by £5,000/sq.m. build cost
assumption = £2.5m.

Upgrade of 4 HDU
beds to 6-bed
Intensive Care Unit
(ICU)

(4.0)

Upgrade estimate based on 800 sq.m. of space
requiring new build cost of £3,000 per sq.m.

Neonatal upgrades

(17.4)

Estimate from LWH for works of £13.6m, plus
additional requirement of 1,000 sq.m. of floorspace
at £5,000/sq.m. (i.e. £5m).

Gynaecology /
outpatient / foetal
medicine unit
upgrades

(12.4)

Estimate from LWH for works of £12.4m.
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Item

Capital
cost

Key assumptions

Backlog
maintenance

(1.0)

Estimate of critical maintenance required

Total

(42.6)

Source: FTI Consulting based on discussions with clinicians and stakeholders.

In summary, the option represents a significant level of capital expenditure.
Fundamentally, this is because the current Crown Street site is not wholly ‘fit for
purpose’ and requires investment to achieve a level of clinical acceptability – in
particular, with respect to its neonatal unit.
In addition to the capital costs noted above, some expenditure may be required
on the AH site to achieve the two-site NICU service that is included as one of the
assumptions under this option. AH has estimated this capital expenditure at
£2.9m.211 This has not been included within the financial calculations because the
NICU reconfiguration is dependent upon the wider neonatal review being
undertaken by the Neonatal Network. Depending upon the services that are
provided at Alder Hey following the neonatal review, there may or may not be a
requirement to further develop the NICU to achieve the split-site NICU that is
required under this option.
Table 14-4 below summarises the recurrent cost impact for this option relative to
the base case.
Table 14-4: Recurrent cost impact for Option C1 (£000)

211

Item

Recurrent
(costs)/
savings

Key assumptions

Adult ICU

(2,513)

Recurrent cost of replacing the current HDU service at
LWH to a 6 ICU service that can be used flexibly for either
HDU or ICU provision

Blood bank

(533)

Recurring cost of a new blood bank/transfusion service at
Crown Street including staff (a Consultant Haematologist,
a service manager and a mix of Band 6 and Band 2 staff)
and maintenance

This is based on £3,000 per sq.m. refurbishment cost to NICU at Alder Hey in a 302
sq.m. facility. In addition, the Emergency Decision Unit, currently 402 sq.m., would have
to be re-located within a new building at a cost of £5,000 per sq.m.
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Item

Recurrent
(costs)/
savings

Key assumptions

MRI and CT
scanning
capabilities

(678)

Recurring cost of extended MRI and CT scanning
capabilities, including staff (a Consultant Radiologist, a
service manager, a Band 6 radiography rota, and a mix of
Band 4 and Band 2 support staff) and maintenance

Interventional
Radiology

(506)

Recurring cost of a small-scale IR service, including staff
(Consultants, nurses, and support staff) and maintenance

Two-site
NICU

(867)

Additional cost to the LHE of a two-site NICU

Patient
transfers
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Cost savings from reduced patient transfers given
extended diagnostic services at Crown Street and two-site
NICU

Total

(4,977)

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: See Appendix 10 for detail on recurrent costs.

The overall financial cost of the option, taking into account capital expenditure
and changes in recurrent costs, is represented by a net present value figure. Net
present value (NPV) is a concept widely used in investment appraisal which
reflects a combination of the initial ‘one off’ costs of an investment with the
ongoing expenditure. The overall estimated NPV of this option is -£134.1m.212
This option, whilst not as capital intensive as other options, does require a
significant amount of capital, and has a negative impact on recurrent costs.
14.1.5

Strategic fit
Investing to develop and enhance the Crown Street site would be contrary to the
principal vision of the HLP Hospital Services Workstream of offering “a
centralised University Teaching Hospital Campus with a single service, systemwide delivery, delivered through centres of clinical and academic excellence”.

212

Using a 3.5% discount rate over a 30 year horizon.
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Developing and enhancing the Crown Street site would not promote some of the
key aims of the FYFV e.g. adopting a greater focus on public health as an
enhanced Crown Street would still lack the public health and screening
programmes available at other acute sites, integrating services and enhancing
patient experience as there would be a continued need for inter-site transfers.
Keeping services on separate sites may reduce the scope or likelihood of pooling
resources for public health initiatives.
An enhanced Crown Street site would also have limited opportunities for multidisciplinary working recommended in the National Maternity Review and although
an adult ICU would be provided on site, there would not be the back-up support
of other medical and surgical specialties. Furthermore, retaining the current
configuration of services would do little to meet the strategic vision for neonatal
services and address non-compliance with neonatal critical care and surgical
guidelines.
14.1.6

Benefits arising from Option C1
There are a number of benefits that could be realised from this option.


The benefits primarily arise from better diagnostics equipment and NICU
provision which improves performance against clinical standards and
supports service dependencies.



The improved facilities and decreased clinical risks could make LWH a
more attractive employment option.

The benefits that would be observable to patients include:


Higher number of clinical standards being met and the reduction in the
need for clinical workarounds.



Enhanced access to diagnostics on site which should improve patient
experience and outcomes.



Reduced patient transfers to an adult acute site.



Reduced neonatal transfers to AH.



Reduced number of episodes of separation of mother and baby due to
improved parental accommodation at AH.



Retention of the LWH brand and ethos and visible investment in and
support for a distinct and valued women’s hospital.
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14.1.7

Risks arising from Option C1
The key risks arising from this option, together with mitigations where available,
are summarised below:


Option C1 does not address all clinical standards. Work arounds could be
put in place in some cases, for example continuing with external
arrangements for complex gynaecology. However, there remain a number
of clinical standards which will not be met. Although as noted above, LWH
clinicians have indicated that these are not critical standards.



This option addresses some, but not all, concerns around service codependencies. Adult transfers to an acute site will be still required, as will
some neonatal transfer to AH.



This option could result in service fragmentation for gynaecology.
Potentially, complex gynaecology could relocate to RLH. This would result
in Crown Street retaining non-complex gynaecology which would fragment
the service and could create clinical sustainability concerns.



This option does not fit with the HLP proposal to centralise services and
could lead to calls to centralise services in the future meaning that this
would be a short term solution.



The Crown Street site would be upgraded and reconfigured whilst being
operational. This would require detailed transition planning to ensure that
patients were not negatively impacted.



This option requires significant capital expenditure and a guaranteed
source of funding has not yet been identified. Although it should be noted
that all options require significant capital expenditure.



The additional recurrent cost would increase financial pressure on LWH.
Other initiatives and / or funding would still be required to address the
recurring deficit.

14.2

Option C2: Minimum enhancements to Crown Street Site

14.2.1

Description of the option
This option is similar to Option C1 in that all the services currently provided by
LWH at Crown Street continue to be provided at this site. However, in contrast to
Option C1, only limited enhancements are made to the site, reflecting concerns
around the difficultly of obtaining capital funding in the current climate.
This option was added following POB 3 (1 July 2016), where exploration of a
minimum enhancement Crown Street option was agreed as a result of the need
to consider an option which has lower capital requirements in this PCBC.
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The enhancements proposed under this option are:


For adult services, a blood bank and mobile CT scanner213 would increase
diagnostic capabilities and reduce patient transfers.



Upgrades to the existing neonatology service would be made, consistent
with those being proposed under Option C1.

The enhancements would lead to an improvement in the quality of care for
neonates, reducing infection risk and the number of neonate transfers. However,
for adult services, the enhancements are insufficient to meet the requirements of
the clinical case for change and a number of workarounds will still be required to
ensure that a safe service can be provided.
14.2.2

Clinical considerations
The enhancements for neonatal services are the same as those in Option C1.
Therefore, this option also addresses neonatal concerns.
However in relation to adult services, only enhancements deemed to be most
critical for reducing adult emergency transfers are undertaken. This option does
not address the clinical case for change and a significant number of workarounds
will be required to ensure that a clinically safe service can be provided.
Due to the addition of the blood bank and CT scanner, this option would be better
than the status quo. However, LWH clinicians have indicated that they do not
consider this to be a clinically viable option.

14.2.3

Feasibility
Option C2 requires less estates reconfiguration than Option C1 and so the shortterm feasibility is less of a challenge. However, the option would not improve
existing clinical sustainability concerns resulting from difficulties in recruitment
and rotas, and the lack of major investment in Crown Street would lead to
medium- and long- term difficulties.
Workforce
Option C2 entails some enhancements to adult clinical support services at Crown
Street and a two-site NICU to address current concerns regarding neonatal
surgery and neonatal intensive care provision in Liverpool. In particular,
additional staff would be required to:

213



deliver enhanced adult clinical support services, including an on-site blood
bank and transfusion service and on-site diagnostics in the form of a
mobile CT scanner; and



deliver a two-site NICU in co-operation with AH.

This could be leased on a fully-staffed basis and placed in a portacabin on the LWH site.
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Table 14-5 below details additional workforce requirements for these services.
The onus would be on LWH to meet the additional workforce requirements.
Table 14-5: Additional workforce requirements under Option C2
Service

Workforce requirement


Blood bank



Mobile CT
scanning
capabilities
Two-site NICU
(workforce
requirement at
AH)

214

Staff rota with six staff (Band 6) supported by six HCAs
(Band 2)
Oversight provided by a service manager (Band 8) and a
Consultant Haematologist




Three HCAs (Band 2)
Oversight provided by a part-time Consultant Radiologist
(50%)



Tier 1: Team of four ANNPs and four Specialty Trainees
(Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists




Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
See Appendix 9 for further detail on the clinical models and resulting workforce
requirements under each option and Appendix 14 for possible staffing models of a twosite NICU service. Clinical models and resulting workforce requirements assume a sevenday hospital service across the NHS.

Obtaining the staff detailed in Table 14-5 above is likely to be feasible for adult
support services, particularly if the lease of a portable CT scanner includes
support of trained radiographers.

214

See Appendix 14 for discussion of implications for LWH.
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As discussed in the context of Option C1 above, for neonatal services, recruiting
and retaining staff to deliver a two-site NICU would likely be a multi-year process.
Developing an ANNP team has been seen as a potential way to address the
existing shortage of neonatologists in Liverpool; however, such workforce
redesigns could also exacerbate existing neonatal nursing shortfalls in Cheshire
and Merseyside.215 AH would likely need to self-identify and fund the training of
ANNPs. However, Senior ANNP posts could be very attractive and seen as a
developmental opportunity for staff.216
Estates
In terms of additional adult support services, a small amount of additional space
would be required to house a blood bank. Space required for these services is
available on an area of the site currently occupied by portacabins. In principle,
additional floorspace could be created by building ‘out’ along the three existing
stories of the building.
As with Option C1, the upgrades to the neonatal suite would require significant
works and reconfiguration of internal space (including transitional enabling
works), and these upgrades would have a significant impact on healthcare
activity on the site – they represent significant capital works on an acute site with
significant 24/7 activity. This would require a transformation plan to be developed
which minimised disruption.
LWH has stated that, due to its deteriorating financial position, it has underinvested in critical maintenance in recent years, and as a result, any option which
involves staying on the Crown Street site would necessitate capital expenditure
to keep the site viable. LWH and LCCG have estimated that, there is
approximately £1m of high risk backlog maintenance that would need to be
undertaken in order for services to remain at Crown Street, based on the size
and condition of the building.
Public acceptability
Based on the public engagement undertaken by LCCG during July and August
2016, it would appear that retaining the provision of women’s services on one
site, and on Crown Street in particular, would likely be well-received.

215
216

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
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However, the limited investment given the strong clinical case for change could
cause unease and concern. Feedback from the public engagement contained
concern about proposals that would not improve patient safety nor mitigate
identified clinical risk. In particular, there was concern that an ICU was required.
Individuals who were engaged considered it to be important for clinical
recommendations for change to be followed and expressed a desire for clinically
sound services supported by clinicians. Furthermore Option C2 is not likely to
improve the patient experience with regards to reducing the number of transfers
to other acute sites. In this context, Option C2 may not be as popular or well
received by the public as other options.217
14.2.4

Financial Sustainability
As with all options, the financial sustainability impact of this option is best
expressed in terms of:


The capital costs requirement.



The impact on recurrent costs.

Table 14-6 below summarises the estimated capital costs for this option, based
on evidence and discussions between LWH, other trusts in the local health
economy, LCCG and FTI.
Table 14-6: Capital costs for Option C2 (£m)
Item

Capital
cost

Key assumptions

Blood bank

(0.8)

150 sq.m. of floorspace required, based HBN benchmark
and cross-checked with other estimates and sources.
Multiplied by £5,000/sq.m. build cost assumption.
Equipment costs not material.

Neonatal
upgrades

(18.6)

Estimate from LWH for works of £13.6m, plus additional
requirement of 1,000 sq.m. of floorspace at £5,000/sq.m.
(i.e. £5m).

Backlog
maintenance

(1.0)

Estimate of critical maintenance required

Total

(20.4)

Source: FTI Consulting based on discussions with clinicians and stakeholders.
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Healthy Liverpool: Liverpool Women’s Hospital Services Pre-Consultation Community
Engagement (2016). See, for example, pages 27 and 34.
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In summary, whilst this option is the least capital intensive of the four options for
consultation, this option still represents a significant level of capital expenditure.
Fundamentally, this is because the current Crown Street site is not wholly ‘fit for
purpose’ and requires maintenance investment and significant upgrades to its
neonatal unit.
In addition to the capital costs noted above, some expenditure may be required
on the AH site to achieve the two-site NICU service that is included as one of the
assumptions under this option. AH has estimated this capital expenditure at
£2.9m.218 This has not been included within the financial calculations because the
NICU reconfiguration is dependent upon the wider neonatal review being
undertaken by the Neonatal Network. Depending upon the services that are
provided at Alder Hey following the neonatal review, there may or may not be a
requirement to further develop the NICU to achieve the split-site NICU that is
required under this option.

218

This is based on £3,000 per sq.m. refurbishment cost to NICU at Alder Hey in a 302
sq.m. facility. In addition, the Emergency Decision Unit, currently 402 sq.m., would have
to be re-located within a new building at a cost of £5,000 per sq.m.
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Table 14-7 below summarises the recurrent cost impact for this option. Note this
represents the recurrent cost impact relative to the base case.
Table 14-7: Recurrent cost impact for Option C2 (£000)
Item

Recurrent
cost impact

Key assumptions

Blood bank

(533)

Recurring cost of a new blood bank/transfusion service at
Crown Street including staff (a consultant haematologist, a
service manager and a mix of Band 6 and Band 2 staff)
and maintenance.

MRI and CT
scanning
capabilities

(357)

Recurring cost of a mobile CT scanner (lease costs for a
mobile CT scanner and radiographer services, in-house
staff consisting of a part-time consultant radiologist and
Band 2 support staff, and in-house expenses)

Two-site
NICU

(867)

Staff cost of extending existing neonatal intensive care
capabilities at AH to a two-site NICU

CNST

(1,000)

LWH estimates that the increased clinical risk of Option C2
relative to the other options would lead to increase in
CNST premiums of £1m per year.

Patient
transfers

106

Cost savings from reduced patient transfers given two-site
NICU

Total

(2,652)

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: See Appendix 10 for detail on recurrent costs.

The overall estimated NPV of this option is -£69.1m219.
This option, whilst less capital intensive than other options, requires a significant
amount of capital expenditure whilst also having a negative impact on recurrent
costs.

219

Using a 3.5% discount rate over a 30 year horizon.
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14.2.5

Strategic fit
Option C2 has a low strategic fit. It does not support LWH’s clinical case for
change or the aims of the HLP, for example in terms of centralising services or
supporting a central R&D hub.

14.2.6

Benefits arising from Option C2
There are limited benefits to this option. The main benefit of this option relative to
other options is that it is associated with a lower capital funding requirement and
may, practically, have a higher probability of implementation.
Benefits that would arise to patients include:

14.2.7



Small improvement in the standard of care for adult services with a greater
number of clinical standards being met.



Slight reduction in the number of transfers for diagnostic procedures.



Addresses many of the neonatal clinical concerns including infection
control risk from insufficient space currently.



Reduced number of episodes of separation of mother and baby due, in
part, to improved parental accommodation at AH.



Demonstrates continued commitment to a dedicated women’s hospital on
the Crown Street site.

Risks arising from Option C2
The key risk associated with this option is that it does not meet the requirements
of the clinical case for change and will continue to require workarounds in order
for a safe service to be provided at the Crown Street site. Furthermore, it does
not address the clinical sustainability challenges to LWH. Therefore, it would
likely face implementation challenges since it does not have the support of
clinicians, particularly those at LWH.
Whilst this option has a lower up front capital requirement, it would not reduce
recurrent expenditure and could result in the deficit increasing as a result of
higher CSNT premiums and the increased use of locums due to workforce
shortages. Further pressure on LWH financials would also arise if LWH were to
see a reduction in activity levels due actual and perceived clinical risks.

14.3

Option D1: Relocate all services to the Alder Hey site

14.3.1

Description of the option
Under this option, women’s and neonatal services would be relocated to the AH
site. This would allow for a regional concentration of specialists in obstetrics,
neonates and children’s health services. Other features of this option are:
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Some services or functions could be integrated into the existing AH
building, although a new building would still be required.220



Neonates would have access to existing AH facilities and AH’s existing
neonatal intensive care provision would be co-located with LWH’s Level 3
NICU.



Women would have access to the full suite of diagnostic services for which
equipment is available at AH, including CT and MRI.



An adult ICU would be developed, with access to the city wide anaesthetics
service.

This option would be particularly beneficial to neonates since it would significantly
reduce (potentially eliminate) the need for neonatal transfers and the subsequent
separation of mothers and babies. Women would also benefit due to better
access to diagnostics and an adult ICU.
This option would be capital intensive since it would require a new build in the AH
site. Although some spare capacity in the existing AH site could be utilised, the
size of the new build would not be significantly smaller than as described under
the D3-N option below.
This option was retained on the shortlist following Workshop 3 (24 June 2016).
14.3.2

Clinical considerations
This option scored positively against quality CSFs and represented a
considerable improvement from the base case. This option would have a number
of positive clinical impacts:

220



A positive impact on the clinical outcomes of neonates and enable the
service to meet key clinical standards.



Reduce neonatal transfers and episodes of separation of mother and baby
and enhance patient experience for neonates and for mothers of critically ill
babies.



For adults, services based at AH would improve access to diagnostics
(particularly overnight) however transfers of some critically ill adult patients
would still be required. The number of transfers will be lower than the
‘status quo’ since an adult ICU would be established at AH.

LWH Strategic Options Appraisal Business Case, page 16, and confirmed by AH.
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However, this option scored slightly lower against the quality CSFs than D3. This
was because there was expected to be slightly less improvement to services as a
result of not being co-located with an acute adult hospital and also there would
be fewer R&D opportunities than if LWH were located at the central university
campus. Although it was noted that AH has a strong R&D reputation and so
opportunities would be greater than if the services remain on the Crown Street
site.
Concerns were expressed by clinicians that this option could result in service
fragmentation for gynaecology. Potentially, complex gynaecology could relocate
to RLH, leaving non-complex gynaecology activity being carried out on the AH
site. This would fragment the service and could create clinical sustainability
concerns.
14.3.3

Feasibility
Workforce
Option D1 entails extensions to existing critical care and clinical support services
at AH to accommodate adult and neonatal patients currently cared for by LWH on
Crown Street. However, unlike options C1 and C2, Option D1 does not entail a
two-site NICU as the existing NICU at LWH would relocate and combine with
existing neonatal intensive care capabilities at AH.
Therefore, under Option D1, additional staff will be required to:


deliver a 6 bed adult ICU instead of the existing 4 bed HDU at LWH; and



deliver extended clinical support services to meet needs of adult patients,
including an extended blood bank and transfusion service; extended
diagnostics (including MRI and CT scanning); and extended IR.

Table 14-8 below details additional workforce requirements for these services.
The onus would be on LWH and AH to meet the additional workforce
requirements, except for the anaesthetic requirement which would fall within the
remit of Liverpool’s emerging city-wide anaesthetic service.
Table 14-8: Additional workforce requirements under Option D1
Service
Adult ICU

Workforce requirement





38 intensive care nurses (Band 7) and nine physiotherapists
(Band 6)
Three ICU Residents (Specialty Trainees at Levels 1-4)
Three Consultant Intensivists
Anaesthetic cover
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Service

Workforce requirement



Extension to existing staff rota of three staff (Band 6)
supported by three additional HCAs (Band 2)
Extension of existing oversight by part-time service manager
(Band 8) (50%) and a part-time Consultant Haematologist
(50%)

MRI and CT
scanning
capabilities



Additional radiography rota with six staff (Band 6)

Interventional
Radiology



Extension of existing rota to 24/7 cover through agreement
between paediatric and adult providers, entailing 10
additional programmed activities (PAs) – one for each of ten
consultants

Blood bank

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
See Appendix 9 for further detail on the clinical models and resulting workforce
requirements under each. Clinical models and resulting workforce requirements assume
a seven-day hospital service across the NHS.

Recruiting the staff detailed above in order to extend existing clinical support
services is likely to be feasible. Recruiting onto a joint, tertiary women’s and
children’s site may be enhanced by the opportunity for staff to specialise in
women’s and children’s care and work from a large tertiary hospital with strong
links to other local and national providers. Trainees wishing to specialise in
gynaecology may initially be less attracted by a joint women’s and children’s site;
however, maintaining and enhancing existing links between AH and RLUBHT
should enable the provider organisations in Liverpool to mitigate against this.
Option D1 could therefore improve LWH’s long term ability to recruit, train and
develop and retain staff.
Furthermore, by centralising neonatal services in Liverpool onto a single site,
reducing the need to operate multiple neonatal staff rotas, and eliminating staff
intensive neonatal transfers, Option D1 could also alleviate pressures on the
neonatal medical and nursing workforce in Liverpool and in Cheshire and
Merseyside.221

221

See Appendix 18 for detail on patient transfers avoided under each option.
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However, as discussed in the context of Option C1 above, recruiting to provide
adult critical care services at AH will remain challenging in the context of existing
shortfalls in adult nursing and emergency medicine.222 This option therefore
would have a negative impact on critical care workforce issues. The Critical Care
Network has previously challenged the feasibility of providing a small scale (six
bed) adult ICU at AH.223 The Critical Care Network provided further advice
regarding the feasibility of a small scale ICU at AH at POB 5 (14 October 2016)
and stated they would not be able to support options that required the
development of a small scale ICU.224
Further, for acute anaesthetics, the need to deliver an adult ICU at AH in place of
the existing HDU at Crown Street would put further pressure on the emerging
city-wide anaesthetics service and likely exacerbate existing shortages in
anaesthetic consultants and increase reliance on locum doctors, particularly at
junior levels.

222
223

224

HEE (2016), Workforce Plan for England, page 4.
Email from Gary Masterson (Medical Lead, Critical Care Network) to Edwin Djabatey
(Consultant Anaesthetist and Clinical Director Tom Bryson Department of Anaesthesia
LWH) dated 28 March 2011.
Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and Merseyside Critical
Care Network) to LCGG re: LWH options and adult critical care requirements, date
October 2016, available in full in Appendix 17.
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Estates
The most likely site for a new build would be a triangular area to the east of the
main AH building, on which lies a veterinary hospital, a JobCentre building and a
police station. This area is bounded by the main AH building, Eaton Road to the
east and East Prescott Road to the south, and is illustrated in Figure 14-1 below.
Figure 14-1: Potential site for new building on Alder Hey campus

Source: AH. Note: existing hospital site delineated by red line; potential new building site
within shaded area.

A new hospital on this site would require acquisition and demolition of the
currently occupied buildings, but offers relatively easy site access. However, a
link bridge of approximately 30 metres would be required to connect to
diagnostics services and allow appropriate movement of neonates.
Personnel from AH and LWH went through a detailed process of information
sharing and discussions regarding the clinical and operational practicalities of
establishing a separate physical building on the AH site and the floorspace
requirements thereof. This included meetings on 25 August 2016 and
1 September 2016.
Table 14-9 below summarises the floorspace requirements of a new build on the
AH site. For clarity, this is presented as a reconciliation as compared to the space
estimate for an equivalent build on the RLH campus (as described l below in this
chapter).
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Table 14-9: Estimated size of new Alder Hey building
Description
LWH view of new build on the RLH site (see details for Option D3-N)

Size in sq.m.
20,676

Re-provisioning of space within AH main building, which could provide
600sq.m. of outpatient department space. This reduces the ‘LWH new
build’ space requirement by 780 sq.m. as 30% of 600 sq.m. in
circulation space is also avoided.

(780)

Reduction of space requirement (plant/engineering space associated
with reduced outpatient space requirement).

(156)

Reduction of entire-building energy centre and plant based on current
capacity within the new CHP on AH main site.

(564)

Reduction in space requirement for seminar room and bereavement
suite

(67)

Additional space required for 6-bed adult ICU.

800

Final floor space estimate

19,909

Note: The above is based on work by both AH and LWH.

The above estimate reflects the fact that diagnostics equipment in the main AH
building is suitable for adults (as confirmed by AH clinicians) and that sufficient
spare capacity is available in terms of diagnostics sessions.
In terms of the estates feasibility of this particular option, the following factors
should be noted:


There is a requirement for land purchases/demolitions (although these are
already in progress and reflected in AH’s future base case finances).



In some respects this may be a less complex build than other ‘new build’
options, as there is a completely separate new build footprint and there is
easy access to the site.



Reducing the floorspace of the new build does require some
reconfiguration of the existing AH building.
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Public acceptability
Public engagement carried out by LCCG during July and August 2016 found
support for having obstetrics and neonatal services on the same site. There was
some concern regarding the quality of delivery of other adult care services
currently offered by LWH if the focus of reconfiguration was on the co-delivery of
obstetrics and neonatal services. However, respondents expressed support for
retaining services on Crown Street and queried why they had to move. On the
basis of this engagement, Option D1 could have a mixed public reception
depending on what services are seen as priorities by the public and depending
on how the services are provided at AH – either still branded as LWH in a
separate building which is likely to be more popular than integrating them into the
existing AH building.225
14.3.4

Financial Sustainability
As with all options, the financial sustainability impact of this option is best
expressed in terms of:


The capital costs requirement.



The impact on recurrent costs.

The impacts described below are estimates, based on evidence and discussions
between LCCG, the trusts, and FTI.
Table 14-10 below summarises the capital costs for this option:

225

Healthy Liverpool: Liverpool Women’s Hospital Services Pre-Consultation Community
Engagement (2016). See, for example, pages 31 and 32.
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Table 14-10: Capital costs for Option D1 (£m)
Item

Capital
cost

Key assumptions

New build

(99.5)

Floorspace of 19,909 sq.m. as shown above. Multiplied
by £5,000/sq.m. build cost assumption.

Reconfiguration
of AH existing
building

(2.3)

Estates solution requires 780 sq.m. of space within
existing AH building to be reconfigured. Multiplied by
£3,000/sq.m. reconfiguration cost assumption.

Footbridge

(0.9)

Required to link new build with existing building. Based
30m bridge (estimate from AH) multiplied by standard
bridge cost estimate of £30k per metre (based on
benchmark from AUH)

Total

(102.8)

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: as also noted above, there is a requirement for land purchases/demolitions, but
these are already in progress and reflected in AH’s future base case finances.

The overall capital requirements are significant and a guaranteed source of
funding for this investment has not been identified.
Table 14-11 below summarises the recurrent cost impact for this option. Note this
represents the recurrent cost impact relative to the base case.
Table 14-11: Recurrent cost impact for Option D1 (£000)
Item

Recurrent
(cost)/
saving

Key assumptions

Adult ICU

(2,513)

Recurring cost of the upgrading 4 bed HDU service at
LWH to a 6 bed ICU service

Blood bank

(267)

Recurring cost of extending existing blood
bank/transfusion service at AH assumed to be 50% of new
blood bank service

MRI and CT
scanning
capabilities

(225)

Recurring cost of an extended diagnostics service =,
including staff costs (additional £225k/year Band 6
radiography rota is required to meet demand)
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Item

Recurrent
(cost)/
saving

Key assumptions

Interventional
Radiology

(112)

Recurring cost of a small-scale IR service reflecting 10
extra consultant PAs

Patient
transfers

183

Cost savings from reduced patient transfers given
extended diagnostic services at AH and co-located
neonatal services

Co-location
benefits

1,100

Based on assumptions regarding which headcount
benefits could be realised through co-location of sites (e.g.
back office sharing, etc.)

Facilities
management

2,000

LWH estimate.

Crown Street
rent

2,000

Nominal rent figure reflecting the fact that under some
options, the site is vacated (all else being equal).

Total

2,167

Source: FTI Consulting based on discussions with clinicians and stakeholders.

The overall estimated NPV of this option is -£62.9m226.
Whilst capital intensive, this option does have a positive recurrent cost impact,
but, as noted above, the positive recurrent cost impact is not sufficient in and of
itself to address LWH’s future deficit projection described in Chapter 7.
14.3.5

Strategic fit
This option has a generally good strategic fit with the HLP and other programmes
in the region and nationally.


226

The vision to deliver a single-service, city-wide delivery model is only
partially met as the relocation of all LWH services to AH promotes the
centralisation and specialisation of children’s services and such
concentration of selected specialist services on selected hospital sites is
consistent with the HLP. In addition, women’s and children’s services
operate from fewer sites than at present.

Using a 3.5% discount rate over a 30 year horizon.

143

14.3.6



Relocating all LWH services to the AH site would result in greater
integration of children’s services and an improvement in patient experience
through a reduction of transfers while enabling mothers to stay close to
their babies, in line with some of the key aims of the FYFV. It would provide
improved opportunities for multi-professional working, especially between
the obstetric, neonatal, and paediatric specialties. It would improve
neonatal access to critical care, and help meet neonatal service
specifications. It is likely to be consistent with the initiatives of the Women
and Children’s Services Vanguard.



Furthermore, locating gynaecology and gynaecological oncology services
at AH is not aligned with the key decision to concentrate cancer services at
the new RLH site.

Benefits of Option D1
There are a number of benefits that are expected to arise from Option D1. These
include:


Co-location on a paediatric site brings the benefit of co-location of obstetric
services with a greater number of neonatal services whilst maintaining the
co-location of obstetrics and gynaecology services.



Co-location on an acute site is expected to improve performance against
key clinical standards. This will arise due to improved access to
diagnostics, an adult ICU and investments in neonatal care, and a higher
number of clinical standards will be met.



The service is expected to be more clinically sustainable, due to some
posts being more attractive to recruit too and fewer challenges in
developing rotas. Support services, diagnostics and neonatal are three
areas which may benefit in this area.



As part of AH’s future planning, there is space capacity in equipment and
estates. Further, some recurrent cost savings could be realised through colocation.



AH and LWH have undertaken a high level analysis of existing LWH
service requirements and developed a proposal whereby some services
can be integrated into the existing AH building.
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There are potentially significant public health benefits gained from the colocation of paediatric and maternity services. Liverpool, as a centre of
urban deprivation, fares poorly on many health indices. NHS England has
recognised that effective maternal and neonatal care needs strong links to
adult and paediatric care services to provide safe, effective care.227 .
Excellence in maternal and child health can reduce the incidence of
acquired diseases of adulthood and improve greatly the health of the
population. Building a combined obstetrics and children’s hospital therefore
represents an opportunity to create a centre of excellence in antenatal and
perinatal care and foster significant improvements in the health of the
population of Liverpool.

There are a number of additional benefits which will be observed by patients:

14.3.7



Improvements to the standard of care and patient experience for both the
mother and neonate.



The co-location of neonatal and obstetric services should reduce
(eliminate) neonatal transfers and reduce episodes of mother and baby
separation.



Access to diagnostics and an adult ICU should reduce the number of
women being transferred to an adult acute site.



This option could represent an opportunity for AH’s vision of a single site,
with a specialist focus on services for women, children and neonates. This
could potentially augment rather than diminish the separate strong ‘brands’
of LWH and AH.

Risks of Option D1
There are a number of risks to the successful implementation of Option D1,
although a number of these could be mitigated. These risks include:

227



It may be harder to recruit adult clinicians to a historically paediatric site.



This option could result in fragmentation of gynaecology services. It is
anticipated that complex gynaecology may be relocated to the new RLH
site. This could result in the RLH site providing complex services and the
AH site providing non-complex services which would fragment the
workforce and could result in concerns around clinical sustainability.



This option may require sub scale services to be developed, in particular
an adult ICU. However, if this service is not developed then there would be
a higher number of transfers to an adult acute site.

NHS England (2016) Better Births: Improving outcomes of maternity services in England.
A Five Year Forward View for maternity care. https://www.england.nhs.uk/wpcontent/uploads/2016/02/national-maternity-review-report.pdf
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There will be some disruption to AH services, particularly during the build
and reconfiguration period, which will need careful management to ensure
that disruption to services can be minimised.



Public acceptability could potentially be lower than for those options which
see services retained at Crown Street.



There is a risk that this option creates difficulty for the public in accessing
LWH services. The public might find it confusing that women’s services are
being provided on a historically paediatric site. This could result in a
decrease in activity for LWH. This will require public education campaigns
to overcome.

14.4

Option D3-N: Relocate all services to a new build at the new RLH site

14.4.1

Description of the option
Under this option, services would be relocated to the new RLH site into a new
build. This building would be located alongside the new RLH building and
connected via a link bridge. The diagnostics, critical care and complex specialties
services used by LWH patients would be accessed via the link bridge.
Relocating to the RLH site in a new build (as an independent entity) was the
preferred option identified in LWH’s Strategic Options Appraisal Business
case.228
Option D3 was shortlisted in Workshop 2 (20 May 2016). Ahead of Workshop 3
(24 June 2016), two sub-options were developed. Both sub-options remained on
the short list following Workshop 3.

14.4.2

Clinical consideration
Moving all services to the new RLH site would enable adult services to meet care
standards and access to adult critical care and a wide range of diagnostic,
imaging and support services. It would support a number of service codependencies, for example between obstetrics and gynaecology but also
between women’s services and ICU care, colorectal and vascular surgery, and
oncology.
Unlike options C1, C2 and, in some cases D1, it is unlikely to result in sub scale
services and is potentially more likely to garner the support of clinical networks.

228

LWH (2014), Strategic Options Appraisal – Securing a Sustainable Future, page 19.
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Moving services to an acute adult campus would reduce adult patient transfers
and enhance the adult patient experience. Additionally, this option would also
result in some health and wellbeing benefits for adult patients through improved
access to public health/preventative services (incl. smoking cessation, health
awareness, etc.).
Some improvement is expected in neonatal care outcomes through improved
access to diagnostic and support services, but this is expected to be limited.
Neonate transfers to AH will continue, resulting in separation of mother and baby.
However, the number of transfers could be limited by developing parental
accommodation at AH.
Gynaecology services would gain from relocation to the RLH site, through access
to highly specialised oncology services and diagnostics at CCC. More generally,
location on the RLH site would increase opportunities to engage in R&D and to
participate in knowledge sharing.
This option scored more highly than options C1, C2 and D1 against the quality
CSFs, primarily because it improved women’s care due to providing for codependencies with other adult services. However, this option scored lower than
D1 in terms of meeting the needs of the neonate.
14.4.3

Feasibility
Workforce
Under Option D3-N, women’s and neonatal services will retain their existing
support services while also benefiting from the adult critical care, clinical support
and anaesthetic services available at RLH. This option therefore is likely to
alleviate workforce pressures in adult critical care, clinical support services and
anaesthetics. It may also help to resolve existing pressures on junior doctor rotas
through the ‘Hospital at Night’ programme at RLH and reduce the staff input
required for transfers of adult emergency patients.229
Given existing links to the UoL and aspirations to build an education hub at the
RLH site, Option D3-N would also be likely to have a tangible, positive impact on
LWH’s long term ability to recruit, train and develop, and retain staff.
However, Option D3-N would still entail a two-site NICU to address current
concerns regarding neonatal surgery and neonatal intensive care provision in
Liverpool. In particular, additional staff will be required to deliver a two-site NICU
in co-operation with AH.230

229

See Appendix 18 for detail on patient transfers avoided under each option.
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Table 14-12: Additional workforce requirements under Option D3-N
Service

Workforce requirement
231

Two-site NICU
(workforce
requirement at AH)





Tier 1: Team of four ANNPs and four Specialty Trainees
(Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
See Appendix 9 for further detail on the clinical models and resulting workforce
requirements under each option and Appendix 14 for possible staffing models of a twosite NICU service. Clinical models and resulting workforce requirements assume a sevenday hospital service across the NHS.

Recruiting and retaining staff to deliver a two-site NICU would likely be a multiyear process. Developing an ANNP team has been seen as a potential way to
address the existing shortage of neonatologists in Liverpool; however, such
workforce redesigns could also exacerbate existing neonatal nursing shortfalls in
Cheshire and Merseyside.232 AH would likely need to self-identify and fund the
training of ANNPs. However, Senior ANNP posts could be very attractive and
seen as a developmental opportunity for staff.233
Estates
Based on clinical standards and assumptions around achieving best practice and
efficiency, the total space required for a ‘new build’ on the RLH site has been
estimated at 20,676 sq.m. This is a significant reduction on the current Crown
Street footprint of 30,000 sq.m., but is driven by best clinical practice and does
not reflect a reduction in standards of care (on the contrary, as described above
in this document there are a number of deficiencies in the current Crown Street
estate which impinge upon standards of care which would be improved by the
creation of a new build).
This is shown in Table 14-13 below.

231
232
233

See Appendix 14 for discussion of implications for LWH.
LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
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Table 14-13: D3-N Floorspace requirements (sq.m.)
Item
Maternity

Requirement
5,053

Delivery Suite (incl. theatres)

2,459

Midwifery Led Unit

718

Maternity Wards (incl. transitional care)
Neonatal

Of which

1,876
3,168

ICU

240

HDU

240

Low Dependency

334

Total Cot Space

814

Other areas (incl. parental accommodation)
Gynaecology

2,354
2,616

Inpatient beds

634

Daycase beds

1,143

Gynaecology Theatres
Outpatients

839
3,303

Outpatient clinics

2,941

EPAU/GED
Clinical Support

362
486

X-Ray/Imaging

338

Pharmacy

148

Non-Clinical Support

2,010

Service Area 1

294

Service Area 2

464

Service Area 3

873

Trust Offices

379

Miscellaneous

4,042

University Laboratories

459

Jeffcoate Offices

371

University Offices

476

Energy Centre, Plant Rooms & Circulation
Grand total

2,736
20,676

Source: LWH.
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The total floorspace requirement is a significant reduction on the current Crown
Street footprint of approximately 30,000 sq.m.
The current RLH campus is in a state of considerable flux. However, as part of
the new RLH site development, trust estate planners have envisaged a hospital
building to the north of the new RLH building, which could be built in two phases
and is currently of an indeterminate number of storeys. Phases 1 and 2 of this
building are marked on Figure 14-2 below.
Figure 14-2: Potential site for new building on Royal Liverpool site

Source: RLBUHT.

RLBUHT have provided two separate options for a new LWH building, each
covering just over 20,000 sq.m. Option “A” is a four-storey building covering
Phase 1 and 2 footprint, and option “B” is a seven-storey building occupying the
Phase 1 footprint only. These options are summarised in Table 14-14 below.
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Table 14-14: New build options on the RLH site
Level

Option A

Option B

0

Main Entrance, Gynaecology
Outpatient Department (OPD),
Diagnostics, Offices & Education
Centre

Main Entrance & Education Centre - part
(as mezzanine)

1

Operating Theatres (8), Delivery
Beds (18) & Neonatal Beds (53)

Gynaecology OPD, Diagnostics &
Education Centre - part (as mezzanine)

2

Plant & Obstetric Beds (53)

Gynaecology Operating Theatres (5),
Gynaecology Beds (27) & Gynaecology
Day Case (28)

3

Gynaecology Beds (27),
Gynaecology Day Case (28),
Support & Offices

Obstetric Operating Theatres (3) &
Delivery Beds (18)

4

Roof/Plant?

Offices, Support & Plant

5

Neonatal Beds (53)

6

Obstetric Beds (53)

Source: RLBUHT.

The evidence from RLBUHT is therefore that a new build, of the required size is
feasible on the campus. RLBUHT considers that option A provides the best
footprint for LWH as it best accommodates clinical co-dependencies and the
opportunity to build additional storeys in future for other clinical services from
across the city.
In terms of the feasibility of this particular option, it is worth noting the following:


Relocation of the Linda McCartney Centre and Education Centre would be
required under both options.



For any new build option, building works are required on a dense and
complex city-centre campus.



A link bridge of approximately 30 metres would be required between the
new LWH building and the new PFI RLH building.



For option A, demolition of the old RLH building would be required.
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Public acceptability
Public engagement carried out by LCCG during July and August 2016 found
support for improving access to additional services and for having women’s and
neonatal services co-located with other services. Those engaged considered it to
be important that clinical recommendations for service delivery were followed and
expressed a desire for a clinically viable and sound service, supported by
clinicians. However, some survey respondents questioned the need to relocate
services from Crown Street and LWH’s ability to retain its identity and focus
as a specialist women’s hospital in the event of a move to another site.234
14.4.4

Financial Sustainability
As with all options, the financial sustainability impact of this option is best
expressed in terms of:


The capital costs requirement.



The impact on recurrent costs.

The impacts described below are estimates, based on evidence and discussions
between LCCG, the trusts, and FTI.
LWH has provided a schedule of floorspace requirements for services currently
provided at Crown Street. Based on clinical standards and assumptions about
best practice and efficiency, the total space required for a ‘new build’ on the RLH
campus has been estimated at 20,676 sq.m. This is a significant reduction on the
current Crown Street footprint of 30,000 sq.m.
Table 14-15 below summarises the capital costs for this option:

234

Healthy Liverpool: Liverpool Women’s Hospital Services Pre-Consultation Community
Engagement (2016). See, for example, pages 27, 29, 31 and 32 for a selection of views
expressed at engagement events, including: “Under one roof makes sense for related
services…” “It makes sense to have a quick diagnosis in an emergency situation.” “The
doctors know best.” “So important to have a hospital for women where they feel private
and safe.” “Want to change, but want to maintain LWH.”
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Table 14-15: Capital costs for Option D3-N (£m)
Item

Capital
cost

Key assumptions

New build

(103.4)

Floorspace of 20,676 sq.m. Multiplied by £5,000/sq.m.
build cost assumption.

Footbridge

(0.9)

Required to link new build with existing building. Based
30m bridge (estimate from RLBUHT) multiplied by
standard bridge cost estimate of £30k per metre (based on
benchmark from AUH)

Total

(104.3)

Source: FTI Consulting based on discussions with clinicians and stakeholders.

The overall capital requirements are significant and a guaranteed source of
capital funding has not yet been identified.
In addition to the capital costs noted above, some expenditure may be required
on the AH site to achieve the two-site NICU service that is included as one of the
assumptions under this option. AH has estimated this capital expenditure at
£2.9m.235 This has not been included within the financial calculations because the
NICU reconfiguration is dependent upon the wider neonatal review being
undertaken by the Neonatal Network. Depending upon the services that are
provided at Alder Hey following the neonatal review, there may or may not be a
requirement to further develop the NICU to achieve the two-site NICU that is
required under this option.
Table 14-16 below summarises the recurrent cost impact for this option. Note this
represents the recurrent cost impact relative to the base case.

235

This is based on £3,000 per sq.m. refurbishment cost to NICU at Alder Hey in a 302
sq.m. facility. In addition, the Emergency Decision Unit, currently 402 sq.m., would have
to be re-located within a new building at a cost of £5,000 per sq.m.
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Table 14-16: Recurrent cost impact for Option D3-N (£000)
Item

Recurrent
(cost)/
saving

Key assumptions

Two-site
NICU

(867)

Staff cost of extending existing neonatal intensive care
capabilities at AH to a two-site NICU

Patient
transfers

402

Cost savings from reduced patient transfers given colocation with new RLH building.

Co-location
benefits

1,100

Administrative headcount benefits realised through colocation of sites (e.g. back office sharing, etc.)

Facilities
management

2,000

LWH estimate of reduction compared to current facilities
management spend.

Crown Street
rent

2,000

Nominal rent figure reflecting the fact that under some
options, the site is vacated (all else being equal).

Total

4,634

Source: FTI analysis.

The overall estimated NPV of this option is his option is -£19.0m.236
Whilst capital intensive, this option does have a positive recurrent cost impact,
but, as noted above, the positive recurrent cost impact is not sufficient in and of
itself to address LWH’s future deficit projection described in Chapter 7.
14.4.5

Strategic fit
This option would be a good strategic fit with the HLP and other related
programmes.


236

This option would achieve some centralisation of services and a reduction
in the number of sites from which services are offered in Liverpool. This
option aligns very well with the vision of the HLP and is consistent with the
key decisions already made in the local health economy.

Using a 3.5% discount rate over a 30 year horizon.
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14.4.6



Significant R&D opportunities can be expected to arise from this relocation
through greater links with researchers at the UoL who are located on the
RLH site and this fits with the creation of a knowledge hub on the RLH
campus.



This option aligns with many aspects of national policy. For example,
relocation to the RLH campus would likely enhance opportunities to
develop health promotion efforts by pooling resources and expertise. This
will allow an improved focus on issues that can be detrimental to
pregnancy such as smoking, in line with the action set out in the FYFV. It
would also provide significant improvements in multi-professional working
in line with the National Maternity Review.



However, there is a risk that the identity of the LWH is lost in a move to a
general hospital site and the issue of a two-site NICU remains and the
transfer of neonates for surgery would continue.

Benefits of Option D3-N
There are a number of benefits associated with this option, in particular those
associated with clinical quality and workforce.


Co-location on an adult acute site supports service co-dependencies and
should improve performance against key clinical standards



The LWH recruitment challenge may be eased as location on a central hub
and the opportunities that this provides, including in relation to R&D is
viewed attractively by potential recruits.



Clinical sustainability concerns arising from filling rotas should also be
eased to the attractiveness of the city-centre site and the opportunity to run
some joint rotas with RLBUHT.



There is the potential for recurrent cost savings realised through colocation.

There are a number of additional benefits which will be observed by patients:


Co-location on an acute site is expected to improve performance against
key clinical standards. This will arise due to improved access to
diagnostics, an adult ICU and investments in neonatal care, and a higher
number of clinical standards will be met.



Enhanced access to diagnostics on site is expected to improve patient
experience as a result of diagnostics being provided on a more timely basis
and due to reduced patient transfers between adult sites.



Reduced number of episodes of separation of mother and baby due to
investment in neonatal case at RLH and reduced neonatal transfers.
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14.4.7



LWH services provided in a standalone building, with the retention of the
LWH brand and ethos which is valued by the public.



This option fits with HLP’s vision of creating a central university hospital
campus.

Risks of Option D3-N
There are a number of risks to the successful implementation of Option D3-N,
although a number of these could be mitigated. These risks include:


This option places emphasis on the co-location of obstetrics and
gynaecology services, rather than on the co-location of obstetrics and
neonatal services. As such, neonates will continue to be transferred
between sites and there will continue to be separation of mothers and
babies. However, the numbers of separation episodes may be reduced by
adequately equipping AH and ensuring co-ordination between LWH at the
RLH site and AH.



The timing of the build of a new hospital would be, in part, dictated by other
redevelopment work on the site. There would need to be co-ordination
between the different schemes and a detailed transformation required
would be required to manage this.



The building of a new hospital requires significant capital expenditure and
the identification of a confirmed source of funding before plans are
progressed more fully. LCCG and LWH have been working at identifying
funding sources and there are preliminary options in place.
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15

Evaluation of options for consultation

This chapter compares the options for public consultation and explains
the selection of the preferred option.
The options for consultation are:


Option C1: Develop and enhance Crown Street site.



Option C2: Minimum enhancements to Crown Street site.



Option D1: Relocate all services to the AH site in a new build.



Option D3-N: Relocate all services to the new RLH site in a new build.

This chapter contains a comparative summary of the options.

15.1



First, the final ODG scores are set out, which reflects the overall evaluation
of each option from the perspective of local clinical stakeholders, followed
by a discussion of the ODG scores.



The options are then summarised in a single table, showing the combined
quantitative scores for each option and the results of the more detailed
economic analysis that has been conducted.



Finally, this chapter sets out the key reasons for the selection of the
preferred option, relative to the other options.

Final Options Development scores for each option
Options C1, D1 and D3-N were scored in Workshop 3 (24 June 2016) and Option
C2 was scored in Workshop 5 (8 September 2016)237. As discussed in Chapter
12, CSF 8 was scored by FTI in light of the results of the pre-consultation
engagement.
Table 15-1 below shows the final scores for each option.

237

These workshops had different attendees, but there was some overlap in attendees, and
attendees of Workshop 5 (8 September 2016) had access to the final scores. Options C1,
D1 and D3-N were scored during Workshop 3. Option C2 was scored during Workshop 5.
Different attendees were present at each workshop. For Option C2, financial CSFs were
scored by FTI and not during the workshop.
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Table 15-1: Workshop 3 scores for the options under consideration

Quality

Domain CSF description

C1

C2

D1

D3-N

1. Maintains or improves the
health/wellbeing of the population
receiving services

0.67

0.50

1.00

1.00

2. Allows services to
maintain/improve clinical outcomes
and standards

1.00

0.50

2.00

2.50

3. Allows services to deliver a positive
experience for patients and families

2.00

1.00

2.33

2.33

(2.00)

(1.00)

0.67

1.67

0.00

0.00

1.33

2.17

6. Recognises current and future
workforce needs, allows for education
and training

(0.67)

(1.00)

0.33

1.33

7. Includes plans for sufficient estate
for delivery of services

0.33

1.00

1.33

1.33

8. Acceptable to patients, families
and the public

2.50

0.50

1.50

2.00

9. Contributes to achievement of
recurrent financial sustainability

(3.00)

(2.00)

1.00

2.33

10. Is financially deliverable, given
constraints

(1.67)

(1.00)

(2.67)

(2.67)

(1.67)

(1.00)

0.67

2.50

0.00

(1.00)

1.50

2.17

4. Improves clinical sustainability

Strategic Fit

Financial
Sustainability

Feasibility

5. Increases scope for research and
innovation

11. Aligns with the goals of the HLP
12. Supports delivery of local,
regional and national policy

Source: Workshop 3 (24 June 2016) and Workshop 5 (8 September 2016).Note: CSFs 1
and 2 under Option C2 were originally scored as 1.0 in the workshop as participants were
guided to score using round numbers. This led to scoring incongruent with other options
and it has since been agreed to modify the scores to 0.5.
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Figure 15-1 below shows the scores for each of the options for each CSF
domain.
Figure 15-1: Scores from Options Development Group by domain
Quality

Feasibility

Financial
Sustainability

Strategic Fit

Source: Workshop 3 (24 June 2016) and Workshop 5 (8 September 2016).

The scores above show that:

15.2



Options D1 and D3-N score considerably higher on Quality, Feasibility and
Strategic Fit than options C1 and C2.



Options D1 and D3-N score negatively on Financial Sustainability.
Although they have the potential to improve recurrent costs, they involve
high upfront capital expenditure. However, they score better than C1 which
requires large upfront expenditure and increases recurrent costs.



C1 could be considered poor value for money since it scores lower on the
non-financial domains than options D1 and D3-N and also has a lower
Financial Sustainability score.

Summary of options
Table 15-2 below provides a summary of the options for consultation.
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Table 15-2: Summary of options
Option

C1

Description

Develop and enhance Crown
Street site with adult ICU,
blood bank, CT/MRI/IR and
neonatal refurbishment.

Key clinical
benefits

Diagnostics suite and NICU
provision will improve
performance against clinical
standards, support service
dependencies and improve
patient experience and
outcomes.

Impact on
transfers

Key clinical risks

Strategic fit

Overall CSF
score

C2
Minimal enhancement to
Crown Street site to minimise
emergency transfers (blood
bank, leased CT) and
neonatal refurbishment.
Small improvement in
standard of care for adult
services via access to CT.

D1
Relocate services to a new
build on AH site, with access
to diagnostics and ICU

Co-location of obstetrics with
neonatal surgery improves
care for babies.

NICU investments will improve Access to diagnostics suite
performance against clinical and ICU improves
standards.
performance against key
clinical standards.

D3-N
Relocate services to a new
build on RLH site, with access
to full range of adult services
(including diagnostics, ICU
and specialists).
Colocation on an acute site
supports service codependencies and
improvement of performance
against key clinical standards,
improving patient experience
and outcomes.

Reduced need for clinical
Clinical and workforce
‘workarounds’
sustainable.
Reduction in adult transfers to Minor reduction in adult
Significant reduction in adult Elimination of adult transfers
acute site and minor reduction diagnostic transfers and minor diagnostic transfers and
and reduction in neonatal
in neonatal transfers to AH.
reduction in neonatal transfers elimination of neonatal
transfers to AH.
to AH.
transfers.
Does not address all concerns Does not meet clinical case for Does not meet clinical case for Relative to Option D1, a key
regarding clinical standards
change or concerns regarding change for women and the
risk from this option is the
and service co-dependencies; clinical standards and service requirement for service coneonatal service operating
continued need for some
co-dependencies; continued dependencies
across two sites.
clinical workarounds.
need for clinical workarounds.
Sub-scale ICU.
Sub-scale ICU.
Does not fit with HLP proposal Does not fit with HLP proposal Does not fit with HLP proposal Fits with HLP proposal to
to centralise services.
to centralise services.
to centralise services.
centralise services
0.19

-0.07

1.27

1.91
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Option
Average CSF
(clinical)
Average CSF
(feasibility)
Average CSF
(strat. fit)
Total capital
costs
New build costs
Other capital costs
Recurrent (costs)
/savings (£000s)
Blood bank
MRI & CT
IR
Adult ICU
Two-site NICU
CNST
Patient transfers
Colocation savings
FM savings
Crown Street rent
Net Present
Value (£m)

C1

C2

D1

D3-N

0.33

0.20

1.47

1.93

0.72

0.17

1.06

1.56

-0.83

-1.00

1.08

2.33

42.6

20.4

102.8

104.3

42.6

20.4

99.5
3.2

103.4
0.9

(4,977)

(2,652)

2,167

4,634

(533)
(678)
(506)
(2,513)
(867)
120
-

(533)
(357)
(867)
(1,000)
106
-

(267)
(225)
(112)
(2,513)
183
1,100
2,000
2,000

(867)
402
1,100
2,000
2,000

(134.1)

(69.1)

(62.9)

(19.0)

Source: FTI Consulting.
Notes: (i) new build costs estimated at £5,000/sq.m; (ii) NPV based on 3.5% over a 30-year horizon.
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The data in Table 15-2 above can be used to illustrate potential advantages,
disadvantages and trade-offs for each option.
For example, Figure 15-2 below shows a key potential trade-off between the
overall CSF score (excluding financial scores) and the NPV of the option. This
illustrates in very broad terms the ‘benefit’ of the option as compared to the ‘cost’.
Figure 15-2: Scores from Options Development Group vs. NPV

Source: Workshop 3 (24 June 2016) and Workshop 5 (8 September 2016); FTI
Consulting analysis.

More specifically, the ‘cost’ (again expressed as NPV) can be compared against
the overall clinical quality score. This is shown in Figure 15-3 below.
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Figure 15-3: Scores from Options Development Group vs. NPV

Source: Workshop 3 (24 June 2016) and Workshop 5 (8 September 2016); FTI
Consulting analysis.

Both of the above analyses show that Option D3-N is the optimal option in terms
of these metrics: it is perceived as being of the greatest clinical benefit, whilst
also having the highest NPV – in other words, relative to the other options, the
long-term benefits outweigh the (high) initial costs. However, as mentioned in
Chapter 14, the high initial capital costs of this option is a potential barrier to its
progress.
15.3

The preferred option
The four options that have been appraised each have their strengths and
weaknesses. Whilst Option C2 (minimal enhancements to Crown Street) is
clinically inferior to the other options, its inclusion on the list of options for
consultation is primarily driven by the capital constraints in the system. In
contrast, Option D3-N has been identified as the preferred option due to its
overall benefits relative to the other options, but it would be challenging to
finance.
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The remainder of this chapter sets out the key reasons why Option D3-N is being
put forward as the preferred option by comparing the options against one
another, drawing on the options appraisal analysis in Chapter 14.
15.3.1

Why is Option D3-N the preferred option?
Option D3-N would place women’s and neonatal services at the heart of the city,
as a major plank in the long-term development of the RLH campus. This would
improve patient safety, patient experience, and clinical sustainability by colocating the services currently provided by LWH with acute adult services.
Compared with the other options, it would deliver the greatest benefit for patients,
in the following ways:


Safer patient experience. Two major aspects of the current case for
change are the lack of adult critical care (ICU) beds and the dependence
on acute specialties (predominately colorectal, vascular, and urology
surgeries, cardiology and complex diagnostics). Co-location on an acute
site would improve performance against key clinical standards and improve
clinical safety, in particular due to immediate access to an adult ICU and
faster access to diagnostics services. Relative to the other options, a
higher number of clinical standards will be met. The current level of adult
patient transfers between Crown Street and RLH would be eliminated. This
option would also significantly reduce the number of episodes of motherbaby separation due to neonatal transfers, as this option also includes a
NICU service specified across LWH and AH.



Improvements in clinical sustainability. Whilst the staff at LWH are
highly motivated, highly qualified and caring, there are specific workforce
challenges which impede LWH’s ability to provide the best possible care.
Co-locating services will allow for more effective shared rotas and better
use of (and opportunities for) junior doctors. Further, the status of this site
as part of a ‘knowledge quarter’ and centre of excellence will increase
attractiveness. Another critical factor is that the ‘wraparound’ adult services
on site would be provided at a suitably large scale – for example, patients
at LWH would have access to a large critical care unit hosted at RLH.



Value for money. Whilst this option would require a significant amount of
capital expenditure, there is the potential for recurrent cost savings realised
through co-location (e.g., sharing of facilities management costs). As
quantified in this PCBC, this option has the highest net present value,
measured over a 30-year term, of any of the options.



Potential for retention of LWH brand and ethos. Whilst this option
places LWH’s services on a site historically associated with the ‘Royal’
hospital, the services would be in a separate building, allowing for the
retention of a separate LWH identity.
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Strategic fit. This option fits with HLP’s vision of creating a central
university hospital campus

Throughout the options appraisal process, this option scored consistently highest
across all of the CSFs in the quality, feasibility and strategic fit domains.
As noted above, whilst D3-N is presented as the preferred option, there are two
significant risks attached:

15.3.2



The capital requirements are high, which poses a risk to feasibility.



As at the time of writing, AUH and RLBUHT are in discussions regarding a
potential merger, and there is the consequent possibility that some of the
services currently on the RLH site may be transferred. This might reduce
the co-location benefits that were considered during the scoring of the
quality CSFs.

Why is Option D1 not the preferred option?
Option D1 would place women’s and neonatal services at the existing Alder Hey
site, which has recently been redeveloped. Neonatal care would be particularly
benefitted by this option, as it would result in NICU service on a single site,
eliminating the need for neonatal transfers within the city. The other key benefits
are:


Improvements in clinical standards. Co-location on an acute site is
expected to improve performance against key clinical standards. This will
arise due to improved access to diagnostics, an adult ICU and investments
in neonatal care, and a higher number of clinical standards will be met.



Improvements in clinical sustainability in some areas. Option D1 would
co-locate all maternity, neonatal and paediatric services in the region in
one location. As well as eliminating mother-baby separation where
neonatal surgery is required, the alignment of these services and potential
branding as a ‘family hospital’ might increase its attractiveness to workforce
and in particular for neonatal services.



Some potential for value for money. Whilst this option requires
significant amount of capital expenditure, there is the potential for some
recurrent cost savings realised through co-location (e.g., sharing of
facilities management costs). As part of AH’s future planning, there is some
space capacity in equipment and estates.

However, this option did not score as highly as Option D3-N primarily because,
whilst the capital requirements are very nearly as high as D3-N, it falls short of
D3-N in three key respects:
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15.3.3



Lack of co-location with full range of adult services. Whilst access to
diagnostics and an adult ICU would reduce the number of women being
transferred to an adult acute site, Option D1 still lacks access to specific
specialties (colorectal, vascular etc.)



High risks to clinical sustainability in some areas. The additional adult
services that would need to be placed on the Alder Hey site would be
relatively small in scale compared to a typical acute adult site, which has
negative implications for sustainability, workforce attraction and retention,
efficiency, and clinical safety.



Lack of strategic fit. This option runs directly counter to the HLP strategy
of centralising services, and developing additional support services runs
counter to the nationwide trajectory. Whilst AH has a strong reputation, and
in particular for R&D, the benefit of location on AH site would be less than
for location on the RLH site.

Why is Option C1 not the preferred option?
Option C1 would entail significant investment in the Crown Street site. The key
benefits of this option are:


Some improvement in clinical standards. Better diagnostics equipment
and ICU improves performance against clinical standards, supports service
dependencies and enhances patient experiences and outcomes. There
would be a reduction in adult transfers.



Public perceptions of investment. The status of LWH as a ‘standalone’
hospital on the Crown Street site is highly valued by the public, and so
investment in this site would be likely to be positively received.

However, this option did not score as highly as Option D3-N as it would
perpetuate rather than resolve many of the key challenges currently facing LWH.
The key drawbacks of this option are:


Lack of co-location with full range of adult services. Whilst access to
diagnostics and an adult ICU would reduce the number of women being
transferred to an adult acute site, Option D1 still lacks access to specific
specialties (colorectal, vascular etc.)



High risks to clinical sustainability in some areas. The additional adult
services that would need to be placed on the Crown Street site would be
relatively small in scale compared to a typical acute adult site, which has
negative implications for sustainability, workforce attraction and retention,
efficiency, and clinical safety.
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15.3.4



Low value for money. This option is capital-intensive, does not allow for
recurrent cost savings realised through co-location, and increases the
recurrent costs of service provision. This results in this option having the
lowest net present value of any of the options. A significant proportion of
the capital expenditure for this option is in remedying the fact that Crown
Street estate is not wholly ‘fit for purpose’. There is insufficient floor space
for neonatal cots leading to increased infection risk, and a shortage of
parental accommodation. Further, the maternity unit and gynaecology
provision at LWH does not comply with Hospital Building Note (HBN)
specifications, despite investments made to improve the estate.



Lack of strategic fit. This option is not consistent with the HLP strategy of
centralising services.

Why is Option C2 not the preferred option?
Option C2 can be characterised as the ‘minimal change’ option, and so, by
definition, has limited benefits relative to the status quo. The main benefit of this
option relative to other options is that it is associated with a lower capital funding
requirement and may, practically, have a higher probability of implementation.
The key clinical benefit of this option is that there would be a minor
improvement in clinical standards. In common with Option C1, this option
would provide enhancements and upgrades to the neonatal unit on Crown Street,
reducing infection risk. For adults, the addition of diagnostic equipment on the
Crown Street site would reduce the number of adult transfers.
However, the key drawbacks of this option are as follows:


Insufficient clinical change. It does not meet the requirements of the
clinical case for change and will continue to require workarounds in order
for a safe service to be provided at the Crown Street site. Furthermore, it
does not address the clinical sustainability challenges to LWH. Therefore, it
would likely face implementation challenges since it does not have the
support of clinicians, particularly those at LWH.



Low value for money. Whilst this option has the lowest capital
requirements of any option, it increases recurrent expenditure, for little
clinical gain. As quantified in this PCBC, this option has a net present
value, measured over a 30-year term, lower than options D1 and D3.
Further, although not quantified in this PCBC, there is also the potential for
increased use of locums due to workforce shortages and decreased activity
levels and revenue due to actual and perceived clinical risks, both of which
would further deteriorate the finances.
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16

Proposals common across all consultation options

This chapter outlines the assumptions and programmes that are
common to all the short listed options in this PCBC
This chapter outlines:

16.1



The background to developing proposals common across all consultation
options.



The purpose of including proposals common across all consultation
options.



The proposals common across all consultation options.

Background and purpose of proposals
During the earlier meetings of the CRG and POB, the extended long list of
options and the clinically-led long list of options were discussed. This process led
to the identification of proposals common across all consultation options.
Hence, as the options appraisal process progressed to the stage of appraising
the options in scoring workshops, the proposals identified as common to all
consultation options were clearly stated assumptions. As further analysis was
undertaken on the options and other proposals in Liverpool and regionally
progressed, further assumptions were added.
Since these proposals are common to all options, they do not necessarily impact
the relative affordability or viability of any particular option, but need to be
considered for one of the following reasons:


To ensure strategic fit of the short listed options in this PCBC with other
programmes being undertaken in Liverpool, in the region and / or
nationally.



To reduce the upfront capital cost of the short listed options in this PCBC
and so make them more likely to receive funding.



To reduce the complexity of the options appraisal process used to
determine the short listed options in this PCBC, since they are refer to
aspects of the reconfiguration programme which are secondary in nature or
are dependent upon reconfiguration decisions made with regards to other
services provided by LWH or are dependent upon other decisions to be
made as part of the HLP programme.
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16.2

The proposals common to all options
The following assumptions were agreed to be common to all options:

16.2.1



A local maternity network would need to be developed in conjunction with
the ongoing Women and Children’s Services Vanguard. This Vanguard is
currently considering the four places of care highlighted in the National
Maternity Review alongside other issues including the development of a
local maternity network and the potential to create a regional FMLU. For
the purposes of formulating the short listed options in this PCBC, the
impact of an FMLU has been modelled as a sensitivity, but further analysis
has not been undertaken on the impact of a local maternity network since
the work of the Vanguard is not sufficiently progressed to be used with
confidence in this PCBC.



Neonatal surgery should be co-located with Level 3 neonatal intensive care
to enable services to meet the NHSE specification for neonatal surgery.
This PCBC assumes that there will be investment in a single neonatal
intensive care service, operated across two sites (a two-site NICU) under
all options where neonatal services do not relocate to AH.



Decisions around the HFC and the Genetics service can be made
independently of other decisions (subject to access to day case theatres, in
the case of the former). This is because there are fewer co-dependencies
between these services and other services and a decision around these is
more appropriately taken once a decision has been taken around the
reorganisation of other LWH services and the future use of the Crown
Street site and once the Healthy Liverpool Programme is further
progressed.



Under all options, there remains some scope to move some day case
gynaecology, outpatient gynaecology and outpatient maternity services to
community or primary settings. Decisions on this can be therefore be made
independently.

Development of a local maternity network
The National Maternity Review238, published in early 2016 by NHSE, outlined key
recommendations for the future of maternity services in England. These included
giving women a choice over their place of birth and recommending that women
have four choices of care setting including an FMLU.

238

NHSE (2016), National Maternity Review, (online, accessed 28/09/16)
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Cheshire and Merseyside were selected to be an acute care collaboration
Vanguard, with a specific focus on women’s and children’s services. The role of
the Women and Children’s Services Vanguard is to link together providers of
women’s and children’s services to improve their clinical and financial viability. 239
The Vanguard is still at the proposal exploration stage and has not yet developed
firm proposals. However, the Vanguard has engaged with the proposals in this
PCBC in order to ensure that there is alignment.
Through a review of the National Maternity Review and discussions with the
Women and Children’s Services Vanguard, the following proposal was
developed:


Maternity services would primarily be a community based resource using
local acute trusts for interventional obstetric / neonatal care.



Midwife-led and consultant-led maternity services would be delivered on a
site that had access to critical care.



The potential for women to access an FMLU should be considered,
although this may be a regional FMLU rather than Liverpool specific and its
creation would depend upon other reviews currently being conducted.

LWH currently offers community maternity services, therefore this model would
build upon this. It would require further investment in relationships, community
hubs and the workforce, both in terms of community staff and staff based in the
secondary care setting that may require retraining.
An FMLU has been evaluated for inclusion in this PCBC. According to the
Birthplace Study in England, an FMLU is “an NHS clinical location offering care to
women with straightforward pregnancies during labour and birth in which
midwives take primary professional responsibility for care. General Practitioners
may also be involved in care. During labour and birth diagnostic and treatment
medical services including obstetric, neonatal and anaesthetic care, are not
immediately available but are located on a separate site should they be needed.
Transfer will normally involve car or ambulance.”240
By reference to the current number of births at LWH and analysis in the National
Maternity Review, it was calculated that between 6% and 12% of those currently
giving birth at LWH might be eligible to give birth at a FMLU. In practice, the
number choosing to give birth at this location is likely to be lower and a public
education campaign will be required to increase the number of births at an FMLU
to maximum potential.

239
240

NHSE, Acute case collaboration vanguards
Royal College of Midwives (November 2013), Trends in freestanding Midwife-led Units in
England and Wales 2001-2013, A report by BirthChoiceUK for the Royal College of
Midwives, Available at page 8.
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The recurrent cost per birth at an FMLU is similar to a co-located Midwife Led
Unit (MLU) since the same midwife ratio is required. Therefore, it is not expected
that there would be significant ongoing savings across the health economy from
the development of an FMLU, particularly when loss of economies to scale to
LWH are accounted for.
However, the building of an FMLU is expected to reduce the activity and
therefore required number of beds at the LWH MLU. This would reduce the size
of the MLU that would need to be built under options D1 and D3 and could
potentially release space for other services under options C1 and C2. The extent
to which this would result in a capital cost saving would depend on the relative
capital cost of establishing an FMLU versus the capital build cost saved.
It is calculated that the reduction in capital costs could be between £600,000 and
£1m dependent upon the level of births that occur at the FMLU and therefore do
not occur at LWH’s MLU. The cost of reprovisioning the services would depend
on where the FMLU was developed and the amount of births that it was being
developed for. LWH has calculated that the capital cost of reprovisioning could
be £2.28m-£2.54m, based on a 761-848 m2 facility at a reprovisioning cost of
£3000/m2. Under this scenario, the capital cost associated with establishing an
FMLU would be greater than the capital cost saving by reducing the size of
LWH’s MLU.
16.2.2

Co-location of neonatal surgery with a level 3 NICU
At present, neonatal surgery in Liverpool is provided by AH, while the highest
level of neonatal intensive care is provided by the Level 3 NICU at LWH. The
arrangement is sub-optimal in three significant ways:

241
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First, critically ill neonatal patients at the LWH NICU requiring surgical
intervention undergo an ambulance transfer from LWH to the neonatal
surgical ward at AH for an operation. LWH transfers 30 pre-term babies
with surgical conditions and 60 babies with congenital malformation per
year.241



Second, the current arrangement does not meet the NHSE specification for
neonatal surgery to be co-located with Level 3 neonatal intensive care.242
Neonatal surgical patients at AH receive intensive care in three designated
neonatal HDU cots and nine designated neonatal surgical cots; Paediatric
Intensive Care Unit (PICU) beds are also available and used for intensive
care of neonates.

LWH (2014), Strategic Options Appraisal, pages 10-11. See Appendix 18 for detailed
analysis of patient transfers to and from LWH.
NHSE Service Specification No E02/S/c: Paediatric Surgery: Neonates.
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Third, the current arrangement would likely not meet the service standards
of an upcoming seven day hospital service given the rotas that will be
required at LWH and AH and the frequency with which staff are required to
undertake transfers of critically ill neonatal patients.

This clinical sustainability challenge facing neonatal service in Liverpool was
recognised by NHSE in 2013. An Independent Peer Review of the Cheshire and
Merseyside neonatal and surgical pathway was completed in April 2016 and
recommendations to providers published by the Neonatal Network.243
Stakeholders partaking in this service review recognised that the review creates
opportunities to potentially alleviate some of the existing challenges facing
neonatal services in Liverpool and considered that neonatal surgery should be
co-located with Level 3 neonatal intensive care under all options. This will be
naturally achieved under options that locate all neonatal services to AH.
However, options that do not relocate LWH obstetric and neonatal services to AH
will fail to meet this specification unless additional provisions are made.
Stakeholders considered that under options that did not co-locate neonatal
surgery and neonatal intensive care at AH, a two-site Level 3 NICU service
should be provided between AH and the site at which LWH’s current neonatal
and obstetric services would eventually be located. On this basis, this PCBC
assumes that there will be investment in a two-site Level 3 NICU for those
options where neonatal services were not being relocated to AH.244
A two-site NICU is consistent with the service model proposed by the Neonatal
Network following its options appraisal on the preferred model for the delivery of
neonatal surgical services in Cheshire and Merseyside. In the event that
women’s and children’s services in Cheshire and Merseyside are not co-located,
the Neonatal Network proposes a single service model across two providers,
LWH and AH. 245 In the medium term, the Neonatal Network proposes that
neonatal surgery will be performed at AH with neonatal intensive care provided in
collaboration with LWH.

243

244

245

Neonatal Network (2016), Improving Services for Neonates Requiring Surgical Care:
Report following the Independent Peer Review, page 16.
It was recognised that considering increasing the number of Level 3 NICUs in Cheshire
and Merseyside was not in the gift of this options appraisal. Stakeholders also recognised
that even if two NICU’s were to be provided, it would be very unlikely that activity at AH
would be sufficient to meet the required standards for a separately commissioned NICU.
However, stakeholders considered that assessing the impact of providing a single NICU
service over two sites (i.e. a ‘two-site’ NICU) was within scope.
Neonatal Network (2016), Board Paper: Neonatal Network Neonatal Surgical Service
Delivery Model: Options Appraisal, page 8. See also: Independent Peer Review of CM
Neonatal Surgical Pathway Report Final Item 7.5 (June 2016, Draft).
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LCCG and its advisors worked closely with the Neonatal Network and clinical and
non-clinical stakeholders from LWH and AH to develop an understanding of how
a two-site NICU service could be delivered in Liverpool. Further detail on the
envisaged two-site NICU as well as its costs to the LHE is provided in Appendix
14. A two-site NICU has been assumed under options C1, C2 and D3-N, at an
additional cost of £0.9m to the LHE.
16.2.3

Hewitt Fertility Centre
The Hewitt Fertility Centre (HFC), located on the Crown Street site, provides a
comprehensive range of secondary and tertiary level services for reproductive
medicine and assisted conception and is the principle provider for the Merseyside
and Cheshire region. HFC is one of the largest IVF services in the UK, and has
developed partnerships in Liverpool and Knutsford as well as London. HFC also
offers transport and satellite services for the local District General Hospitals as
well as independent clinics, using a ‘hub and spoke’ model. The maximum cycles
possible in Liverpool are 3,000 within the current facility.
The LWH business case did not review these services and the implications for
service reconfiguration.
Relative to the services subject to this options appraisal process, the co-location
requirements of HFC are less critical than other services. It has been agreed that
decisions regarding the future location of HFC are best taken following an overall
decision on the siting of LWH’s services and the future use of Crown Street.
It should be noted that the co-location requirements identified are:

16.2.4



There are delays in blood test results as HFC cannot process hormone blood
samples on site, with samples being sent to RLH. However, this could be
addressed through better diagnostics on the Crown Street site, or by
improving the capacity and link to services provided at RLH.



Some patients with more complex health needs require access to theatres,
access to key pathology tests and input from other medical specialties such
as urology and endocrinology. Further clinical work will need to performed to
reach an eventual decision on the siting of HFC, in particular in view of the
access requirements to day case theatres.

Genetics Service
The Genetics service comprises of a Clinical Genetics Service and Laboratory
services, offering diagnosis and counselling to families with possible or known
inherited genetic disorders.246

246

LWH, Our Services – Genetics Our Services - Genetics.
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The Genetics service is a key organisation in the local and UK networks. LWH
hosts the Merseyside and Cheshire Regional Genetics Service (RGS).
Additionally, the Consultant Scientists of the Genetics Service are members of
the Merseyside and Cheshire Cancer Network (MCCN), which participates in the
Haematological Clinical Cancer Network Group (HCCNG) and the Pathology
Cancer Network Group (PCNG).
It was decided the Genetics services were not to be included because of
established strategic intentions to consider co-location of the genetics service
with LCL. The LCL is an NHS pathology service that provides a range of
diagnostic, specialist pathology and autopsy services to healthcare providers
across the North-West of England.247 The strategic decision to consider colocation of the genetics service with LCL was reached prior to this options
appraisal, during LWH’s Future Generations options appraisal. Informed by this
intention, the Genetics service was therefore not included in the financial analysis
of estates and costing for the genetics service has not been included in the
appraisal of options presented in the PCBC.
It should be noted that some LWH services, in particular foetal medicine,
reproductive medicine and neonatology, do use the Genetics services on a
regular basis, and the Genetics service also works closely with the HFC.
16.2.5

Provision of a single city-wide anaesthetics service
Over recent years, the ability to attract, appoint and retain Consultant
Anaesthetists has been hugely problematic for LWH. This has been resolved by
operating under a joint appointment process with the Royal Liverpool and
Broadgreen University Teaching Hospital NHS Trust. LWH now jointly appoint
substantive positions which maintains professional revalidation demands, attracts
high calibre specialist appointments and offers job plans that are clinically
sustainable. Operating as joint appointment service across both sites is
fundamental to ongoing service delivery.
The costs associated with this provision are excluded from this options appraisal.

16.2.6

Location of day case and outpatient services
Although to some extent, the ‘base case’ estates requirement are predicated on
some shift of activity to the community setting, the it does not reflect any ‘en bloc’
shift of entire types of care to the primary or community setting. Under any of the
options, there is the possibility for further activity to be moved to
primary/community settings.
LWH currently undertakes three types of services for which, in principle, a
proportion of the activity currently undertaken at Crown Street could be located in
a primary or community setting. These are:

247

LCL (2014), http://www.liverpoolcl.nhs.uk.
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Day case gynaecology. The definition of day case care is where a patient is
admitted electively during the course of a day who does not require the use
of a hospital bed overnight and who returns home as scheduled.248
Gynaecology has in recent years become increasingly ambulatory in both
the diagnostics (mainly Ultrasound scans which are highly portable but also
endometrial biopsies) and the management. With the introduction of
hormone coils the number of hysterectomies is much lower and these can
be done in an outpatient setting and general practice.



Outpatient gynaecology. Outpatient care is where a patient is not admitted
to the hospital but has an appointment with one or more care professionals.
LWH currently holds more than 40 gynaecology outpatient clinics per week,
in community settings and at the AUH Centre for Women’s Health in
addition to the Crown Street site.



Outpatient obstetrics. It should be noted that the majority of current
outpatient obstetrics activity is undertaken in the community.

Due to the nature of these services, the day case or outpatient clinics providing
them do not necessarily need to be located within a hospital, and for some
patients, access and accessibility may in fact be improved by providing them in
alternative settings (such as, for example, GP practices).
It has been recognised that there may be logistical and workforce challenges
involved in moving these services outside of the acute setting – and further, the
availability of primary/community estate has not been fully established. However,
in principle, under each of the options, some activity (currently undertaken on
Crown Street) could be moved to the community.
As shown in Appendix 10, for options D1 and D3-N, although re-providing these
services in the community will incur a cost, there is a potential net capital cost
saving because the new build hospital could be smaller to the extent that three
specific services are provided elsewhere. Similarly to the FMLU, the potential for
net capital cost savings is dependent on the availability, suitability and quality of
alternative accommodation.

248

Source: NHS Data Dictionary.
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17

Implementation plans

This chapter describes how, dependent on the outcome of
consultation, the chosen option would be implemented.
This may be a short chapter as more detailed work will be required in
the DMBC
-

Describe the work that the CCG and other stakeholders have done to
date regarding implementation of the proposed options for consultation
and what work will continue during the consultation. Emphasize that any
implementation decision will be subject to the consultation outcome.
Identify key decision makers.

-

Identify indicative implementation timelines. Identify timelines over which
benefits will be realised.

-

Identify potential sources of funding and timelines attached to
procurement of funding.

-

Discuss enablers for acute reconfiguration implementation, and for
community services implementation.

-

Discuss implementation/transition costs.

-

Discuss planned communications and engagement during
implementation, and the governance structure for implementation.

-

Identify any likely risks and dependencies and mitigations to the proposed
implementation plans.

-

Advise how the impact of change will be assessed in the future.
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17.1

Potential funding sources
LCCG recognises that significant capital is required in order to implement the
preferred option. LWH have undertaken an analysis of potential capital funding
sources and have identified a number of public sector and private sector
possibilities249.
Figure 7: Potential public sector funding options

Funding
Description
option
Public dividend Historically the preferred method of
capital (PDC
NHS capital funding, this represents
the DH’s equity interest in defined
public assets.
Independent
The ITFF is a loan facility and makes
trust financing its lending decisions based on an
facility (ITFF)
examination of the applicant’s
business case for investment.

Public works
loan board
(PWLB)

Availability
Funding has diminished and it is
unlikely to be a viable funding source.

The ITFF will not lend to any scheme
that will score against the capital
departmental expenditure limit
(CDEL) given DH restrictions.
Therefore, the ability to access ITFF
is not, at present, a viable option.
The PWLB facilitates borrowing by
In recent years, LAs have
local authorities via the UK debt office successfully lent to NHS
at comparatively low rates linked to
organisations to fund local initiatives.
government issued bonds or “gilts”.
More prevalent has been LAs lending
PWLB borrowings can be used to
to Housing Associations.
fund assets in which the council has
an ownership interest and cannot be Liverpool County Council is listed as
used to fund ongoing operational
a Qualifying Local Authority (QLA) for
costs.
PWLB, although it is not always
possible to on-lend and the
availability of PWLB headroom for
Liverpool County Council is unknown.

The constraints on DH CDEL and the requirement to ensure an off balance sheet
classification for future capital development projects results in both PDC and
ITFF funding not being viable at this time as it currently stands. PWLB remains a
potential option open to the Trust.

249

th

Capital financing options, analysis and appraisal, PwC, 11 October 2016
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LCCG have held initial discussions with Liverpool County Council who have
indicated a willingness to explore the PWLB option and to act as a potential
lender to NHS organisations across the city with a view to enabling the vision for
hospital reconfiguration. However, there remain a number of concerns in respect
of its viability, with a number of QLA’s being unable to lend to the NHS when
pursuing this route. As a result there is no recent example of PWLB financing
being a success within an NHS context. However, this remains a viable option
which LCCG will continue to explore.
Figure 8: Potential private sector funding options
Funding
option
Public private
partnerships
(PPP) including
LIFT

Strip income
model

Description

Availability

PPP investment activity has fallen in
recent years, with PPP delivery
vehicles such as LIFT and PF2 being
considered unattractive in
comparison to publicly funded
solutions.
With limited capital availability,
PPP is re-emerging as a viable
option, given restrictions on
balance sheet classification and
rebalancing the financial position
of the NHS.
The use of PF2 is expected to
come to the fore next year. In
addition there is a potential roll out
of a new PPP structure akin to the
existing LIFT scheme but which
may address the perceived
concerns with LIFT such as
utilisation and affordability.
These are developer backed deals
where the developer funds the
construction of a hospital which it
then rents to the Trust. The strip
income funding model considered a
form of Sale and Leaseback, is an
emerging model. However, it will not
be classified as off balance sheet
and the funding structure is
restricted to projects with a value of
over £100m.

This is highly accessible – there are a
number of project finance lenders via
both existing and future proposed
models.
Whilst a new PPP structure is
expected the timescales are unknown
but any new scheme should not
replace existing LIFT Cos. The remit
of LIFT as a delivery vehicle permits
clinical service provision and as
Liverpool is an existing LIFT
geography, the current LIFTCo,
Liverpool & Sefton Health Partnership
Limited, could provide the Trust with
a potential financing route that is
permissible in terms of existing
balance sheet classification.

Restricted availability as cannot be
accessed given current CDEL limits
and, potentially, the size of the capital
requirement.
Furthermore, the strip income model
has been questioned, with the setting
up of a deal proving notoriously
difficult.
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In considering private sector options, the strip income funding model does not
appear to be a viable option for the Trust given existing balance sheet constraints
and, potentially, the fact that this type of structure requires a deal size of over
£100m. On the other hand, a PPP type financing structure remains a possible
route for further exploration. It is expected that developments in this area that
are likely to see new PPP funding structures being rolled out nationally are
focused on re-energising the involvement of private finance in the development of
new health facilities.
Whilst there is likely to be a future pipeline of PF2 schemes as part of the drive to
initiate private sector participation in the development of future health estate, the
Trust’s scheme size is likely to be more suited to the existing LIFT delivery
vehicle or the equivalent impending new vehicle. Therefore, as it stands a PPP
remains a viable financing option in some form, whether it is via readily available
delivery models that already exist in the market or via new structures that may be
sanctioned as early as next year.
Further analysis will be undertaken on funding sources as part of the DMBC.
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PART IV
Next steps
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Plans for consultation

This chapter describes the work carried out to prepare for consultation
and the plans for conducting the consultation.

-

Describe the objectives of the public consultation. Describe the work
carried out to prepare for consultation and the plans for conducting the
consultation.

-

Detail the consultation methods and materials (i.e. types of events that will
be taking place and the mechanisms for collating and reflecting on the
feedback shared during the consultation).

-

Discuss any assurance / testing of the proposed consultation approach.

-

Discuss the approach to handling and collating consultation responses.
Discuss how the CCG will review consultation responses and how it will
inform about the consultation outcome. Describe how the consultation
outcome will be incorporated into further iterations of the options appraisal
and how the decision to proceed will be made.

-

Discuss the approach to handling news and media.

-

Provide a summary of the consultation plan.
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Approval process

This chapter describes the approval process for proposals following
the outcome of the public consultation.

-

Summarise the role of the POB (LCCG)

-

Summarise the role of the SRO and the CCG’s governing body (LCCG)

-

Identify the final approving body for the programme (LCCG)

19.1 Decision making process

Governance Map – LWH Review

Joint Governing Body (Sign off) by the 3 CCG’s (Liverpool, Sefton & Knowsley)

Approval

Healthy Liverpool
Hospital Programme
Board (For
Information)

Committees in
Common

Liverpool Women’s
Hospital Board
(For Information)

For Informatio n
Agree

For information

Oversight Board

Recommend

Clinical Reference
Group

Options Development
Group
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A Clinical Reference Group (CRG) has been established. The CRG is
independently chaired reports to the Programme Oversight Board (POB). Its
purpose is to work with the external teams to provide clinical input into the review
of the Future Generations Clinical Strategy and options appraisal. The CRG will
make recommendations to the POB on the future delivery of LWH services.
The POB oversees the delivery of the process and makes recommendations to
the CIC. The CRG scrutinises the work and ensures the clinical component is
robust; the group will participate in the options appraisal process.
The Oversight Board will oversee the delivery of the process and make
recommendations to the CIC
A Committee in Common (CIC) has been established for developing Healthy
Liverpool service reconfiguration proposals and for the purposes of decision
making. CIC enables formal decisions to be made in a joined up way by groups
of CCGs where it makes sense to work together across a larger geographical
footprint. In this case the CIC consists of NHS Liverpool, South Sefton and
Knowsley CCGs, which represent the majority of patients who use these
services. Local Authorities (Knowsley, Liverpool and Sefton) and NHS England
(Specialised Commissioning) are also represented on the CIC. The key decisions
to be considered by the CIC include:


Approve the case for change and vision for the services, recommended
by clinical leaders



Approve the process for solutions development; options development and
appraisal



Approve the programme assurance process



Approve the process for scrutiny by local authority OSCs



Approve a pre-consultation business case to go to NHS England for
external assurance. This would include a preferred option/s



Ensure the 4 tests for service reconfiguration have been met



Review the findings from formal public consultation to inform a decision



Make a final decision on the future configuration of these services,
informed by the refresh of the Pre-consultation Business Case into a
Decision-making Business Case



Approving an implementation plan with a benefits realisation timetable
and milestones
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19.2 The role of Health Overview and Scrutiny Committees:
NHS bodies have a legal duty to consult with local authority Health Overview and
Scrutiny Committees (OSCs). Early stage discussions have taken place with local
OSCs (Liverpool, Sefton and Knowsley) to ensure that the plans for engagement
and consultation process meet statutory requirements and to satisfy OSCs that
the case for change is sound. At a later stage, OSCs will also review the proposal
to be consulted on, to ensure that the consultation process is robust and meets
statutory requirements, along with best practice approaches.
19.3 Key milestones


NHS England Stage 2 Assurance



Overview and Scrutiny Committees (Liverpool, Sefton and Knowsley)



Formal public consultation



Decision making business case



Governance



Implementation

19.4 Conclusion
All parties, commissioners and providers, are aligned in their commitment to
ensuring that services provided by Liverpool Women’s Hospital continue to be
delivered locally and that new models of care must deliver improved quality and
safety, as well as positive patient experience.
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Next steps

Following consultation, all the responses will be collated and taken into
consideration. The business case will be refreshed, the proposals may
be refined and further examination of the impact of the proposals on
some clinical pathways. There will also be an independent report
compiled on the consultation responses. A final set of proposals will be
given to the CCG, with an aim for a final decision on service change in
[2017].
To complete later in the process – noting the independent clinical senate tasked
with reviewing clinical aspects.
Neonatal ODN Options Appraisal – output of the review to be referenced
following completion of the work March 2018
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Appendix 1
Programme governance

This appendix provides detail of the governance arrangements put in
place for this options appraisal process. It contains the Terms of
Reference and membership for the CRG and POB. It lists attendees at
stakeholder workshops and provides detail on the communication and
engagement meetings undertaken by LCCG.
Note: LCCG to consider listing of individuals for public document.
This appendix contains:

A1.1.



Terms of Reference for the CRG;



Terms of Reference for the POB;



a membership list for the CRG;



a membership list for the POB;



attendee lists for stakeholder workshop; and



a list of communication and engagement meetings undertaken by LCCG.

Clinical Reference Group – Terms of Reference
The following terms of reference were sent to all CRG members in advance of
CRG 1 (14 April 2016):

A1.1.1 Introduction
LCCG is working with LWH to conduct a review of services provided, which will
consider all possible options, using a robust methodology which can provide
sufficient assurance to commissioners and NHSE.
Commissioners are required to follow a structured assurance process when
conducting service reconfiguration, as set out in the NHSE document; “Planning,
assuring and delivering service change for patients: A good practice guide for
commissioners on the NHS England assurance process for major service
changes and reconfigurations”.250

250

NHS England (November 2015), Planning, assuring and delivering service change for
patients.
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It is essential to establish clear and robust governance arrangements to support
the decision making process.
A1.1.2 Overall Objective of the LWH Services Review
The work to be completed:
1.

to review the Future Generations Clinical Strategy;

2.

to conduct a robust options appraisal process for the future delivery of
services provided by LWH;

3.

to review the Trust’s financial position and evaluate the options arising;

4.

to make recommendations for the future delivery of these services; and

5.

to produce a pre-consultation business case.

A1.1.3 Overall Objective of the Clinical Reference Group
The CRG will be independently chaired and will report to the Oversight Board. Its
purpose will be to work with the external team to provide clinical input into the
review of the Future Generations Clinical Strategy and options appraisal. The
CRG will make recommendations to the Oversight board on the future delivery of
LWH services.
The Oversight Board will oversee the delivery of the process and make
recommendations to the CIC.
Consultancy firm FTI will be facilitating the process and will provide the content
for the CRG to receive, check and provide clinical assurance. The CRG will
scrutinise the work and ensure the clinical component is robust; the group will
participate in the options appraisal process.
The CRG will have an independent Chair, along with representatives from LCCG,
LWH, AUH, RLUHT, AH, The Partnership (Women and Children’s Services
Vanguard), and Specialised Commissioning.
A1.1.4 Core Membership


Independent Chair / Sub Chair, Dr. Mike Bewick from FTI.



LCCG Representative.



NHSE, Specialised Commissioning representative.



Clinical Representative LWH.



Clinical Representative from “The Partnership” – Women and Children’s
Services Vanguard.



Clinical Representative AH.



Clinical Representative AUH.
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Clinical Representative RLBUHT.

Additional representation will be invited to attend on an ad hoc basis as
appropriate.
A1.1.5 Meetings & Reporting Arrangements
The group will meet monthly; members will be notified in advance that the
meeting is due to take place. The meeting will be serviced by LCCG with
dedicated programme management support. All papers will be marked draft,
commercial in confidence and can only be shared beyond the group with
agreement from the Chair.
Papers will be sent in PDF format, documents will be password protected.
Members of the group will be asked to sign a confidentiality agreement.
A1.1.6 Governance
The CRG will report into the Oversight Board and will make recommendations,
provide regular reports / updates on the review.
The Oversight Board will provide the HLP Board and the Hospital Programme
Board with assurance:


on progress against the emerging objectives; and



that effective programme management systems are in place to manage the
design and implementation.

The Oversight Board will report to the CIC.
It is recognised NHSE Specialised Commissioning are members of CIC. In
addition they have internal NHSE governance and assurance procedures to
follow.
A1.1.7 Chairing Arrangements
The meetings will be run by the Chair. In the event of the Chair’s absence the
meeting shall be chaired by the Deputy Chair of the Board.
A1.1.8 Quorum
Meetings shall be considered quorate if the Chair / Deputy Chair, 2 Trust
Clinicians, 2 Commissioners and 1 Lay Representative is present.
A1.1.9 Declaration of interests
It is acknowledged members of the CRG are likely to have a direct pecuniary
interest between their work plan and CRG. The design of the group needs to
mitigate this through the balance of the membership.
All declarations of interest shall be recorded and a register maintained.
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A1.2.

Programme Oversight Board – Terms of Reference
The following terms of reference were circulated to POB members in advance of
the first POB meeting.

A1.2.1 Introduction
LCCG is working with LWH to conduct a review of services provided, which will
consider all possible options, using a robust methodology which can provide
sufficient assurance to commissioners and NHSE.
Commissioners are required to follow a structured assurance process when
conducting service reconfiguration, as set out in NHSE document; “Planning,
assuring and delivering service change for patients: A good practice guide for
commissioners on the NHS England assurance process for major service
changes and reconfigurations”. 251
It is essential to establish clear and robust governance arrangements to support
the decision making process. For this particular process there are multiple
commissioners responsible for these services.
A1.2.2 Overall Objective of the LWH Services Review
The work to be completed:
1.

To review the Future Generations Clinical Strategy

2.

To conduct a robust options appraisal process for the future delivery of
services provided by LWH.

3.

To review the Trust’s financial position and evaluate the options arising.

4.

To make recommendations for the future delivery of these services.

5.

To produce a pre-consultation business case.

A1.2.3 Overall Objective of the Oversight Board
The independently chaired CRG will make recommendations and report to the
Oversight Board providing assurance. The Oversight Board will oversee the
delivery of the process and make recommendations to the CIC.
FTI will be facilitating the process and will provide the content for the CRG to
receive, check and provide clinical assurance. The CRG will scrutinise the work
and ensure the clinical component is robust; the group will participate in the
options appraisal process.

251

NHSE (2015), Planning, assuring and delivering service change for patients.
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The Oversight Board will have commissioner representation along with
representatives from LWH, AUH, RLUHT, AH, The Partnership (Women and
Children’s Services Vanguard), a representative from a CRG and Lay (Patient /
Public) representation. The Oversight Board will be supported by a number of
specific work streams including a:


CRG with independent chair – responsible for developing the vision and
case for change.



Economic modelling.



Workforce.



Engagement and communications.



Estates.



Finance.

A1.2.4 Core Membership


Chair / Sub Chair: Dr. Andrew Loughney, Medical Director at LWH



LCCG Representative



NHSE, Specialised Commissioning representative



Representation from FTI



LWH Managerial Representative



Representative from “The Partnership” – Women and Children’s Services
Vanguard



Chair / Deputy Chair Clinical Reference Group



Managerial Representative AH



Managerial Representative AUH



Managerial Representative RLUHT

Additional representation will be invited to attend on an ad hoc basis as
appropriate.
A1.2.5 Meetings & Reporting Arrangements
The group will meet monthly; members will be notified in advance that the
meeting is due to take place. The meeting will be serviced by LCCG with
dedicated programme management support. All papers will be marked draft,
commercial in confidence and can only be shared beyond the group with
agreement from the Chair. Papers will be sent in PDF format, documents will be
password protected.
Members of the group will be asked to sign a confidentiality agreement.
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A1.2.6 Governance:
The CRG will report into the Oversight Board and will receive reports / updates
from this group.
The Oversight Board will provide the HLP Board and the Hospital Programme
Board with assurance:


on progress against the emerging objectives; and



that effective programme management systems are in place to manage the
design and implementation

The Oversight Board will report to the CIC.
A1.2.7 Chairing Arrangements
The meetings will be run by the Chair. In the event of the Chair’s absence the
meeting shall be chaired by the Deputy Chair of the Board.
A1.2.8 Quorum
Meetings shall be considered quorate if the Chair / Deputy Chair, 2 Trust
Managerial Leads and 2 commissioners are present.
A1.2.9 Declaration of interests
It is acknowledged members of the Oversight Board are likely to have a direct
pecuniary interest between their Trust work and the Board. The design of the
group needs to mitigate this through the balance of the membership.
All declarations of interest shall be recorded.
A1.3.

Clinical Reference Group – Membership
Table A1-1: CRG membership
Name

Organisation

Job Title

Mike Bewick (Chair)

FTI

Clinical Advisor, FTI

Julian Hobbs

RLBUHT

Deputy Medical Director

Bill Yoxall

LWH

Clinical Director for Neonates

Robert MacDonald

LWH

Edwin Djabatey

LWH

Helen Scholefield

LWH

Consultant Gynaecological
Surgeon & Oncologist
Clinical Director for Surgical
Services
Consultant obstetrician / FGS

Tania Stanway

NWCSCN

Kieran Murphy

NHSE

Clinical Lead
Perinatal Mental Health Clinical
Lead
Regional Lead

Claire Matthews

LWH

Interim Head of Midwifery
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Name

Organisation

Job Title

Peter Williams

RLBUHT

Medical Director

David Rowlands

WUHT/NWCSCN

Clinical lead for Maternity

Graham Lamont

AH

Jo Topping

LWH

Jenny Butters

LWH

Associate Medical Director &
Senior surgeon
Associate MD for revalidation
and appraisal
Matron - Community Midwifery

Steve Evans

AUH

Medical Director

Simon Kenny

AH

Tristan Cope

AUH

Neonatal Surgery Clinical
DirectorMedical Director and
Deputy

Ruth Stubbs

LWH

Consultant in Critical Care
Head of Nursing / Gynaecology

Claire Fitzpatrick

LWH

Head of Midwifery

Chris Grant

AUH/LCCG

Devender Roberts

LWH

Helen Murphy

LCCG

Hospital Services Programme
Director
Clinical Director for Maternity
Services
Programme Manager

Rick Turnock

AH

Medical Director

Schellion Horn

FTI

Managing Director

Natasha Pitchacaren

FTI

Mary Ryan

AH

Andrew Loughney

LWH

Consultant, Paediatric
Emergency Medicine
Medical Director

Jo Minford

AH

Consultant Paediatric Surgeon

Name

Organisation

Job Title

Ellie Johnson

AH

Personal Assistant

Tracey Kearns

NHS

Daniel Grimes

AH

Lynn Johnson

LWH

Personal Assistant to David
Rowlands
General Manager for the
Clinical Support Unit CBU and
Medical
Specialties
CBU.
Administration
support

Karen McNally

LCCG

Administration support

Roohi Shanila

NHSE

Administration support

Source: LCCG.

Table A1-2: CRG observers

Source: LCCG
Notes: Observers are people who attended the meeting but are not CRG members.
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A1.4.

Programme Oversight Board – Membership
Table A1-3: POB membership
Name

Organisation

Job Title

Andrew Loughney (Chair)

LWH

Medical Director

Allison Edis

LWH

Andrea Nichols

LWH

Deputy Head of Nursing &
Midwifery
Lay Representative

Andrew Bibby

NHSE

Bernadette Hurst

NWCSCN/CMSCN

Assistant Regional Director
(North) Strategic Clinical
Maternity

Beverley Tipping

NHSI

Network
Regional Manager

Carole Hill

LCCG

Chris Grant

LCCG

Daniel Grimes

AH

Debbie Fagan

South Sefton CCG

Dianne Brown

LWH

Dianne Johnson

Knowsley CCG

Fiona Lemmens

LCCG

Helen Murphy

LCCG

Ian Stewardson –
representing
Johnson
James BoyesDianne
– representing

Knowsley CCG

Integrated Programme
Director Services Programme
Hospital
Director
General Manager for the
Clinical Support Unit CBU and
Medical
Specialties
CBU.
Chief
Nurse
& Quality
Officer
Director of Nursing and
Midwifery
Accountable Officer

NWCSCN

Clinical Director Hospital
Services and Urgent and
Emergency
Care
Hospital
Transformation
Programme Manager
Director of Strategy &
Performance
Senior Network Quality

Bernadette Hurst
Jan Vaughan

NWCSCN/CMSCN

Improvement Lead (Maternity
& PerinatalDirector
Mental Health)
Associate

Jason Mann

FTI

Senior managing director

Jeff Johnston

LWH

Jo Topping

LWH

Associate Director of
Operations
Associate MD for revalidation

Julie Maddocks

Neonatal Network

and appraisal
Network Director

Kathryn Thomson

LWH

Chief Executive

Mark Demain

Monitor

Senior Regional Manager

Mike Bewick

FTI

Clinical Advisor

Roz Jones

NHSE

Senior Service Specialist

Schellion Horn

FTI

Managing Director

Simon Banks

Halton CCG

Chief Officer

Steven Powell

RLBUHT

Director of Strategy
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Name

Organisation

Job Title

Therese Patten

AH

Director of Strategy

Tom Jackson

LCCG

Tristan Cope

AUH

Chief Finance Officer/Deputy
Chief Officer/Programme
Director
- Healthy
Liverpool
Deputy Medical
Director

Vanessa Harris

LWH

Director of Finance

Name

Organisation
AH

Job Title
Personal Assistant

Clare Powell (Observer)

LWH

Project Manager

Jenny Butters (Observer)

LWH
LCCG

Matron - Community
MidwiferyAssistant
Personal

LCCG

Personal Assistant

Source: LCCG.

Table A1-4: POB observers

Source: LCCG
Notes: Clare Powell, Project Manager, attended as a non-voting member on behalf of
LWH. Observers are people who attended the meeting but are not POB members.

A1.5.

Options Development Group – Attendance at workshops
The ODG did not have formally agreed membership. Stakeholder workshops
were based on an open invitation and attendees at each workshop were asked to
sign in at the start of each meeting. The following tables list attendees at each
workshop.
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Table A1 -5: Invites and attendance at Workshop 1 (22 April 2016)
Name
Andrew Drakeley
Andrew Loughney
Andrew McLaughlin
Andrew Bibby
Bill Yoxall
Nicholas Brooks
Chris Grant
Clare Fitzpatrick
Devender Roberts
Diane Brown
Diane Bell
Edwin Djabatey
Chris Grant
Jason Mann
Jenny Hannon
Jo Topping
John Kirwan
Kathryn Thomson
Kieran Murphy
Fiona Lemmens
Lynn Greenhalgh
Michelle Turner
Mike Bewick
Murphy Helen
Steven Powell
Rachael Shaw
Rick Turnock
Ruth Stubbs
Schellion Horn
Simon Kenny
Vanessa Harris

Organisation
LWH
LWH
AUH
NHSE
LWH
FTI
AUH
LWH
LWH
LWH
FTI
LWH
LCCG
FTI
LWH
LWH
LWH
LWH
NHSE
LCCG
LWH
LWH
FTI
LCCG
RLBUHT
FTI
AH
LWH
FTI
AH
LWH

Attendance
Y
Y
N
N
Y
N
N
N
Y
Y
Y
N
N
N
Y
N
N
N
N
Y
N
Y
Y
Y
Y
Y
N
Y
Y
N
Y

Source: Attendance as recorded at Workshop 1 (22 April 2016).
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Table A1-6: Additional invites and attendance at Workshop 1 (22 April 2016)
Name
Angela Douglas
Cath Barton
Susan Westbury
Jeff Johnston
Helen Schofield
Sian Taylor
Val Irving
Charlene Grassman
Mark Turner

Organisation
LWH
LWH
LWH
LWH
LWH
LWH
LWH
LWH
UoL

Attendance
Y
Y
Y
Y
Y
Y
Y
Y
Y

Source: Attendance as recorded at Workshop 1 (22 April 2016).

Table A-7: Attendance at Workshop 2 (20 May 2016)
Name
Mary Ryan
Devise Boyle
Graham Lamont
Srikrishna Harave
Catrin Baricer
Jacqueline Baldwin
Simon Kenny
Cath Barton
Claire Matthews
Susan Westbury
Clare Fitzpatrick
Chris Baearton
Andrew Loughney
Adel Soltan
Helen Schofield
Andrew Bibby
Kathryn Thomson
Angela Douglas
Peter Williams
Tania Stanway
Pauline Brown
Joanne Minford
Alison Ellie
R Stubbs
Jo Neill
Linda Waths
Jason Mann
Schellion Horn
Mike Bewick
Diane Bell
Nicholas Brooks
Fiona Lemmens
Chris Grant

Organisation
AH
AH
AH
AH
AH
AH
AH
LWH
LWH
LWH
LWH
RLBUHT / LWH
LWH
LWH
LWH
NHSE
LWH
LWH
RLBUHT
NWCSCN
AH
AH
LWH
LWH
LWH
LWH
FTI
FTI
FTI
FTI
FTI
LCCG
LCCG
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Name
Steven Newcombe
Katarina Punovuori
Michelle Turner
Katherine Wright
Jeff Johnston
Helen Murphy
David Rowlands
Julian Hobbs
Samantha Parry
Tristan Cope
Lynn Greenhalgh
Val Irving
John Kirwan
Joanne Topping
Bill Yoxall
Devender Roberts
Catrin Barker
Julie Maddocks
Rafael Guerrero

Organisation
FTI
FTI
LWH
LWH
LWH
LCCG
NWCSCN
RLBUHT
LWH
AUH
LWH
LWH
LWH
LWH
LWH
LWH
AH
Neonatal Network
AH

Source: Attendance as recorded at Workshop 2 (20 May 2016).
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Table A1-8: Attendance at Workshop 3 (24 June 2016)
Name
Clare Powell
Katherine Wright
Andrew Loughney
Karen Green-Wilson
Rishi Diwan
Bill Yoxall
Mags Barnaby
Helen Scholefield
Tristan Cope
Mary Ryan
Catherine McClennan
Sue Lavell
Moira Cain
Tania Stanway
Graham Lamont
Jacqueline Baldwin
Jeff Johnston
Kiran Yajamegem
Clements – Jenna. M.
Joanne Topping
David Rowland
Phil Jennings
Steve Powell
Andy Large
Johnathon Stephens
Ruth Stubbs
Claire Matthews
Chris Grant
Fiona Lemmens
Helen Murphy
Jason Mann
Schellion Horn
Nicholas Brooks
Mike Bewick
Diane Bell
Katarina Punovuori
Steven Newcombe

Organisation
LWH
LWH
LWH
RLBUHT
AH
LWH
AH
LWH
AUH
AH
Halton CCG
LCCG
LCCG
NWCSCN
AH
AH
LWH
LWH
LWH
LWH
NWCSCN
NHSE
RLBUHT
LWH
AH
LWH
LWH
LCCG
LCCG
LCCG
FTI
FTI
FTI
FTI
FTI
FTI
FTI

Source: Attendance as recorded at Workshop 3 (24 June 2016).
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A1.6.

Communication and engagement meetings, presentations and interviews
Table A-9: Communication and engagement meetings
Name
6 January 2016
8 January 2016
27 January 2016
5 February 2016
24 February 2016
26 February 2016
2 March 2016
4 March 2016
24 March 2016
29 March 2016
1 April 2016
27 April 2016
29 April 2016
4 May 2016
6 May 2016
25 May 2016
27 May 2016
1 June 2016
3 June 2016
21 June 2016
28 June 2016
29 June 2016
30 June 2016
1 July 2016
6 July 2016
13 July 2016
20 July 2016
26 July 2016
9 August 2016
9 August 2016
11 August 2016
15 August 2016
24 August 2016
26 August 2016
2 September 2016
5 September 2016
7 September 2016
27 September 2016
7 October 2016
11 October 2016
14 October 2016
2 November 2016
4 November 2016
2 December 2016

Organisation
CIC
LWH Board
HLP Board
LWH Board
HLP Board
Hospital Transformation Programme Board
CIC
LWH Board
Hospital Transformation Programme Board
Social Care and Health Select Committee
LWH Board
HLP Board
Hospital Transformation Programme Board
CIC
LWH Board
HLP Board
Hospital Transformation Programme Board
CIC
LWH Board
Clinical Senate
Sefton Overview and Scrutiny Committee
HLP Board
Hospital Transformation Programme Board
LWH Board
CIC
Sefton Engagement and Patient Experience Group
Radio Merseyside
Social Care and Health Select Committee
Knowsley Overview and Scrutiny Committee
Healthwatch Sefton
Healthwatch Sefton
Healthwatch Knowsley
HLP Board
Hospital Transformation Programme Board
LWH Board
Labour Party Briefing
CIC
Sefton Children’s Overview and Scrutiny Committee
LWH Board
Labour Party Briefing
Clinical Senate
CIC
LWH Board
LWH Board

Source: LCCG.
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Appendix 2
Process

This appendix sets out the process that LCCG has undertaken to
identify the options for consultation.
A2.1.

Overview of the process and key meetings
LCCG appointed FTI to undertake an options appraisal in relation to the services
currently provided at Crown Street by LWH. FTI was tasked with working with
local health economy stakeholders to identify a short list of options for inclusion in
a pre-consultation business case. The steps in this process are shown in Figure
A2-1 below:
Figure A -1: Approach to options appraisal
Task 0
Kick Off

Task 1
Review Clinical
strategy

Task 2
Develop options
appraisal
framework

Task 3
High level
assessment of
long list

Key output
from task:

Long list of
options

Assessment
framework

Short list of
options

Task 4
Detailed analysis
of short list

Task 5
Development of
pre consultation
business case

Preferred option
identified –
others ranked

Final Business
Case for
consultation

Source: FTI Consulting.

A number of workshops, CRG meetings and POB meetings have been held:
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A2.2.



Workshops (ODGs) on 22 April 2016, 20 May 2016, 24 June 2016, 20 July
2016, 8 September 2016, 15 September 2016



CRGs on 14 April 2016, 29 April 2016, 3 June 2016, 24 June 2016



POBs on 6 May 2016, 10 June 2016, 1 July 2016, 21 July 2016, 14 October
2016

Development of options appraisal framework


FTI developed a draft options appraisal framework. This consisted of the
development of CSFs under four categories: quality (clinical), feasibility
(including workforce and public acceptability), financial sustainability and
strategic fit. These were developed by the FTI project team which includes
economists, accountants, clinicians and a public health expert and would
be tested in a workshop. It was planned that there would then be two
further workshops to score the long list of options against the CSFs and the
short list against the CSFs.



The Clinical Sustainability Criteria were developed after input from CRG 1
(14 April 2016) and Workshop 1 (22 April 2016) as well as FTI. They were
applied to the extended long list of options to obtain the longlist of options.



During CRG 1 (14 April 2016) and Workshop 1 (22 April 2016) the CSFs
were developed. CRG 1 proposed 12 initial CSFs under 4 domains, which
were then refined during Workshop 1 and after subsequent feedback
through email.. This feedback was used to comprehensively update the
CSFs after Workshop 1. Most of the feedback was on the quality (clinical)
CSFs and FTI used this feedback in order to develop the service-specific
criteria. A revised list of CSFs and changes to the definition of other CSFs
was sent out for further comment following Workshop 1.



The minutes from CRG 2 (29 April 2016 show that development of the
CSFs was covered in this meeting. However it is clear from the minutes
that the focus of the meeting was not on the CSFs and that the
development of the long list of options was the priority. On CSFs, the
minutes state that:

“The proposed CSFs were discussed


It was discussed that the “safety” should be included. It was proposed it
should be included in CSF 2.



It was also discussed that “clinical sustainability” should feature in there.”

As noted above, POB 1 (6 May 2016) met with representatives from FTI, LCCG,
LWH, AH, AUH, RLH, NWCSCN and NHS Halton CCG. The purpose of this
meeting was to discuss both the long list of options and the options appraisal
framework.
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POB 1 began with an overview of the process and FTI presented the process
diagram set out Figure A2-1 above. This was followed by a discussion of the
options appraisal framework. It was noted that the long list of options, to which
the CSFs were to be applied, was longer than had been expected. It was
therefore discussed whether hurdle criteria should be used in order to identify a
medium list of options and the CSFs would be applied to this. The action was for
this to be considered by FTI and Workshop 2 (20 May 2016). Subsequently it
was decided that the CSFs should be applied to all the long list options and that
Workshop 2 should be extended to allow for this.
A2.3.

Development of the extended long list of options and the long list of
options
Having developed the options appraisal framework, the development of the long
list of options began. This part of the programme was run by Dr. Mike Bewick,
Former Deputy Medical Director of NHSE. He was supported by Dr. Diane Bell,
also a former clinician and a public health expert.
The long list of options was developed by clinical and non-clinical stakeholders
from across the system. The process started with the consideration of service codependency requirements absent consideration of estates requirements. Only
once service co-dependencies were ascertained were estates options overlaid
onto the service options as sub options.
In developing the long list of options, account was taken of the views and
opinions of key clinicians within the system. These clinicians work across a range
of clinical specialisms and are located across LWH, RLUHT, AH and AUH as well
as at LCCG.
FTI reviewed LWH’s clinical strategy. This was a desktop review by FTI followed
by a number of conversations with clinicians from across the system, but
primarily from LWH.
FTI’s work also took advantage of previous experience in delivering
transformation / reconfiguration engagements elsewhere. Consideration was
given to national guidelines and standards, including that from NICE, the Royal
Colleges, national reviews and LWH’s self-assessment of its performance against
these. The documents that were reviewed are listed in Appendix 16.
After the considerations outlined above and input from CRG 2 (29 April 2016), an
extended long list of potential service reconfiguration options was established.
This was developed based upon a review of the documents listed above, the
implications of national guidelines and the consideration of clinical dependences
between services. .
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Through the application of the Clinical Sustainability Criteria, the extended list
was reduced to a long list of options. It is important to note that the long list was
driven by quality, clinical sustainability and ensuring that the options consider
service co-dependencies and the need to deliver a clinically safe and sustainable
service. At this stage, non-clinical considerations such as financial sustainability
were not considered.
During CRG 2 (29 April 2016), the extended long list and the summary of the
long list of options was discussed. The minutes note that “It was felt that this was
a good starting point but needed narrative behind each of the listed items which
could then be challenged by the CRG.” Also “There was a consensus that FTI
provide presentations on the different options. Most attendee’s felt that options F
(Develop the community based maternity services) & G (Develop a Merseyside
maternity network) could be removed but one [representative]252 requested that
option G remain.”
During CRG 2 (29 April 2016) a long list of options was agreed upon. These
were:


Option 1 – Do Nothing.



Option 2 – Develop a community-based local maternity network supported
by specialists and acute providers in Liverpool.



Option 3 - Develop and enhance existing LWH services.



Option 4 - Relocate all services to AH.



Option 5 – Relocate all services to RLH.



Option 6 – Relocate all services to AUH.



Option 7 - Relocate gynaecology to AUH. Deliver obstetrics and neonatal
services at LWH.



Option 8 - Relocate gynaecology to AUH. Deliver obstetrics and neonatal
services at AH.



Option 9 – Relocate gynaecology services to RLH. Deliver obstetrics and
neonatal services at LWH.



Option 10 – Relocate gynaecology services to RLH. Relocate obstetrics
and neonatal services at AH.

The minutes from CRG 2 (29 April 2016) note that “It was confirmed that the
options would be taken to the oversight board after the workshop on outcomes”.

252

Anonymised.
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At a later date, it was queried as to why AUH was not included in the long list. As
noted previously, the role of the CCG was to determine a long list of options from
a clinical perspective, absent estates considerations. As such, RLH was being
used to proxy an “adult acute site” but it was discussed during CRG 2 that there
could be another adult acute side, e.g. AUH. Also, from conversations with AUH,
Mike Bewick was of the understanding that AUH did not want to take on the
services. However, the CCG requested that AUH is considered as a possible site
in order to ensure that the process was inclusive and looked at the full range of
potential options. By the time of the POB and the workshops, it was important to
introduce estates considerations into the analysis and therefore these options
were separated out.
During POB 1 (6 May 2016), the long list of options was discussed. POB 1 noted
that the development of a local maternity system should become a ‘proposal
common to all options’. FTI worked with the Women and Children’s Services
Vanguard to agree how a community based maternity services model should be
modelled. Under all options there is now an option to develop an FMLU which
reduces the size of the MLU at the LWH site. On this basis option 2 was
excluded. POB 1 also excluded Option 1 as it did not address any of the
identified clinical sustainability challenges or improve access to essential codependent services.
POB 1 confirmed the long list of eight options. The POB requested that the
options naming convention changed from numerical to alphabetical and from this
point onwards the options were renamed and this new naming convention was
used consistently at all future workshops, CRGs and POBs.
A2.4.

The short list of options
Following POB 1 (6 May 2016), FTI continued to analyse the long list of options.
A strong focus was placed on clinical aspects (quality CSFs) and the analysis
around financials, feasibility and strategic fit was at a higher level.
FTI worked with the clinicians from the trusts, LCCG and FTI clinical advisors to
analyse the options and liaised closely with finance, workforce and estates staff
from the trusts to assess the options from a feasibility and financial sustainability
perspective.
Workshop 2 (20 May 2016) was held to “score” the long list of options against the
agreed CSFs. As requested by POB 1 (6 May 2016), a briefing note with analysis
performed to date and a reminder of the long list of options and CSFs was sent
out in advance of this in order to allow workshop participants to consider scores
in advance.
The options presented to the group were as follows:


Option C – Development and enhance Crown Street site.
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Option D1 – Relocate all services to AH site.



Option D2 – Relocate all services to AUH site.



Option D3 – Relocate all services to the new RLH site.



Option E1 – Relocate gynaecology services to AUH and all other services
remain at an enhanced Crown Street site.



Option E2 – Relocate gynaecology services to the RLH and all other
services remain at an enhanced Crown Street site.



Option F1 – Relocate obstetrics and neonatal services to AH site and
gynaecology services to the AUH site.



Option F2 – Relocate obstetrics and neonatal services to the AH site and
gynaecology services to new RLH site.

During Workshop 2 (20 May 2016) three mixed-speciality clinical groups and
one-non clinical group were put together by FTI / CCG to ensure that they were
mixed in terms of clinical speciality and organisation. FTI chaired these groups.
The mixed-speciality clinical groups evaluated the options against the quality
CSFs, each scoring the enhanced Crown Street option followed by two to three
other options from category D, E or F. The non-clinical group evaluated all
options against the feasibility, financial sustainability and strategic fit. All trusts
were present in at least one clinical group.
While options scored well against quality CSFs, scores for the remaining CSFs
were comparatively lower which resulted in only two options that score positively
compared to the status quo. However, a ‘natural break’ was observable between
the first four options (C, D1, D2 and D3) and the second four options (E1, E2, F1
and F2).
There was some concern that the weighted scores of most of the options were
negative. It was noted that while all four options on the short list scored positively
on quality, two options (C – Develop and enhance Crown Street site and D1 –
Relocate all services to AH site) were considered worse than the ‘do nothing’
option (i.e. received an overall score of less than 0). Detailed scores by CSF are
provided in Appendices 5 and 6.
There were no minutes taken at Workshop 2 (20 May 2016), because it was
agreed at the workshop that it would be conducted under Chatham House rules.
There was a sign-in sheet and this shows that there were representatives from
across the system. The workshop concluded with a discussion on the options
and there was a show of hands in favour of recommending the four highest
scoring options to the CRG.
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CRG 3 (3 June 2016) met to discuss and agree the short list of options, following
the analysis that was undertaken at Workshop 2 (20 May 2016). There was
attendance from FTI, LCCG, LWH, RLBUHT, AH, NHSE and SCN. The minutes
to CRG 3 note that:


A concern was identified around the provision of NICU services in the
reconfiguration, particularly around whether detailed analysis should be
undertaken before or after the short list is identified. This was subsequently
taken up by FTI who worked closely with the Neonatal Network on this.



Workshop 2 (20 May 2016) scores appear to be broadly correct and reflect
the collective professional opinion of those at the workshop.



The suitability of metrics and the possibility of scoring options without
detailed data was discussed, however the point was made that detailed
data on similar service reconfigurations does not exist.

In terms of recommending a short list of options, the CRG 3 minutes note that:
“The discussion of options to be recommended to the programme oversight
board occurred concurrently with the discussion on the feedback from the second
workshop.
There was considerable discussion over whether or not the group should
recommend to the Programme Oversight Board that the shortlist include a fifth
option. This would be a split-site option. The need to consider a fifth option in the
shortlist was not unanimously agreed.
The discussion focused on the possibility of including Option F2 in the
recommended shortlist, although other options were discussed e.g. E2. A
participant suggested voting on which option to recommend as a split site option,
however the CCG highlighted that the group lacked the power to perform such a
vote and this idea was abandoned. It was instead decided that the Programme
Oversight Board should consider including a fifth, split-site option on the shortlist.
In summary, the following recommendations should be made:


The four options that performed well in the workshop should proceed to the
shortlist (C – Develop and enhance Crown Street site; D1 – Relocate all
services to AH site; D2 - Relocate all services to AUH site; D3 – Relocate
all services to the new RLH site).



The programme oversight board should be mindful of concerns regarding
the scoring of the options and the representation of neonates although note
that not all participants felt this was an issue.



The possibility of including a split-site option should be given thought.”
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POB 2 (10 June 2016) included attendees from FTI, LCCG, LWH, RLH, AH,
AUH, NHSE, Knowsley CCG, Sefton CCG and Halton CCG. The items on the
agenda were the short list of options and the stakeholder engagement and
communications plan.
The four options on the short list put forward by Workshop 2 (20 May 2016) and
recommended by CRG 3 (3 June 2016) were discussed. The CCG expressed
concerns that there was not a capital light option and asked for one to be added
to the short list. It was agreed that this should be F2, under its hypothesis that F2
was potentially a capital-light option.
The minutes from POB 2 (10 June 2016) note that:
“It was stated that not all would agree that F2 were a capital light option, but this
would be tested further and scored at the next workshop. The phrase ‘capital
lighter’ was felt to be more appropriate. Concerns regarding capacity to house
services at AH were expressed and confusion why ‘capital had trumped financial
and clinical sustainability.”
It was also noted that:
“Concerns were raised for patient safety if working across sites with some
reluctance shown in supporting training across 2 sites. It was felt that women’s
services should be more drawn together not separated.”
The minutes note that:
“workforce required more work and public acceptability was difficult to rate
without engagement. This score would therefore be updated in September 2016
after the consultation process. In regard to splitting gynaecology and obstetrics
the key message was that this would not be beneficial due to workforce
restraints” and that “No distinction had been made between new build and
current build for re-location and this could be difficult with some sort of merger
required.”
A vote on carrying the six options forward was taken253. All members in
attendance voted in favour with no expressions against.
A2.5.

The list of options for consultation

A2.5.1 Rescoring of the short list of options
In accordance with the process agreed at the start of the programme, more
detailed analysis on the short-listed options was undertaken so that they could be
rescored and re-ranked.

253

There are six 6 options and not five, since the D3 option consists of D3-I and D3-N.
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FTI worked closely with trusts to undertake more detailed finance, estates and
workforce analysis. This involved identifying key individuals with subject-matter
expertise at each Trust and liaising closely with them to request additional
information and clarify assumptions. In addition, FTI worked with LCCG to
undertake a more detailed review of the HLP and other local and regional work.
Workshop 3 (24 June 2016) was held to re-score the short list of options against
the CSFs, using the more detailed analysis. There was both clinical and nonclinical participation, with staff attending from LCCG, LWH, RLH, AUH and AH. In
addition, there were representatives from NHSE, the NWCSCN, and the
CMWCSP. A detailed briefing note was circulated beforehand and FTI requested
feedback on any errors or admissions – only one was received.
Workshop 3 used the same CSFs, scoring system and short list of options as in
Workshop 2 (20 May 2016). There were however some differences:


There was more detailed information, particularly around financial,
feasibility and strategic fit CSFs to use to undertake the scoring. This
included additional information that was requested at Workshop 2, in
particular around strategic fit.



Option D3 (relocate all services to the RLH) had been split out into D3-I
and D3-N – reflecting feedback from the non-clinical group in Workshop 2
that it was difficult to score a single option for D3.



The clinical information was broadly unchanged, although there had been
more analysis on NICUs.



In Workshop 2, the groups had been split into clinical and non-clinical with
the clinical group scoring quality CSFs on a service by service basis and
the non-clinical group scoring feasibility, financials and strategic fit. In
Workshop 3, all participants were able to score all options against all CSFs.
However for the quality CSFs, participants were asked to consider all
services in aggregate rather than scoring for each individual service.254

At Workshop 3, the attendees were divided into three groups, with a mix of
clinical and non-clinical staff and from a mix of organisations in each. At the start
of the workshop, FTI and the CCG ensured that the groups were mixed to ensure
that no single organisation or speciality was dominating a particular group. FTI
and / or the CCG chaired each group and each group scored all the short-listed
options against the CSFs.

254

In reality, most groups chose to consider each service separately for most of the quality
CSFs and then to aggregate back up to a single score for each CSF.
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Once the scores were received from each group, FTI aggregated them together.
The scores were then discussed with workshop participants – at individual CSF
level, by group of CSF and in aggregate. Where there were differences between
scores from particular groups for a particular CSF then this was discussed.
However, the scores were broadly similar between groups.
CRG 4 (24 June 2016) took place immediately after Workshop 3. All those that
attended CRG 4 had been at Workshop 3 and were aware of the conclusions /
recommendations from it. Mike Bewick started the discussion by summarising the
structure and findings of Workshop 3 (24 June 2016). There were a number of
key themes of this discussion including around the structure of Workshop 3 and
results of the rescoring process. Several issues were raised including:


The process should be aware of other undertakings in the local and
regional health economy. For example, this includes work being
undertaken by the Neonatal Network and the local vanguards (Following
this comment, FTI reconfirmed the analysis with both the Neonatal Network
and the Women and Children’s Services Vanguard).



Some participants felt Option D3-I (RLH and integrate) was difficult to score
given the information provided and that the feasibility score may change in
the event that there is not enough space in the existing building for a full
integration of services.



The suitability of Option F2 was discussed at some length including a
discussion on whether or not the split-site NICU issue and the split-site
obstetrics/gynaecology issue are equivalent in terms of junior doctors,
rotas, training and clinical concerns. The minutes note that “Agreement
was reached that this option should not proceed to public consultation. In
summary Option F2 has been considered on two occasions and the option
has now been exhausted."

CRG 4 (24 June 2016) concluded with the following recommendations to the
POB:


Options D1, D2 and D3-N and D3-I should be recommended to the POB
for inclusion on the short list of option on clinical grounds.



Option C should also be retained on the prospective shortlist. However, it
should be noted that this is not being retained on clinical grounds and is
being recommended for retention because it is the only option that keeps
services at Crown Street and there is an expectation that any public
consultation would require this.



Option F2 to be removed from the prospective shortlist.
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POB 3 (1 July 2016) took place with attendance from FTI, LCCG, LWH, AH,
NHSE, Monitor, South Sefton CCG and Knowsley CCG. FTI provided a recap of
the process and then stated “Today, we are asking the Programme Oversight
Board to confirm the preferred options for the PCBC”. The stakeholder
engagement and communications plan was also on the agenda. The following
information was contained in the presentation:


Options D1, D2, D3-N and D3-I, which retain all LWH services together
while relocating to an alternative site, scored higher than other options at
the third stakeholder workshop and were subsequently recommended by
CRG 4 (24 June 2016) for progression.



Option F2 scored poorly given it was not ‘capital light’ and raised clinical
sustainability concerns. CRG 4 has recommended its removal from the
shortlist.



Option C scored negatively and was recommended for removal by CRG 4.
Yet, to demonstrate the cost of enhancing Crown Street relative to other
options, it will need to be considered in the PCBC. It was proposed that two
variants of Option C were retained: Option C1 – maintain and enhance
Crown Street and Option C2 – minimum enhancements / essential work to
Crown Street..



It was proposed that Option F2 (as recommended by CRG 4) and Option
D2 (which is always suboptimal as compared to D3-N) are removed from
the shortlist.

Reasons were also provided in the presentation as to why CRG 4 (24 June 2016)
had rejected F2:


Workshop 3 (24 June 2016) and CRG 4 (24 June 2016) attendees
considered that separating obstetrics and gynaecology would have
significant negative impacts on (adult) outcomes, workforce, and public
opinion…



… and that a split service would negatively affect LWH’s ability to achieve
accreditation/ training provider status



This option ‘returned’ for further consideration and has now been
exhausted. Option D1 which considers the move of all services to AH
together remains on the shortlist.

It should be noted that FTI had only just received the initial view of the AH
estates solution but had not had a follow up discussion with AH on this by 1 July
2016. Reassurance was given that the decision was due to overwhelming clinical
reasons. As the minutes from POB 3 (1 July 2016) note, “all agreed to remove
D2/F2 options”.
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A2.5.2 Further analysis on the short list of options
POB 3 (1 July 2016) requested that before the options for consultation are
agreed, further analysis on the options, including the newly added C2 option was
to be undertaken. The analysis was for options C1, C2, D1, D2, D3-N, D3-I and
F2. However, following communications around the process between AH and
LCCG, it was requested that this analysis was also undertaken on D2 and F2.

A summary of the evidence relating to the co-location of gynaecology and
obstetrics services was compiled. This was provided to the CCG before being
discussed at POB 4 (21 July 2016).
Workshop 4 (20 July 2016) was a finance workshop with representation from FTI,
provider trusts and the CCG. A briefing note was sent on 18 July 2016. The
workshop focussed mostly on estates issues and AH and LWH agreed to take a
number of issues forwards before they could be reflected in FTI’s analysis. There
was not time to cover revenue costs and it was agreed that feedback would be
provided to FTI via email and phone calls.
During POB 4 (21 July 2016), FTI provided an overview of the process to date
and summarised the short list of options.
POB 4 discussed Option C2, noting that it was introduced late into the process.
FTI set out the clinical enhancements that were being included in Option C2
(blood bank, mobile CT scanner and neonatal upgrades) and that these had
been discussed with LWH. Clinicians in the room noted that these enhancements
are less than are required to meet the clinical standards and do not meet the
clinical strategy. The CCG pointed out that this was a capital light option and it
was noted that this was being proposed to ensure that there is a potentially
affordable option on the list. Ultimately, it was agreed that Option C2 should be
progressed.
During POB 4, the Chair noted that there would be a vote on whether to remove
options F2 and D2 from the list for consultation given the new analysis that had
been undertaken and considering the views expressed by CRG 3 and 4 (3 June
2016 and 24 June 2016) previously and at POB 3 (1 July 2016).
Evidence for and against the co-location of obstetrics and gynaecology services
was set out. Views were expressed by a number of clinicians in the room, all
against splitting the service. There was grave concern that this could impact on
the ability to deliver services and on workforce recruitment and sustainability due
to issues around training and development. In particular:


Neonatologists had challenged obstetricians, as they work on a split site
now and this challenge was played out and was robust.



There would be a less safe service.
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Cannot staff if provided on two sites – in terms of rotas and recruiting junior
doctors.



Nowhere in the country runs a split service (other than cold gynaecology
being split).



Need gynaecology surgeons available for certain obstetric procedures and
without that, LWH might not be able to carry out some high risk obstetric
procedures.



It would be safer to keep all service on Crown Street, as is, than to split the
service.



21 years ago, it was agreed that the services should stay together – why
has that view changed now?



One clinician noted that his view has changed completely during the
process and he now believes the services should stay together.

It was noted that looking after a woman during pregnancy gives a child the best
start in life. It was confirmed the Women and Children’s Services Vanguard is
looking to improve outcomes and splitting obstetrics and gynaecology services
would not do this. All were asked to vote on removing Option F2. One member of
the group abstained from the vote to remove Option F2. All remaining attendees
agreed to its removal.
The Chair called for a vote on D2. The following was noted:


AUH has scored less favourably than the RLH in most CSF’s, although it
was noted that the financial analysis needed more work and could not be
relied upon at this stage.



The suggestion for removal of Option D2 was also due to the relocation of
CCC services to the RLH and the fact that the RLH supports complex
surgical procedures that AUH cannot support. It was confirmed that
specifically the cancer element where AUH scores worse than the RLH. It
was also noted that vascular surgery in particular is an issue



AUH will need to consider rebuilding part of its estate in the future.



AUH has critical care but doesn’t support neonatal or obstetrics services.



RLH may relocate some services to AUH in the future.

One member of the group abstained from the vote to remove Option D2. All
remaining attendee’s agreed to its removal.
The CCG noted that if subsequently D3 was found to be impractical, then it may
be necessary to bring D2 back into consideration.

212

F2 and D2 were therefore removed from the list of options for consultation. POB
4 (21 July 2016) requested that FTI continue to work on the financial analysis for
the remaining options and worked closely with LWH and the RLBUHT on Option
D3-I to assess whether it was feasible.
A2.5.3 Identification of options for consultation
As noted above:


The F2 (split site) option was removed by POB 4 (21 July 2016) primarily
on clinical grounds following clinical analysis around the optimality of colocating obstetrics and gynaecology services.255



The D2 (all services relocated to AUH site) option was removed by
POB 4 (21 July 2016) on the grounds that this option consistently scored
less favourably than the alternative option to move all services to an adult
acute site - Option D3-N (all services relocated to the new RLH campus).



Following further analysis on the D3-I (integrate services at the New RLH
building) option, it was agreed at POB 5 (14 October 2016) this should be
removed on feasibility grounds.

The final list of options for consultation was therefore as follows:


Option C1: Develop and enhance Crown Street site;



Option C2: Minimum enhancements to Crown Street site;



Option D1: Relocate all services to the AH site in a new build; and



Option D3-N: Relocate all services to the new RLH campus in a new build.

The feasibility appraisal element for these options was then completed by
creating CSF scores for each option based on engagement feedback to produce
the final score

255

Additionally, it was noted that this option had been added onto the short list as it was
hypothesised that it might have lower capital costs than other options. As explained in
Chapter 12 above, this was shown to not be the case.
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Appendix 3
CSF sub-criteria and metrics

This appendix provides detail of the sub-criteria and metrics developed
for each CSF within the four CSF domains. For the Quality domain, subcriteria and metrics were developed by service line. For the Feasibility,
Financial Sustainability and Strategic Fit domains, sub-criteria and
metrics were developed for the LWH organisation as a whole.
A3.1.

Sub-criteria and metrics for CSFs in the Quality domain
For CSFs in the Quality domain, sub-criteria and metrics were developed at a
service-line level for the following clinical specialities:


obstetrics;



neonatology;



gynaecology;



genetics;



fertility; and



theatres, anaesthetics and critical care.

The tables below detail the sub-criteria and metrics for Quality CSFs.
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Table A3-1: CSF 1 sub-criteria and metrics
CSF 1: The proposed option will maintain or improve the health and
wellbeing of the whole population receiving services.
Sub-criteria
Maternity
 Enhanced access to interventions
supporting health and wellbeing
 Ability to provide a ‘Baby Friendly’
environment is enhanced
Neonatal


Enhanced access to interventions
supporting health and wellbeing

Metrics



Smoking status at time of delivery
Breast feeding initiation and
maintenance rates



Access to Paediatric Specialists and
Allied Health Professionals with skills
appropriate to a neonatal patient group
Access to 24 hour onsite paediatric
speciality services, including neonatal
surgery.



Gynaecology



Enhanced access to interventions
supporting health and wellbeing

Genetics
 Enhanced access to early diagnosis
through mainstreaming genetic testing
to medical Specialties for referral
directly into testing service
 Genomic tests as frontline test
Fertility
 Enhanced access to interventions
supporting health and wellbeing
Theatres, Anaesthetics & Critical Care



Enhanced access to interventions
supporting health and wellbeing
Optimal preoperative care






Referrals to ‘Stop before your Op’-style
smoking cessation services
Long Acting reversible contraceptive
uptake in termination services
Number of tests referred to Genetics
laboratories from Medical Specialties
(Not Clinical genetics)
Prediction of Genetic Disorders
Prevention in other family members



Referrals to weight management
services



Pre-operative availability of a full range
of physiological assessments
Pre-operative access to specialised
clinical services (when necessary)
Pre-operative availability of a full range
of counselling services




Source: FTI Consulting.
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Table A3-2: CSF 2 sub-criteria and metrics
CSF 2: The proposed option will allow services to maintain or improve
clinical outcomes and maintain or exceed clinical standards.
Sub-criteria
Metrics
Maternity
 Increased safety for antenatal and
perinatal care (including mental health
 Likely compliance with
services)
existing/emerging standards of care
 Critical care service meets National
 Likely compliance with
Adult Critical Care Standards
existing/emerging standards of care
 Reduced interventions during labour
 Number of C-Sections/Number of VBAC
 Timely access to appropriate
 Diagnostic waiting times
diagnostics: pathways and health
 Number of patients seeing AHPs
professionals
 Access to allied health professionals
Neonatal
 Neonatal infection rates
 Neonatal surgical outcomes
 Improved ability to diagnose and
 Number of babies undergoing
intervene in antenatal/neonatal
ambulance transfer whist undergoing
morbidity
intensive care and for diagnosis or
 Increased safety of provision of
treatment
neonatal care
 Diagnostic waiting times
 Improved access to key adjacencies
 Timely review by neonatal surgeon or
including diagnostic services
other paediatric specialist
 Draft CGR standards for neonatal
 Compliance with national service
surgery are met
specifications including critical
care/neonatal surgery/transport
Gynaecology
 Post-operative length of stay
 Numbers of emergency readmissions
 Numbers of patients receiving minimally
invasive techniques/ laparoscopic and
 Improvement in outcomes (by subambulatory
specialty)
 Numbers of patients receiving
 Improved access to necessary support
enhanced recovery
services and estate
 Gynaecology cancer 1 year survival
 Improved access to key adjacencies
rates e.g. ovarian
including diagnostic services
 Access to dedicated Gynaecology /
emergency theatres
 Access to Adult Support services, ICU,
HDU, therapies
 Diagnostic waiting times
Genetics
 Improvement in National outcomes
 Proportion of clinical genetic clinics that
(Dashboard, EQA, UKAS Accreditation)
are part of a multi-disciplinary clinic
 Closer working relationships with
 Rate of educational sessions provided
specialists in other Medical Specialties
by clinical genetics to other specialties
 Links between clinical genetics and
 Laboratory Turnaround times for
laboratory genetics services are
reporting
maintained/enhanced
 Abnormality rate per test
 Access to suitable/up to date equipment
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Fertility





Improvement in outcomes
Configuration of the service
Improved access to diagnostic services




Success rates (Annual numbers of
pregnancies or live births as a result of
treatments)
IVF service co-located with day case
theatre access
Diagnostic waiting times

Theatres, Anaesthetics & Critical Care





Optimal intraoperative and
postoperative care
Optimal critical care provision
Access to on-site, sub-specialty
intensive care physicians
Improved access to diagnostic services






Intraoperative access to specialised
clinical services for clinically complex
patients
Waiting time for surgical specialities
Number of ambulance transfers
between sites
Waiting times for diagnostics

Source: FTI Consulting.
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Table A3-3: CSF 3 sub-criteria and metrics
CSF 3: The proposed option will allow services to deliver a positive
experience for patients and their families.

Sub-criteria
Maternity

Metrics






Improved access to maternity services
including non-obstetric specialist care
Maintained/improved patient choice in
birthing plan and location
Enhanced family friendly maternity offer





Number of home births/Length of stay in
hospital
Patient engagement, patient reported
outcome measures (PROMs) & selfdirected care
Numbers of women who said they had
choice in birthing location
Amount and proximity of overnight
accommodation for family members

Neonatal



Improved ability to keep families
together
Availability of appropriate and sensitive
support for bereaved parents





Episodes of separation of parents and
babies
Egress of babies to paediatric services
after 44 weeks PMA.
Parent/family satisfaction

Gynaecology




Improved access to care within the
hospital and in other settings
Improved access for patients to peer
support

Genetics
 Improved access to care through
mainstreaming
 Earlier diagnosis through
mainstreaming
 Developing re-engineered pathways of
care with genomics as frontline test
 More informed consent e.g. Use of
Apps and on-line consenting
Fertility



Easier access to services
Easier access for patients to peer
support

Theatres, Anaesthetics & Critical Care
 Speed of recovery and ‘normalisation’
for post-operative patients
 Access to individualised pain relief
solutions for all patients






Number of operations cancelled or
delayed by the hospital
Number of patients able to access
services outside hospital
Referral to treatment time
Waiting time in A&E
Number of patients accessing peer
support





Clinical genetics waiting times
Clinic DNA rates
Detection rate of abnormalities



Number of patients accessing fertility
services
Number of patients accessing
counselling services






Likely recovery time
Patient experience with respect to pain
management

Source: FTI Consulting.
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Table A3-4: CSF 4 sub-criteria and metrics
CSF 4: The proposed option will improve clinical sustainability.
Sub-criteria
Metrics
Maternity
 Enhanced ability to provide 7 day
 Self-assessment against 7 day clinical
services
standards
 Makes better use of staff resources i.e.
 Changes to rotas allowing safer service
reduces duplication
 Savings made through elimination of
 Deliver staffing models that are legally
duplication/increased staff productivity
compliant and sustainable
Neonatal
 Self-assessment against 7 day clinical
 Enhanced ability to provide 7 day
standards
services
 Compliance with national nursing and
 Makes better use of staff resources i.e.
medical workforce standards.
reduces duplication
 Workforce to cover neonatal surgical
 Deliver staffing models that are legally
service
compliant and sustainable
 Savings made through elimination of
duplication/increased staff productivity
Gynaecology
 Enhanced ability to provide 7 day
 Self-assessment against 7 day clinical
services
standards
 Makes better use of staff resources i.e.
 Changes to rotas allowing safer service
reduces duplication
 Savings made through elimination of
 Deliver staffing models that are legally
duplication/increased staff productivity
compliant and sustainable
Genetics
 Enhanced ability to provide 7 day
 Self-assessment against 7 day clinical
services
standards
 Makes better use of staff resources i.e.
 Changes to rotas allowing safer service
reduces duplication
 Savings made through elimination of
 Deliver staffing models that are legally
duplication/increased staff productivity
compliant and sustainable
 Staff retention figures per annum
 Improved access to diagnostic services
Fertility
 Enhanced ability to provide 7 day
 Self-assessment against 7 day clinical
services
standards
 Makes better use of staff resources i.e.
 Changes to rotas allowing safer service
reduces duplication
 Savings made through elimination of
 Deliver staffing models that are legally
duplication/increased staff productivity
compliant and sustainable
Theatres, Anaesthetics & Critical Care
 Enhanced ability to provide 7 day
services
 Maintenance of a complete complement
 Self-assessment against 7 day clinical
of Consultant Anaesthetists trained in
standards
the care of obstetric and gynaecological
 Rota compliance with national
patients
standards
 Maintenance of a complete complement
of theatre staff trained in the care of
obstetric and gynaecological patients

Source: FTI Consulting.
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Table A3-5: CSF 5 sub-criteria and metrics
CSF 5: The proposed option will increase scope for research and innovation.
Sub-criteria
Maternity

Metrics





Greater involvement in research studies
More opportunities for introducing
innovations and rolling out best practice




Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)

Neonatal




Greater involvement in research studies
More opportunities for introducing
innovations and rolling out best practice

Gynaecology
 Greater involvement in research studies
 More opportunities for introducing
innovations and rolling out best practice







Genetics
 Greater involvement in research studies
 More opportunities for introducing
innovations and rolling out best practice
 More opportunities for continued
professional development and
attendance to conferences and courses
Fertility
 Greater involvement in research studies
 More opportunities for introducing
innovations and rolling out best practice








Theatres, Anaesthetics & Critical Care
 Greater involvement in research studies
 More opportunities for introducing
innovations and rolling out best practice





Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)
Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)
Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)
Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)
Access to NHS clinical and laboratory
facilities
Access to high quality non-NHS
research facilities
Support for research teams (interactions
with other groups, HR etc.)

Source: FTI Consulting.
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A3.2.

Sub-criteria and metrics for CSFs in the Feasibility domain
Table A3-6: CSF 6 sub-criteria and metrics
CSF 6: The proposed option will recognise current and future workforce
requirements and allow for appropriate education and training.
Sub-criteria
Metrics
 Does not rely significantly on increased
 Workforce requirements including lead
workforce in shortage areas or with long
time for new requirements
training lead times
 Extent of continuity of educational
 Supports appropriate level of training
opportunities within a programme
and development
 Access to educational opportunities in
 Retains staff/team culture of working
other disciplines
together in the best interests of
women and families

Source: FTI Consulting.

Table A3-7: CSF 7 sub-criteria and metrics
CSF 7: The proposed option will include plans for delivery of optimal estate
now and in the future.
Sub-criteria
Metrics
 Allows access to location by all users,
 Good accessibility and sufficient and
patients, staff, visitors
appropriately configured space for
 Provides sufficient estate capacity to
patients and their visitors and family
meet current and future requirements in
 Sufficient estates space
line with clinical guidelines

Source: FTI Consulting.

Table A3-8: CSF 8 sub-criteria and metrics
CSF 8: The proposed option will be likely to be acceptable to patients,
families and the wider public.
Sub-criteria


Metrics
 LWH retains its own identity,
Likely to have a favourable consultation
 Dedicated, specialist workforce
outcome i.e. acceptable to relevant
 Number and availability of staff to
stakeholders including patients, families
undertake clinical and pastoral care is
and staff.
increased

Source: FTI Consulting.
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A3.3.

Sub-criteria and metrics for CSFs in the Financial Sustainability domain
Table A3-9: CSF 9 sub-criteria and metrics
CSF 9: The proposed option will contribute to the achievement of recurrent
financial sustainability for all services.
Sub-criteria



Ensures cost of service provision is
economic and efficient
Minimises additional recurrent
investment by commissioners

Metrics
 Net Present Value (NPV)
 Maximises potential savings e.g. CIP
opportunities
 Allows for the sharing of non-clinical
and clinical overheads including
shared/merged posts
 Likely CNST liability

Source: FTI Consulting.

Table A3-10: CSF 10 sub-criteria and metrics
CSF 10: The proposed option will be financially deliverable, given likely
finding constraints.
Sub-criteria
 Minimises need for capital investment
and one-off investment required
(public/private)

Metrics



Capital expenditure required
One-off expenditure required

Source: FTI Consulting.
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A3.4.

Sub-criteria and metrics for CSFs in the Strategic Fit domain
Table A3-11: CSF 11 sub-criteria and metrics
CSF 11: The proposed option will align with the goals of the Healthy
Liverpool Programme (HLP).
Sub-criteria
Metrics
 Considers the needs of the patients,
and also considers the logistics of care
delivery e.g. clinicians travelling
between sites
 Provides local care wherever possible,
 Qualitative assessment
centralised care where necessary
 Provides opportunities for technologyenabled care
 Minimises negative impact on individual
entities strategic position

Source: FTI Consulting.

Table A3-12: CSF 12 sub-criteria and metrics
CSF 12: The proposed option will support delivery of local, regional and
national policy.
Sub-criteria
Metrics
 Targets most at-risk population
segments
 Addresses existing health inequalities
 Aligns with the local STP
 Equalities assessment
 Aligns with the Women and Children’s
 Qualitative assessment
Services Vanguard
 Takes into account any known
implications from future devolution
plans

Source: FTI Consulting.
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Appendix 4
Extended Long List of Options

Table A4-1: Extended long list of options
#
1

Option
Do nothing

Description
Continue service provision as is by LWH with no
service relocation.

Strengths and weaknesses
This option does not address the clinical risks that have been currently identified.
Currently the services provided do not meet the clinical standards, and even if the current mitigations
remained the quality of care could not be sustainable clinically.
Conclusion: It has been included in the long list as it is the baseline other options will be compared against.
Long list: Yes – Option A
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#
2

Option
Develop local
maternity system
(community based
model) supported
by specialists and
acute providers in
the Liverpool
Health Economy

Description
Develop a local maternity system, reflecting the
model suggested in the 2016 National Maternity
Review.

Strengths and weaknesses
This model helps facilitate the provision of care closer to home and out of the secondary care setting which
meets the FYFV strategy. It also aligns to the 2016 National Maternity Review and the Birthplace study to
reduce intervention.

Maternity services would primarily be a
community based resource using local acute
trusts for interventional obstetric / neonatal care.

LWH does offer community maternity services, therefore this model would build upon this. It would require
further investment in relationships and also community hubs.
It would also require investment in the workforce, both of community staff and those staff based in the
secondary care setting that might need to be retrained.

Midwife led and consultant led maternity services
would be delivered on a site that had access to
critical care.
It should be noted that this model can be
developed in conjunction with other service
reconfiguration options.
If this reconfiguration option was developed as a
pure local maternity system, gynaecology
services would be moved to RLH site. The
obstetric unit would need to be developed on an
acute site with development of neonatal services.

However, Liverpool has a demographic of the women who are presenting with an increasing number of comorbidities, which makes them higher risk patients. To an extent this can be mitigated through the
development of pathways to access the specialist intervention that might be required, but as a standalone
option this does not help LWH with its existing secondary service provision.
Conclusion: Whilst this option is put forward as an option by itself in the long list it is one that is more likely to
be developed in conjunction with the other long list options.
Long list: Yes – Option B
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#
3.

Option
Develop and
enhance existing
LWH services

Description
LWH continues to provide all existing services,
and enhances the delivery to help meet service
co-dependencies and clinical standards.
Variations on developing services include:
a) Develop diagnostics centre at LWH for both
women and children (consider whole LHE
use);
b) Enhance support services e.g. AHPs, pain
specialist service, blood bank;
c) Develop some surgical neonatal support at
LWH;
d) Develop parental accommodation at AH;
e) Develop local maternity system; and
f) Develop gynaecological services to reduce
need for post-operative transfers.
The options could all be considered together or a
combination of the suggested options.

Strengths and weaknesses
This option would keep the services together which have a good reputation of delivering a good patient
experience.
Quality could be improved through increased safety and improved access with increased support services and
diagnostics that would deliver services that are needed in immediate situations.
If surgical neonatal services are developed at the LWH, this would reduce the number of babies that need to
be transferred to AH for specialist support. Additionally through developing parental accommodation at AH for
those babies that need to be transferred there is an option that would reduce the need to separate mothers
and babies.
Enhancing services at LWH would not address all of the co-dependencies that the obstetrics, neonatal and
gynaecology services require e.g. vascular and colorectal surgery services for gynaecology, and access to
Level 3 Critical Care.
Additionally, the option to enhance services on site may be considered duplicative of those that are delivered
elsewhere and there may not be sufficient activity to warrant development of a service such as colorectal or
vascular surgery at the LWH for example.
This option would not necessarily enhance retention and training of the workforce. For example anaesthetists
would not get the access to other services.
Conclusion: This option builds upon the LWH clinical strategy it has produced. It seeks to address some of
clinical deficiencies that have been identified in current service provision. It would help LWH improve the
quality of its services through addressing some, but not all, clinical standards and service co-dependencies. It
would also require additional investment.
Long list: Yes - Option C
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#
4.

Option
Relocate all
services to AH site

Description
Relocate all LWH services to AH site
a) Merge services with AH
b) LWH remains independent

Strengths and weaknesses
Under this option, clinical care for neonates would be improved as it would help meet the neonatal service codependencies and babies would not need to be transferred. Mothers and babies would also be kept together.
However, emergency care for women could still result in transfers to an acute provider, and Level 2 Critical
Care would not be co-located with Level 3 Critical Care which would not meet one of the key standards that is
met by existing provision. AH does have specialist diagnostics on site, and as part of their future planning they
have one MRI that is not being used which could be configured to be used for adults.
Keeping these services together on one site would be better for training, however the split of complex
gynaecology from gynaecological oncology could be detrimental to complex gynaecology services. There
would likely still be a reliance on the RLH under this option for gynaecology services.
Additionally this move could help improve research.
Conclusion: This option would improve the quality of services provided for neonatal care, reducing the need
for transfers and will keep mothers and babies together. There is a risk through splitting complex gynaecology
and gynaecological oncology with a reliance still on the RLH. It also does not address the co-location of
critical care services.

5

Relocate all
services to the RLH
site

Relocate all LWH services to RLH site and
enhance neonatal services.

Long list: Yes. This has been included within option D of “Relocate all services to either an acute site or
campus”.
This option would address many of the service co-dependencies for obstetrics services and gynaecology.
Additionally, it would provide better access to support services and diagnostics required for obstetrics and
gynaecology. It would also meet the standard that requires co-location with Level 3 Critical Care.

a) Merge services with RLH; and
b) LWH remains independent.

This option would not however address the clinical requirements of the neonatal service. Therefore this option
should be proposed in conjunction with increased investment in neonatal services, for developing neonatal
surgery. As many of the baby transfers are for diagnostics, this would not necessarily improve the number of
transfers.
This option should improve the workforce requirements, providing better rotas and a more attractive
opportunity for staff to maintain their skills.
Conclusion: This option would seek to improve quality through helping meet service co-dependencies in
gynaecology and obstetrics. However it would require further investment in neonatal options as reliance on
AH would still be required.
Long list: Yes. This has been included within option D of
“Relocate all services to either an acute site or campus”.
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#
6.

Option
Relocate all
services to AUH
site

Description
Relocate all LWH services to AUH site.
a) Merge services with AUH; and

Strengths and weaknesses
This option would help address some of the service co-dependencies that are not currently met for obstetrics
and gynaecology. Additionally it would improve access to support services and diagnostics. The reliance on
AH would remain though, and like option 5, would require investment in neonatal surgery at a minimum to
help reduce the transfers of babies.

b) LWH remains independent.
This option would allow for shared rotas and help improve training requirements.
There is a risk that this option would not be likely to support volume. Additionally it is likely that gynaecology
oncology services will be delivered at the RLH site, therefore complex gynaecology services could suffer.
Conclusion: This option has been included as it would provide services access to more acute specialities. In
this option it should be noted that there would still be a reliance on AH for some neonatal services and
potentially the RLH for more specialist work.

7.

Greenfield super
hospital

Combine all services from RLH & Broadgreen,
AH and LWH on one new site.

Long list: Yes. This has been included within option D of “Relocate all services to either an acute site or
campus”.
Conclusion: Whilst this option would address many of the service co-dependencies in obstetrics,
gynaecology and neonatal care, this option is unrealistic in the current Liverpool health economy. It would
promote a move where all care is delivered in a secondary care setting, and does not address the financial
constraints that the health economy is operating in. This option has not been considered for the long list.
Long list: No.
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#
8.

Option
Maternity and
neonatal services
moved to AUH
site.
Elective
gynaecology
delivered at LWH.

Description
Maternity and neonatal services moved to AUH
site.
Elective gynaecology delivered at LWH as a cold
site for gynaecology.
Emergency gynaecology delivered across other
acute sites (predominantly RLH).
Other services continue to be delivered at LWH
with enhancement.

Non-elective
gynaecology
delivered at the
RLH site.

9.

Strengths and weaknesses
This option would address some gynaecology service co-dependencies by delivering services on the same
site that has access to acute specialities. However, for those elective gynaecology procedures that might
need unforeseen emergency / complex procedures there is a risk that there will be more transfers to the RLH.
The move of maternity and neonatal services to the AUH site would provide obstetrics services access to
acute services and support services, however it would not improve the neonatal services unless there was
some investment in developing neonatal services such as neonatal surgery. The split of obstetrics and
gynaecology services could result in poorer care and more transfers.
Training would not be improved in this option, with rotas being shared across three sites and not increasing
the attractiveness of working there.
Conclusion: This is a complex option, which would split gynaecology services which is not the preferred
option clinically. Additionally the move of maternity and neonatal services would not address more service codependencies than moving services to the RLH site, which as an option would be stronger. Overall this option
reduces the cohesion of services.

Gynaecology
moved to AUH site.

Gynaecology moved to AUH site, use
gynaecology oncology services at RLH site.

All other services
delivered at LWH,
with enhancement.

All other services continue to be delivered at
LWH, with enhancement (considering option 2).

Long list: No.
This option would help address some of the service co-dependencies required of the gynaecology services
through access to acute services. However, the split of gynaecology oncology from complex gynaecology is
not a preferred option. It could help improve workforce retention by providing more access to maintain skills
through access to other services.
Conclusion: Some gynaecology service co-dependencies would be met through the move of these services,
and the current rapid access clinic provides the referral pathway to gynaecology oncology services. However,
this option does not have the same clinical advantages of moving gynaecology services as moving them to
the RLH site and therefore is not considered in the long list.
Long list: No.
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#
10.

Option
Gynaecology
moved to AUH site.

Description
Gynaecology moved to AUH site, use
gynaecological oncology services at RLH site.

Maternity and
neonatal services
moved to AH.

Maternity and neonatal moved to AH.

Strengths and weaknesses
This option would help address some of the service co-dependencies required of the gynaecology services
through access to acute services. However, the split of gynaecological oncology from complex gynaecology is
not a preferred option. It could help improve workforce retention by providing more access to maintain skills
through access to other services.
Under this option neonatal services would benefit from moving to AH addressing service co-dependencies
required. Additionally mothers and babies could be kept together. This option does not address the reliance
on adult acute services.
Conclusion: This option would address some of the service co-dependencies required for gynaecology
services, and would seek to address quality in obstetrics and neonatal services through enhancement. It does
however not meet all key standards.

11.

Gynaecology
moved to RLH site.
Maternity and
neonatal services
delivered at LWH.

Gynaecology moved to RLH site.
Maternity and neonatal services continue to be
delivered at LWH, with enhancement.

Long list: Yes. Considered under option E.
This option would keep gynaecology services together, and will provide safer care. The option would also
provide the services access to the acute specialities as needed, and access to acute pain and support
services.
Obstetrics services and neonatal services would need to be enhanced as discussed in option 2. However it
would still not meet the critical standard where Level 2 Critical Care is co-located with Level 3 Critical Care.
Conclusion: This option would provide safer care for gynaecology services, and would seek to address
quality in obstetrics and neonatal services through enhancement. It does not however meet all key standards.
Long list: Yes. Considered under option E.
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#
12.

Option
Maternity and
neonatal services
moved to AH site.

Description
Maternity and neonatal moved to AH.
Gynaecology delivered at LWH

Gynaecology
delivered at LWH.

Strengths and weaknesses
Under this option neonatal services would benefit from moving to AH addressing service co-dependencies
required. Additionally mothers and babies could be kept together. This option does not address the reliance
on adult acute services.
For gynaecology services to continue to be delivered on the LWH site they would need to enhance the
services to address the current clinical standards they are not meeting. Additionally, pathways would need to
be set up in order that obstetrics services can access gynaecologists when needed.
Conclusion: This option would help improve neonatal service provision, however it would not provide
sufficient acute access for obstetrics and gynaecology services. It would therefore require workarounds such
as the ones that currently exist.

13.

Gynaecology
services moved to
the RLH site.
Maternity and
neonatal services
moved to AH site.

Relocate gynaecology services to the RLH site.
Maternity and neonatal moved to AH.

Long list: No.
This option would keep gynaecology services together and will provide safer care. The option would also
provide the services access to the acute specialities as needed, and access to acute pain and support
services.
Under this option neonatal services would benefit from moving to the AH site addressing service codependencies required. Additionally, mothers and babies could be kept together. This option does not
address the reliance on adult acute services for mothers.
Conclusion: This option would help improve neonatal service provision and gynaecology services, but would
not provide sufficient acute access for obstetrics services.
Long list: Yes. Considered under option F.
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#
14.

Option
Gynaecology
services moved to
the RLH site.

Description
Relocate gynaecology services to the RLH site.
Maternity and neonatal moved to AUH.

Maternity and
neonatal services
moved to AUH site.

Strengths and weaknesses
This option would keep gynaecology services together, which will provide safer care. The option would also
provide the services access to the acute specialities as needed, and access to acute pain and support
services.
The move of maternity and neonatal services to the AUH site would provide obstetrics services access to
acute services and support services, however it would not improve the neonatal services unless there was
some investment in developing neonatal services such as neonatal surgery. The split of obstetrics and
gynaecology services could result in poorer care and more transfers.
Conclusion: This option would provide safer care for gynaecology services, and would address some service
co-dependencies required for obstetrics services, but would not address issues surrounding neonatal
services.

15.

Gynaecology
services moved to
the AUH site.

Gynaecology moved to AUH site, use
gynaecological oncology services at RLH site.
Maternity and neonatal moved to RLH site.

Maternity and
neonatal services
moved to RLH site.

Long list: No.
This option would help address some of the service co-dependencies required of the gynaecology services
through access to acute services. However, the split of gynaecological oncology from complex gynaecology is
not a preferred option. It could help improve workforce retention by providing more access to maintain skills
through access to other services.
Obstetrics services would have access to acute services and support services by moving to the RLH. It would
not however address neonatal service dependencies, unless there was some investment in developing
neonatal services.
Conclusion: This option would provide safer care for gynaecology services, and would address some service
co-dependencies required for obstetrics services, but not address issues surrounding neonatal services.

16.

Surgical delivery
suite developed at
AH with NICU for
immediate surgical
or cardiac input.

Delivery suite for those cases where screening
identifies babies that need surgery.
All other services remain at LWH

Long list: No.
This option is one that could be combined with other options. It would reduce the number of transfers of those
babies that need surgery. However, it should be noted that whilst screening can identify those babies that will
need surgery, the screening does not always pick this up, therefore it may not minimise the number of
transfers.
Conclusion: This option would not address the other quality improvements and co-dependencies required for
the other services.
Long list: No.
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#
17.

Option
Merseyside
maternity network.

18.

Non NHS
provision.

19.

Neonatal and
maternity services
moved to the
Broadgreen site
while
gynaecology
remains at LWH.
All services moved
to the Broadgreen
site

20.

Description
A Merseyside maternity network is set up so that
maternity and gynaecology services are delivered
at other hospitals in the region, and specialist
services drawn upon when needed.
Some services are delivered by non NHS options.

Neonatal and maternity services moved to the
Broadgreen site

Strengths and weaknesses
Conclusion: This is an unrealistic option that has been included for completeness. High risk cases will still
require specialist intervention, and this option loses the expertise that has been developed already.
Long list: No.
Conclusion: This option has been included for completeness, however LWH is recognised nationally as a
leader in specialist women’s and children’s care and will be taking forward those options that allow for the
sustainability of NHS services.
Long list: No.
Conclusion: Unrealistic solution, that creates the same clinical issues as the existing LWH site.
Long list: No.

Gynaecology remains at LWH.

All services moved to the Broadgreen site

Conclusion: Unrealistic solution, that creates the same clinical issues as the existing LWH site.
Long list: No.

Source: CRG 2 (29 April 2016)
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Appendix 5
Detailed scores from Workshop 2

Workshop 2 (20 May 2016) was held to score the long list of options with clinical
and non-clinical staff from LCCG, LWH, RLUHT, AUH and AH attending. In
addition, there were representatives from NHSE, NWCSCN, and other national
bodies. At the workshop, FTI provided a brief overview of the long list of options
and the scoring system.
This appendix summarises the workshop process, the scores (and rationales for
scores), final results and sensitivity analysis.
A5.1.

Overview of Workshop 2 (20 May 2016)
Three mixed-speciality clinical groups evaluated options against the Quality
domain (CSFs 1-5). The groups considered the impact of each option on
obstetrics, neonatal services and gynaecology separately before determining an
overall score. Given this detailed, speciality-level approach, each group scored
Option C (developed and enhanced Crown Street) and two to three other options
from ‘category’ D, E or F. (That is, Group 1 scored options C, D1, D2 and D3,
Group 2 scored options C, E1 and E2, and Group 3 scored options C, F1 and
F2.)
One non-clinical group (Group 4) considered the (overall) impact of each option
against the Feasibility, Financial Sustainability and Strategic Fit domains (CSFs
6-12)
A numerical scale (from +3 to –3) was used to score each option against the
individual CSFs, where the maintaining the status quo is benchmarked to zero.
That is, a negative score will show that an option is expected to perform worse
than the current service, and a score of zero will show that an option is not
expected to perform any different to the current service or there is no evidence to
support an alternative score.
The individual and weighted scores and the overall ranking of the options were
presented for further discussion at the workshop. Members of each group were
able to share with the forum the reasoning behind each of the individual scores
and the assumptions made in the scoring process

A5.2.

Review of the long list of options against Quality
Five CSFs and supporting sub-criteria and metrics were developed to appraise
the long list of options in terms of Quality:
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CSF1: The proposed option will maintain or improve the health and
wellbeing of the whole population receiving services;



CSF2: The proposed option will allow services to maintain or improve
clinical outcomes and maintain or exceed clinical standards;



CSF3: The proposed option will allow services to deliver a positive
experience for patients and their families;



CSF4: The proposed option will improve clinical sustainability; and



CSF5: The proposed option will increase scope for research and
innovation.

For each option, each service (maternity, neonatology and gynaecology) was
scored against each of the CSFs before the scores were aggregated together to
obtain a single score (across all services) for each CSF. A methodology for
weighting the service scores to obtain an aggregate score was not provided and
it was at the discretion of each group to determine the overall score from the
service scores.
The series tables on the following pages show the Quality domain scores for
each option, together with narratives on the key rationale for scores.
The clinical Quality scores, aggregated across services, are summarised in the
final table and an overview of the rationale for the scores is provided.
In assessing Option C, Groups 1, 2 and 3 conducted their scoring on the
assumption that the enhanced Crown Street site option would not be constrained
by workforce, financial, or strategic considerations and that many current clinical
sustainability challenges could be addressed under this option. The scores
therefore reflect the expected improvement in clinical quality associated with
providing services from an enhanced Crown Street site compared to the status
quo, absent workforce, financial or strategic constraints. However, the Groups felt
that workforce and financial challenges in particular would severely hinder the
deliverability of the option.
Some clinicians felt that it was difficult to give an informed judgement on services
outside of their own area of expertise.
Groups 1 and 3 found it helpful to consider the relative scores of all service lines
individually before agreeing an overall score for each CSF given that the option
often had a starkly different impact on different service lines. The groups felt that
a simple average score would not appropriately reflect the benefits and trade-offs
that the option entailed therefore overall scores were agreed considering the
extent of the benefit for each service line. For example, where the benefit to
neonates/maternity services was considered exceptional without harm to other
services the overall score given was +3.
Group 1 also considered that:
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Child-friendly premises and diagnostic/support services tailored to the
needs of children were distinctive features of the AH site but that significant
pathology enhancement would be required to provide an adult service on
the site.



The AUH site offered poorer access to certain services (particularly
oncology) relative to the RLH site and limited research and innovation
opportunities compared to the RLH site as well as the status quo (services
at Crown Street).



Proximity to the city-centre research hub and the likely development of a
highly specialised oncology centre at RLH were distinctive features of
Option D3.

Before scoring options E1 and E2, Group 2 assumed that:


services would be absorbed into AUH’s existing structures;



enhancements to Crown Street were as in Option C except for
gynaecology-related enhancements;



gynaecology services would operate separately from the trust’s surgical
directorate; and



surgical oncology would be located at the RLH site.

For Group 3, the split of maternity and gynaecology services was a key issue and
a source of concern across CSFs 2 – 4. However, a non-LWH clinician
considered that LWH staff on the whole were against the splitting of services.
Group 3 considered that Option F1 and Option F2 were broadly similar in terms
of maternity and neonatology scores so the discussion focused on the
differences between the options in terms of gynaecology services and research.
This discussion fed into decisions to adjust the overall scores against each CSF.
Service line scores were not discussed at great length.
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Table A5-1: Quality scores for Workshop 2 for Option C with rationale
CSF #

1

CSF
description

Public health

Overall
score

2

Group scores

Rationale

Group 1

Group 2

Group 3

2

2

1


2

Clinical
outcomes and
standards


2

2

2

2






3

Patient
experience

4

Clinical
sustainability

2

2

2

2




5

R&D

-1

0

1

0

-2

0

-2

0




Enhanced services at the Crown Street site would likely improve
outcomes and enable LWH to meet some clinical standards that are
currently not met
LWH would continue to be non-compliant with key standards, e.g.
surgical
Gynaecology would still lack the ‘full package’ of services
Neonatal services would lack access to other clinical services (e.g.
cardiology) and allied health professionals
Enhanced services would contribute to duplication of services
The continued need to transfer critically ill babies to AH and the
subsequent separation of mother and baby would reduce patient
(and family) experience of care
Gynaecology services would continue to lack access to appropriate
pain management and physiotherapy services
Groups in favour of negative scoring placed strong emphasis on the
likely non-availability of staff (despite the assumption that the option
could be appropriately staffed)
The option was unlikely to have an impact on R&D
LWH does not currently recruit patients to all available cancer
gynaecological oncology) studies and this would remain unchanged

Source: Workshop 2 (20 May 2016).
Note: All clinical groups considered this option. The overall scores provided are the arithmetic averages of the overall scores by each
group.
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Table A5-2: Quality scores by service line for Workshop 2 for Option D1 with rationale
CSF #

CSF
description

Overall
score

Service line scores
Maternity

Neonatology

Rationale

Gynaecology


1

Public health

3

0

3

0





2

Clinical
outcomes
and
standards

3

1

3

1





3

Patient
experience

3

2

3

0


4

Clinical
sustainability

3

2

3

0

5

R&D

1

1

1

0



Moving all services to AH would have an exceptional positive
impact on the health and wellbeing of neonates and a
negligible impact on other services
The child-friendly premises at AH could contribute to improved
wellbeing of maternity patients as well, but the group felt that
this wasn’t strictly covered in the rubric provided
Moving all services to AH would have an exceptional positive
impact on the clinical outcomes of neonates and enable the
service to meet key clinical standards
For adults, services based at AH would improve access to
diagnostics (particularly overnight) however transfers of
critically ill adult patients would still be required
Moving all services to AH would have an exceptional positive
impact on the patient experience for neonates and for mothers
of critically ill babies who could remain close to their babies’
care; this would be a significant improvement in the experience
of all neonatal patients and a small proportion of maternity
patients (therefore reflected with a +2 score for maternity)
Moving all services to AH would improve workforce
sustainability and resilience allowing the sharing of some
rotas, better use of junior doctors, and developing synergies
through joint working (except for gynaecology)
Services would benefit from access to the Innovation Centre at
AH
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Source: Workshop 2 (20 May 2016).
Table A5-3: Quality scores by service line for Workshop 2 for Option D2 with rationale
CSF #

CSF
description

Service line scores

Overall
score
Maternity

Neonatology

Rationale

Gynaecology


1

Public health

1

1

0

1


2

Clinical
outcomes
and
standards

3

3

1

2





3

Patient
experience

2

2

2

2




4

Clinical
sustainability

2

2

0

2

Moving all services to an acute campus would result in some health and
wellbeing benefits for adult patients through improved access to public
health/preventative services (incl. smoking cessation, health awareness,
etc.) but limited impact on the health and wellbeing of neonates
Moving all services to an acute campus would enable adult services to
meet care standards and access to adult critical care and a wide range
of diagnostic, imaging and support services
Some improvement expected in neonatal care outcomes through
improved access to diagnostic and support services
Gynaecology services would not gain access to highly specialised
oncology services (located at the RLH)
Moving all services to an acute campus would result in improvements in
patient experience; however, the continued separation of critically ill
babies from their mothers via transfer would dampen this effect as would
the lack of access to highly specialised oncology services
The score of +2 for maternity also reflects a high benefit to obstetric
patients (up to +3) and a negligible benefit to patients cared for by
midwives
Moving all services to AUH would improve workforce sustainability and
resilience allowing the sharing of some rotas, better use of junior doctor
resource, and developing synergies through joint working (except for
neonatal services and highly specialised oncology services)
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5

R&D

-2

-2

-1

0



Services would lose the benefit of current proximity to the university

Source: Workshop 2 (20 May 2016).
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Table A5-4: Quality scores by service line for Workshop 2 for Option D3 with rationale
CSF #

CSF
description

Overall
score

Service line scores
Maternity

Neonatology

Rationale

Gynaecology


1

Public health

1

1

0

1



2

Clinical
outcomes
and
standards

3

3

1

3





3

Patient
experience

3

2

2

3




4

Clinical
sustainability

3

2

0

3

5

R&D

3

3

0

3



Moving all services to an acute campus would result in some
health and wellbeing benefits for adult patients through improved
access to public health/preventative services (incl. smoking
cessation, health awareness, etc.) but limited impact on the health
and wellbeing of neonates
Moving all services to the RLH would enable adult services to
meet care standards and access to adult critical care and a wide
range of diagnostic, imaging and support services
Some improvement expected in neonatal care outcomes through
improved access to diagnostic and support services
Gynaecology services would gain access to highly specialised
oncology services
Moving all services to the RLH would result in improvements in
patient experience; however, the continued separation of critically
ill babies from their mothers via transfer would dampen this effect
The score of +2 for maternity also reflects a high benefit to
obstetric patients (up to +3) and a negligible benefit to patients
cared for by midwives
Moving all services to the RLH would improve workforce
sustainability and resilience allowing the sharing of some rotas,
better use of junior doctor resource, and developing synergies
through joint working (except for neonatal services)
Significant benefit associated with co-location/proximity with the
research facilities affiliated with the RLH
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Source: Workshop 2 (20 May 2016).

Table A5-5: Quality scores by service line for Workshop 2 for Option E1 with rationale
CSF #

CSF
description

Overall
score

Service line scores
Maternity

Neonatology

Rationale

Gynaecology


1

Public health

2

Clinical
outcomes and
standards

3

Patient
experience

2

1

1

1

1

0.5

2

1.5

2

2



2




Gynaecology in an integrated unit would use A&E facilities and share theatres
Therefore gynaecology would score +2 in a standalone unit and +1 for integrated
services



Only marginal improvements in patient experience expected in maternity/gynaecology
services. Positive improvements in neonatology from reduced transfers and increased
ability to keep mother/child together
BPAS - currently sited near Crown St- would no longer be adjacent to gynaecology care
Maternity and gynaecology are heavily reliant on junior doctors and there are shortages
of medical trainees. This situation would worsen amid a split service
However, opportunities exist for nurses/non-medics to run routine day case
gynaecology procedures
The current structure of sub-specialities at LWH (separate obstetrics and gynaecology
teams) increases the need for teams to work together – clinicians would have to retrain
under a move although they may not undertake procedures often enough to ensure
clinical skills are up to date
Clinical practice is to have two specialists agree before making a significant intervention
(e.g. hysterectomy). Such discussions are easier to have with co-located services
Obstetrics require gynaecology input more regularly than vice versa
Workforce issues in anaesthetics may be improved slightly
Research undertaken at the AUH site is of a medical focus
The loss of close proximity to the University [of Liverpool] would reduce opportunities for

0





4

Clinical
sustainability

-2

-3

-2

-2


5

R&D

-1

-1

0

Some improvements in health promotion support for gynaecology patients as part of
move to adult site
Enhanced Crown St site would also improve opportunities for health promotion for
maternity and Baby Friendly environment

-1
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research

Source: Workshop 2 (20 May 2016).

Table A5-6: Quality scores by service line for Workshop 2 for Option E2 with rationale
CSF
#

CSF
description

Overall
score

Service line scores
Maternity

Neonatology

Rationale

Gynaecology

1

Public health

2

1

2

3

2

Clinical
outcomes and
standards

2

1.5

1.5

3

3

Patient
experience

2

0.75

2

2

 Improvements in health promotion support for gynaecology patients as part of move to adult site, more so
than at AUH
 Enhanced Crown St site would also improve opportunities for health promotion for maternity and Baby
Friendly environment
 The Gynaecology service in an amalgamated unit would use the main A&E facility and so would share
theatres
 The Gynaecology service in an amalgamated unit would use the main A&E facility and so would share
theatres.
 Co-location with cancer services and surgical teams would significantly improve gynaecology care
 RLH site is closer to Crown St site than the AUH site, therefore potential ability to work more closely than in
AUH option
 RLH site is closer to Crown St site than the AUH site, therefore less sense of ‘separation’ between services
 Positive improvements in neonatology from reduced transfers and increased ability to keep mother/child
together
 Fewer adult transfers out of gynaecology services leads to improved patient experience
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4

Clinical
sustainability

-2

-3

-2

-2

5

R&D

1

-1

0

2

 Maternity and gynaecology are heavily reliant on junior doctors and there are shortages of medical
trainees. This situation would worsen amid a split service
 However, opportunities exist for nurses/non-medics to run routine day case gynaecology procedures
 The current structure of sub-specialities at LWH (separate obstetrics and gynaecology teams) increases
the need for teams to work together – clinicians would have to retrain under a move although may not
undertake procedures often enough to ensure clinical skills are up to date
 Clinical practice is to have two specialists agree before making a significant intervention (e.g.
hysterectomy). Such discussions are easier to have with co-located services
 Obstetrics require gynaecology input more regularly than vice versa
 Workforce issues in anaesthetics may be improved slightly
 Strong research pedigree at RLH would strengthen gynaecology research agenda
 Minimal impact on proximity to University of Liverpool facilities

Source: Workshop 2 (20 May 2016).

244

Table A5-7: Quality scores by service line for Workshop 2 for Option F1 with rationale
CSF #

CSF
description

Overall
score

Service line scores (NA)
Maternity

1

2

Public health
Clinical
outcomes
and
standards

Neonatology

1

0

Rationale

Gynaecology


The location of services not particularly relevant for public health





The split of gynaecology and maternity was a key issue for clinical outcomes with
some clinicians scoring the split service as -3
Some clinicians felt there would be an increased risk of cancelled gynaecology
operations when moving to a site that offered other services
Neonatal services would likely improve by moving to AH through better access to
neonatal facilities
Split of gynaecology and maternity could result in a loss of the LWH identity and
impact cultural/religious sensitivities although this would depend on the exact set
up of the new services
Perceived reduction in patient experience caused by the split of maternity and
gynaecology and the move away from the LWH site
Expected reduction in transfer rates and separation rates for mothers/ babies
Concern over the impact of the split of gynaecology and maternity services on
clinical sustainability
Maternity services at AH would require back up services elsewhere
Would gynaecology wards contain only gynaecology patients and would
appropriately trained staff be available at AUH?
Concern over training and the support from Health Education England for the
types of roles that would exist under this option
However rotas could now be shared with other specialties



Improved research opportunities for gynaecology and oncology





3

Patient
experience

0





4

5

Clinical
sustainability

R&D

-2





1
Source: Workshop 2 (20 May 2016).
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Table A5-8: Quality scores by service line for Workshop 2 for Option F2 with rationale
CSF #

CSF
description

Service line scores (NA)

Overall
score

Rationale
Maternity

1

Public health

2

Clinical
outcomes
and
standards

1

3

Patient
experience

1

4

Clinical
sustainability

-2

5

R&D

Neonatology

Gynaecology


The location of services not particularly relevant for
public health



Relative to Option F2, relocation to the RLH would
improve the outcomes for gynaecology and oncology
services



Relative to Option F1 and the status quo, the facilities at
the RLH were seen to offer an improved environment



Concern over the impact of the split of gynaecology and
maternity services on clinical sustainability



Relocation of gynaecology services to the RLH would
improve opportunities to undertake research,
particularly participation in cancer studies. The RLH has
a number of advantages over the AUH site: state-of-theart clinical research facilities; dedicated research beds
[c.30]; proximity to the University of Liverpool.
While the research advantages improve the score
compared to the status quo, they were not considered
significant enough to increase the score above that for
Option F1

1

1


Source: Workshop 2 (20 May 2016).
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Table A5-9: Summary of clinical scores
CSF
#

CSF
description

1

2

3

4

5

C

D1

D2

D3

E1

E2

F1

F2

Maintains or
improves the
health/wellbeing of
the population
receiving services

2

3

1

1

2

2

1

1

Allows services to
maintain/improve
clinical outcomes
and standards

2

Allows services to
deliver a positive
experience for
patients and
families

2

Improves clinical
sustainability

-1

Increases scope
for research and
innovation

0

Total score

5

13

6

13

1

5

0

2

Rank

4

1

3

1

7

4

8

6

Rationale




3

3

3

1

2

0

1





3

2

3

1

2

0

1




3

2

3

-2

-2

-2

-2





1

-2

3

-1

1

1

1




The location of services was not seen as particularly relevant for public health
Moving services to AH would have an exceptional positive impact on the health and
wellbeing of neonates
Moving services to an acute campus would result in some health and wellbeing
benefits for adult patients through improved access to public health/preventative
services (incl. smoking cessation, health awareness, etc.)
Moving services to an acute campus would enable adult services to meet care
standards, access adult critical care and diagnostics
Neonatology would benefit most from a transfer to AH
Gynaecology would gain most from a transfer to RLH
Moving services to AH would reduce neonatal transfers and enhance patient
experience for neonates and for mothers of critically ill babies, but adult transfers
would still be required
Moving services to an acute campus would reduce adult patient transfers and
enhance adult patient experience, but neonatal transfers would still be required
Concern about the loss of LWH identity, especially in a move to an adult acute site
Workforce issues had a severe negative impact on clinical sustainability (inability to
attract staff, shared rotas and the structure of LWH sub-specialties)
Moving all services together to another site would improve workforce sustainability
and resilience allowing the sharing of rotas, better use of junior doctors, and
developing synergies through joint working
Significant benefit associated with co-location/proximity with research facilities
affiliated with the RLH; some benefit from access to AH
Services would lose the benefit of proximity to the university by locating to AUH but
could potentially benefit slightly from gynaecology/oncology research

Source: Workshop 2 (20 May 2016).
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All options on the long list scored neutrally or positively in comparison to the
current provision of services in terms of clinical Quality. Figure A5-1 below
illustrates the average clinical score across the five clinical CSFs.
Options that retain all services together (D1, D2 and D3) generally scored better
than those which separated the gynaecology and obstetrics specialties (E1, E2,
F1 and F2) as workshop participants expressed concerns about the clinical
Quality and sustainability of the split service.
Options involving a relocation of services to AH were seen as exceptionally
beneficial for neonates, while options relocating services to an acute campus
were seen as exceptionally beneficial for adult patients. The new RLH site was
seen as having better synergies with current LWH services (gynaecology and
oncology in particular) than the AUH site and a stronger research environment.
Figure A5-1: Average clinical Quality score for each option
3.0

2.0

1.0

0.0

-1.0

-2.0

-3.0
C

D1

D2

D3

E1

E2

F1

F2

Source: Workshop 2 (20 May 2016).
Note: Option F1 achieved an average score of zero.

A5.2.1 Co-location of gynaecology and obstetrics services
Figure A5-1 above illustrates the concerns voiced by workshop participants
regarding the split of the maternity and gynaecology sub-specialties. Workshop
participants expressed concerns about splitting obstetrics and gynaecology
services. It was argued that this would increase the risk of poor clinical outcomes,
hinder clinical sustainability, and be inconsistent with LWH’s role as a tertiary,
specialist women’s hospital. On this issue, clinical participants highlighted that:256

256

LWH has since provided further evidence to support concerns regarding the split,
including referencing two reports.
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Unlike in most other hospitals, LWH has sub-specialised into separate
obstetrics and gynaecology teams which improves the relative outcomes in
each speciality but increases the need to cross-cover between the two
disciplines. For example, obstetricians at LWH do not typically carry out
hysterectomies and when there is a clinical need for a caesarean
hysterectomy this would be carried out with the support of a gynaecologist.



Clinical practice has evolved to have two specialists agree before making a
significant intervention, such as a hysterectomy at the time of caesarean
delivery, and agreement is more easily reached with co-located services.



Patient experience is improved by having the two services adjacent. For
example, gynaecology teams can introduce obstetricians earlier during a
pregnancy and within a single care episode.



Obstetrics and gynaecology share clinical rotas (including anaesthetist and
junior doctor rotas). LWH already experiences challenges in filling existing
rotas and split services would create an additional workforce requirement
without enabling clinicians to fill schedules with elective procedures. The
split would hinder, rather than enable, seven day working. In particular, for
options where obstetrics was at AH or Crown Street and gynaecology was
elsewhere, AH/Crown Street would require a bespoke adult anaesthetics
service.

In more recent correspondence representatives from the LWH cited the
Healthcare Commission’s ‘Investigation into 10 maternal deaths at, or following
delivery at, Northwick Park Hospital, North West London Hospitals NHS Trust,
between April 2002 and April 2005’ and the MBBRACE-UK report ‘Perinatal
Mortality Surveillance Report – UK Perinatal Deaths for Births from January to
December 2014’ as evidence against the separation of obstetrics and
gynaecology services.
While obstetrics and gynaecology services at LWH have historically been
integrated and generate important synergies, it should be noted that RCOG
recognises that not all hospitals will be able to provide the full range of obstetrics
and gynaecology services. While RCOG believes that resources should be
centralised for the infrequent but complex high-risk cases, it also states that
“service reconfiguration across sites and working practices may be necessary to
ensure the delivery of optimum care, since not all hospitals will be able to provide
the full range of obstetric and gynaecological services required.”257
As a specialist women’s unit, however, staff from LWH felt that they should be
able to continue to offer the full range of obstetric and gynaecological services
from a base somewhere in the city; this was a part of the LWH identity and
anything less would be a retrograde step.

257

RCOG (July 2011), High Quality Women’s Health Care: A proposal for change, page 20
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Although there are some disadvantages to the split-site option when compared to
locating all services together, there are potential benefits from the configuration
of the split-site options when compared to the base case. Locating gynaecology
services at an adult acute site could be beneficial in emergencies. This would
prevent the unnecessary transfers of adult gynaecology patients; a significant
ongoing issue with the RLH and AUH transferring c.400 patients per annum from
their respective A&E departments to LWH and a smaller number of patients
transferred in the opposite direction for critical care and other medical and
surgical care.258
A5.2.2 Locating the Neonatal Intensive Care Unit
After the workshop, a view was put forward around the need to develop a
separate NICU at AH under all options. The implication appeared to be that this
should be an additional NICU unless the option already had the Crown Street
NICU being relocated to AH. This was considered particularly in relation to the
assumption made that “it would be aspiration to co-locate neo natal surgery with
a NICU”.
The following were discussed:


neonatal surgery could be co-located with a NICU by the surgeons
travelling from AH to the NICU. This is consistent with the current situation
at Crown Street. Furthermore it might be expected that under "single
service, city wide delivery" there will be a movement of staff between sites;
and



this particular programme is around the relocation of services currently
sited at Crown Street. The remit does not include an additional NICU.
However, it is noted that as the programme progresses, this will need to be
tested for fit within the wider health economy.

A review of the clinical scoring highlighted a small number of discrepancies:
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Options F1 and F2 which involved the relocation of obstetrics and neonatal
services to AH and the relocation of gynaecology to an acute campus
scored materially worse than options E1 and E2, which also involve a
relocation of gynaecology to an acute campus but do not internalise the
benefit to neonatal services and associated research that results from the
relocation to AH;



Options F1 and F2 scored relatively low on CSF 1 (relating to public health)
although both benefit from proximity to public health programmes available
for adults at an acute campus and from children’s public health
programmes at AH; and

LWH (2015), Future Generations Clinical Strategy, Drivers for Change, page 37
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Options F1 and F2 didn’t appear to distinguish between the research and
innovation benefits scored in CSF 5 in the same way as other groups of
options.

Making adjustments for these discrepancies would likely bring the score for
Option F2 to par with options C and E2 and align Option F1 more closely with E1.
A5.3.

Review of the long list of options against Feasibility
Three CSFs were developed to appraise the long list of options in terms of
Feasibility:


CSF 6: The proposed option will recognise current and future workforce
requirements and allow for appropriate education and training;



CSF 7: The proposed option will include plans for sufficient estate for
delivery of optimal services now and in the future; and



CSF 8: The proposed option will be likely to be acceptable to patients,
families and the wider public.

Workshop 2 participants noted that:


It was difficult to score options where all services would be moved to a
single alternative location (options D1, D2 and D3) as the feasibility
depended on whether services were located in a new build or integrated
into the existing hospital.



It would be useful to have clinicians scoring Feasibility, since clinical
workforce was a particularly important aspect.



The public Feasibility CSF should be scored following the stakeholder
engagement planned for summer 2016.

It was agreed that these issues would be addressed before Workshop 3 (24 June
2016).
A summary of the Feasibility scores is provided below. The divergence in scores
was driven by the perceived public acceptability and workforce implications which
saw split service options score significantly worse than those which kept services
together.
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Table A5-10: Summary of Feasibility scores
CSF
#

CSF
description

6

Recognises
current and
future
workforce
needs, allows
for education
and training

C

D1

D2

D3

E1

E2

F1

F2

-2

-2

1

3

-3

-3

-3

-3

Rationale







7

Includes plans
for sufficient
estate for
delivery of
services

0

0

0

0

0

0

0

0






8

Acceptable to
patients,
families and
the public

1

0

-1

0

-2

-2

-2

-2






This was difficult to score as there was not detailed workforce information available
Options involving services being located at the new RLH site scored relatively well since
there is an aspiration to build an education hub there
Options involving split services were all scored equally badly due to the fact that it would
be hard to recruit and train junior doctors in obstetrics and gynaecology since the
training programme requires training in both services – this is what is done nationally
and it would be hard to recruit doctors if this were not the case
It was considered that it might be difficult to recruit those wanting to specialise in
gynaecology onto a paediatric site
Designing rotas at Crown Street is difficult and will become more so if more support
services are relocated to Crown Street
All sites have land available for additional building if required
All of the sites are currently at capacity and to take the Crown Street services it would
be necessary to move out other services, e.g. outpatients, to another site. However, this
was considered to be a similar requirement across all services
It was discussed whether AUH had more available space than other locations.
However, it was decided that this might not be fit for purpose
It was agreed that going forwards, it would be useful to score a new separate building
separately to location within an existing building
It was noted that engagement on this particular programme has not yet taken place and
therefore these scores are provisional
Based on LWH engagement, it is the “brand” and culture that patients value. Any option
that split services and watered down this brand is unlikely to be acceptable.
The “save Liverpool women’s” campaign group would find any move from the current
site unacceptable
Travel concerns and accessibility are not seen as a major concern as the distances are
relatively close

Source: Workshop 2 (20 May 2016).
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Figure A5-2: Average Feasibility score for each option

Source: Workshop 2 (20 May 2016).

A5.4.

Review of the long list of options against Financial Sustainability
Two CSFs were developed for the appraisal of the long list of options in terms of
Financial Sustainability:


CSF 9: The proposed option will contribute to achievement of recurrent
financial sustainability for all services; and



CSF 10: The proposed option will be financially deliverable, given likely
funding constraints.

Financial Sustainability scores were driven by capital cost and recurrent cost
considerations. During Workshop 2 (20 May 2016) it was noted that:


The financial assumptions around the Crown Street options were
inconsistent with the services that the clinical groups thought needed to be
brought to the site. Therefore, options C and E would be expected to score
worse.



Going forwards, it could also be necessary to consider how the scores for
the two CSFs are combined. Also, it would be necessary to speak to NHSE
to better understand capital constraints.



It was difficult to score the options without further detail on whether
services would be located in a new build or integrated into existing
buildings.



There was a potential trade-off between capital costs and revenue costs
and this needed to be explored.

255

These were addressed before Workshop 3 (24 June 2016).
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Table A5-11: Summary of Financial Sustainability Scores
CSF
#

CSF
description

9

Contributes to
achievement
of recurrent
financial
sustainability

C

D1

D2

D3

E1

E2

F1

F2

-3

-3

1

1

-3

-3

-3

-3

Rationale







10

Is financially
deliverable,
given
constraints

-1

-3

-3

-3

-1

-1

-2

-2









Options C, E1 and E2 all involve ‘enhancing’ Crown Street thereby placing additional
(duplicative) support services costs on that site. Options D1, F1 and F2 require significant
support services costs to be added to the AH site (to support adult services) which, in a
similar way, are not mitigated by recurrent savings elsewhere.
For options D1 and D2, there is the potential for recurrent costs to be reduced (all else
equal) by sharing of hard and soft facilities management services with the larger ‘host’ sites.
It was noted that recurrent stability involved being able to cross subsidise maternity services
from other services
It was noted that, whilst the process was focused on the location of services, any potential
merger between organisations may provide potential for further savings.
Splitting services was considered to be more expensive than currently as you would need
additional staff to fill rotas that are currently shared between obstetrics and gynaecology. In
principle this makes E and F options relatively more expensive than Option C, but this has
not been reflected in the scoring.
All options require capital investment and therefore were considered to be worse than do
nothing
For workshop purposes, it was assumed that new builds would be required for all options
except Option C, E1 and E2 where Crown Street is ‘enhanced.
The ‘enhance Crown Street’ option scored relatively well. However, this was done in
isolation of the clinical group and so it was unclear exactly what equipment / services are
required at Crown Street. (Subsequent discussions have indicated that more is required than
first thought)
All D options require new builds (see assumptions above) for entirety of current services,
whereas all F options require some form of new build at AH for obstetrics and neonatal
services.
Options which involved moving all services to a single location scored worse than split
service options as it is more likely that you can “squeeze in” services into existing buildings if
services are split
It was agreed that further financial analysis is required and that the scoring was hindered by
the lack of financial analysis on AH
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Source: Workshop 2 (20 May 2016).
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Figure A5-3 below displays the average Financial Sustainability score for each
option and further details on the Financial Sustainability scores and rationale
behind the scores are provided in Table A5-11 above.
Figure A5-3: Average Financial Sustainability score for each option

Source: Workshop 2 (20 May 2016).

A5.5.

Review of the long list of options against Strategic Fit
Two CSFs were developed for the appraisal of the long list of options in terms of
Strategic Fit:


CSF 11: The proposed option will align with the goals of the Healthy
Liverpool Programme (HLP); and



CSF 12: The proposed option will support delivery of local, regional and
national policy.

Ahead of the scoring workshop, LCCG provided details of the Healthy Liverpool
Blueprint259 and details of some of the other initiatives that were taking place in
the wider health economy. This included an education campus at the RLH site,
the moving of the CCC to the new RLH site, and a continued drive towards
centralisation of services. There was also a discussion of the National Maternity
Review and the wider Women and Children’s Services Vanguard which includes
consideration of maternity and the development of a local maternity network.

259

LCCG (November 2015), Healthy Liverpool – The Blueprint.

259

It was agreed that, in general, those options that would lead to greater
centralisation of services (in particular at the new RLH site).
Also, it was noted that these CSFs were being scored by the non-clinical group
and that it would be useful to also get a clinical view on the Strategic Fit CSFs.
More detail on the Strategic Fit scores and rationale behind the scores is
provided in Table A5-12 below and Figure A5-4 below displays the average
Strategic Fit score for each option.
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Table A5-12: Summary of the Strategic Fit scores
CSF
#
11

12

CSF
description

C

D1

D2

D3

E1

E2

F1

F2

Aligns with the
goals of the
HLP

-3

-3

1

3

-3

-3

-2

-2

Supports
delivery of
local, regional
and national
policy

-3

Rationale



-3

1

3

-3

-3

-2

-2



The goals of the healthier Liverpool programme include
centralisation of services.
Overtime, it might be that services at AUH also move to the RLH.
It was agreed that CSF 11 and CSF 12 would be scored together
and therefore the rationale is the same as for CSF 11

Source: Workshop 2 (20 May 2016).
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Figure A5-4: Average Strategic Fit score for each option

Source: Workshop 2 (20 May 2016).

A5.6.

Review of the long list of options against all CSFs (weighted)
The scoring across the four dimensions was combined using a weighting
scheme.260 A single score for each category of CSFs was obtained by weighting
equally the score across each CSF in that category. An overall score was then
obtained by applying the following weighting to each category:
Figure A5-5 below shows the overall (weighted average) score for each option.

260

A single score for each category of CSFs was obtained by weighting equally the score
across each CSF in that category
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Figure A5-5: Weighted overall score by option
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Source: Workshop 2 (20 May 2016).

This resulted in only two options scoring positively compared to the current
service provision. It was observed in the workshop there was a reasonable clear
delineation between the first four options (C, D1, D2 and D3) and the second four
options (E1, E2, F1 and F2).
A5.7.

Sensitivity analysis
As noted in Chapter 8, the exact form of the options appraisal scoring framework
and the weightings accorded to different CSFs is a matter of judgment. Sensitivity
analysis was performed to ensure the results were robust to different variants of
the methodology.
The sensitivity of the results of the appraisal of the long list to changes in CSF
weightings was tested through a targeted sensitivity analysis. The alternative
sensitivity tests were as follows:


Base Case: weighted average scores using the agreed weights of Quality
(35%), Feasibility (20%), Financial Sustainability (30%) and Strategic Fit
(15%).



Clinical focus: the clinical Quality scores are given a much higher weight
of 65%, with the remaining 35% distributed between Feasibility (10%),
Financial Sustainability (15%) and Strategic Fit (10%).



Clinical and non-clinical parity: the clinical CSFs have an aggregate
weight of 50% and remaining CSFs have an aggregate weight of 50%
(divided evenly amongst remaining CSFs).
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Overall parity: each CSF category has an equal weight, i.e. Quality (25%),
Feasibility (25%), Financial Sustainability (25%) and Strategic Fit (25%).



No Strategic Fit: no weight is given to Strategic Fit, i.e. Quality (40%),
Feasibility (25%) and Financial Sustainability (35%).



Adjusted scores: some discrepancies in scoring between groups is
adjusted for.

The results from the sensitivity tests are shown in Figure A5-6 below.
Figure A5-6: Weighted average scores for each option by scenario

Source: FTI Consulting.

Table A5-13 below summarises the results of the sensitivity tests undertaken.
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Table A5-13: Overall ranking of the long-listed options under different
weightings
Option

Base
Scenario

Clinical
focus

Clinical/
nonclinical
parity

Overall
parity

No
Strategic
Fit

Adjusted
scores

C

4

4

4

4

4

4

D1

3

2

3

3

2

3

D2

2

3

2

2

3

2

D3

1

1

1

1

1

1

E1

7

7

7

8

6

8

E2

5

5

5

5

5

6

F1

8

8

8

7

8

7

F2

6

6

6

6

7

5

Source: FTI Consulting

The sensitivity analysis confirms that the ‘break’ observed between the first four
options (C, D1, D2 and D3) and the second four options (E1, E2, F1 and F2)
whose ranking is not particularly sensitive to the CSF weights used.
In particular in clinical focus, where Quality is allocated a high weight, all four of
the options proposed by the workshop for shortlisting scored positively. In
addition under clinical/non-clinical parity, with equal weightings provided to
clinical and non-clinical options, options to relocate all services to another site
(D1, D2, D3) all scored positively while Option C to remain at an enhanced
Crown Street Site scored closer to zero (i.e. less negative).
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Appendix 6
Detailed scores from Workshop 3

A workshop to score the long list of options was held on 24 June 2016 with
clinical and non-clinical staff from LCCG, LWH, RLBUHT, AUH and AH attending.
In addition, there were representatives from NHSE, NWCSCN, and other national
bodies. At the workshop, FTI provided a brief overview of the long list of options
and the scoring system
This appendix summarises the workshop process, the scores (and rationales for
scores), final results and sensitivity analysis.
A6.1. Overview of Workshop 3 (24 June 2016)
Participants were asked to score the long list of options against the CSFs. The
participants were split into three evenly balanced groups.
Each group scored all options against all the CSFs (1-12). The overall scores
given in the tables and figures below are an average of the three groups’ scores.
A6.2.

Review of the short list of options against Quality CSFs
Five CSFs and supporting sub-criteria and metrics were developed to appraise
the short list of options in terms of Quality:


CSF 1: The proposed option will maintain or improve the health and
wellbeing of the whole population receiving services;



CSF 2: The proposed option will allow services to maintain or improve
clinical outcomes and maintain or exceed clinical standards;



CSF 3: The proposed option will allow services to deliver a positive
experience for patients and their families;



CSF 4: The proposed option will improve clinical sustainability; and



CSF 5: The proposed option will increase scope for research and
innovation.

The short list of options was rescored against the Quality CSFs, having been
previously scored in an extended Quality discussion during Workshop 2 (20 May
2016). As a result of this, the appraisal of the short list of options in terms of
clinical quality was brief, to allow more time to consider new information for the
remaining CSF categories. Ahead of Workshop 3 (24 June 2016), participants
were provided a summary of the scores and rationale from Workshop 2 (20 May
2016). This is outlined on the following page.
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CSF

CSF description

C

D1

D2

D3-N

D3-I

F2

1

Maintains or improves
the health/wellbeing of

0.7

1.0

1.0

1.0

0.7

0.3

Rationale



The location of services was not seen as particularly relevant for public health
Moving services to AH would have an exceptional positive impact on the health
and wellbeing of neonates

Table A6-1: Summary of Quality scores from Workshop 3 (24 June 2016) for shortlisted options
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2

the population
receiving services



Moving services to an acute campus would result in some health and wellbeing
benefits for adult patients through improved access to public
health/preventative services (incl. smoking cessation, health awareness, etc.)

Allows services to
maintain/improve
clinical outcomes and
standards



Moving services to an acute campus would enable adult services to meet care
standards, access adult critical care and diagnostics
Neonatology would benefit most from a transfer to AH
Gynaecology would gain most from a transfer to RLH

1.0

2.0

1.3

2.5

2.3

0.5





3

Allows services to
deliver a positive
experience for patients
and families

2.0

2.3

2.0

2.3

2.2

1.7





4

Improves clinical
sustainability

5

Increases scope for
research and
innovation

-2

0.7

1.0

1.7

1.7

-2.0




0.0

1.3

-1.0

2.2

2.2

1.7



Moving services to AH would reduce neonatal transfers and enhance patient
experience for neonates and for mothers of critically ill babies, but adult
transfers would still be required
Moving services to an acute campus would reduce adult patient transfers and
enhance adult patient experience, but neonatal transfers would still be required
Concern about the loss of LWH identity, especially in a move to an adult acute
site
Workforce issues had a severe negative impact on clinical sustainability
(inability to attract staff, shared rotas and the structure of LWH sub-specialties)
Moving all services together to another site would improve workforce
sustainability and resilience allowing the sharing of rotas, better use of junior
doctors, and developing synergies through joint working
Significant benefit associated with co-location/proximity with research facilities
affiliated with the RLH; some benefit from access to AH
Services would lose the benefit of proximity to the university by locating to AUH
but could potentially benefit slightly from gynaecology/oncology research

Source: Workshop 3 (24 June 2016).
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Figure A6-1: Clinical CSFs short list option scores
CSF 1 (Public health)

CSF 2 (Clinical standards)

CSF 3 (Patient experience)

CSF 4 (Clinical sustainability)

CSF 5 (Research and innovation)

Average

Source: Workshop 3 (24 June 2016).
Note: The X axis contains the options as they appear in Table A6-1 above. The Y axis
contains scores from -3 to +3.

All options on the short list scored better than the ‘do nothing’ option in terms of
clinical Quality. Figure A6-1 above illustrates the average clinical score across
the five Quality CSFs. Options that retain all services together (D1, D2 and D3)
scored better than the split-site Option F2 and the enhanced Crown Street site
Option C as workshop participants expressed significant concerns about the
clinical sustainability of services under these configurations.
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Options involving a relocation of services to AH were seen as exceptionally
beneficial for neonates, while options relocating services to an acute campus
were seen as exceptionally beneficial for adult patients. The new RLH site was
seen as having better synergies with current LWH services (gynaecology and
oncology in particular) than the AUH site and a stronger research environment.
The results clearly demonstrate the workshop participants’ views that all options
improve clinical Quality compared to the status quo. In a manner similar to
Workshop 2 (20 May 2016), the clinical Quality scores for the RLH site lead the
way. Interestingly slightly lower scores were allocated to the RLH site in an
integration of services configuration, compared to a new build configuration. The
integration of services configuration scored lower across all CSF domains
compared to the new build configuration. In particular, the new build configuration
was viewed as being clinically stronger and more feasible.
The scoring was largely consistent between groups although a small number of
minor discrepancies were noted and evaluated.
A6.3.

Review of the short list of options against Feasibility CSFs
Three CSFs were developed to appraise the short list of options in terms of
Feasibility:


CSF 6: The proposed option will recognise current and future workforce
requirements and allow for appropriate education and training.



CSF 7: The proposed option will include plans for sufficient estate for
delivery of optimal services now and in the future.



CSF8: The proposed option will be likely to be acceptable to patients,
families and the wider public.

As discussed in Workshop 2 (20 May 2016) and Chapter 12 above, CSF8 was
scored following public engagement, therefore a score for CSF 8 is not provided
below.
Ahead of Workshop 3 (24 June 2016), attendees were provided information to
assist the appraisal of options against Feasibility CSFs. Details provided to
participants included:


the national workforce context - staff shortages and the structure of Junior
Doctor training;



LWH workforce context – overview of the provision of medical staff and
rotas arrangements;



analysis of floor space requirements; and



feasibility of estates for reconfiguration.
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The scores by CSF and by group are displayed in Figure A6-2 below. In
Workshop 3 (24 June 2016), CSF 8 (public acceptability) was not scored. It was
decided that CSF 8 would be scored following the public pre-engagement phase
between June 2016 and August 2016.
Figure A6-2: Feasibility CSFs short list option scores
CSF 6 (Workforce)

CSF 7 (Estates)

Average (excluding CSF 8)

Source: Workshop 3 (24 June 2016).

Workshop participants were asked to score CSF 6 (Workforce) and CSF 7
(Estates). The remaining Feasibility critical success factor (CSF 8) will be scored
at a later date by the public. Hence the Feasibility score may be revised.
All options that moved services away from the Crown Street site scored positively
on Feasibility with relocation of all services to an adult acute site scoring well.
Option D3 (I) to relocate all services to the RLH site and integrate into the
existing building scored poorly compared to Option D3 (N). This is a reflection of
the view that an integration of services will be complex and the disruption to the
estate significant. On workforce the split service option scored significantly worse
than those which kept services together.
A6.4.

Review of the short list of options against Financial Sustainability CSFs
Two CSFs were developed for the appraisal of the short list of options in terms of
Financial Sustainability:
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CSF 9: The proposed option will contribute to achievement of recurrent
financial sustainability for all services; and



CSF 10: The proposed option will be financially deliverable, given likely
funding constraints.

Ahead of Workshop 3 (24 June 2016) participants received detailed financial
analysis covering:


key assumptions with a material impact on capital cost e.g. floor space
requirements;



estimated capital cost of refurbishment and new-build options;



estimated recurrent costs/ revenue costs e.g. staff costs for providing blood
bank, CT/MRI and IR services; and



estimated savings e.g. those arising from co-location and facilities
management opportunities.

The scores by CSF and by group are displayed below.
Figure A6-3: Financial sustainability CSFs short list option scores
CSF 9 (Recurrent costs)

CSF 10 (Capital costs)

Average

Source: Workshop 3 (24 June 2016).
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These scores were driven by capital cost and recurrent cost considerations.
Enhancing the Crown Street site is significantly worse than maintaining the status
quo from a financial sustainability perspective. There exists limited opportunities
to implement cost savings and the capital requirements are significantly higher
than previously thought. The RLH site options perform well on Financial
Sustainability, albeit slightly negative. Further, ahead of Workshop 3 (24 June
2016), Option F2 was added to the provisional ‘shortlist’ as it was perceived to be
a ‘capital light’ option. However in the financial analysis conducted ahead of the
workshop it became clear that is not the case as reflected in the scoring.
A6.5.

Review of the short list of options against Strategic Fit CSFs
Two CSFs were developed for the appraisal of the short list of options in terms of
Strategic Fit:


CSF 11: The proposed option will align with the goals of the (HLP); and



CSF 12: The proposed option will support delivery of local, regional and
national policy.

Ahead of Workshop 3 (24 June 2016), participants received a detailed summary
of local, regional and national strategy to support the appraisal of the options
against the Strategic Fit CSFs. Information provided included:


an overview of key national strategy documents e.g. NHS FYFV and the
National Maternity Review;



a summary of guidance and standards from the RCOG and other relevant
organisations;



a short briefing covering ongoing work in the region, such as the Cheshire
and Merseyside Women’s and Children’s Network;



a snapshot of the HLP, focusing on key decisions made and the Hospital
Services workstream.

The scores by CSF and by group are displayed below.
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Figure A6-4: Strategic Fit CSFs short list option scores
CSF 11 (HLP)

CSF 12 (Policy)

Source: Workshop 3 (24 June 2016).

It was agreed that, in general, those options that would lead to greater
centralisation of services (in particular at the new RLH site). Figure A6-5 below
displays the average Strategic Fit score for each option.
Figure A6-5: Average Strategic Fit score for each option

Source: Workshop 3 (24 June 2016).

A6.6.

Review of the short list of options against all CSFs (weighted)
Figure A6-6 below shows the overall (weighted average) score for each of the
options taking into account scoring of clinical and non-clinical CSFs. The weights
used are outlined in Table A6-2 below.
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Table A6-2: Weightings for base case
Quality

Feasibility

Financial
Sustainability

Strategic Fit

35%

20%

30%

15%

Source: FTI Consulting.

Option C to enhance the Crown Street site was the only option to score
negatively while Option F2 only marginally scores positively. The centralisation of
services on an adult acute site score well with the RLH site leading in the scoring,
although AH outperforms the AUH site.
Figure A -6: Weighted overall score by option

Source: Workshop 3 (24 June 2016).

A6.7.

Sensitivity analysis conducted on the results from the appraisal of the
short list of options
As noted in Chapter 8, the exact form of the options appraisal scoring framework
and the weightings accorded to different CSFs is a matter of judgment. Sensitivity
analysis was performed to ensure the results were robust to different variants of
the methodology.
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The sensitivity of the results of the appraisal of the long list to changes in CSF
weightings was tested through a targeted sensitivity analysis. The alternative
sensitivity tests were as follows:


Base Case: weighted average scores using the agreed weights of Quality
(35%), Feasibility (20%), Financial Sustainability (30%) and Strategic Fit
(15%).



Clinical focus: the clinical Quality scores are given a much higher weight
of 65%, with the remaining 35% distributed between Feasibility (10%),
Financial Sustainability (15%) and Strategic Fit (10%).



Clinical and non-clinical parity: the clinical CSFs have an aggregate
weight of 50% and remaining CSFs have an aggregate weight of 50%
(divided evenly amongst remaining CSFs).



Overall parity: each CSF category has an equal weight, i.e. Quality (25%),
Feasibility (25%), Financial Sustainability (25%) and Strategic Fit (25%).



Financial and non-financial parity: the financial CSFs have an aggregate
weight of 50% and remaining CSFs have an aggregate weight of 50%
(divided evenly amongst remaining CSFs).

The results from the sensitivity tests are shown in Figure A6-7 below.
Figure A6-7: Weighted average scores for each option by scenario

Source: FTI Consulting.

Table A6-3 below summarises the results of the sensitivity tests undertaken.
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Table A6-3: Overall ranking of the long-listed options under different
weightings
Rank

Base Scenario

Clinical
focus

Clinical/nonclinical
parity

Overall
parity

Financial and
non-financial
parity

C

6

6

6

6

6

D1

3

3

3

3

4

D2

4

4

4

4

3

D3-N

1

1

1

1

1

D3-I

2

2

2

2

2

F2

5

5

5

5

5

Source: FTI Consulting.

The sensitivity analysis shows a break between the options with a clear front
runner (D3-N) and runner up (D3-I) in all cases. This is followed by group of 3
options (D-1, D2, and F2) which score generally lower positive scores across
scenarios. Option C scores poorly with negative results in all scenarios.
Across all scenarios, there is almost complete consistency in the ordering of
options.
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Appendix 7
Co-dependencies between obstetrics and gynaecology

The issue of whether obstetrics and gynaecology services needed to be colocated going forward was a key point of consideration during the options
appraisal process. From the start, LWH clinicians held the view that these
services could not be split – on the grounds of patient safety, clinical
sustainability, and service co-dependencies. The CCG and its advisors and other
clinicians involved in the appraisal process did not have a decided view on this
and so the extended long list, long list and short list of options contained ‘split
service’ options where obstetrics and gynaecology would be delivered at different
sites.
Further analysis was undertaken by FTI on the clinical feasibility of splitting these
services and presented at CRG and POB meetings. Representatives at these
meeting determined that split service options should not be included on the list of
proposed options for consultation. The analysis supporting this decision was
provided to LCCG by FTI in a memo on 18 July 2016 and to the POB on 21 July
2016 (POB 4). The analysis relating to the splitting of obstetrics and gynaecology
services is summarised in the subchapters below.
A7.1.

Split service option
The long list of options contained various options that split LWH services across
different sites. However, at the time additional analysis was undertaken on the
implications and clinical considerations for splitting obstetrics and gynaecology
services, only one split service option remained on the list of options, Option F2.
Option F2 specifies LWH obstetrics and neonatal services would relocate to the
AH site and gynaecology services would relocate to the new RLH site. Under this
option, a new build would be required on the AH site to house the LWH services
and LWH gynaecology would be integrated into the existing new build on the
RLH site. For the purposes of this appendix, reference to split services assumes
the conditions stipulated under Option F2.

A7.2.

Analysis of split service
The analysis undertaken by FTI regarding the clinical ramifications of splitting
obstetrics and gynaecology services draws from stakeholder views, LWH’s
Future Generations Clinical Strategy review of this issue, and national evidence.
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A7.2.1 Local stakeholder views
During the development of the long list of options and during the scoring of the
options, stakeholders who attended the ODG and the CRG suggested that
obstetrics services could not be separated from gynaecology services as it could
undermine the quality of care delivered to patients.
A key part of the options appraisal process was to obtain the views and feedback
from a large number of clinicians working in the Liverpool health economy as to
the merits of potential options for the provision of services currently delivered at
the LWH Crown Street site. To obtain this feedback, workshops and CRGs were
held with clinicians. Key points highlighted by clinicians were that:


Unlike other hospitals, LWH has sub-specialised into separate obstetrics
and gynaecology teams which improves the relative outcomes in each
speciality but increases the need to cross-cover between the two
disciplines. For example, obstetricians at LWH do not typically carry out
hysterectomies and when there is a clinical need for a caesarean
hysterectomy this would be carried out with the support of a gynaecologist.



Clinical practice has evolved to have two specialists agree before making a
‘significant intervention’, such as a hysterectomy at the time of caesarean
delivery, and agreement is more easily reached with co-located services
since often it requirements agreements from specialists in both services.



Patient experience is improved by having the two services adjacent. For
example, gynaecology teams can introduce obstetricians earlier during a
pregnancy and within a single care episode the two services can easily
work together.



Obstetrics and gynaecology share clinical rotas (including anaesthetist and
junior doctor rotas). LWH experiences challenges in filling existing rotas
and in the view of the stakeholders at the ODG, splitting the services would
create an additional workforce requirement without enabling clinicians to fill
schedules with elective procedures. The split would hinder, rather than
enable, seven day working as it would be difficult to fill full day clinical rotas
across the entire week since a full adult anaesthetic service would be
required at AH which could not be cross covered by paediatric anaesthetic
services.
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The LWH anaesthetic department provides adult anaesthetic services,
acute care, and critical care including transfers, peri-operative medicine
and a pain management service to the hospital. The department responds
to alerts from all clinical and non-clinical areas across the hospital. AH
would require an adult anaesthetics team to be able to carry out this duty of
responding to relevant alerts and would require an adult ICU and backup
teams for the adult services located at AH. There is concern it may be
difficult to recruit these additional staff due to a national workforce shortage
and due to the reduced function the adult anaesthetic and emergency
services departments would have operating from a primarily paediatric site.
From the viewpoint of LWH anaesthesiologists’ point of view, LWH services
are best delivered from an adult acute site.



Obstetrics and complex gynaecology both need access to an ICU. The lack
of an ICU at the Crown Street site is one of the reasons LWH is not
currently meeting clinical standards. If services remain on Crown Street,
this would require an ICU to be built at Crown Street. In a split site option,
this would require an ICU to be built on both sites. For example, it would be
necessary to build an adult ICU at AH in addition to the one at RLH.

These clinical concerns resulted in the split site option, F2, scoring worse in the
stakeholder workshops relative to other options in terms of impact on clinical
quality. Figure A7-1 below summarises the clinical quality scores for each of the
options analysed.
Figure A7-1: Average clinical quality score for each option from Workshop
2 (20 May 2016)
3.0

2.0

1.0

0.0

-1.0

-2.0

-3.0
C

D1

D2

D3

E1

E2

F1

F2

Source: FTI Consulting.
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A7.2.2 National evidence
As well as considering stakeholder views, wider national consideration of the
issue of whether obstetrics and gynaecology services should be co-located was
taken into account. In this respect it is worth noting that although, nationwide, it is
the ‘norm’ for obstetrics and gynaecology services to be co-located, there is
limited discussion or guidance from the RCOG on this issue.
While obstetrics and gynaecology services at LWH have historically been
integrated and generate important synergies, the RCOG recognises that all
hospitals will not be able to provide the full range of obstetrics and gynaecology
services and in these instances a managed clinical network may be an effective
alternative. While RCOG considers that resources should be centralised for the
infrequent but complex high-risk cases and localised where possible, they state
that “service reconfiguration across sites and working practices may be
necessary to ensure the delivery of optimum care, since not all hospitals will be
able to provide the full range of obstetric and gynaecological services
required.”261
The RCOG review ‘Reconfiguration of Women’s Services in the UK’,
recommends that care pathways are developed such that there are defined
escalation arrangements to bring together critical care, midwifery and obstetric
skills in the maternity or critical care unit.262 The review suggested that the
following models might be considered for gynaecology and obstetrics:

261
262



A suitable high-dependency area with equipment and medical input from
anaesthetists and obstetricians, staffed by a team of midwives who have
the necessary critical care competencies.



Local multidisciplinary arrangements with appropriate escalation protocols
should level 3 care be required.



Appropriate arrangements with local critical care services for collaboration
on the delivery suite.



Transferring women to a general level 2 unit with local arrangements for
providing obstetric and midwifery input and for maintaining direct contact
with their baby.

RCOG (July 2011), High Quality Women’s Health Care: A proposal for change, page 20.
RCOG (2013), Reconfiguration of Women’s services in the UK.
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A review of the South East Coast (SEC) Clinical Senate paper on clinical codependencies of acute hospital services263 does not explicitly state that the
delivery of gynaecology and consultant-led obstetrics must be co-delivered.
However, in relation to service delivery for adult critical care patients, the Senate
paper does state:264

A7.3.



The services critical care patients need should be available on-site
wherever possible and without requiring transferring the patient out.



Gynaecology should come to the patient (not require a transfer of the
patient) but could be provided by an inreach service that is available within
2 hours.



However, in the section on paediatrics it is stated that “gynaecology will
usually be provided with an obstetric service on the same site as the
paediatric and neonatal service. And where that is not the case, a
gynaecology service should be available within 4 hours to support the
paediatric emergency and surgery service.”265



Gynaecology should be on the same site as an A&E, adult surgical
capabilities and major trauma.



For consultant led obstetrics, the same site service co-dependencies are
critical care, anaesthetics, diagnostics (CT but not MRI) and neonatology.
The medical specialities such as diabetes were thought to be needed
inreach within 4 hours.

Overall clinical assessment
Therefore whilst there is no explicit guidance that states that gynaecology
services and obstetrics must be delivered on the same site, there are indications
that these services should remain together. Key factors include:


263

264

265

Emergency care: due to the unpredictability of when services are needed,
access to gynaecology or obstetrics in an emergency setting may be
necessary, such as for severe haemorrhages (in delivery) that require
expert gynaecologist intervention. When making potentially life changing
decisions for women, obstetricians seek the opinion and support of a
gynaecologist. Local consultant obstetricians are no longer sufficiently
skilled to manage these patients without gynaecological support.

South East Coast Clinical Senate (2014) The Clinical Co-Dependencies of Acute Hospital
Services: A Clinical Senate Review- December 2014.
South East Coast Clinical Senate (2014) The Clinical Co-Dependencies of Acute Hospital
Services: A Clinical Senate Review- December 2014.
South East Coast Clinical Senate (2014) The Clinical Co-Dependencies of Acute Hospital
Services: A Clinical Senate Review- December 2014, page 51.
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ICU: It would be necessary to develop an adult ICU at AH for obstetric
services in addition to the ICU that would need to be located with
gynaecology services. This would have capital and workforce implications.



Training programmes: Junior doctors do not specialise in their training.
Therefore a split of services would have implications on their training.
Additionally, it is noted that the rotas are dependent on the number of
trainees available. Sustainability of the service cannot be maintained
without junior doctors who do not specialise in training. Theatre scrub staff
work for both services and anaesthetics.



Anaesthetics: It is understood that there are currently critical shortages in
anaesthetic rotas. Having obstetrics and gynaecology at different sites
would necessitate two consultant rotas and may exacerbate recruitment
difficulties.



o

LWH currently only appoints anaesthesia consultants with advanced
training in obstetric anaesthesia because the work at LWH, as the
tertiary centre for many women’s services, is often with high risk
patients.

o

The anaesthetic services for obstetrics patients located at the new
RLH could potentially be incorporated into the general RLH rota.
However, it would need an increase in numbers to cover the excess
due to gynaecology activity. The RLH on call workload is already
heavy without LWH activity being incorporated. Furthermore, the level
of obstetrics workload is likely to increase with patients becoming
more obese and complex, requiring more intervention. Also there are
standards which govern for example waiting time for epidurals and
time of decision to surgical delivery which must be kept.

o

The AH team are paediatric and neonatal anaesthetists while LWH
has adult anaesthetists. There is no opportunity for cross over
between adult and non-adult anaesthetists at the AH site. Therefore
adult anaesthetists would be required at the AH site. This would be in
addition to anaesthetists required at other adult acute sites.

o

The need to provide adult anaesthetics at two locations could be a
workforce challenge. There is currently a trainee workforce shortage
(nationally) and a skill mix challenge.

Shared learning: The services benefit from co-location to share learning
and development of staff, and provide specialist knowledge input between
services for difficult cases.
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Early pregnancy and gynaecology A&E: It was raised that if these
services were split it would be unclear with which service an early
pregnancy unit should reside. It is thought the service should continue to sit
under gynaecology, however for those patients that present in late second
trimester onwards with concerns over viability, there should be plausible
and well described pathways to involve obstetricians and neonatologists.
Gynaecology A&E services would be addressed through access to A&E
and the appropriate senior medical staff being available for consultation.



Workforce implications: A split of services would, for example,
necessitate duplication of lower and middle tier on-call rotas for the two
sites, one to cover the 20 000 women that utilise gynaecology ER each
year (at RLH), and a second to cover the obstetric on-call rotas (at AH).



Patient experience: This is particularly relevant to early pregnancy
problems. For example, colocation of care for miscarriage patients with
foetal medicine. Also for mid and late trimester pregnancy loss the colocation of services allows the transfer between obstetrics and gynaecology
to be more effective.



Strategic fit with the wider HLP: The HLP vision is to centralise care
around a central university campus. Splitting services does not necessarily
accord with this vision for care delivery.

Although there are a number of issues and concerns raised around splitting
obstetrics and gynaecology services, there are some benefits of the split-site
option when compared to the base case, ‘do nothing’ option. Locating
gynaecology services at an adult acute site could be beneficial in emergencies.
This would prevent the unnecessary transfers of adult gynaecology patients; a
significant ongoing issue with RLH and AUH transferring c.400 patients per
annum from their respective A&E departments to LWH and a smaller number of
patients transferred in the opposite direction for critical care and other medical
and surgical care.266 Neonatal transfers would also be reduced, as obstetrics
would be collocated with the NICU and neonatal surgery, ensuring all services a
neonate may need would be on the same site.267
After all the views of the clinicians and stakeholders were expressed, and
available evidence analysed, it was determined that a split of obstetrics and
gynaecology services could not be recommended on the basis of clinical grounds
when compared to options that maintained the provision of all LWH services on a
single site.

266
267

LWH (2015), Future Generations Clinical Strategy.
LWH (2015), Future Generations Clinical Strategy.

284

A7.4.

Process for identifying and evaluating split service options
Immediately after appointment, FTI began the development of an extended long
list of options for the provision of services currently delivered by LWH. This part
of the appraisal process was led by Professor Mike Bewick, Former Deputy
Medical Director of NHSE. He was supported by Dr Diane Bell, also a former
clinician and a public health expert.
The extended long list of options was developed by clinicians from across the
Liverpool health system. Account was taken of the views and opinions of key
clinicians within the system. These clinicians work across a range of clinical
specialisms and are located across various sites (LWH (Crown Street), RLH, AH
and AUH as well as LCCG).
The process started with consideration of service co-dependency requirements
absent of consideration of estates requirements. Only once service codependencies were ascertained were estates options overlaid onto the service
options.
The development process began with the identification of an extended long list of
potential service reconfiguration options. Through the use of a set of criteria,
these were reduced down to long list of options. It is important to note that the
long list was driven by quality, clinical sustainability and ensuring that the options
appropriately factor in service co-dependencies and the need to deliver a
clinically safe and sustainable service. At this stage, non-clinical considerations
such as financial sustainability were not considered.
CRG 2 (29 April 2016) discussed the long list of options. As the minutes note
“We explored the clinical reasons to keep obstetrics and gynaecology together.
The clinicians agreed that the main reasons were for:


“Dependency when there are haemorrhages.



Learning between the two fields.



Where would early pregnancy patients go if obstetrics and gynaecology
were split. We were given the example that an obstetrician wouldn’t have
done many of the procedures considered routine for gynaecology.



Workforce requirements – to fill rotas, also relevant for theatre scrub staff
who work with both services.



Training requirements – junior doctors don’t specialise when training”

For POB 1 (6 May 2016), FTI provided an overview of the process and then Mike
Bewick provided an overview of the long list of options, based CRG 2 (29 April
2016). As noted in the POB minutes: “All agreed [At the CRG] that there were no
omissions from the long list and that the long list, with the revisions noted above,
should be that which is assessed at the shortlisting workshop.” POB 1 confirmed
the long list of options that had been recommended by CRG 2.
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Workshop 2 (20 May 2016) met to “score” the long list of options against the
agreed CSFs (covering quality, financial, feasibility, strategic fit). A briefing note
with analysis performed to date was sent out in advance of this. The options
presented to the group were as follows (note that option F was split out into F1
and F2 at this stage).


Option C – Development and enhance Crown Street site.



Option D1 – Relocate all services to AH site.



Option D2 – Relocate all services to AUH site.



Option D3 – Relocate all services to the new RLH site.



Option E1 – Relocate gynaecology services to AUH and all other services
remain at an enhanced Crown Street site.



Option E2 – Relocate gynaecology services to the RLH and all other
services remain at an enhanced Crown Street site.



Option F1 – Relocate maternity and neonatal services to AH site and
gynaecology services to the AUH site.



Option F2 – Relocate maternity and neonatal services to the AH site and
gynaecology services to new RLH site.

While all options scored well against quality CSFs, scores for the remaining CSFs
were comparatively lower which results in only two options that score positively
compared to the status quo. However, a ‘natural break’ was observable between
the first four options (C, D1, D2 and D3) and the second four options (E1, E2, F1
and F2).
CRG 3 (3 June 2016) met again to discuss and agree the short list of options,
following the analysis that was undertaken Workshop 2 (20 May 2016). One
concern related to F2 was raised. There was concern over the significant
difference in scores between options D1 (Relocate all services to the AH site)
and F2 (Relocate maternity and neonatal services to the AH site and
gynaecology services to new RLH site) and how such scores were possible. This
point drew upon previous discussions on the ability to score in the absence of
specific quantified metrics on changes to outcomes. However the challenge was
that the scores provided by the workshop participants represented their
professional opinion and a qualitative view that, in practice, a quantified metric
would simply a quantifying of a qualitative view. Furthermore, so long as the view
as provided consistently and the ranking of the scoring between options would be
consistent.
In terms of recommending a short list of options, CRG 3’s minutes note that:
“The discussion of options to be recommended to the programme oversight
board occurred concurrently with the discussion on the feedback from the
second workshop.
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There was considerable discussion over whether or not the group should
recommend to the Programme Oversight Board that the shortlist include a
fifth option. This would be a split-site option. The need to consider a fifth
option in the shortlist was not unanimously agreed.
The discussion focused on the possibility of including Option F2 in the
recommended shortlist, although other options were discussed e.g. E2. A
participant suggested voting on which option to recommend as a split site
option, however the CCG highlighted that the group lacked the power to
perform such a vote and this idea was abandoned. It was instead decided
that the Programme Oversight Board should consider including a fifth, splitsite option on the shortlist.
In summary, the following recommendations should be made:
-The four options that performed well in the workshop should proceed to the
shortlist (C – Develop and enhance Crown Street site; D1 – Relocate all
services to AH site; Relocate all services to AUH site; D3 – Relocate all
services to the New Royal site).
-The programme oversight board should be mindful of concerns regarding
the scoring of the options and the representation of neonates although note
that not all participants felt this was an issue.
-The possibility of including a split-site option should be given thought.”
At the end of CRG 3 (3 June 2016), it was therefore agreed that four options
should be recommended to the POB for taking forward, although the POB
needed to give further thought to the split site option.
POB 2 (10 June 2016) discussed the short list of options and the four options put
forward by the workshop and CRG 3. Tom Jackson expressed concerns that
there was not a “capital light” option and asked for one to be added to the short
list. It was agreed that this could be F2.
The minutes from POB 2 (10 June 2016) note that “It was stated that not all
would agree that F2 were a capital light option, but this would be tested further
and scored at the next workshop. The phrase ‘capital lighter’ was felt to be more
appropriate. Concerns regarding capacity to house services at AH were
expressed and confusion why ‘capital had trumped financial and clinical
sustainability.” It was also noted that “Concerns were raised for patient safety if
working across sites with some reluctance shown in supporting training across 2
sites. It was felt that women’s services should be more drawn together not
separated.”
Workshop 3 (24 June 2016) was held to score the options with clinical and nonclinical staff from LCCG, LWH, RLH, AUH and AH attending. In addition, there
were representatives from NHSE, NWCSCN, and CMWCSP.
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Options that retain all services together (D1, D2 and D3) scored better than the
split-site Option F2 and the enhanced Crown Street site Option C as workshop
participants expressed significant concerns about the clinical sustainability of
services under these configurations.
CRG 4 (24 June 2016) took place immediately after Workshop 3. Specifically on
Option F2, the minutes note that:
“The split-site option was covered extensively in this discussion. It should be
noted that this option scored negatively in the second workshop and was
initially excluded from the initial ‘shortlist’ however returned to the ‘shortlist’
ahead of the third workshop. Participants commented that further financial
analysis of the option should be not undertaken as amongst other factors,
24/7 Consultant-led Neonatal service would be very expensive.”
There was some discussion at CRG 4 around whether or not the split-site NICU
issue and the split-site obstetrics/gynaecology issue are equivalent in terms of
junior doctors, rotas, training and clinical concerns. Under an
obstetrics/gynaecology split LWH would lose their status as a specialist training
provider for these services. In Liverpool services train separately in contrast to
common practice across the country, however in Liverpool training for neonatal
services and paediatrics services is separate, again in contrast to the rest of the
country.
The differences between this option and Option D1 were debated at CRG 4. It
was considered to be the case that gynaecology-cancer services would not be as
good in Option D1 but under the specification described in Option F2, maternity
services would be affected. The need to proceed with both options (D1 and F2)
was questioned. Specifically a clinician asked whether F2 was needed given that
Option D1 features the relocation of maternity and neonatal services to the AH
site and that the public will place a lesser focus on the technicalities between D1
and F2 if both were to proceed to the consultation phase.
The minutes concluded by noting that “Agreement was reached that this option
should not proceed to public consultation. In summary Option F2 has been
considered on two occasions and the option has now been exhausted."
According to members at CRG 4 (24 June 2016), the decision to remove F2 was
taken unanimously and there were medical representatives from all trusts
present.
At POB 3 (1 July 2016), the presentation used at Workshop 3 (24 June 2016) by
FTI recapped the process and then stated “Today, we are asking the Programme
Oversight Board to confirm the preferred options for the PCBC”. The following
information was contained in the presentation:
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Options D1, D2 and D3, which retain all LWH services together while
relocating to an alternative site, scored higher than other options at the
third stakeholder workshop and were subsequently recommended by the
CRG for progression.



Option F2 scored poorly given it was not ‘capital light’ and raised clinical
sustainability concerns. The CRG has recommended its removal from the
shortlist.



Option C scored negatively and was recommended for removal by the
CRG. Yet, to demonstrate the cost of enhancing Crown Street relative to
other options, it will need to be considered in the PCBC. It was proposed
that two variants of Option C are retained: (i) a ‘minimum enhancements’
Crown Street and (ii) an ‘enhanced’ Crown Street.



It was proposed Option F2 (as recommended by the CRG) and Option D2
(which is always suboptimal as compared to D3) are removed from the
shortlist.

Analysis was provided at POB 3 (1 July 2016) which demonstrated that F2
scored poorly from both a financial and clinical perspective. However, it should
be noted that FTI had only received the initial view of the AH estates solution but
had not had a follow up discussion with AH on this by 1 July 2016. Reasons were
provided in the presentation as to why CRG 4 (24 June 2016) had rejected F2
(on clinical grounds). As a result of the analysis, it was recommended that Option
F2 was not taken forward for inclusion in the PCBC. The minutes note that
“There was concern regarding the removal of F2 without further conversations
with AH regarding finances. However, it was explained that this removal related
to overwhelming clinical recommendations via the CRG – with endorsement of
AH Medical Director”. It was also noted that “Excluding options – There was
some reluctance to remove F2 without clarity about the financial assumptions.
Reassurance was given that the decision was due to overwhelming clinical
reasons. All agreed to remove D2/F2 options”.
Following a process challenge, the clinical evidence for removing split site
services was re-presented to POB 4 (21 July 2016). This included setting out the
process that had been undertaken, local clinical views and the national evidence
to the extent that it was existed. It was noted that there is limited clinical evidence
in this area as in most trusts, obstetrics and gynaecology services are together
and so this is not an issue that is usually discussed.
Therefore, it was discussed that:


International and national models had been studied but that it was difficult
to find evidence of split sites across Europe and the UK. Evidence had
been taken from the RCOG and the National Maternity Review
(Cumberlege report), together with content experts and networks around
the table.
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There is limited evidence regarding the particular issue of splitting
obstetrics and gynaecology as this is so rare. Most NHS trusts keep
obstetrics and gynaecology together.



Given the lack of national evidence, it was important to consider the views
of local clinicians who are experts in their own fields and understand what
is required to deliver the services. It should be noted that at the POB,
clinicians from RLH and AUH noted that they now supported the view that
services should be kept together following their initial scepticism about this
requirement.



Splitting the service would not be consistent with the work being
undertaken by the Women and Children’s Services Vanguard on maternity
and women’s services.



National evidence weekly supported keeping the services together, but due
to the fact that services were usually together elsewhere there was limited
evidence on this.



The CCG had involved a national expert in this review by involving FTI with
Mike Bewick and Diane Bell as part of the team.
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Appendix 8
Additional information on estates and capital costs

The purpose of this appendix is to provide some further details of the
analysis that was undertaken to assess the estate requirements for
each option.
There is a strong link between the estate requirements and capital costs of each
option. This appendix provides some additional details relating to capital costs
and estates requirements of each option. The contents of this appendix are as
follows:

A8.1.



commentary on general build cost assumptions



commentary on other assumptions



commentary on options not included in shortlist for consultation

Commentary on general build cost assumptions

A8.1.1 New build costs
The cost of floorspace is a major driver of the overall capital costs of options
requiring new builds. Some data points used to inform the metric used for
analysis are shown in Table A8-1 below.
Table A8-1: Estimates of per square meter build costs
Source
DH Healthcare Premises Cost
Guide, maternity care facilities,
August 2010

Cost (£/sq. m.)

Notes

Overall: 2,470

Rebasing to 2016 price level
would result in cost of c.
£3,000/sq.m. Does not
include on-costs, fees,
equipment costs or VAT.

2,440-2,854
Mean: 2,823

Based on small sample size
(4), exclusive of contingency
and VAT.

268

RICS BCIS estimate for
maternity, gynaecological
hospital services, North West
region, Q2 2016

268

Royal Institute of Chartered Surveyors Building Cost Information Survey (RICS BCIS).
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Source

Cost (£/sq. m.)

Notes

2,521-2,988

As quoted in LWH Business
Plan (page 55).

RICS BCIS estimate for
maternity, gynaecological
hospital services, England, Q2
2016

2,568-3,004
Mean: 2,971

Based on small sample size
(4), exclusive of contingency
and VAT.

Approximate cost of new RLH
PFI build, as estimated by
RLBUHT estates function, c.
2010

3,000

Procured during ‘downturn’
conditions following financial
crisis of 2007/08.

Current new site build cost
estimate from David Powell,
AH development director

4,000

Current new site build cost
estimate from Paul Fitzpatrick,
AUH Director of Estates

5,000

LWH ‘Big Push’ redevelopment
from 2012/13 and 2013/14

5,000

Recent development of
maternity wards and parts of
delivery suite.

5,428 – 5,875

Estimates from RLBUHT cost
consultants. Inclusive of
works costs, fees, non-works
costs, equipment,
contingency and VAT.

RICS BCIS estimate for
maternity, gynaecological
hospital services, England, Q4
2015

Preliminary cost estimate from
WT Partnership, Q4 2015 / Q1
2016.
Source: Various sources.

As shown above, there are a range of estimates and data points – LWH’s
Business Case used a range of £2,500-£3,000 per sq.m.269 whereas cost
consultants used to assess options on the RLH campus provided estimates in
early 2015 of over £5,000 per sq.m.270 and recent estimates from LWH are
similarly over £5,000 per sq.m.

269
270

Based on RICS BCIS estimates.
This cost estimate was fully inclusive of fees, non-works costs, planning contingency and
VAT, which may account for some of the difference between this and the RICS BCIS
figures used in LWH’s Business Case (which, as we understand it, include contingency
expenses but not VAT).
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Based on the above, for PCBC purposes a figure of £5,000 per sq.m. has been
applied, although the actual procurement cost figure could be higher, in
particular, because an optimism bias factor has not been included.271
A8.1.2 Refurbishment/reconfiguration costs
The cost of reconfiguration of acute floorspace is a significant proportion of the
cost of building new acute floorspace.
The cost of course depends on the current state and future requirements of the
space – estimates vary, but are typically in the 50-80% range (the estimates
provided by local subject matter experts in Liverpool are consistent with this
range).
In the NHS NWL – Shaping a Healthier London PCBC, a number of potential
services that could be offered in various London boroughs were identified.
Subsequent analysis of the estimated investment requirements was undertaken.
This included comparison of the cost of refurbishment and the cost of new build
options. The following data points were highlighted:272


in Ealing the cost of providing all services under a refurbishment option was
forecast to be £22.8m compared to a £41.1m cost of a new build (a ratio of
55%)



in Chelsea and Westminster investment under a refurbishment option was
forecast to be £18.4m compared to a £28.1m cost of a new build (a ratio of
65%); and



in Charing Cross investment under a refurbishment option was forecast to
be £25.6m and £38.5m assuming a new build (a ratio of 66%).

Based on this, for PCBC purposes a figure of 60% has been applied.

271

272

The Government’s experience across the many thousands of investments it has funded in
the NHS and elsewhere in the public sector is that that cost estimates are almost always
overoptimistic at the start of a project. This reflects the tendency of the scope and
timescale of projects to change rapidly in the early phases, and for the scheme itself to be
more complicated than initially thought. HMT therefore, in formal capital resource
submissions, requires the calculation of an "optimism bias" figure to reflect likelihood of
these changes over the life of the project - an upper bound figure to reflect how much the
project could change.
NHS North West London (June 2012), Shaping a Healthier Future – Pre-consultation
Business case, pages 10-19
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A8.2.

Commentary on other general assumptions
For purposes of comparison between options, the following general assumptions
were used:

A8.3.



The cost of footbridges linking buildings is estimated at £30,000 per metre,
based on a benchmark from a recent footbridge built to link the Walton
Centre with AUH.



The capital costs of medical equipment as appropriate are included in build
costs (other than specific high-value kit such as MRI scanners).

Commentary on options not included in shortlist for consultation
As noted in Chapter 11, options D2 and F2 were removed on the basis of clinical
and strategic grounds. This appendix summarises the key points arising from the
financial analysis undertaken for those options. This appendix also summarises
why D3-I was removed on feasibility grounds.

A8.3.1 Commentary on Option D2: Relocate all services to AUH site
AUH have stated there is sufficient space on the AUH site for a new build of the
required size. This is marked on Figure A8-1 below.
Figure A8-1: Potential location of new building on AUH site

Source: AUH.
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This option is therefore feasible from an estates perspective. Whilst the
floorspace requirements have not been investigated in detail, it would not be
significantly different to the requirements under the D3-N option (since many of
the same co-location benefits are realised as would be case as per the RLH
campus).
The capital cost estimate of a new build on the AUH site is therefore assumed to
be equal to that of a new build on the RLH campus.
In terms of the strategic fit of this option it is noted that:


Relocating all LWH services to the AUH site would achieve some
centralisation of services. However, this option does not align with the key
decision to move services provided at the CCC to the new RLH site.



Relocation to AUH as an adult, general acute hospital is likely to enhance
opportunities to develop health promotion efforts by pooling resources and
expertise.



The relocation is likely to offer significant improvements in multiprofessional working and access to adult critical care.



The location of maternity services on the site will allow critically ill maternity
patients access to adult critical care services without the need for a transfer
achieving closer working between maternal and critical care teams will be
achieved as outlined in the Maternal Critical Care Review.



There is a risk that the identity of the LWH is lost in a move to a general
hospital site. In addition, as the AUH Hospital is not a specialist children’s
hospital aspects of the neonatal service specifications and national strategy
would continue to be unmet.

A8.3.2 Commentary on Option F2: Relocate maternity and neonatal services to the
Alder Hey Site and gynaecology services to the new RLH Site
Under Option F2, maternity and neonatal services relocate to the AH site and
gynaecology services relocate to the new RLH site.
This option was removed from the final shortlist on clinical grounds, as described
in Chapter 11.
However, it is worth rehearsing the main estates and feasibility aspects of this
option.


Option F2 would involve the construction of a new hospital on the AH
campus to house LWH’s obstetrics and neonatology services. This would
be smaller than a hypothetical new build housing all services, but only by
the amount of direct clinical floorspace (since shared space would still need
to be constructed e.g. atria, entrance hall, diagnostics, reception etc.).
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Option F2 also involves reconfiguring space within the new RLH PFI
building to house gynaecology services. The direct clinical floorspace
requirement for gynaecology is 4,915 sq.m. The reconfiguration of clinical
floorspace would incur significant costs and whatever services decanted
out of the new RLH PFI building would require re-housing.

Based on the above, there is no indication that Option F2 would be significantly
less capital intensive than any of the other options.273
The significant total costs for this option are fundamentally driven by the fact that
under this option:


An entire new hospital must be built on the AH site (although smaller
reflecting absence of gynaecology).



A significant amount of space must be reconfigured at the new RLH
building to house gynaecology.



Any services decanted from the new RLH must be re-provided elsewhere.



Further, capital works would be required across two sites (AH and the RLH)
and some phasing would be required to integrate services into the new
RLH building. All of these factors may increase costs.

Given the scope of this process, detailed costing of works at each site has not
been performed.
A8.3.3 Commentary on Option D3-I: Integrate into new PFI building on the RLH
campus
The new RLH PFI building is nearing the end of its construction, having been
commissioned on the basis of a Final Confirming Business Case dated January
2014.
As part of this options appraisal process, the possibility of integrating the services
that are the subject of this PCBC into the new RLH PFI building was considered.
On the face of it, this option has the apparent attraction of achieving the benefits
of co-location with an acute adult site and obviating the need for a new build on
the RLH campus.
However, maternity and neonatal services have specific clinical and architectural
requirements which the new RLH PFI building was not designed to accommodate
(detailed further below).

273

As an approximate estimate, the new build at AH would require 11,464 sq.m. (that is,
16,379 sq.m. as per Option D1 less 4,915 sq.m. in direct clinical floorspace for
gynaecology). This leads to a build cost of £57.3m. The costs of reconfiguring and then
re-providing 4,915 sq.m. of clinical floorspace at the new Royal PFI building can be
estimated as 4,915 sq.m .x £3,000/sq.m. x 2 = £29.5m (before any consideration of
additional expense incurred due to PFI status). The total cost is therefore some £90m.
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LWH and RLBUHT engaged in a process, under this options appraisal, to
articulate the feasibility of this option. The view of the clinicians and estates and
operations personnel was that Option D3-I is infeasible for the following reasons:


One key rationale is that, from a clinical perspective, it is critical for any
obstetrics delivery suites to be horizontally adjacent to at least two
dedicated obstetrics theatres. This is not architecturally feasible in the new
RLH building – as only one floor, Level 2, has the required ceiling heights
for theatres, and this floor is populated by theatres and critical care beds
(which also require extended ceiling heights).



Fundamentally, the new PFI building was designed, over several years, as
a set of co-located services. Moving services ‘in’ to the building requires an
equal and opposite decant ‘out’. Complexities and clinical difficulties
potentially are introduced by re-providing services and facilities elsewhere



Significant alterations to the floorspace layout would pose significant risk to
handover, due to building complexities and contractual processes
(particularly in view of the PFI obligations of the new RLH building).



The new PFI building is approximately 12 months from handover, and,
even if a decision were made to execute the D3-I option, the completion of
a full options appraisal, public consultation and full business case sign-off
would post-date the clinical population of the new PFI building. This
introduces clinical challenges from decanting other services, and the short
term fragmentation of LWH services, as well as longer term fragmentation
of services that were originally designated for co-location in the new RLH.
Significant transitional costs.



Other than the delivery suite issue, noted above, there are other
architectural requirements which would be extremely expensive to
reconfigure. For example, delivery suites are larger than standard acute
single-rooms configuration, and birthing pools require specific types of
weight-bearing floors.



The LWH accommodation provided would be split across 5 floors, including
neo-natal and theatre patients crossing very busy public areas.



The extent of the reconfiguration of the new RLH building would suggest
that you could not occupy this building until all works were complete, circa
12-18 months. The unitary payment during this period would cost the health
economy £20m per annum, in addition to the costs for refurbishment and to
re-provide the displaced facilities elsewhere. Also to be factored in would
be any costs that Carillion would attribute.

As described in Chapter 12, Option D3-I was carefully scrutinised under this
process. However, due to the factor above, it was agreed in POB 5 (14 October
2016) this option was infeasible.

297

298

Appendix 9
Workforce implications of the options

This appendix provides context on the availability of staff and
workforce pressures in the NHS in England. It considers the current
workforce challenges at LWH and discusses the workforce implications
of each option on the long list.
The NHS in England is facing workforce pressures which will impact the
deliverability of the different options for reconfiguring women’s and neonatal
services considered in this options appraisal. At the same time, different options
will have different workforce requirements that may either exacerbate or alleviate
existing national and local pressures. This appendix:

A9.1.



Discusses the workforce pressures facing the NHS in England;



Describes the current workforce pressures at LWH; and



Discusses the likely workforce requirement and impact under each of the
options on the long list.

Workforce pressures facing the NHS in England
The NHS in England is facing acute workforce pressures, including staff shortfalls
in different specialties, a possible reduction in newly trained medical and nursing
staff, and a challenge to provide a longer, seven day hospital service across the
NHS.
National priority shortfall areas identified by HEE include: nursing, emergency
medicine, paramedics and general practice. Within medicine, priority shortfall
areas include general practice, emergency medicine, and clinical radiology.274
The majority of activities and investments described in the HEE Workforce Plan
for 2016 have a four year, or longer, time lag until new workforce supply is
created.

274

HEE (2016), Workforce Plan for England, page 4.
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As a result of shortfalls in qualified medical staff, there have been calls for more
junior doctors to be made available to fill pressured rotas. However, HEE is clear
that organisations “must be conscious that the number of doctors in training is
designed to be explicitly related to the need for future CCT holders [consultants]
not simply to provide today’s service”.275 Predicting the number of doctors in
training that who complete their specialist training in any one year is difficult:
speciality programmes are of different lengths, trainees may choose to work parttime or with career breaks, and training programmes have varying attrition rates
that change over time.
Obstetrics, gynaecology and paediatrics have not been identified as national
priority shortfall professions and there are minimal planned changes in the
number of education and training places in these specialities in England in
2016/17. However, with a relatively constant total number of doctors in training
but changing working patterns (such as part-time working or career breaks) the
availability of junior doctors is decreasing, making it increasingly difficult to fill
rotas. The potential exception to this issue is in acute anaesthetics, which has
seen a 10% increase in the number of training positions across England in
2016/17.
There is no settled view on future demand for nursing and midwifery staff across
the NHS in England. Although adult nursing has been deemed a priority shortfall
area, there is no plan to increase the number of midwifery or children’s nurse
education and training commissions in 2016/17. Based on past changes to the
number of nursing and midwifery training places, HEE forecasts a 30% increase
in the available supply of midwives from 2015 to 2020, with a 15% increase as a
‘worst case’ scenario.276 The analysis completed as part of the recent National
Maternity Review suggests that there is no additional requirement for a significant
increase in midwifery workforce beyond this expected growth. 277

275
276
277

HEE (2016), Workforce Plan for England, page 25.
HEE (2016), Commissioning and Investment Plan, page 2.
NHSE (2016), National Maternity Review, page 96.
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The effect of recent government policies on workforce capacity is currently
unknown and may take several years to materialise. The removal of bursaries for
nursing and midwifery students from 2017 and their replacement with student
loans has sparked fears that numbers of applicants for training places will fall and
worsen workforce pressures.278, 279 In addition, there are concerns that the
dispute regarding the introduction of new terms and conditions for doctors in
training may deter candidates from applying to medical school and encourage
recent graduates to leave for roles outside of the NHS. Finally, initial analysis of
the impact of moving to a seven day hospital service suggests that it will be
impossible to run all services every day at every hospital site. Instead, greater
networking between sites and sharing of teams and resources across local
geographies will be required.280
Overall, nationally there is likely to be little respite in the overall perception of
workforce pressures, and the specific specialties and professions required by
services at LWH will not see dramatic increases in workforce capacity in the
foreseeable future. Instead, the solutions to managing these pressures will
require innovation in ‘skill-mixing’ and design of staff rotas, and greater
collaboration between organisations to ensure the right complements of suitably
trained staff are available to the local population seven days a week.
A9.2.

Current workforce pressures at LWH
The number of staff and FTEs employed at LWH has increased over time, as
illustrated in Figure A9-1 below. As of February 2016, LWH employed 1,527 staff
(1,326 FTEs) of which 950 were professionally qualified. 41% of the 121 FTE
medical staff work at consultant level, with 57% doctors working in training
grades. There are 330 employed midwives working as 278 FTEs.281

279

280
281

The experience of schools outside the national bursary scheme does not necessarily
corroborate this assumption.
NHS Services (2013), Seven Days a Week Forum: Summary of initial findings, page 28.
Health and Social Care Information Centre (HSCIC) (2016), NHS Hospital and
Community Health Service (HCHS) monthly workforce statistics – Organisational Level –
Provisional Statistics (Tables 3 and 4).
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Figure A9-1: Staff headcount and FTEs for LWH

Source: HSCIC Provisional NHS Hospital & Community Health Service monthly
workforce statistics, February 2016.

Many of the issues described above for England apply equally in Liverpool. For
example, there are significant challenges in filling junior doctor rotas on which
most of the LWH service lines depend. Similarly, the mitigating actions being
recommended nationally are already in use within Liverpool.
LWH currently reports considerable gaps in its combined obstetrics/gynaecology
junior doctor rota. Across the region, HENW is reported to face up to 56 gaps in
its obstetrics and gynaecology junior doctor rotas, meaning there will be stiff
competition for locum doctors.
In anaesthetics, the junior doctor rota at LWH is maintaining compliance with the
EWTD only through routine use of locum doctors. Clinical standards require 12
consultant sessions per week to cover delivery suite for emergencies. In LWH,
existing anaesthetic consultant availability means only 10 sessions are
provided.282 The anaesthetic workforce will be redesigned around a Liverpoolwide anaesthetics service in order to provide both sufficient capacity on site and
cover at each level, and sufficient breadth of experience across surgical
specialities.

282

LWH (2015), Future Generations Business Plan, page 29.
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Issues with meeting clinical workforce standards also exist in neonatology.
Developing an ANNP team is seen as a key part of addressing the insufficient
number of neonatologists in the medical workforce to provide sufficient cover.
However, there is a risk that such workforce redesigns may exacerbate neonatal
nursing shortfalls that are already apparent across Cheshire and Merseyside,
with a 117 FTE shortfall and resulting non-compliance with national nursing
workforce standards.283
Redesigns of roles and the introduction of new types of positions are also being
undertaken in theatres and gynaecology, aiming to reduce reliance on junior
doctors on daytime rotas.
A9.3.

Workforce requirement and impact under each of the options
This chapter discusses the likely workforce requirement and impact under each
of the (long list) options considered in this PCBC.

A9.3.1 Option C1 – Develop and enhance the Crown Street site
Option C1 entails significant enhancements to adult critical care and clinical
support services at Crown Street. The option also entails a two-site NICU to
address current concerns regarding neonatal surgery and neonatal intensive care
provision in Liverpool. In particular, additional staff will be required to:


Deliver an adult ICU in place of the existing HDU at Crown Street;



Deliver enhanced adult clinical support services, including an on-site blood
bank and transfusion service; on-site diagnostics (including MRI and CT
scanning); and on-site IR at Crown Street; and



Deliver a two-site NICU in co-operation with AH.

Table A9-1 below details the additional workforce requirements for these
services. In general, the onus will be on LWH to meet the additional workforce
requirements, except for the anaesthetic requirement which will fall within the
remit of Liverpool’s emerging city-wide anaesthetic service.284

283

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
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Table A9-1: Additional workforce requirements under Option C1
Service
Adult ICU

Workforce requirement





Blood bank




MRI and CT
scanning
capabilities



Interventional
Radiology






Two-site NICU
(workforce
requirement at
AH)





38 intensive care nurses (Band 7) and nine additional
physiotherapists (Band 6)
Three ICU Residents (Specialty Trainees at Levels 1-4)
Three Consultant Intensivists
Anaesthetic cover
Staff rota with six staff (Band 6) supported by six HCAs
(Band 2)
Oversight provided by a service manager (Band 8) and a
Consultant Haematologist
Radiography rota with six staff (Band 6) supported by three
HCAs (Band 2)
Oversight provided by a radiography service manager
(Band 8) and a Consultant Radiologist, supported by a
Medical Secretary (Band 4)
Radiology nursing team of three (Band 6) supported by one
HCA (Band 2)
Oversight provided by two Consultant Radiologists
Tier 1: Team of four ANNPs and four Specialty Trainees
(Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists

Source: FTI Consulting based on discussions with clinicians and stakeholders
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
Clinical models and resulting workforce requirements assume a seven-day hospital
service across the NHS.
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Obtaining the staff detailed in Table A9-1 above is likely to be challenging in the
context of existing workforce pressures in the NHS in England and in Liverpool.
HEE recently identified adult nursing, emergency medicine, and clinical radiology
as national priority shortfall areas.285 Services provided by LWH already depend
on junior doctors to fill rotas, in contrast to HEE’s position that “the number of
doctors in training is designed to be explicitly related to the need for future CCT
holders [consultants] not simply to provide today’s service”.286 LWH currently
reports significant gaps in its combined junior doctor rota for obstetrics and
gynaecology.
In the context of national and local workforce pressures, recruiting significant
additional staff to adult clinical support services and particularly clinical radiology
is likely to be challenging. Recruitment may be enhanced by the opportunity for
staff to specialise in women’s care; however, candidates may equally value the
opportunity to work across patient groups in order to retain a wider range of skills.
Recruiting to adult critical care services will be challenging in the context of
existing shortfalls in adult nursing and emergency medicine. For acute
anaesthetics, although training positions increased by 10% in England in
2016/17, there will be a time-lag before qualified anaesthetic workforce will be
available.287 At the same time, the anaesthetics junior doctor rota at LWH is
maintaining compliance with the EWTD only through the use of locum doctors.288
Adult anaesthetic services across Liverpool are currently being re-designed in
order to provide a single-city wide anaesthetic service with sufficient capacity at
each site, sufficient cover at consultant and junior doctor levels, and sufficient
breadth of experience across surgical specialties.289 However, the need to deliver
an adult ICU in place of the existing HDU at Crown Street would put further
pressures on the emerging city-wide anaesthetics service and likely exacerbate
existing shortages in consultants intensivists and increase reliance on locum
doctors, particularly at junior levels.

285
286
287
288
289

HEE (2016), Workforce Plan for England, page 4.
HEE (2016), Workforce Plan for England, page 25.
HEE (2016), Workforce Plan for England, pages 24 and 69.
LWH (2015), Future Generations Clinical Strategy, page 38.
The redesign is consistent with the recommendations of the ‘Seven Days a Week Forum’
to enhance networking between sites and share team and resources across local
geographies.
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The Critical Care Network has challenged whether it is indeed feasible to run a
small scale (six bed) ICU at Crown Street.290 The Critical Care Network provided
further advice regarding this issue at POB 5 (14 October 2016), advising that it
was not clinical sustainable or practically feasible to implement a small scale ICU
and the Critical Care Network would not be supportive of options for which this
was required.291
For neonatal services, recruiting and retaining staff to deliver a two-site NICU
would likely be a multi-year process. Developing an ANNP team has been seen
as a potential way to address the existing shortage of neonatologists in Liverpool;
however, such workforce redesigns could also exacerbate existing neonatal
nursing shortfalls in Cheshire and Merseyside.292 Training of ANNPs would
require additional funding and the availability of such funding requires further
investigation. However, Senior ANNP posts could be very attractive and seen as
a developmental opportunity for staff. 293
Option C1 is likely to have limited tangible impact on LWH’s long term ability to
recruit, train and develop, and retain staff.
A9.3.2 Option C2 – Minimum enhancements to Crown Street site
Option C2 entails some enhancements to adult clinical support services at Crown
Street and a two-site NICU to address current concerns regarding neonatal
surgery and neonatal intensive care provision in Liverpool. In particular,
additional staff will be required to:


deliver enhanced adult clinical support services, including an on-site blood
bank and transfusion service and on-site diagnostics in the form of a
mobile CT scanner; and



deliver a two-site NICU in co-operation with AH.

Table A9-2 below details the additional workforce requirements for these
services. In general, the onus will be on LWH to meet the additional workforce
requirements.294

290

291

292
293

Email from Gary Masterson (Medical Lead, Critical Care Network) to Edwin Djabatey
(Consultant Anaesthetist and Clinical Director Tom Bryson Department of Anaesthesia
LWH) dated 28 March 2011.
Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and Merseyside Critical
Care Network) to LCGG re: LWH options and adult critical care requirements, date
October 2016, available in full in Appendix 17.
LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).

.

306

Table A9-2: Additional workforce requirements under Option C2
Service
Blood bank

Workforce requirement



Staff rota with six staff (Band 6) supported by six HCAs
(Band 2)
Oversight provided by a service manager (Band 8) and a
Consultant Haematologist

Mobile CT
scanning
capabilities




Three HCAs (Band 2)
Oversight provided by a part-time Consultant Radiologist
(50%)

Two-site NICU
(workforce
requirement at
AH)



Tier 1: Team of four ANNPs and four Specialty Trainees
(Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists




Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
Clinical models and resulting workforce requirements assume a seven-day hospital
service across the NHS.

Obtaining the staff detailed in Table A9-2 above is likely to be feasible for adult
support services, particularly if the lease of a portable CT scanner includes
support of trained radiographers.
As discussed in the context of Option C1 above, for neonatal services, recruiting
and retaining staff to deliver a two-site NICU would likely be a multi-year process.
Developing an ANNP team has been seen as a potential way to address the
existing shortage of neonatologists in Liverpool; however, such workforce
redesigns could also exacerbate existing neonatal nursing shortfalls in Cheshire
and Merseyside.295 Training of ANNPs would require additional funding and the
availability of such funding requires further investigation. However, Senior ANNP
posts could be very attractive and seen as a developmental opportunity for
staff.296
Option C2 is likely to have limited tangible impact on LWH’s long term ability to
recruit, train and develop, and retain staff.

295
296

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
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A9.3.3 Option D1 – Relocate all services to the AH site
Option D1 entails extensions to existing critical care and clinical support services
at AH to accommodate adult and neonatal patients currently cared for by LWH on
Crown Street. However, unlike options C1 and C2, Option D1 does not entail a
two-site NICU as the existing NICU at LWH would relocate to and combine with
existing neonatal intensive care capabilities at AH.
Therefore, under Option D1, additional staff will be required to:


Deliver an adult ICU from the basis of a relocated HDU; and



Deliver extended clinical support services to meet needs of adult patients,
including an extended blood bank and transfusion service; extended
diagnostics (including MRI and CT scanning); and extended IR services.

Table A9-3 below details the additional workforce requirements for these
services. In general, the onus will be on LWH and AH to meet the additional
workforce requirements, except for the anaesthetic requirement which will fall
within the remit of Liverpool’s emerging city-wide anaesthetic service.
Table A9-3: Additional workforce requirements under Option D1
Service
Adult ICU

Workforce requirement






38 intensive care nurses (Band 7) and nine
physiotherapists (Band 6)
Three ICU Residents (Specialty Trainees at Levels 1-4)
Three Consultant Intensivists
Anaesthetic cover



Extension to existing staff rota of three staff (Band 6)
supported by three additional HCAs (Band 2)
Extension of existing oversight by part-time service
manager (Band 8) (50%) and a part-time Consultant
Haematologist (50%)

MRI and CT
scanning
capabilities



Additional radiography rota with six staff (Band 6)

Interventional
Radiology



Extension of existing rota to 24/7 cover through
agreement between paediatric and adult providers,
entailing 10 additional PAs – one for each of ten
consultants

Blood bank

Source: FTI Consulting based on discussions with clinicians and stakeholders.
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Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
Clinical models and resulting workforce requirements assume a seven-day hospital
service across the NHS.

Recruiting the staff detailed above in order to extend existing clinical support
services is likely to be feasible. More generally, recruiting onto a joint, tertiary
women’s and children’s site may be enhanced by the opportunity for staff to
specialise in women’s and children’s care and work from a large tertiary hospital
with strong links to other local and national providers. Trainees wishing to
specialise in gynaecology may initially be less attracted by a joint women’s and
children’s site; however, maintaining and enhancing existing links between AH
and RLH should enable the provider organisations in Liverpool to mitigate this.
Option D1 could therefore improve LWH’s long term ability to recruit, train and
develop and retain staff.
Furthermore, by centralising neonatal services in Liverpool onto a single site,
reducing the need to operate multiple neonatal staff rotas, and eliminating staff
intensive neonatal transfers, Option D1 could also alleviate pressures on the
neonatal medical and nursing workforce in Liverpool and in Cheshire and
Merseyside.297
However, as discussed in the context of Option C1 above, recruiting to provide
adult critical care services at AH will be challenging in the context of existing
shortfalls in adult nursing and emergency medicine.298 For acute anaesthetics,
the need to deliver an adult ICU at AH in place of the existing HDU at Crown
Street would put further pressure on the emerging city-wide anaesthetics service
and likely exacerbate existing shortages in anaesthetic consultants and increase
reliance on locum doctors, particularly at junior levels.
The Critical Care Network has also challenged the feasibility of providing a small
scale (six bed) adult ICU at AH.299 The Critical Care Network provided further
advice regarding this issue at POB 5 (14 October 2016), advising that it was not
clinical sustainable or practically feasible to implement a small scale ICU and the
Critical Care Network would not be supportive of options for which this was
required.300

297
298
299

300

See Appendix 17 for detail on patient transfers avoided under each option.
HEE (2016), Workforce Plan for England, page 4.
Email from Gary Masterson (Medical Lead, Critical Care Network) to Edwin Djabatey
(Consultant Anaesthetist and Clinical Director Tom Bryson Department of Anaesthesia
LWH) dated 28 March 2011.
Memo from Sarah Clarke (Director and Lead Nurse, Cheshire and Merseyside Critical
Care Network) to LCGG re: LWH options and adult critical care requirements, date
October 2016, available in full in Appendix 17.
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A9.3.4 Option D3-N – Relocate all services to the new RLH site
Under Option D3-N, women’s and neonatal services will retain their existing
support services while also benefiting from the adult critical care, clinical support
and anaesthetic services available at RLH. Option D3-N is therefore likely to
alleviate workforce pressures in adult critical care, clinical support services and
anaesthetics. It may also help to resolve existing pressures on junior doctor rotas
through the ‘Hospital at Night’ programme at RLH and reduce the staff input
required for transfers of adult emergency patients.301
Given existing links to the UoL and aspirations to build an education hub at the
RLH site, Option D3-N is also likely to have a tangible, positive impact on LWH’s
long term ability to recruit, train and develop, and retain staff.
However, Option D3-N would still entail a two-site NICU to address current
concerns regarding neonatal surgery and neonatal intensive care provision in
Liverpool. In particular, additional staff will be required to deliver a two-site NICU
in co-operation with AH. Table A9-4 below details the additional workforce
requirements for the two-site NICU.
Table A9-4: Additional workforce requirements under Option D3-N
Service
Two-site NICU
(workforce
requirement at
AH)

Workforce requirement




Tier 1: Team of four ANNPs and four Specialty Trainees
(Levels 1-3)
Tier 2: Team of four ANNPs and four Specialty Trainees
(Levels 4-8)
Tier 3: Eight Consultant Neonatologists

Source: FTI Consulting based on discussions with clinicians and stakeholders.
Note: Workforce requirements have been developed on the basis of clinical models that
could be adopted, rather than agreed clinical models (unavailable at the time of writing).
Clinical models and resulting workforce requirements assume a seven-day hospital
service across the NHS.

301

See Appendix 17 for detail on patient transfers avoided under each option.
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Recruiting and retaining staff to deliver a two-site NICU would likely be a multiyear process. Developing an ANNP team has been seen as a potential way to
address the existing shortage of neonatologists in Liverpool; however, such
workforce redesigns could also exacerbate existing neonatal nursing shortfalls in
Cheshire and Merseyside.302 Training of ANNPs would require additional funding
and the availability of such funding requires further investigation. However,
Senior ANNP posts could be very attractive and seen as a developmental
opportunity for staff.303

302
303

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
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Appendix 10
Recurrent costs of options

This appendix examines the potential sources of recurrent costs and
savings under each option. It details the types of costs and savings
that may be achievable and describes the approach to calculating
them. It concludes with the total recurrent annual saving under each
option.
A10.1. Introduction
This appendix examines the potential sources of incremental ‘recurrent costs’
(also referred to as ‘revenue costs’) and savings under the different options.
Recurrent costs and savings under different options are not necessarily confined
to LWH in its current form but could also benefit the health economy as a whole.
The key categories of incremental recurrent costs include:


Costs of enhancements to adult clinical support services required under
options that retain services on Crown Street or move services to AH
(largely consisting of staff costs, but also including expenses and
equipment maintenance costs).



Costs of a two-site NICU service required under options that do not colocate obstetrics and neonatal services (largely consisting of staff costs).



Additional costs of CNST under Option C2.

Additionally, the following are key sources of recurrent cost savings:304


Cost savings from reduced patient transfers (relative to the status quo).



Co-location benefits: there could be some benefits realised from sharing
corporate services (IT, HR, etc.) and reduced facilities management costs.


Crown Street rent: although the Crown Street site is likely to remain a site
for NHS healthcare, a nominal rent figure reflects the value of vacating the
site under certain options.

The remainder of this appendix discusses the expected recurrent costs and
savings under each option in further detail. Analysis draws on a number of
sources, including:

304

Merger savings have not been considered as a source of recurrent cost savings given an
organisational merger is possible under any option and therefore does not assist in
discriminating between the options.
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Bottom-up analysis conducted using information provided by LWH and
other Trusts.



High-level estimates based on the collective experience of LCCG and its
advisors.



Co-location and other benefits analysis originally conducted by LWH for its
Future Generations Business Case.

Analysis has been cross-checked and validated with stakeholders wherever
possible.
A10.2. Approach to estimating recurrent costs and savings
The British Medical Association (BMA) and NHS Employers publish national pay
bands for NHS staff.305 Table A10-1 below illustrates the total annual cost of each
grade of employee calculated using the midpoint of each pay band and an oncost of 22% to reflect employers’ pension and national insurance contributions. A
25% on-cost is used for Consultants to reflect potential bonus and awards
payments.
Previous NHS business cases have estimated the ongoing maintenance costs of
new equipment with reference to initial capital expenditure on new equipment. 306
This PCBC assumes that ongoing maintenance costs of new equipment are 10%
of the value of initial capital expenditure each year.307

305

306

307

BMA (2014), Pay scales for consultants in England (2016/17).
BMA (2014), Pay scales for junior doctors in England (2016/17).
NHS Employers (2016), Agenda for Change pay bands and spine points from 1 April
2016.
See, for example, the business case for CT scanner replacement at Nevill Hall Hospital in
Abergavenny.
Appendix 8 details the original capital outlay under each option.
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Table A10-1: NHS pay scales by grade in England (£)
Grade

Annual
salary
(low)

Annual
salary
(high)

Annual
salary
(midpoint)

On-cost

Final staff
cost

E=
C x (1+D)

A

B

C

D

FD1

24,289

25,716

25,003

22%

30,503

FD2

30,211

32,066

31,139

22%

37,989

ST1-3

32,156

36,312

34,234

22%

41,765

ST4-8

38,200

45,757

41,979

22%

51,214

ST9

47,647

47,647

47,647

22%

58,129

Consultant

76,001

102,465

89,233

25%

111,541

Medical staff

Nursing and other staff
Band 1

15,251

15,516

15,384

22%

18,768

Band 2

15,251

17,978

16,615

22%

20,270

Band 3

16,800

19,655

18,228

22%

22,238

Band 4

19,217

22,458

20,838

22%

25,422

Band 5

21,909

28,462

25,186

22%

30,726

Band 6

26,302

35,225

30,764

22%

37,531

Band 7

31,383

41,373

36,378

22%

44,381

Band 8

40,028

82,434

61,231

22%

74,702

Band 9

78,629

99,437

89,033

22%

108,620

Source: BMA pay scales (2016/17), NHS Employers Agenda for Change (2016/17).
Notes: FD = Foundation Doctor. ST = Specialty Training.
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A10.3. Costs: Adult clinical support services
The impact on these services is premised on the assumption that under all
options, a suite of adult support services would need to be co-located with either
obstetrics and/or gynaecology to satisfy clinical standards. It is assumed that
under Option D2 (AUH), D3-N (new RLH site build) and D3-I (new RLH site
integrated) existing facilities could be shared with marginal incremental cost
given scale. However, under options C1, C2, D1, and F2 enhancements to
existing services are required.
A10.3.1 On-site blood bank / transfusion
For options C1 and C2, LWH states that it would require a blood bank/transfusion
service at Crown Street. The service would need to be staffed but would not
entail capital expenditure on equipment or a material additional maintenance
cost. On clinical advice, a potential staffing model could consist of a consultant
haematologist, a service manager and a mix of Band 6 and Band 2 staff (6+6
FTEs). This would incur a annual cost of £533k per year on the basis of the staff
costs reported in Table A10-1 (column E).
For Option D1, AH states that it could extend its existing blood bank/transfusion
service to cover needs of adult patients.308 The recurrent cost of extending the
existing service at AH to cover the needs of LWH patients would be a proportion
of the cost of an extended service at LWH under options C1 and C2. Assuming
that extending the service would cost 50% of the new service, the cost of an
extended service is £267k per year.
Table A10-2: Blood bank - recurrent costs (£000)
C1

C2

D1*

D3-N

Capital cost

A

-

-

-

n/a

Maintenance cost

B

-

-

-

n/a

Staff cost

C

533

533

267

n/a

Total cost

D=C

533

533

267

n/a

Source: FTI Consulting.

308

A second analyser would be required, but could be acquired on a “lift and drop” basis
from LWH.
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A10.3.2 On-site diagnostics centre for MRI and CT scanning
For Option C1, LWH states that it would require access to MRI and CT scanning
on site. The service would need to be staffed and would require ongoing
maintenance. On clinical advice, a potential staffing model could consist of a
consultant radiologist supported by a medical secretary (Band 4), a service
manager (Band 8), a radiography rota of 6 FTEs (Band 6), and support staff (3
FTEs at Band 2). This would incur an annual cost of £498k per year on the basis
of the staff costs reported in Table A10-1 (column E). It is estimated that ongoing
maintenance costs would be £180k per year,309 resulting in a total recurrent cost
of £678k per year for the service.
For Option C2, LWH states that it would require access to 24/7 CT scanning,
which could be on a lease-basis. On clinical advice, it was estimated that this
would incur a recurrent cost of £357k per year reflecting: (i) £230k per year in
leasing costs for a mobile CT scanner/radiographer services; (ii) £117k in staff
costs reflecting an in-house staffing model consisting of a part-time consultant
radiologist (0.5 FTE) and support staff (3 FTEs at Band 2); and (iii) £10k per year
in expenses.
For Option D1, AH have two scanners with 70cm bore suitable for adult use. It is
understood that an additional radiography rota (6 FTEs at Band 6) would be
required to meet demand, costing £225k per year on the basis of the staff costs
reported in Table A10-3 (column E).
Table A10-3: MRI and CT scanning - recurrent costs (£000)
C1

C2

D1

D3-N

1,804

-

-

n/a

Capital cost

A

Maintenance cost

B = A x 10%

180

-

-

n/a

Staff cost

C

498

117

225

n/a

Leasing cost

D

-

240

-

n/a

Total

E = B+C+D

678

357

225

n/a

Notes: Leasing costs include expenses.
Source: FTI Consulting.

309

The estimate is based on a capital cost of equipment of £1.8m and the assumption that
ongoing maintenance costs would on average be 10% of the initial capital expenditure
per year.
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A10.3.3 Interventional radiology
For Option C1, LWH states that it would require in-house IR services. The service
would need to be staffed and would require ongoing maintenance. On clinical
advice, a potential staffing model could consist of two consultants, three nurses
(Band 6), and support staff (1 FTE at Band 2). This would incur an annual cost of
£356k per year on the basis of the staff costs reported in Table A10-1 (column
E). It is estimated that ongoing maintenance costs would be £150k per year,310
resulting in a total recurrent cost of £506k per year for the service.
For Option D1, AH has two biplane facilities (one dedicated to cardiac) that would
need to extend to provide 24/7 cover for adult patients if appropriate clinical rotas
were agreed with adult providers. The rota would incur a cost of £112k per year
reflecting the cost of an extra PA for each of 10 consultants (assuming that one
PA is approximately 10% of a typical consultant job plan). AH could provide 2
consultants for the rota.
Table A10-4: Interventional radiology – recurrent costs (£000)
C1

C2

D1

D3-N

1,500

n/a

-

n/a

Capital cost

A

Maintenance cost

B = A x 10%

150

n/a

-

n/a

Staff cost

C

356

n/a

112

n/a

Total

D=B+C

506

n/a

112

n/a

Source: FTI Consulting.

A10.3.4 Adult ICU
For Option C1, LWH requires a 6 bed adult ICU in place of its current 4 HDU
beds. The upgraded service would require an enhanced staffing model with
increases in consultant, resident, nursing and therapy cover in particular. Based
on bottom-up modelling of the staffing requirements for a 4 bed HDU and 6 bed
ICU, and on the basis of benchmarking to other studies, it is estimated that the
recurrent cost of additional staff required to deliver adult ICU services at Crown
Street is £2.5m per year.

310

The estimate is based on a capital cost of equipment of £1.5m, and the assumption that
ongoing maintenance costs would on average be 10% of the initial capital expenditure
per year.
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For Option D1, AH requires provision of an adult ICU on-site. It is assumed that a
“lift and drop” of the existing HDU at LWH would be possible with upgrades to
equipment and staffing models as discussed above. The additional recurrent cost
of this solution is therefore also £2.5m per year.
Table A10-5: Adult ICU – recurrent costs (£000)
C1

C2

D1

D3-N

Capital cost

A

-

n/a

-

n/a

Maintenance cost

B

-

n/a

-

n/a

Staff cost

C

2,513

n/a

2,513

n/a

Total

D=C

2,513

n/a

2,513

n/a

Source: FTI Consulting based on bottom-up modelling, benchmarking, and clinical
advice.

A10.4. Costs: Neonatology services (two-site NICU)
Separately to the service upgrades detailed above, clinical stakeholders have
advised that neonatal intensive care should not be provided in the same way
under all options. In particular, any option where women’s and children’s services
are not co-located (i.e. options C1, C2, and D3-N) would require some neonatal
intensive care to be provided at the women’s and the children’s site to meet the
NHSE service specification for neonatal surgery.311 This could be provided
through a two-site NICU – a single service, governed jointly by LWH and AH,
operated across two sites, supporting LWH maternity services and neonatal
surgical care at AH. The recurrent costs of enhanced neonatal intensive care and
surgical services are considered below.
A10.4.1 Two-site NICU
A two-site NICU would likely be established in the context of wider increases in
neonatal intensive care capacity across Cheshire and Merseyside – from 44 to
49 cots at LWH (spanning neonatal intensive care, high dependency care, and
special care) and 4 neonatal intensive care cots at AH.312

311
312

NHSE Service Specification No E02/S/c: Paediatric Surgery: Neonates.
See Appendix 14 for detail.
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LWH estimates that increasing the number of cots at LWH from the current 44 to
49 would incur a recurrent cost of £1.2m per year.313 Increasing the number of
cots at LWH to 53 would incur a recurrent cost of £2.2m per year.314 The latter
cost would apply under Option D1 where neonatal intensive care and neonatal
surgery are co-located at the AH site.
The cost of providing 4 additional neonatal intensive care cots at AH is estimated
with reference to the implied workforce requirement, as discussed below.
A two-site NICU would require significant investment in a neonatal medical
workforce at the AH site. The main staffing implications would be in respect of
medical staff. Changes to nursing, allied professionals and other (non-clinical)
workforce would likely be comparatively small given that staff requirements are
determined with reference to the number of patients rather than sites.315
Table A10-6 below illustrates the additional resources required to provide a twosite NICU service at AH under two alternative staffing models developed by
clinicians from LWH and AH.316 Only Model 1 is viable under a seven day
hospital service, but would likely pose recruitment challenges and require a
region-wide workforce solution.
Table A10-6: Additional resources required to deliver a two-site NICU
Resource
Medical workforce

Model 1: Seven day service


Tier 1: 8 ANNPs (Band 8)/

Model 2: Weekday service


medical staff at grades ST1ST3


Tier 2: 8 ANNPs (Band 8)/

Tier 1: 8 Tier 1 trainees or
ANNPs (Band 8)



Tier 2/3: 8 medical consultants
or consultant ANNPs

medical staff at grades ST4ST8


Tier 3: 8 consultant
neonatologists

Source: LWH / AH Proposal for Neonatal Surgery and Neonatal Critical Care Services
(2015), discussions with Neonatal Network.

313
314
315

316

Email exchanges with LWH (13/09/16 and 20/09/16).
By implication, the cost of 4 additional cots at LWH is £1.0m per year (£2.2m less £1.2m).
BAPM (2014), Optimal Arrangements for Neonatal Intensive Care Units in the UK
including guidance on their Medical Staffing: A Framework for Practice, Section 3.
LWH / AH Proposal for Neonatal Surgery and Neonatal Critical Care Services in Cheshire
and Merseyside (2015), as amended through discussions with Neonatal Network and
with reference to BAPM Service Standards for Hospitals Providing Neonatal Care (2010).
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Table A10-7 below summarises the estimated staff costs associated with the
resources detailed in the Table A10-6, totalling approximately £1.9m (based on
Model 1). A separate analysis prepared by AH suggests that the direct costs of
medical and nursing staff for providing a two-site NICU service from AH would be
approximately £2.0m. The service would also incur non-pay and clinical support
costs of approximately £200k, for a total of £2.2m in annual recurrent cost. This is
similar to the estimated cost of Model 1.
It is recognised that any increase in the number of neonatal intensive care cots
across Cheshire and Merseyside would need to be considered in the context of
nationwide capacity.317 Change would need to be funded either by
commissioners at an appropriate price point and through a recurrent contract with
the relevant providers, or though the redistribution of existing resource in the
region.318
In this context, it has been considered that the cost relevant for this options
appraisal is the different between the £2.2m per year cost for Option D1 (where
53 cots are provided by LWH at the AH site) and the total cost of providing 49
cots at LWH and 4 at AH, i.e. £3.1m per year (the sum of £1.2m and £1.9m).
That is, the additional cost (or ‘inefficiency’) of providing a two-site NICU is
considered to be £0.9m per year.
Table A10-7: Two-site NICU – recurrent costs (£000)
C1

C2

D1

D3-N

4 cots at AH

A

1,862

1,862

n/a

1,862

49 cots at LWH

B

1,243

1,243

n/a

1,243

53 cots at LWH

C

2,237

2,237

n/a

2,237

867

867

n/a

867

D=(A+B)-C

Source: FTI Consulting.

A10.4.2 Neonatal surgery provision
Under Option D1, all neonatal surgery would be located at AH and operated as a
single service, therefore incurring no additional recurrent cost.

317
318

Workshop 6 (15 September 2016).
As of September 2016, NHSE has requested that the Neonatal Network undertakes an
options appraisal on the future provision of NICUs throughout Cheshire and Merseyside.
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Under all other options, it is understood that sites have theatres in situ which are
suitable for low risk neonatal surgery. Any recurrent cost would therefore be
associated with neonatal anaesthetics support, which it is understood will be
provided as a networked solution across Liverpool.
A10.5. Costs: Other
A10.5.1 CNST
Future CNST premiums are difficult to estimate, due to the complexity and
opacity of the approach taken by the NHSLA in calculating those premiums.
Further, the approach to CNST premiums is currently subject to consultation and
may change in the future.
However, LWH estimates that Option C2 would incur an additional £1m per year
of CNST premiums, due to the increased clinical risks of this option relative to the
other options.
A10.6. Incremental savings
The key categories of incremental savings are: patient transfer cost savings, colocation benefits, facilities management savings, and rent from Crown Street.
A10.6.1 Patient transfer cost savings
FTI has estimated the potential patient transfer cost savings using data on patient
transfers as reported in the LWH Future Generations Clinical Strategy, FTI
assumptions on which transfers would likely be avoided under each option, and
unit costs of patient transfers as reported in reference costs 2014/15, with a staff
cost uplift for inpatient transfers:319
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Under Option C1, there is a reduction in adult critical care transfers and in
the number of journeys to access diagnostic services, as well as a
significant reduction in emergency neonatal transfers as a result of the twosite NICU service.



Under Option C2, there is a significant reduction in emergency neonatal
transfers as a result of the two-site NICU service and a slight reduction in
the number of journeys to access diagnostic services.



Under Option D1, there is a reduction in adult critical care transfers and the
number of journeys to access diagnostic services reduces, while neonatal
transfers are avoided entirely.

Appendix 17 provides further detail on patient transfers and potential cost savings
associated with a reduction in patient transfers.

321



Under Option D3-N, a significant majority of adult critical care and inpatient
transfers, all transfers between RLH and LWH, and all diagnostic journeys
(including those to access services at CCC), are avoided. There is a
significant reduction in emergency neonatal transfers as a result of the twosite NICU service.

The ‘See, hear and convey’ ambulance currency is used to proxy the cost of
ambulance transport (£233 per journey).320 For emergency transfers of inpatients,
staff input of 4 consultant hours and 6 nurse hours (Band 6) is assumed, giving a
staff cost of £436 per emergency inpatient transfer and a total cost of £669 per
emergency inpatient transfer.
For diagnostic journeys, it is assumed that in 20% of cases patients will
undertake journeys by ambulance/patient transport (i.e. in 80% of cases patients
will use private transport). It is also assumed that the cost of a diagnostic transfer
by ambulance/patient transport is 80% of the ‘See, hear and convey’ ambulance
currency, resulting in a probability-weighted cost of £37 per diagnostic journey.
Table A10-8 below summarises the patient transfer cost savings under each
option, based on patient transfers as reported in the LWH Future Generations
Clinical Strategy and the above reasoning.
Table A10-8: Patient transfers – recurrent savings (£000)
C1

C2

D1

D3-N

116

104

179
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A&E transfers

-

-

-

61

Diagnostic transfers

4

2

4

14

120

106

183

402

Emergency transfers

Total

Source: FTI Consulting.

A10.6.2 Co-location benefits
There is no co-location benefit for options C1 and C2. For all other options there
is a potential co-location benefit based on current pay and non-pay costs of
administration/IT staff savings of £1.1m per year, as illustrated in Table A10-9
below. This is based on analysis from LWH.

320

NHS reference costs 2014 to 2015, 27 November 2015.
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Table A10-9: Co-location benefits – recurrent savings (£000)
C1

C2

D1

D3-N

Staff costs

n/a

n/a

1,100

1,100

Total

n/a

n/a

1,100

1,100

Source: FTI Consulting based on estimates from LWH

A10.6.3 Plant/facilities management costs changes
In its original business case, LWH estimated that approximately £2.0m per year
could be saved in facilities management costs in the scenario where a new LWH
building was co-located with RLH, based on a combination of (i) significantly
reduced floorspace relative to the Crown Street site; and (ii) sharing facilities
management operations with RLBUHT (i.e., economies of scale). A saving of
£2.0m per year therefore applies to Option D3-N and it is assumed that similar
savings could be achieved under Option D1.
For options C1 and C2, there are no such savings.321
Table A10-10: Facilities management – recurrent savings (£000)
C1

C2

D1

D3-N

Staff costs

-

-

2,000

2,000

Total

-

-

2,000

2,000

Source: FTI Consulting based on estimates from LWH.

A10.6.4 Value to health economy of Crown Street site ‘release’
The Crown Street site is likely to remain a site for NHS healthcare; however, it is
helpful to include a nominal rent figure which reflects the fact that under some
options, the site is vacated (all else being equal).
Under options C1 and C2 Crown Street is not vacated and therefore ‘rent’ from
Crown Street is not applicable.
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Options C1 and C2 result in a marginal increase of floorspace on Crown Street relative to
the status quo which may in principle lead to increased facilities management costs but
this has not been included on the basis the effect would in practice be marginal.
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Under options D1 and D3-N services move away from the Crown Street site; the
rental figure represents the economic value to the local health economy that
could be released. It has been estimated by LWH based on desktop research
and is not intended to represent a fully detailed market assessment of rental
value.
Table A10-11: Crown Street lease – recurrent savings (£000)
C1

C2

D1

D3-N

Rental value estimate

n/a

n/a

2,000

2,000

Total

n/a

n/a

2,000

2,000

Source: LWH.
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A10.7. Total recurrent savings
Table A10-12 below illustrates the total recurrent annual saving under each
option.
Table A10-12: Total recurrent annual saving under each option (£000)
C1

C2

D1

D3-N

Blood bank

(533)

(533)

(267)

-

MRI and CT

(678)

(357)

(225)

-

Interventional radiology

(506)

-

(112)

-

(2,513)

-

(2,513)

-

(867)

(867)

-

Neonatal surgery

-

-

-

-

CNST

-

(1,000)

-

-

(4,303)

(2,758)

(2,322)

(867)

120

106

183

402

Co-location benefits

-

-

1,100

1,100

Facilities management

-

-

2,000

2,000

CS rent

-

-

2,000

2,000

120

106

5,283

5,502

(4,977)

(2,652)

2,167

4,634

Costs

Adult ICU
Two-site NICU

Total costs

(867)

Savings
Patient transfers

Total savings
Net recurrent savings

Source: FTI Consulting.
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Appendix 11
Co-location benefits

This appendix considers the potential financial benefits that may arise
from co-location of LWH services with other providers.
As noted above, the analysis does not presume any organisational mergers, on
the grounds that mergers are possible under any of the options and therefore do
not assist in discriminating between the options.
However, LWH has identified its current central headcount-related costs and the
estates and finance workshop agreed that, in principle, some of those costs could
be saved if trusts are co-located, through service-level agreements between
LWH and a trust it is co-located with.
For the purposes of the PCBC it is assumed that administration and IT services
costs would, at this point in the process, be a reasonable proxy for the central
costs that could be saved. A more detailed estimate of potential savings is
expected to be investigated at a later stage of the decision-making process.
Table A11-1 below summarises the potential benefits.
Table A11-1: Estimated co-location benefits
Potential colocation
savings

Type

Description

Administration

Saving within booking and scheduling
through pooled resource

£0.15m

Information
and
performance

Reduction in FTE; predominantly within
information and IT teams through shared
resource

£0.95m

TOTAL

£1.1m

Source: LWH.
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Appendix 12
Sensitivity Analysis

This appendix considers the sensitivity analysis and reasoning for
assumptions made in the options appraisal.
As described in Chapter 15, the PCBC options appraisal compares the impact of
the proposed options against a “do nothing” scenario. The “do nothing” scenario
consists of the services under consideration for the options appraisal remaining
as they are at LWH’s Crown street site. As noted in Chapter 15, there were a
number of agreed assumptions common to all options. These assumptions are in
reference to: the development of a local maternity network, co-location of
neonatal surgery with a level 3 NICU, the HFC and the genetics service being
appraised independently of this options appraisal, provision of a single city-wide
anaesthetics service, and location of day case and outpatient services. In
addition to the assumptions established in Chapter 15 (which can be varied),
there are other key inputs to the financial modelling which have a differential
impact across options. As a result this chapter contains sensitivity analyses
related to the following:


The Hewitt Fertility Centre.



LWH Clinical Genetics Service.



Building cost metric.



Option D1 floor space requirement.

A12.1. Hewitt Fertility Centre
As discussed in Chapter 15, due to the relatively low level of clinical codependencies with other services,322 it was agreed decisions regarding the
location of the HFC would be made independently of the options appraisal. For
the purposes of options appraisal, it is assumed HFC services would remain at
the Crown Street site, and thus would not factor into capital costs of the proposed
‘new build’ options.

322

Some clinical dependencies have been noted by the HFC’s clinical director. These
dependencies include some patients with more complex health issues potentially needing
access to theatres, key pathology tests and input from other medical specialties such as
urology and endocrinology, and as such, a location with day surgery (for access to
theatres) would be required.
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Potential locations for the HFC for future review include the following:


The HFC at LWH was refurbished a few years ago, receiving significant
investment in its laboratories. It would be feasible for HFC to continue to
operate from the Crown Street site, were other LWH services moved
elsewhere.



Were the HFC service to be included in the new builds, the floorspace
requirement (and therefore capital cost) of these options would be higher.
This is estimated at £7.4m323.

Table A12-1: Capital costs of HFC (£m)
Option

C1

C2

D1

D3-N

42.6

20.4

102.8

104.3

Incremental capital cost of HFC
based on floorspace of 1,480
sq.m.

0

0

7.4

7.4

Total capital cost of options with
co-location of HFC

42.6

20.4

110.2

111.7

Capital cost of options with
assumptions

Source: FTI Consulting. Note: incremental floorspace of HFC estimated by reference to
current floorspace usage at Crown Street site

There is also the possibility of the HFC moving elsewhere into a LIFT building or
similar. The incremental capital cost of this option could potentially be less than
that incurred by re-providing the services at an acute new build site, depending
on the availability, location and quality of existing LIFT estate. The estimated cost
of this option would need further analysis to be considered.
A12.2. Genetics service
For the purposes of the options appraisal, the ‘do nothing’ scenario and options
appraised assumed the genetics service would co-locate with LCL, in light of the
established strategic intention in this direction as noted in Chapter 15. As a
result, the ‘new build’ options do not include the floorspace requirements for the
Genetics service. Were the Genetics service to be included in the new builds, the
floorspace requirement (and therefore capital cost) of these options would be
higher. Table A12-2 summarises the sensitivity analysis for the capital costs.

323

Based on 1,480 sq.m. multiplied by acute build cost of £5,000 per sq.m.
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Table A12-2: Capital costs of the genetics service (£m)
Option
Capital cost for options without
co-location of the genetics
service
Incremental capital cost of the
genetics service based on
floorspace of 1,315 sq.m.
Capital cost for options with colocation

C1

C2

D1

D3-N

42.6

20.4

102.8

104.3

0

0

6.6

6.6

40.6

19.2

109.4

110.9

Source: FTI Consulting. Note: Incremental floorspace of Genetics service estimated by
reference to current floorspace usage at Crown Street site.

A12.3. Building cost metric
As explained in Appendix 8, a range of metrics were used to inform the key
parameter of the cost of a new build acute hospital site; from RICS BCIS (£2.52.8k/sq.m.) to Quarter 1 2016 estimate from RLBUHT’s cost consultants (£5.4k to
£5.9k/sq.m.) At Workshop 5 (8 September 2016), consensus was reached that
the metric used for the base case options would be £5,000/sq.m. All of the
options are sensitive to this metric, as acute reconfiguration costs is assumed to
be 60% of the new build cost.
Due to the significant impact of this metric, a sensitivity analysis was performed,
as summarised in Table A12-3 below. The sensitivity analysis was conducted
using £4,000/sq.m. and £6,000/sq.m.
Table A12-3: Capital costs: New build cost options (£m)
Option

C1

C2

D1

D3-N

Total capital costs when using
£5k/sq.m. for cost of new build

42.6

20.4

102.8

104.3

Total capital costs when using
£4k/sq.m. for cost of new build

40.1

19.2

82.4

83.6

Total capital costs when using
£6k/sq.m. for cost of new build

45.0

21.5

123.2

125.0

Source: FTI Consulting.
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A12.4. Option D1 floorspace requirement
LWH and AH have worked together to determine the floor space needed for a
new build for LWH services on the AH site. For the purposes of the options
appraisal, the floor space requirement has been based on the assumption that
the special care baby unit (SCBU) is located within the new build. There is the
potential for the SCBU to instead be located within Alder Hey’s existing building,
although further clinical work would need to be performed to validate this as an
option as, all things being equal, having a SCBU unit separate from NICU (albeit
connected via a footbridge) is clinically sub-optimal.
Were this option to be feasible, it would result in a ‘new build’ of 18,431 sq.m. (as
opposed to 19,709 sq.m.). The floorspace saved (1,278 sq.m.) translates into a
build cost saving of approximately £6.4m. However, the reconfiguration work
required to accommodate the SCBU in AH’s existing building would need to be
offset against this.
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Appendix 13
Free-standing midwife led unit (FMLU)

A13.1. Cheshire and Merseyside Women and Children’s Services Vanguard
Women and Children’s Services were selected to be one of the acute care
collaboration vanguards.324
The Women and Children’s Services Vanguard aims to develop a clinically
managed network for women’s and children’s services (including maternity,
gynaecology, neonatal and paediatric services) across Cheshire and Merseyside
in order to further improve quality and ensure services are clinically and
financially sustainable. It has the backing of all provider trusts, CCGs and
networks across Cheshire and Merseyside.
The Women and Children’s Services Vanguard will address the challenges facing
services for women and children locally by creating a new approach between
commissioners, clinicians and providers that goes beyond organisational
boundaries. These challenges include a greater demand for services and an
increase in patients with more complex needs. No single organisation,
commissioner or provider can alone resolve the issues faced. This Women and
Children’s Services Vanguard will also allow organisations to work together to
tackle challenges around workforce like recruitment, retention, retirement and
skills mix, as well as overall financial sustainability.
Working more closely together will also allow the Women and Children’s Services
Vanguard to better engage with the people who use their services and create a
more personalised offer for them.
A13.2. Consideration of the Women and Children’s Services Vanguard in this
options appraisal
From the outset of this work, LCCG has sought to ensure consistency with the
work of the Women and Children’s Services Vanguard. There has been regular
dialogue between LCCG, its advisors and the Vanguard and a representative
from the Vanguard is a member of the POB.

324

NHSE, Acute care collaboration vanguards
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However at this stage the work of the Women and Children’s Services Vanguard
is not sufficiently progressed to build into this analysis. However, it is understood
that it is likely that there will be a rationalisation of maternity care and one option
being considered is the development of a FMLU – consistent with the Maternity
Review which sets out four places of birth, including an FMLU.
Therefore, across all the options in this PCBC, the assumption that a FMLU might
be established has been included. It was assumed, for this analysis, that this
would be established within Liverpool such that some women who currently use
LWH’s MLU might instead opt to use the FMLU. However, it is noted that the
Women and Children’s Services Vanguard work could also see a further
concentration of consultant-led high risk obstetrics that might lead to an increase
in referrals to LWH services. However, the work is at too early a stage and is too
speculative to include in this PCBC.
A13.3. Calculating the impact of developing a FMLU
LWH provided details of their current level of birth activity by setting, along with
an estimate as to how this might change with the setting up of an FMLU. There
are two estimates for change in activity:
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The National Maternity Review325 written by Baroness Cumberledge looked
at the potential for women to give birth in an FMLU from a risk / clinical
perspective but did not factor in demand. This could be considered to be
the upper bound for FMLU activity.



The National Federation of Women’s Institutes (NFWI) maternity review
which looked at the demand for FMLU from women. This number is lower
than that in the maternity review and is considered as the lower bound. It is
noted that if there was a public education programme, it might be that
women are more willing to give birth in a FMLU.

NHSE (February 2016), Better Births – Improving outcomes of maternity services in
England – A Five Year Forward View for maternity care (National Maternity Review)
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Table A13-1: Data for FMLU cost estimation
Source of
information

Better Births:
actual national
deliveries
(national)

Home Birth

Free
Standing
MLU

Alongside
MLU

Obstetric
Unit

15,500
(2%)

12,000
(2%)

61,500
(9%)

594,000
(87%)

683,000

1,935
(22.7%)

6,407
(75.3%)

8,502

Total

LWH 2015/16

160
(2%)

Preferences
expressed in
the NFWI
review (2013)

68,300
(10%)

40,980
(6%)

334,670
(49%)

170,750
(25%)

614,700
*

LWH potential
as per
Maternity
review

320
(4%)

1,012
(11.9%)

763
(8.9%)

6,407
(75.3%)

8,502

LWH potential
using NFWI
preference for
FMLU

320
(4%)

510
(6%)

1,249
(14.7%)
derived

6,407
(75.3%)

Source: Various.
Note: *10% had no preference or had no choice

A13.4. Recurrent costs
The estimated cost per birth at a FMLU is comparable to that at a MLU at £1,435
versus £1,461. Homebirth is £1,067. (British Medical Journal 2012).
Therefore, recurrent costs are likely to be broadly similar in FMLU versus MLU.
This has been confirmed in a paper written by LWH which seems costs being
relatively similar due to the 1:28 midwife to woman ratio at both the FMLU and
the MLU and the view that the additional staff requirements (for running an
additional unit) are not expected to be significant.
Therefore, in analysis, it is assumed that there will be no change to recurrent
costs as result of establishing an FMLU versus women give birth at LWH’s MLU.
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A13.5. Capital costs
As a result of fewer births in the MLU, there will be less space required for
maternity services. This reduces the size of new buildings / refurbishment that
needs to place and therefore reduces the capital costs. It is this reduction in
capital costs that the aim is to calculate.
LWH has provided the existing size of their maternity unit at Crown Street and
also the size of the maternity unit that might be required if it were moved to the
new RLH site (or another site). They have assumed a number of efficiencies in
this – as shown below. However, it is understood that there has been an increase
in births since January that might mean that this reduction in space might be
unviable.
For this analysis it is assumed that there can be a reduction in space and that the
recent increase in births is only temporary and will not continue.
Table A13-2: FMLU specifications
Crown Street

RLH

2,379

2,459

638

718

2,144

1,876

Maternity Assessment Unit

0

0

Maternity Critical Care Beds

0

0

Maternity ward based pharmacy

0

0

Shared office/treatment room space for adult clinical
support services

0

0

5,161

5,053

Delivery Suite (incl. Theatres)
Midwifery Led Unit
Maternity Wards (incl. transitional care)

Total Beds
Source: FTI Consulting.

The impact of the FMLU on the space requirements for both the MLU and the
maternity wards is considered. It is assumed that the reduction in activity in the
MLU will not impact any of the other spaces shown in Table A13-2 above.
It is calculated that the space that could be saved in two ways:


Proportionately to the reduction in activity – assuming that all space
(including common areas) is fully variable. This would be the upper
bound.
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By using estimates from LWH which removes the space associated with
each bed but does not adjust any non-bed space. This would be the lower
bound.

It is considered that the answer is likely to be closer to the latter, and so this is
used as the lower bound in the interests of taking a conservative approach.
It is assumed that this space reduction can occur under each of the options. The
cost of this varies depending on whether it is being saved in a new build (at
£5000/sq.m.) or in a reconfigured building (at 60% x £5000/sq.m.).

A13.6. Midwife led unit
This has an activity level of 1935 births currently and is only used by those
women in the MLU.
Table A13-3: FMLU Assumptions
Description

Assumption

Proposed size of MLU (sq.m.)

718

Proposed size of MLU, beds

9

Cost per sq.m.

5,000

Current births at MLU

1,935

Table A13-4: FMLU floor space reduction @40 sq.m. per bed
Reduction in
number of
births at MLU

Reduction in
births at MLU
as proportion
of current

LWH floor
space
reduction @40
sq.m. per bed*

Reduction
in capital
cost @
£5000/sq.m.

12% FMLU
and 9% MU

1172

61%

200

1,000,000

6% FMLU
and 15% MU

686

35%

120

600,000

Source: FTI Consulting
Note: *LWH has made an additional bed occupancy adjustment which would mean fewer
beds being removed, e.g. 4 not 5
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A13.7. Maternity wards
The maternity wards are used by those in the MLU and those who give birth on
the obstetrics ward. They may be used before birth, for example for monitoring or
during induction, as well as for post-natal recovery.
LWH does not have information on the amount of time that the wards are used by
MLU women versus obstetric unit. However, they have informed us that the
average woman using the MLU is at LWH for 16 hours versus 36 hours for the
average woman using the obstetrics unit. Therefore, these figures are used to
weight average length of stay but note that this is an approximation.
The fully proportionate and the bed space approaches were used to calculate the
impact of reduced activity.
The calculation is shown in Table A13-5 below.
Table A13-5: Assumptions - maternity wards
Description
Proposed size of wards, sq.m.
Proposed size of ward, beds

Assumption
1,876
63

Cost per sq.m.

5,000

Current births at LWH

8,502

Average time in MLU

16

Average time on obstetrics ward

36

Ratio of MLU to obstetrics

0.44
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Table A13-6: FMLU floor space reduction @30 sq.m. per bed
Reduction
in number
of births
at LWH

Reduction in
births as
proportion of
current

LWH floor
space reduction
@30 sq.m. per
bed*

Reduction
in capital
cost @
£5000/sq.m.

12% FMLU and
9% MU

1172

14%

107

533,333

6% FMLU and
15% MU

686

8%

67

333,333

Source: FTI Consulting.

A13.8. Total saving – by option
The total capital saving that might result from creating an FMLU – using the
above assumptions – is shown in the tables below. This ranges from £0.93m to
£2.75m, dependent upon the level of activity and whether space is costed as new
build or reconfigured space.
Table A13-7: FMLU move – principal saving
On a per bed basis, at
£5000/sq.m. build cost

On a per bed basis, at
£3000/sq.m. reconfiguration
cost

12% FMLU and 9%
MU

1.53

0.92

6% FMLU and 15%
MU

0.93

0.56

£m

Source: FTI Consulting

It is considered prudent to use the lower demand assumption (6%) as there is
currently no plan to provide an education programme to increase FMLU above
this level. It is also considered prudent to use the LWH bed space estimate
approach to this calculation – although it is noted that this does result in a slight
underestimation of the potential space saving. Therefore the proposed capital
cost saving is £0.93m in a new build and £0.56m in a reconfigured space.
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However, the capital cost associated with providing an FMLU also needs to be
considered. Using HBN guidelines326, LWH estimates that you would need
between 714 sq.m. and 802 sq.m. of space for an FMLU. Details of this
calculation are shown below.

326

Hospital Building Note 09-02 - 'Maternity Care Facilities' (2nd edition).
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/147876/HBN_0
9-02_Final.pdf
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Table A13-8: Accommodation requirements for FMLU (650 births per year)
Unit
Area

Quantity

Total
Area

5.5

1

5.5

Nappy changing room

5

1

5.0

Infant feeding room

6

1

6.0

Parking bay for wheelchair

2

1

2.0

Sitting and beverage bay: 6 places

12

1

12.0

WC: independent wheelchair/semi-ambulant

5.5

2

11.0

Triage/assessment room

16

1

16.0

Consulting/examination room: single-sided couch access

12

3

36.0

Birthing room

24

2

48.0

34.5

3

103.5

Bathroom: semi ambulant

6

4

24.0

Bathroom: independent wheelchair

9

1

9.0

Store: birthing room

4

5

20.0

Dirty utility for bedpan processing

12

1

12.0

Clean utility room

16

1

16.0

Ward pantry

12

1

12.0

Cleaners' room

8

1

8.0

Disposal hold: 3000 litres

12

1

12.0

FMLU
Public Spaces
Entrance and Reception
Reception

Clinical spaces
Birthing suite (midwife-led)

Birthing room with pool

General store

4.0

Staff communication base

5.5

2

11.0

Office/meeting room

16

1

16.0

Sitting and beverage bay

12

1

12.0

Communal changing area

1.4

10

14.0

2

2

4.0

Staff support space

WC: ambulant
Net Internal Area

419.0

Circulation allowance

30%

125.7

Communication allowance

10%

41.9

41.50%

173.9

Engineering space allowance
Gross Internal Area

760.5

Optional Accommodation for MLU
Information/resources centre

12

1

12.0

Single-bed room

19

1

19.0

Shower room

4.5

1

4.5
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Preparation for parenthood room

4

10

General store

40.0
12.0

Gross Internal Area in Optional Accommodation

848.0

It is not known where this would be located. Therefore an assumption of
£3,000/sq.m. is used which is consistent with the assumption used in the rest of
the analysis for the cost of re-provisioning decanted services. Applying this figure
to the floorspace requirements calculated above results in a reprovisioning cost
of £2.54m. This would be far in excess of the principal saving. This is because
LWH has calculated that the accommodation that requires building is far larger
than the accommodation that would be saved in the LWH maternity unit.
This results in the following capital cost implications for each option.
Table A13-9: FMLU move – total capital savings
Option

C1

C2

D1

Floorspace requirement reduction:
MLU (sq.m.)

120

120

120

120

Floorspace requirement reduction:
Mat. ward (sq.m.)

67

67

67

67

Type of saving (£m)

n/a

n/a

New build

New build

Saving (£m)

n/a

n/a

0.93

0.93

Cost of re-provision in community
(£m)

2.54

2.54

2.54

2.54

Net capital cost/(saving) (£m)

2.54

1.61

1.61

2.54

D3-N

Source: FTI Consulting
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Appendix 14
Neonatal intensive care in Liverpool

This appendix discusses how neonatal intensive care services could be
provided in Liverpool to satisfy the specification to co-locate neonatal
surgery with Level 3 neonatal intensive care under all options. In
particular, it discusses the two-site NICU service that is assumed for
those options that do not locate all neonatal services at AH.
A proposal common to all options considered in this service review is to co-locate
neonatal surgery with Level 3327 neonatal intensive care services. This will be
naturally achieved under options that locate all neonatal services at AH.
However, other options will fail to meet this specification unless additional
provisions are made. This appendix:


describes the current clinical sustainability challenge facing neonatal
services in Liverpool;



discusses the aim to co-locate neonatal surgery with Level 3 neonatal
intensive care under all options;



describes the vision for a two-site NICU; and



considers the expected resource implications of a two-site NICU (including
workforce, estates, and funding implications).

A14.1. Clinical sustainability challenge facing neonatal services in Liverpool
At present, neonatal surgery in Liverpool (including neonatal congenital heart
surgery) is provided by AH,328 while the highest level of neonatal intensive care is
provided by the Level 3 NICU at LWH. The arrangement is sub-optimal in three
significant ways.

327

328

Bliss – a leading UK charity for babies born needing neonatal care – state that Level 3
NICU is for babies needing respiratory support weighing less than 1,000g, born at less
than 28 weeks gestation and needing significant CPAP support (continuous positive
airway pressure). Babies with severe respiratory disease who also require surgery may
need this level of care too.
Following the publication of new commissioning standards for Congenital Heart Disease
(CHD) in 2015, NHSE recently announced its intention to retain existing CHD services in
Liverpool at AH and LHCH and to transfer CHD surgery from Central Manchester
University Hospitals NHS Foundation Trust (Central Manchester) to Liverpool. However,
specialist medical services will likely be retained at Central Manchester.
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First, critically ill neonatal patients at the LWH NICU requiring surgical
intervention undergo an ambulance transfer from LWH to the neonatal surgical
ward at AH for an operation. LWH transfers 30 pre-term babies with surgical
conditions and 60 babies with congenital malformation per year.329
Following surgery at AH, patients either remain at AH (without access to a
designated NICU but receiving intensive care as part of the services that are
available) or undergo a second ambulance transfer back to LWH.
Second, the current arrangement does not meet the NHSE specification for
neonatal surgery to be co-located with Level 3 neonatal intensive care.330
Neonatal surgical patients at AH receive intensive care in designated neonatal
surgical HDU cots. PICU beds are also available and used for intensive care of
neonates.
Third, the current arrangement would likely not meet the service standards of an
upcoming seven day NHS; given the rotas that will be required at LWH and AH
and the frequency with which staff are required to undertake transfers of critically
ill neonatal patients.331
The clinical sustainability challenge facing neonatal service in Liverpool was
recognised by NHSE in 2013.332 An Independent Peer Review of the Cheshire
and Merseyside neonatal and surgical pathway was completed in April 2016 and
recommendations to providers published by the Neonatal Network.333 The
Neonatal Network is currently reviewing the provision of neonatal intensive care
in Cheshire and Merseyside and conducting an options appraisal to determine
the optimal configuration of NICUs to ensure clinical and financial sustainability
for the future.
Stakeholders participating in this review recognised that the review creates
opportunities to potentially alleviate some of the existing challenges facing
neonatal services in Liverpool.

329

330
331
332

333

LWH (2014), Strategic Options Appraisal, pages 10-11. See Appendix 17 for detailed
analysis of patient transfers to and from LWH.
NHSE, Service Specification No E02/S/c: Paediatric Surgery: Neonates.
LWH (2015), Future Generations Clinical Strategy, pages 30-31.
Neonatal Network (2016), Improving Services for Neonates Requiring Surgical Care,
page 4.
Neonatal Network (2016), Improving Services for Neonates Requiring Surgical Care,
page 16.
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A14.2. Co-locating neonatal surgery and Level 3 neonatal intensive care
Stakeholders considered that neonatal surgery should be co-located with Level 3
neonatal intensive care to enable services to meet the NHSE specification for
neonatal surgery. This will be naturally achieved under options that locate all
neonatal services at AH. However, options that do not relocate LWH obstetric
and neonatal services to AH will fail to meet the specification unless additional
provisions are made.
Stakeholders argued that under options that did not co-locate neonatal surgery
and neonatal intensive care at AH, a two-site Level 3 NICU service should be
provided between AH and the site at which LWH’s current neonatal and obstetric
services would eventually be located. On this basis, it was assumed that there
would be investment in a ‘two-site’ Level 3 NICU for those options where
neonatal services were not being relocated to AH.334
A two-site NICU is consistent with the service model proposed by the Neonatal
Network following its options appraisal on the preferred model for the delivery of
neonatal surgical services in Cheshire and Merseyside. In the event that
women’s and children’s services in Cheshire and Merseyside are not co-located,
the Neonatal Network proposes a single service model across two providers,
LWH and AH.335 In the medium term, the Neonatal Network proposes that
neonatal surgery will be performed at AH with neonatal intensive care provided in
collaboration with LWH.
LCCG and its advisors worked closely with the Neonatal Network and clinical and
non-clinical stakeholders from LWH and AH to develop an understanding of how
a two-site NICU service could be delivered in Liverpool, as discussed below.
A14.3. Vision for a two-site NICU
A two-site NICU would be a single NICU service, governed jointly by LWH and
AH, and operated across two sites (AH and the site at which LWH’s current
neonatal and obstetric services would eventually be located). It would support
obstetric and neonatal services at LWH and neonatal surgical care at AH.

334

335

It was recognised that considering increasing the number of Level 3 NICUs in Cheshire
and Merseyside was not in the gift of this options appraisal. Stakeholders also recognised
that even if two NICU’s were to be provided, it would be very unlikely that activity at AH
would be sufficient to meet the required standards for a separately commissioned NICU.
However, stakeholders considered that assessing the impact of providing a single NICU
service over two sites (i.e. a ‘two-site’ NICU) was within scope.
Neonatal Network (2016), Board Paper: Neonatal Network Neonatal Surgical Service
Delivery Model: Options Appraisal, page 8. See also: Independent Peer Review of CM
Neonatal Surgical Pathway Report Final Item 7.5 (June 2016, Draft).
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A two-site NICU is expected to reduce transfers of neonatal patients by allowing
surgical patients to remain at AH and creating additional capacity at LWH for the
NICU service on this site to care for non-surgical patients more effectively.336 It
would allow neonatal surgery services to meet the NHSE specification and also
enable providers to manage staff more effectively across the two sites.
A two-site NICU would likely be established in the context of wider increases in
neonatal intensive care capacity across Cheshire and Merseyside. LWH
considers that 53 neonatal intensive care cots are required across Cheshire and
Merseyside to support the current service delivery model.337 Separately, the
Neonatal Network estimates that 49 neonatal cots (spanning neonatal intensive
care, high dependency care, and special care) are required at LWH and that 4
intensive care cots are required at AH to support current activity - a total of 53
cots across the two sites.338 This compares to 44 cots currently available at LWH
and 9 neonatal surgical HDU cots at AH. 339
A14.4. Resource implications of a two-site NICU
LWH has estimated the cost of increasing cot capacity at LWH. Increasing the
number of cots at LWH from the current 44 to 49 would incur a recurrent cost of
£1.2m per year, increasing the number of cots to 53 would incur £2.2m per year
(i.e. an additional £1.0m per year for 4 cots). The latter cost would apply under
Option D1 where neonatal intensive care and neonatal surgery are co-located at
the AH site. 340
For options that do not co-locate neonatal surgery and Level 3 neonatal intensive
care, the cost of a Level 3 neonatal intensive care service needs to be
considered. The cost of providing 4 additional neonatal intensive care cots at AH
is estimated with reference to the implied workforce requirement, as discussed
below.

336

337
338

339

340

See Appendix 17 for detail on patient transfers avoided assuming a two-site NICU for
options that do not locate neonatal services on a single site.
Email exchanges with LWH (13/09/16 and 20/09/16).
Neonatal Network (2016), Activity Capacity Demand Cheshire and Merseyside 2015-16
(Draft).
Neonatal Network (2016), Activity Capacity Demand Cheshire and Merseyside 2015-16
(Draft).
Email exchanges with LWH (13/09/16 and 20/09/16).
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A two-site NICU would require significant investment in a neonatal medical
workforce at the AH site. The main staffing implications would be in respect of
medical staff. Changes to nursing, allied professionals and other (non-clinical)
workforce would likely be comparatively small given that staff requirements are
determined with reference to the number of patients rather than sites.341
Table A14-1 below illustrates the additional resources required to provide a twosite NICU service at AH under two alternative staffing models developed by
clinicians from LWH and AH.342 Only Model 1 is viable under a seven day NHS,
but would likely pose recruitment challenges and require a region-wide workforce
solution.
Table A14-1: Additional resources required to deliver a two-site NICU at AH
Resource
Medical workforce

Model 1: Seven day service

Model 2: Weekday service

 Tier 1: 8 ANNPs (Band 8)/
 Tier 1: 8 Tier 1 trainees or
medical staff at grades ST1ANNPs (Band 8)
ST3
 Tier 2/3: 8 medical
 Tier 2: 8 ANNPs (Band 8)/
consultants or consultant
medical staff at grades ST4ANNPs
ST8
 Tier 3: 8 consultant
neonatologists

Source: ‘Medical Staffing Model for Delivering NICU at AH’ for medical workforce
assumptions. ‘LWH / AH Proposal for Neonatal Surgery and Neonatal Critical Care
Services (2015), Section 5.1’, for nursing workforce and cots assumptions. As amended
by Neonatal Network review and with reference to BAPM Service Standards for Hospitals
Providing Neonatal Care (2010).

341

342

BAPM (2014), Optimal Arrangements for Neonatal Intensive Care Units in the UK
including guidance on their Medical Staffing: A Framework for Practice, Section 3.
LWH / AH Proposal for Neonatal Surgery and Neonatal Critical Care Services in Cheshire
and Merseyside (2015), as amended by Neonatal Network review and with reference to
BAPM Service Standards for Hospitals Providing Neonatal Care (2010).
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Recruiting and retaining staff for the models detailed in Table A14-1 above would
likely be a multi-year process. Developing an ANNP team has been seen as a
potential way to address the existing shortage of neonatologists in Liverpool;
however, such workforce redesigns could also exacerbate existing neonatal
nursing shortfalls in Cheshire and Merseyside.343 Training of ANNPs would
require additional funding and the availability of such funding requires further
investigation. However, Senior ANNP posts could be very attractive and seen as
a developmental opportunity for staff.344
Table A14-2 below summarises estimated costs associated with providing the
resources detailed in the Table A14-1 above, totalling approximately £1.9m for
Model 1.345
Table A14-2: Additional costs of delivering a two-site NICU
Resource

Model 1

Model 2

Medical workforce

£466,000

£466,000

£504,000

Total recurring expense

£892,000

£881,000

£1,862,000

£1,347,000

Source: FTI analysis, assuming even split of ANNPs and medical staff for Tiers 1 and 2 in
Model 1 and Tiers 1 and 3 in Model 2.

A separate analysis prepared by AH suggests the direct costs of medical and
nursing staff for providing a two-site NICU service from AH would be
approximately £2.0m per year. The service would also incur non-pay and clinical
support costs of approximately £0.2m, for a total of £2.2m in annual recurrent
cost.346 This is comparable to the estimated cost of Model 1 in Table A14-2
above.347

343
344

345

346
347

LWH (2015), Future Generations Clinical Strategy, pages 65, 75 and 189.
Medical Staffing Model for Delivering NICU at AH (working paper provided by clinicians at
LWH).
Analysis assumes that salaries are paid at the midpoint of salary bands published by the
BMA (for consultants and junior doctors) and NHS Employers (for staff on Agenda for
Change pay bands) and an on-cost of 22-25%. See Appendix 10 for detail on the costing
approach.
Neonatal single service costings provided by AH.
It is also likely that a 4 cot service at AH would incur a higher cost than a 4 cot service at
LWH (estimated to cost £1.0m) given the very small scale of the AH service compared to
the LWH service.
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The Neonatal Network considers that existing capacity at AH (i.e. neonatal
surgical HDU cots or PICU cots) could be re-purposed as neonatal intensive care
cots to meet demand and staff upskilled to deliver the required care. This would
reduce the recurrent cost of providing the two-site NICU service at AH.
However, it is expected that the two-site NICU would likely increase occupancy at
AH as babies would no longer travel back to LWH following surgical intervention.
An intensive care service would also imply a step-wise increase in staffing
compared to a high-dependency service. Therefore, the estimated cost of £1.9m
of delivering a two-site NICU service at AH is considered appropriate for the
purpose of this PCBC, if conservative.
Based on the above, the total cost of providing a two-site NICU for options that
do not co-locate neonatal surgery and Level 3 neonatal intensive care is £3.1m
per year (the sum of £1.2m per year for providing 49 cots at LWH and £1.9m per
year for providing 4 cots at AH).
A14.5. Funding considerations
It is recognised that any increase in the number of neonatal intensive care cots
(or change in the number of neonatal surgical HDU cots or PICU cots) across
Cheshire and Merseyside would need to be considered in the context of
nationwide capacity.348 Change would need to be funded either by
commissioners at an appropriate price point and through a recurrent contract with
the relevant providers, or though the redistribution of existing resource in the
region.349
In this context, it has been considered that the cost relevant for this options
appraisal is the difference between the £2.2m per year cost for Option D1 (where
53 cots are provided by LWH at the AH site) and the total cost of providing 49
cots at LWH and 4 at AH, i.e. £3.1m per year (the sum of £1.2m and £1.9m).
That is, the additional cost (or ‘inefficiency’) of providing a two-site NICU is
considered to be £0.9m per year.

348
349

Workshop 6 (15 September 2016).
As of September 2016, NHSE has requested that the Neonatal Network undertakes an
options appraisal on the future provision of NICUs throughout Cheshire and Merseyside.
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Appendix 15
Location of day case and outpatient services

This appendix considers the cost implications of moving outpatient
and daycase gynaecology services to the community setting.
The options appraisal process has consistently recognised that, under any
options, there is the possibility for some activity to be moved to
primary/community settings. Although to some extent, the ‘base case’ estates
requirement are predicated on some shift of activity to the community setting, the
it does not reflect any ‘en bloc’ shift of entire types of care to the primary or
community setting.
LWH currently undertakes three types of services for which, in principle, a
proportion of the activity currently undertaken at Crown Street could be located in
a primary or community setting. These are:


Day case gynaecology. The definition of day case care is where a patient is
admitted electively during the course of a day who does not require the use
of a hospital bed overnight and who returns home as scheduled.350
Gynaecology has in recent years become increasingly ambulatory in both
the diagnostics (mainly Ultrasound scans which are highly portable but also
endometrial biopsies) and the management. With the introduction of
hormone coils the number of hysterectomies is much lower and these can
be done in an outpatient setting and general practice.



Outpatient gynaecology. Outpatient care is where a patient is not admitted
to the hospital but has an appointment with one or more care professionals.



Outpatient obstetrics. It should be noted that the majority of current
outpatient obstetrics activity is undertaken in the community.

Due to the nature of these services, the day case or outpatient clinics providing
them do not necessarily need to be located within a hospital, and for some
patients, access and accessibility may in fact be improved by providing them in
alternative settings (such as, for example, GP practices).
It has been recognised that there may be logistical and workforce challenges
involved in moving these services outside of the acute setting – and further, the
availability of primary/community estate has not been fully established. However,
the appraisal shown below considers the hypothetical indicative impact if some
proportion of the activity currently undertaken on Crown Street were moved.

350

Source: NHS Data Dictionary.
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A15.1. Calculating the capital costs impact of moving these services to alternative
settings
For options involving a new build (i.e. Option D1 and Option D3-N) there is a
potential capital cost saving to the extent that the reduced capital requirements
for the new build (by virtue of reduced activity) may outweigh the cost of reproviding the services elsewhere in the community/primary setting. The cost of
re-provision depends on the availability of suitable estate (and the condition of
that estate) but for high-level purposes it is assumed that the acute
reconfiguration cost benchmark of £3,000 per sq.m. is a suitable proxy given this
uncertainty.
Table A15-1 below sets out the estimate of the capital cost impact under each of
the options. For each type of service, LWH has provided estimates of the scope
of activity that could potentially be provided in the community settings.
Table A15-1: Capital cost from service re-provision
Option

Floorspace Potential
351
Sq.m.

C1

C2

D1

D3-N

DC Gynaecology

1,143

15%

171

171

171

171

Outpatient Gynaecology

1,787

58%

1,039

1,039

1,039

1,039

Outpatient obstetrics

1,154

41%

473

473

473

473

Capital savings from smaller new build £m

n/a

n/a

8.4

8.4

Cost of re-provision in community £m

5.0

5.0

5.0

5.0

(5.0)

(5.0)

3.4

3.4

Net capital saving/(cost)

Source: FTI Consulting.
Note: floorspace requirements are based on LWH floorspace schedule for D3-N.

As shown in Table A15-1 above, for options D1 and D3-N, although re-providing
these services in the community will incur a cost, there is a potential net capital
cost saving because the new build hospital could be smaller to the extent that
three specific services are provided elsewhere.

351

LWH considers the percentages given for proportion of activity which could be moved to
an alternate care setting as a reasonable approximation, and therefore can only provide
an estimate for the floorspace needed. Detailed work regarding needed floorspace has
not been carried out at present.
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For options involving remaining on Crown Street (i.e. C1 and C2), moving activity
to the community setting reduces the level of utilised space at Crown Street, but
it is not clear that the space vacated will be of economic value to the local health
economy. As a result, for these options, there is no capital cost saving and in fact
the capital cost is increased due to the need to re-provide the services
elsewhere. The capital costs of these options may in fact be greater, to the extent
that non-clinical floorspace may need to be reconfigured (the above calculations
only reflect direct clinical floorspace).
As noted above, the cost of re-provisioning services in the community is highly
sensitive to the availability, location, suitability and quality of estate. The city of
Liverpool does have spare LIFT estate capacity, but its suitability for the above
services has not been investigated within the scope of this review.
A15.2. Recurrent costs
The consensus view of stakeholders in this process has been that the provision
of certain types of care in the community or primary settings does not necessarily
reduce costs relative to the same care in an acute setting. This is predominantly
because the same staff, equipment and consumables are required, irrespective
of the physical setting of care.
Consequently, the financial modelling does not reflect any recurrent cost impact
under scenarios where there is a shift to community/primary-based care.
Some stakeholders have made the observation that recurrent costs may in fact
increase when activity is moved to the community setting, due to the increased
levels of administration staff and clinicians’ travel times.
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Appendix 16
Key clinical documents reviewed

This appendix outlines the key clinical documents that were reviewed
for the options appraisal. The documents listed were used to inform the
options appraisal process and provide clinical guidance for service
reconfiguration.
A16.1. National Reviews
National Maternity Review (Cumberledge Report)
The National Maternity Review, known informally as the Cumberlege Report,
published in February 2016, provides a five-year view as to the provision of
maternity services nationally.352 The report proposes a number of
recommendations to improve the safety of care and provide women with greater
control and choice, in regards to 7 key categories:


Personalised care;



Continuity of carer;



Safer care;



Better postnatal and perinatal mental health care;



Multi-professional working;



Working across boundaries; and



A payment system.

Examples of the recommendations made are provided in Table A16-1 below. The
review also provides suggested methods of assessment for each
recommendation i.e. patient surveys, CQC/CCG inspections, and the Mental
Health Minimum Dataset.

352

NHSE (2016), National Maternity Review.
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Table A16-1: Summary of Recommendations proposed in the National
Maternity Review
Category
Personalised care

Recommendations




Continuity of carer





Safer care







Better postnatal
and perinatal
mental health care






Multi-professional
working





Working across
boundaries






Personalised care plan developed with the midwife and
other health professionals
Digital maternity tool providing unbiased information and
access to health records
Women are given a choice of providers and are given their
own NHS Personal Maternity Care Budget
Women to make own decisions i.e. place of birth
Every woman should have a community-based midwife with
each local team having an identified obstetrician
Midwife should liaise with obstetrics, neonatal and other
services
Trust Boards to have a ‘champion’ for maternity services
A culture of learning encouraged by the Board
Rapid referrals process between professionals and across
organisations
Regular collection of data and performance monitoring
against other Trusts
Nationally standardised investigations and processes for
investigations
System of rapid resolution and redress
Significant investment in perinatal mental health services
Postnatal care resourced appropriately e.g. access to
midwife after birth
Maternity services encourage smooth transition between
professionals
Multi-professional learning for midwives and obstetricians to
understand each other’s skills and allow continuing
professional development
Data sharing between professionals – national electronic
maternity record
Multi-professional peer review of services to support
learning
Establishment of community hubs where maternity services
are provided alongside other services
All providers in local maternity systems should work to
agreed common standards and protocols
Clinical Networks developed across larger geographical
areas
Commissioners to take responsibility for improving
outcomes and reducing inequalities

352

Category
A payment system

Recommendations




Reformed to ensure fairness and incentivises efficiency and
pays providers for maternity services provided
Accounts for different cost structures and ensures money
follows the woman and her baby
Recognises the challenges of providing services in rural
areas

Source: National Maternity Review (2016).

The recommendations described in Table A16-1 above are made with the view to
achieve the vision of the review:
“Our vision for maternity services across England is for them to become safer, more
personalised, kinder, professional and more family friendly; where every woman has
access to information to enable her to make decisions about her care; and where
she and her baby can access support that is centred on their individual needs and
circumstances.
And for all staff to be supported to deliver care which is woman centred, working in
high performance teams, in organisations which are well led and in cultures which
promote innovation, continuous learning and break down organisational and
353
professional boundaries.”

Given that Maternity Services are central to the delivery of care at LWH, the
recommendations of the review have been considered in both the development
of the clinically-led long list of options and in the context of developing the
Options Appraisal Framework, in particular in the development of the quality
related CSFs for obstetrics.
Enhanced Care for the Sick Mother: Standards for Maternal Critical Care
2016
These guidelines were published in June 2016, setting out the standards of care
for Enhanced Maternity Care (EMC), which is a “new standard of care beyond
normal maternity care for women with medical or surgical problems during
pregnancy or the post-partum period, but without the severity of illness that
requires full critical care support.”354
The guidance sets out the expectation for staffing, training, and access to other
services including critical care for EMC. Below are some of the key
recommendations:

353
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NHSE (2016), National Maternity Review, page 8.
Enhanced Care for the Sick Mother: Standards for Maternal Care (2016).
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Table A16-2: Summary of Recommendations proposed in Enhanced Care
for the Sick Mother
Category

Recommendations

Delivering care and working in
teams



Obstetric early warning system



Acute ill pregnant women in general
ICU




Recognising, transferring and
clinical responsibility outside
maternity areas



Patients




Education






Monitoring standards and quality
indicators





Obstetrics units that deliver EMC or L2 critical
care should belong to a regional maternity
critical care network. This network should
have a formal relationship with the local
critical care operational delivery and strategic
clinical networks
Situation Background Assessment
Recommendation communication tool to be
promoted between healthcare professionals
to effect escalation where concerns are
identified by the early warning system
Physical contact between mother and baby
should be maintained during post-natal
critical care
Regional intensive care networks for maternal
critical care
Critical Care Outreach Teams to review
pregnant/recently pregnant women with acute
depreciation who are admitted to a general
ward, when available
Patients and partners given access to
counselling
Previously critically ill patients to have a
general obstetric follow up at 6 weeks
Units admitting obstetrics patients should
contain a nurse that leads maternal critical
care matters including training. Similarly, a
critical care unit should nominate a midwife to
support education and training
Post-registration nurse education should
include obstetrics care
Critical Care Outreach teams to receive
additional training including obstetrics care
Multidisciplinary learning must be available to
all health professionals involved in EMC
EMC and Critical Care Minimum Data Set
should be of a high quality regardless of
location of care delivery
A traffic light system should assess compliance
against quality indicators

Source: Enhanced care for the sick mother.
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A16.2. Clinical standards and guidelines
The following standards and guidelines were considered during the review.
NHSE Women and Children National Programme of Care (Women and
Children NPoC):355 The specialised services commissioned by NHSE have been
divided into six NPoCs. The NPoCs are responsible for coordinating and
prioritising work across the services in that programme of care. Each NPoC
consists of a Board and CRG(s). Women and Children is one of the six NPoCs
and covers specialised and highly specialised services for women and children
and congenital and inherited diseases. There are nine CRGs for the Women and
Children NPoC, providing clinical guidance and leadership on how best the
specialised services should be provided. The CRGs and NPoC have published
policies, service specifications and quality standards for the specialised services
in the programme of care.
Maternity services in England (2013):356 Following the Department for Health’s
2007 Maternity Matters strategy, the NAO modelled maternity services in
England, finding that the provision of one-to-one care during labour at all times is
challenging. The NAO found that there are more women in labour and in theatre
than there are midwives 23.5% of the time. The work also suggested that midwife
led units are currently underused and that using this could ease pressures
elsewhere in trusts.
Royal College of Obstetricians and Gynaecologists’ Reconfiguration of
Women’s Services in the UK:357 The RCOG recommends that pathways are
developed such that there are defined escalation arrangements to bring together
critical care, midwifery and obstetric skills in the maternity or critical care unit. The
review suggested that the following models might be considered:

355
356
357



A suitable high-dependency area and equipment with medical input from
anaesthetists and obstetricians, staffed by a team of midwives who have
the necessary critical care competencies;



Local multidisciplinary arrangements with appropriate escalation protocols
should level 3 care be required;



Appropriate arrangements with local critical care services for collaboration
on the delivery suite; and

NHSE, Women and Children National Programme of Care. (online, accessed: 13/09/16)
National Audit Office (2013), Maternity services in England.
Royal College of Obstetricians and Gynaecologists (RCOG) (2013), Reconfiguration of
Women’s services in the UK.
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Transferring women to a general level 2 unit with local arrangements for
providing obstetric and midwifery input and maintaining direct contact with
their baby.

A16.3. Evidence from other reviews
The following reviews were considered in the development of the options for this
PCBC:
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NHS North West London (June 2012), Shaping a Healthier Future – PreConsultation Business Case;



NHS South West London (May 2013), Better Services, Better Value – PreConsultation Business Case;



NHS Greater Manchester (April 2014), Healthier Together – PreConsultation Business Case;



RCOG (November 2014), Options Appraisal: Reconfiguration of Obstetric
and Maternity Services in Cumbria;



RCOG (October 2007), Safer Childbirth: Minimum Standards for the
Organisation and Delivery of Care in Labour;



The Faculty of Intensive Care Medicine/The Intensive Care Society (2013),
Core Standards for Intensive Care Units;



NICE guidance Intrapartum care for healthy women and babies (2014);



NHS (2011), The Birthplace national prospective cohort study: perinatal
and maternal outcomes by planned place of birth – Birthplace in England
research programme;



NHSE, Specialised Maternity Services Website;358 and



Royal College of Midwives (undated), Birthrate Plus.

Available at: https://www.england.nhs.uk/ourwork/futurenhs/mat-transformation/
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Appendix 17
Advice from Critical Care Network

This appendix contains the advice from the Critical Care Network
regarding the provision of ICUs under options C1 and D1

357

358
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Appendix 18
Accessibility and equalities analysis

This appendix considers the impact of each of the options on the long
list on patient access to services and on the frequency of transfers.
A18.1. Patient access to services
In this appendix, the primary access of patients is considered in relation to the
different sites across Liverpool that have been analysed for the options appraisal.
A18.1.1 Ambulance travel time thresholds
The NHS does not publish comprehensive guidance on ‘acceptable’ travel times
to hospital by different services. However, the Department of Health (DH) sets
targets for ambulance response times, which are in turn monitored by NHSE.359
Past NHS service reviews also offer precedent in the context of service
transformation, while academic studies are a relevant source of independently
determined benchmarks.
In particular, the targets for emergency ambulance response times to respond to
are:360,361


75% of critical cases (where patients are not breathing or do not have a
pulse, i.e. Category A Red 1 calls) within 8 minutes;



75 % of serious cases (such s as strokes or fits, i.e. Category A Red 2
calls) within 8-9 minutes; and



95% of all Category A calls within 19 minutes.

It should be noted that these targets are for the ambulance response time, and
additional time is required to transfer the patient to the treatment site.
Clinicians advising a London-wide programme to improve stroke services
concluded that the journey time for an emergency should be no more than 30
minutes. For major trauma, travel time should not exceed 45 minutes.362

359
360
361
362

HSCIC (2014), Ambulance Services, England 2013-14, page 24.
NHS Choices, Urgent and Emergency Care Services in England.
These are targets set by the Government.
Hospital Service Change Proposals, Appendix E, page 26.

360

Regarding non-urgent care, a study on choice in the NHS used 60 minutes as the
appropriate benchmark for assessing the availability of unoccupied beds in
different parts of the country.363 It may be appropriate for the travel time threshold
for day cases to be slightly lower, at 45 minutes, given that patients will be
expected to travel to and from the treatment site within the same day.
A study from France, which examined the impact of travel times on pregnancy
outcomes, found that travel times greater than 30 minutes were associated with
an increased risk of a negative perinatal outcome.364,365
On the basis of the above targets, reviews and studies, the accessibility of
emergency are in Liverpool has been considered against travel time thresholds
as summarised in Figure A18-1 below.
Figure A18-1: Travel time thresholds

Source: FTI Consulting.

A18.1.2 Accessibility of care in Liverpool
Table A18-1 below shows that approximately two thirds of all inpatient episodes
at LWH originate from within Liverpool.366 99% of inpatient episodes at LWH
originate from Liverpool and six neighbouring districts: Sefton, Knowsley, Halton,
St. Helens, Warrington and Wirral.

363
364

365
366

Mapping choice in the NHS: Analysis of routine data.
Research Evidence Review: Impact of Distance/Travel Time to maternity Services on
Birth Outcomes, page 29.
With this study in particular, the complication related to meconium stained amniotic fluid.
Secondary Uses Service data reports a total of 38,759 inpatient episode (elective and
non-elective) for LWH in FY2013/14. 478 episodes have been excluded from the analysis
due to (i) missing GP practice postcodes (372), or (ii) a mismatch between GP practice
postcodes and Lower Super Output Area Codes (LSOAs) as reported by DCLG (106), as
these issues do not allow a match with districts as defined by the ONS. The excluded
episodes are 1.2% of the total episodes reported for LWH.

361

Table A18-1: Inpatient episodes at LWH, FY2013/14
District

Episodes

% of total

Cumulative %

25,821

67%

67%

Sefton

6,177

16%

84%

Knowsley

3,575

9%

93%

Halton

948

2%

95%

St. Helens

615

2%

97%

Warrington

465

1%

98%

Wirral

263

1%

99%

Other (excluded)

417

1%

100%

38,281

100%

Liverpool

Total

Source: FTI Consulting
Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from the DCLG and the Office for National Statistics (ONS).

The following three tables provide a breakdown of patients by service line.
Obstetrics makes up for the largest number of inpatient episodes, followed by
gynaecology and neonatology.367 Within obstetrics, there is a relatively higher
proportion of patients from Liverpool and it follows total inpatients episode
distribution by geography most closely.

367

For the sample in consideration, there were also 43 plastic surgery inpatient episodes
and 1 paediatrics inpatient episode.
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Table A18-2: Gynaecology inpatient episodes at LWH, FY2013/14
District

Episodes

% of total

Cumulative %

Liverpool

6,674

59%

59%

Sefton

1,924

17%

76%

Knowsley

1,385

12%

88%

Halton

310

3%

91%

St. Helens

393

3%

94%

Warrington

296

3%

97%

Wirral

111

1%

98%

Other (excluded)

260

2%

100%

11,353

100%

Total

Source: FTI Consulting.
Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from DCLG and ONS.

Table A18-3: Obstetrics inpatient episodes at LWH, FY2013/14
District

Episodes

% of total

Cumulative %

18,573

71%

71%

Sefton

4,105

16%

87%

Knowsley

2,101

8%

95%

Halton

605

2%

98%

St. Helens

184

1%

98%

Warrington

137

1%

99%

Wirral

142

1%

99%

Other (excluded)

132

1%

100%

25,979

100%

Liverpool

Total
Source: FTI Consulting.
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Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from DCLG and ONS.

Table A18-4: Neonatology inpatient episodes at LWH, FY2013/14
District

Episodes

% of total

Cumulative %

Liverpool

558

62%

62%

Sefton

139

15%

77%

Knowsley

82

9%

86%

Halton

30

3%

89%

St. Helens

37

4%

93%

Warrington

29

3%

97%

8

1%

98%

22

2%

100%

905

100%

Wirral
Other (excluded)
Total

Source: FTI Consulting.
Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from DCLG and ONS.

Compared to the average, there are c. 5% and 8% fewer episodes within
Liverpool for gynaecology and neonatology respectively. However, as
demonstrated in Figure A18-2 below, the split of inpatient episodes by district
across all service lines follows a broadly similar pattern.
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Figure A18-2: Inpatient episode split by geography and service line
80%

70%

60%

50%

40%

30%

20%

10%

0%
Liverpool

Sefton

Knowsley
Total

Halton

Obstetrics

St. Helens
Gynaecology

Warrington

Wirral

Other
(excluded)

Neonatology

Source: FTI Consulting.
Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from the DCLG and ONS.

Figure A18-3 below shows the areas where patients travel from to access
services at LWH, based on the total inpatient episode sample. All further analysis
in this appendix is based on this sample.
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Figure A18-3: Origin of LWH inpatients in FY2013/14

Source: FTI Consulting.
Notes: LWH inpatient episodes as reported in 2013/14 SUS data, matched with
geographic data from the DCLG and ONS.

The following three tables illustrate how accessible the different hospital sites in
Liverpool are for patients using three different modes of transport:368

368



Private car;



‘Blue light’ ambulance; and



Public transport.369

Travel times are calculated for the population of patients in Liverpool and neighbouring
districts with simulations based on data on road networks, public transport schedules and
DfT speed assumptions.

366

Table A18-2: Accessibility of hospital sites by private car (cumulative % of
LWH patients)
Hospital

10 min

20 min

30 min

40 min

LWH

40%

83%

95%

99%

AH

47%

91%

98%

100%

RLH

47%

87%

96%

99%

AUH

29%

81%

96%

99%

Closest adult acute
(RLH or AUH)

65%

91%

97%

100%

Source: FTI Consulting.
Notes: Department for Transport (DfT) guidance (December 2015) used for speed
assumptions for different road types.

369

Public transport travel time estimates are based on analysis conducted using a travel
time analysis tool maintained by Basemap Ltd, TRACC. Basemap compile a database of
the UK’s public transport timetables on a quarterly basis. This timetable data contains
information on different transport modes including bus, tram, coach, ferry, rail, cable cars,
and tubes from the Traveline National Dataset, the Association of Train Operating
Companies, and National Public Transport Access Nodes database. For further detail,
see: http://www.basemap.co.uk/map-data/public-transport-data/.
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Table A18-3: Accessibility of hospital sites by ‘blue light’ ambulance
(cumulative % of LWH patients)
Hospital

10 min

20 min

30 min

LWH

57%

94%

99%

AH

72%

96%

99%

RLH

62%

95%

99%

AUH

49%

94%

99%

Closest adult Acute
(RLH or AUH)

76%

96%

99%

Source: FTI Consulting.
Notes: Analysis assumes that ‘blue light’ ambulance journeys take 33% less time than
370
371
those by private car based on studies in London and Bedford. Assumption applied to
DfT speeds for private car travel.

Table A18-4: Accessibility of hospital sites by public transport (cumulative
% of LWH patients)
Hospital

10 min

20 min

30 min

40 min

50 min

60 min

LWH

4%

20%

34%

54%

74%

88%

AH

3%

16%

37%

62%

76%

87%

RLH

3%

26%

51%

68%

81%

90%

AUH

2%

15%

35%

53%

75%

83%

Closest adult acute
(RLH or AUH)

5%

39%

63%

80%

89%

93%

Source: FTI Consulting.
Notes: Simulation based on travel time between 7 AM and 9 AM on a Wednesday. Bus,
tram, coach, ferry and National Rail routes have been considered in calculations.

Table A18-5 shows that over 80% of patients currently using services at LWH
can reach all the hospital sites in Liverpool within 20 minutes when travelling by
private car. Over 95% of patients can reach all hospital sites within 30 minutes.

370
371

Healthcare for London (2008), Travel Time Modelling, page 3.
JHOSC (2014), Appendix G of Travel Time Working document presented to Bedford
Borough and Central Bedfordshire, page 358.
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Table A18-6 shows that over 94% of patients can reach all sites within 20
minutes when travelling by ‘blue light’ ambulance. 99% of patients can reach all
sites within 30 minutes when travelling by ‘blue light’ ambulance.
This represents very good accessibility for patients given the travel time
thresholds established and when compared to other local health economies in
England.
Table A18-7 above shows that RLH is comparatively more accessible by public
transport than LWH, while AUH is less accessible by public transport. However,
given that the proportion of patients who can reach their ‘closest acute’ hospital is
higher than the proportion of those who can reach either RLH or AUH, it appears
that RLH and AUH offer services to distinct groups of patients. For example, RLH
is less accessible by patients outside of Liverpool city, including Kirkby and
Bootle which are within 40 minutes of AUH by public transport.372 Finally, AH is
broadly as accessible by public transport as LWH.
Figure A18-4 below illustrates areas in Liverpool and neighbouring districts that
can be reached from which each hospital within 20 and 30 minutes by a private
car, and Figure A18-5 shows the public transport equivalent.

372

Both towns are just outside of Liverpool.
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Figure A18-4: Accessible areas from key Liverpool hospitals (private car)

Source: FTI Consulting.
Notes: DfT guidance used for speed assumptions for different road types.

370

Figure A18-5: Accessible areas from key Liverpool hospitals (public
transport)

Source: FTI Consulting.
Notes: Simulation based on travel time between 7 AM and 9 AM on a Wednesday. Bus,
373
tram, coach, ferry and National Rail routes have been considered in calculations.

373

Public transport travel time estimates are based on analysis conducted using a travel
time analysis tool maintained by Basemap Ltd, TRACC. Basemap compile a database of
the UK’s public transport timetables on a quarterly basis. This timetable data contains
information on different transport modes including bus, tram, coach, ferry, rail, cable cars,
and tubes from Traveline National Dataset, the Association of Train Operating
Companies, and National Public Transport Access Nodes database. This includes data
for Merseyside. For further detail, see: http://www.basemap.co.uk/map-data/publictransport-data/.
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A18.1.3 Impact on patient access under each option
As illustrated earlier, above, over 80% of patients currently using services
provided by LWH at Crown Street can reach all the hospital sites relevant to this
options appraisal within 20 minutes when travelling by private car. 94% of
patients can reach all hospital sites in the same time when travelling by ‘blue
light’ ambulance. Finally, 99% of patients can reach all hospital sites within 30
minutes when travelling by ‘blue light’ ambulance.
This represents very good accessibility for patients given the travel time
thresholds established above and when compared to other local health
economies in England.
None of the options considered in this appraisal are expected to have a
significant adverse impact on patient access to services. However, the options
are likely to have different impacts relative to each other:


Option C1 is likely to have no significant impact on patient access relative
to the current configuration;



Similarly, Option C2 is likely to have no significant impact on patient access
relative to the current configuration;



Under Option D1, more patients could reach services within a shorter
period of time relative to the current configuration if travelling by private car
or by ‘blue light’ ambulance. For patients travelling by public transport who
were able to reach LWH very quickly, there may be a moderate increase in
travel time; and



Under Option D3-N, more patients could reach services within a shorter
travel time irrespective of the mode of transport. However, RLH is less
accessible by populations outside of Liverpool city than alternative options.

A18.1.4 Outpatients access
LWH has strong market share for its main services, obstetrics and gynaecology,
not only in Liverpool but also neighbouring districts such as Sefton and
Knowesley. LWH notes that women do not travel for maternity services, which is
why market share is more limited in districts such as St. Helens and Wirral.
However, the Trust notes that it is able to draw a larger number of patients from
further away for gynaecology services due to the specialist nature of some of the
LWH services.
Outpatients made up for the largest proportion of gynaecology and
gynaecological oncology patients from 2011/12-2013/14. This suggests that
outpatients, on average, may be travelling from further away than inpatients.

372

The reconfiguration options explore relocating the LWH site to another location
within Liverpool. The marginal impact from outpatients travelling from further
away is less than those travelling within Liverpool. For instance, a patient
travelling from Manchester will not have a more negative experience if LWH is
based at the AUH site, compared to the current Crown Street site, as they would
usually drive to the site. This impact may be more for locals who perhaps walk to
the site, or rely on short public transport routes.
A18.2. Patient transfers
The analysis below considers the impact of different options on patient transfers
from and to LWH.
A18.2.1 Transfers from LWH
Table A18-8 below summarises emergency transfers from LWH to other
Liverpool hospitals.
LWH notes that majority of all transfers to other hospitals occur due to:374


lack of high level critical care at Crown Street;



lack of access to operative services at Crown Street; and



lack of access to a full range of diagnostic services at Crown Street.

Table A18-5: Emergency transfers from LWH to other Liverpool hospitals
Hospital

2012/13

2013/14

AH

211

RLH

174

AUH

13

Other Liverpool
Total

375

2014/15

193

3-yr average % 3-yr average

194

199

52%

157

174

45%

7

6

9

2%

3

7

3

4

1%

401

397

360

382

100%

190

Source: LHW (2015), Future Generations Clinical Strategy, Table 8. Based on data from
the North West Ambulance Service.

LWH transfers a considerably higher number of patients to AH (52%) and RLH
(45%) compared to AUH (2%).

374
375

LWH (2015), Future Generations Business Plan, page 20.
Other Liverpool providers comprise of Broadgreen Hospital, Liverpool Heart and Chest
Hospital and The Walton Centre.
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Neonatal Transfers
Approximately 200 neonatal transfers each year are made from LWH to AH, all of
which originate from the LWH neonatal unit.376 All of these are emergency
transfers.
Adult transfers
Approximately two-thirds of emergency transfers from LWH to RLH relate to
maternity, while a third relates to gynaecology.377
The total number of adult patients who are transferred due to critical care needs
is relatively small at approximately 5%.378 These are all emergency ambulance
transfers and usually require ventilation and a consultant to be in the vehicle.379
LWH has partnered with RLH such that all patients who require Level 2 critical
care that LWH cannot provide or Level 3 critical care will be provided at RLH in
the first instance. Therefore, majority of emergency adult transfers are made to
RLH.380
The remaining emergency transfers generally relate to operative and postoperative care. In gynaecology, some patients who have received gynaecology
inpatient care at LWH require post-operative care, which cannot be provided at
LWH. The three-year average for these patients is 54, based on data from
LWH.381 These are usually due to complications and therefore require an
ambulance.382
Table A18-9 below provides an estimate of total emergency transfers from LWH
by specialty and service, based on the discussion above.

376
377

378

379
380
381
382

LWH (2015), Future Generations Clinical Strategy, page 38.
In a 12 month period, 114 transfers from LWH to RLH were related to maternity. This
represents two-thirds of the 3-year average of all patient transfers to RLH. LWH (2015),
Future Generations Clinical Strategy, page 37.
Critical care transfers for 2013/14 and 2014/15 combined were: 22 for obstetrics and 13
for gynaecology, totalling 35 transfers over two years (i.e. an average of 18 critical care
transfers per year). LWH (2015), Future Generations Clinical Strategy, Table 9, page 36.
As advised by LWH. [Phone call with Clare Powell, 16 June 2016.]
As advised by LWH. [Phone call with Clare Powell, 16 June 2016.]
LWH (2015), Future Generations Clinical Strategy, Table 10, page 36.
As advised by LWH. [Phone call with Clare Powell, 16 June 2016.]
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Table A18-9: Estimated emergency transfers from LWH, by speciality and
service
Hospital

Specialty

Transfers

AH

Neonatology

199

52%

174

45%

114

66%

RLH
383

Maternity

Critical Care

384

Non Critical Care
Gynaecology
Critical Care

385

Non Critical Care

11
103
60

34%

7
53

AUH

9

2%

Other Liverpool

4

1%

386

100%

Total

Source: FTI analysis, LHW (2015), Future Generations Clinical Strategy.

In addition to the emergency transfers summarised in Table A18-9 above about
50 women per year are transferred from the LWH gynaecology emergency room
to the RLH and AUH hospitals for other medical or surgical care.386, 387

383

384
385
386
387

In a 12 month period, 114 transfers from LWH to RLH were related to maternity. This
represents two-thirds of the 3-year average of all patient transfers to RLH. Clinical
Strategy, page 37.
The combined transfers for 2013/14 and 2014/15 for obstetrics were 22.
The combined transfers for 2013/14 and 2014/15 for gynaecology were 13.
LWH (2015), Future Generations Clinical Strategy, page 37.
Some of these patients are non-admitted, while for others there may be an overlap with
the figures for emergency transfers by ambulance.
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Finally, a large number of journeys occur due to the need to access enhanced
diagnostic services unavailable at Crown Street. In particular, the majority of
journeys are for imaging tests which take place at RLH and CCC. LWH note that
these are not emergencies.388, 389 For the purposes of the analysis it is assumed
that these are not ambulance transfers, as they are not emergencies. These are
summarised in Table A18-10 below.
Table A18-10: Imaging activity at RLH and CCC
2012/13

2013/14

2014/15

3-yr
average

% 3-yr
average

CT and MRI at RLH

139

81

122

114

31%

CT and MRI activity at CCC

260

271

242

258

69%

Total

399

352

364

372

100%

Service

Source: LHW (2015), Future Generations Clinical Strategy, Tables 12 and 13.

A18.2.2 Transfers to LWH
Table A18-11 below summarises emergency transfers from other sites to LWH. It
highlights that there are ongoing transfers from RLH and AUH to LWH. This is
due to lack of specialist gynaecology services at these hospitals. Most of the
reported transfers are suspected gynaecological problems that require specialist
input from LWH.390, 391
Approximately 50 patients are transferred from AH to LWH. LWH state that 50
babies per year require a return transfer from AH to LWH,392 indicating that all
transfers to LWH from AH are return transfers only.

388
389

390
391
392

LWH (2015), Future Generations Clinical Strategy, page 37.
These are usually private car journeys. [Phone call with FTI and Clare Powell at LWH, 16
June 2016]
LHW (2015), Future Generations Business Plan, page 31.
LHW (2015), Future Generations Clinical Strategy, page 37, Table 11.
LHW (2015), Future Generations Clinical Strategy, page 38, Table 14.
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Table A18-11: Emergency ambulance transfers from other Liverpool
hospitals to LWH
2012/13

2013/14

2014/15

3-yr
average

52

46

53

50

10%

RLH

150

164

143

152

32%

AUH

173

152

150

158

33%

3

4

1

3

1%

Non Liverpool providers

115

130

104

116

24%

Total

493

496

451

479

100%

Hospital
AH

Other Liverpool

393

% 3-yr
average

Source: LHW (2015), Future Generations Clinical Strategy, Table 8.

In addition to the emergency transfers set out above, about 211 transfers per
year are made from A&E at RLH to LWH and 187 from A&E at AUH to LWH due
to suspected gynaecological problems.394, 395
Table A18-12: Transfers from A&Es to LWH (gynaecology only)
Service

2-yr
average

% 2-yr
average

2013/14

2014/15

A&E transfers from RLH

207

215

211

53%

A&E transfers from AUH

181

192

187

47%

Total

388

407

398

100%

Source: LHW (2015), Future Generations Clinical Strategy, Table 11.

A18.2.3 Travel time between sites
Table A18-13 below indicates the time required to travel from each hospital site
to another by car. More time is required to travel to/from AUH as compared to
other sites. However, overall the time required to travel between sites is less than
20 minutes in all cases.

393

394
395

Other Liverpool providers comprise of Broadgreen Hospital, Liverpool Heart and Chest
Hospital, and The Walton Centre.
LHW (2015), Future Generations Clinical Strategy, page 37.
Some of these patients are non-admitted, while for others there may be an overlap with
the figures for emergency transfers by ambulance.
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Table A18-13: Travel times by private car (minutes)
To
From

LWH

LWH

AH
9.7

AH

10.1

RLH

5.8

8.2

AUH

16.4

13.0

RLH

AUH

6.1

17.1

8.9

13.6
13.9

13.7

Source: FTI Consulting.
Notes: DfT guidance has been used for speed assumptions for different road types.

The time required to travel between these sites by a ‘blue light’ ambulance can
be estimated as a third less than the travel times and is within 12 minutes for all
sites, as illustrated in Table A18-14 below.396
Table A18-14: Travel times by ‘blue light’ ambulance (minutes)
To
From

LWH

LWH

AH
6.5

AH

6.7

RLH

3.9

5.5

AUH

10.9

8.7

RLH

AUH

4.1

11.4

5.9

9.1
9.3

9.1

Source: FTI Consulting.
Notes: A factor of 2/3 has been applied to DfT speed assumptions for different road
types.

396

Based on studies in Bradford and London. See: Healthcare for London (2008), Travel
Time Modelling, page 3 and JHOSC (2014), Appendix G Travel Time Working Document
presented to Bedford Borough and Central Bedfordshire, page 358.
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Table A18-15: Travel times by public transport (minutes)
To
From

LWH

LWH

AH
30.0

AH

33.3

RLH

15.8

23.2

AUH

39.1

41.1

RLH

AUH

15.8

41.4

19.8

40.3
37.0

38.1

Source: FTI Consulting.
Notes: Simulation based on travel time between 7 AM and 9 AM on a Wednesday. Bus,
Tram, Coach, Ferry and National Rail routes have been considered in calculations.

A18.2.4 Impact on patient transfers under each option
The analysis below considers whether each of the options allows any transfers or
journeys to be avoided and if so, the travel time saved as a result of avoided
transfers (or journeys). 397, 398
Option C1 - Develop and enhance the LWH’s current Crown Street site
A significant proportion of patient transfers and/or journeys from LWH occur due
to the lack of access to enhanced diagnostic services and (adult) critical care
services at the Crown Street site. Under the enhanced Crown Street site option,
diagnostic facilities and an adult ICU will be built into the Crown Street site. This
objective of this is to avoid:

397
398

399



Adult critical care transfers from LWH to RLH (by ‘blue light’ ambulance);399
and



Adult diagnostic journeys from LWH to RLH (by private car).

One way, excluding return.
Note that the options will also change the travel time for transfers and journeys that are
not avoided. The impact of such changes is not considered in this analysis.
Assume that all adult critical care and post-operative care transfers from LWH were to
RLH, given the overall low transfers to AUH and the relative proximity of the RLH to LWH,
and the partnership between the trusts.
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However, adult patients requiring operative or post-operative care, or presenting
at the LWH emergency room currently requiring transfer would likely continue to
do so. It is also assumed that the enhanced Crown Street site option will not be
able to provide diagnostic services to patients who need to be referred to CCC,
which is a specialist cancer centre.400 All neonatal transfers to AH and adult
transfers to AUH would continue. Finally, transfers to other specialist providers
(including Broadgreen Hospital, LHCH, and the Walton Centre) would also
continue.
Option C2 – Minimum enhancements at the Crown Street site
Under the ‘minimum enhancements’ Crown Street site option, some diagnostic
facilities will be built into the Crown Street site. This objective of this is to avoid:


Some adult diagnostic journeys from LWH to RLH (by private car).

However, adult patients requiring critical care, operative or post-operative care,
or presenting at the LWH emergency room currently requiring transfer would
likely continue to do so. It is also assumed that the enhanced Crown Street site
option will not be able to provide diagnostic services to patients who need to be
referred to CCC, which a specialist cancer centre. All neonatal transfers to AH
and adult transfers to AUH would continue. Finally, transfers to other specialist
providers (including Broadgreen Hospital, LHCH, and the Walton Centre) would
also continue.
Option D1 – Relocate all services to AH site
Under Option D1, where all services relocate to AH, a cessation of neonatal
transfers is expected. Adult patients are expected to have access to improved
diagnostics and critical care (relative to the status quo). As a result, this option is
expected to avoid:

400



Neonatal critical care transfers from LWH to AH and ‘return’ neonatal
critical care transfers from AH to LWH (by ‘blue light’ ambulance);



Adult critical care transfers from LWH to RLH (by ‘blue light’ ambulance);
and



Adult diagnostic journeys from LWH to RLH (by private car).

We are also aware the new CCC will be at the RLH site, which will open in 2019.
Therefore, in the analysis, we will consider minutes saved for transfers to CCC in terms of
travel time from LWH to RLH.
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All neonatal transfers are critical in nature and approximately half of the babies
transferred receive the highest level of care i.e. intensive care. 45% of babies
transferred are ventilated or provided breathing support, which makes their
transfer more complex. Almost half of the babies transferred are admitted for
surgical intervention.401
As with Option C, it is assumed that under this option adult patients requiring
operative or post-operative care, or presenting at the LWH emergency room
currently requiring transfer would likely continue to do. Similarly, under this option
the AH site will not be able to provide diagnostic services to patients who need to
be referred to CCC, or patients who are transferred to AUH. Additionally,
transfers to AUH and other specialist providers would continue.
Option D3-N – Relocate all services to RLH site (new-build)
Under Option D3-N, all services relocate to RLH, a full-service, specialist adult
acute hospital which is also expected to host a research hub and in the near
future the CCC. It is expected that this option will help avoid:


Adult critical care transfers from LWH to RLH (by ‘blue light’ ambulance);



Adult emergency obstetrics and gynaecology transfers to and from RLH (by
ambulance);



Adult A&E (non-admitted) transfers from LWH to RLH (by ambulance);



Adult emergency transfers (admitted and non-admitted) to AUH (by
ambulance); and



Adult diagnostic journeys to RLH and CCC (by private car).

All neonatal transfers to AH would continue under this option, along with transfers
to other specialist providers.
Two-site NICU
Under a ‘two site’ NICU option, where a split-site NICU service is provided from
LWH and AH, non-surgical neonatal transfers from LWH would be avoided (as
the ‘LWH NICU’ would now have extra capacity to care for non-surgical patients),
as would ‘return’ transfers from AH (which would now be able to retain neonatal
surgical patients at the ‘AH NICU’).
It has been assumed that a two-site NICU will be combined with options C1, C2,
D2 and D3, further reducing the patient transfers undertaken.

401

LHW (2015), Future Generations Clinical Strategy, pages 38-39.
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Summary of impact on patient transfers
The following tables summarise which transfers are avoided under each option
and quantify the time saved using the travel times for private car, ‘blue light’
ambulance and public transport given above. It is assumed that options C1, C2,
D2 and D3 also include a two-site NICU service.
Overall, the options have significantly different impacts on the number of patient
transfers:


Option C1 avoids the lowest number of LWH’s current transfers;



Option C2 helps avoid only marginally more transfers than Option C1;



Option D1 avoids a large number of critical care neonatal transfers; and



Option D3-N avoids the largest number of adult transfers, including
diagnostic journeys to CCC. However it does not avoid critical care
neonatal transfers.
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Table A18-16: Impact on emergency transfers by option
Transfer type

Total

Total hrs.

Acuity

C1

C2

D1

D3-N

Avoided*

Avoided*

Avoided

Avoided*

Neonatal
199

22

-

Non-surgical CC

104

10

B

-

Surgical CC

Neonatal emergency to AH

95

11

B

-

-

Avoided

-

Neonatal emergency from AH

50

6

B

Avoided*

Avoided*

Avoided

Avoided*

Total neonatal

249

154

154

249

154

Adult (from LWH)
174

12

-

Obstetrics CC

11

1

B

Avoided

-

Avoided

Avoided

-

Gynaecology CC

7

0

B

Avoided

-

Avoided

Avoided

-

Obstetrics non-CC

103

7

E

-

-

-

Avoided

-

Gynaecology non-CC

53

4

E

-

-

-

Avoided

E

-

-

-

Avoided

-

-

-

-

Adult emergency to RLH

Adult emergency to AUH

9

2

Adult emergency to Other Liverpool

4

N/A

Adult emergency from RLH

152

10

E

-

-

-

Avoided

Adult emergency from AUH

158

29

E

-

-

-

-

Adult emergency from Other Liverpool

3

N/A

E

-

-

-

-

Adult emergency from Non-Liverpool

116

N/A

E

-

-

Total adult

616

18

0

18

335

Total transfers avoided

865

172

154

267

489

17

16

28

40

Adult (to LWH)

Total hours saved

-

Source: FTI Consulting.
Notes: ‘Total’ refers to 3-year averages.’ Total hours’ is estimated on the basis of ‘blue light’ ambulance travel times as per Table A1714. ‘Acuity’ refers to clinical acuity of transfer: B = ‘blue light’ ambulance, E = emergency. ‘Other Liverpool’ providers comprise of
Broadgreen Hospital, LHCH and The Walton Centre. Where transfers avoided can vary based on capacity and availability of specialist
services, it has been assumed that 50% can be avoided in the calculations. *Indicates that transfers avoided only assuming a two-site
NICU service is also provided.
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Table A18-17: Impact on emergency room transfers by option
Transfer type

Total

Total hrs.

Acuity

C1

C2

D1

D3-N

50

4

E

-

-

-

Avoided

Adult emergency A&E (non-admitted)
from RLH

211

14

E

-

-

-

Avoided

Adult emergency A&E (non-admitted)
from AUH

187

34

E

-

-

-

-

Total transfers avoided

0

0

0

261

Total hours saved

0

0

0

18

From LWH
Adult A&E (non-admitted)
to RLH/AUH
To LWH

Source: FTI Consulting.
Notes: ‘Total’ refers to averages. ’Total hours’ is estimated on the basis of ‘blue light’ ambulance travel times as per Table A17-14.
‘Acuity’ refers to clinical acuity of transfer: E = emergency. Where transfers avoided can vary based on capacity and availability of
specialist services, it has been assumed that 50% can be avoided in the calculations. There may be overlap with some transfers in
Table A18-17.

Table A18-18: Impact on diagnostic journeys by option
Transfer type

Total

Total hrs.

Acuity

C1

C2

D1

D3-N

D

Avoided

50% Avoided

Avoided

Avoided

D

-

-

-

Avoided

Total transfers avoided

114

57

114

372

Total hours saved

12

6

12

38

From LWH
Adult diagnostic to RLH

114

Adult diagnostic to CCC

258

12
(30)
26
(68)
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Source: FTI Consulting.
Notes: ‘Total’ refers to 3 year averages.’ Total hours’ is estimated on the basis of ‘private car’ travel times reported in Table A17-13.
Figures in parenthesis under ‘Total hours’ represent hours saved in public transport time equivalents as per Table A17-15. ‘Acuity’
refers to clinical acuity of transfer: D = diagnostic transfers. ‘Other Liverpool’ providers comprise of Broadgreen Hospital, LHCH, and
The Walton Centre. Where transfers avoided can vary based on capacity and availability of specialist services, it has been assumed
that 50% can be avoided in the calculations.

385

A18.2.5 Patient transfer cost savings
The analysis below considers the potential cost savings associated with reducing
patient transfers under each option. It considers:


the cost of transport; and



the opportunity cost of staff time associated with each type of patient
transfer.

The analysis presented below does not consider the risks to clinical outcomes,
patient experience, or clinical staff that are also significant. The benefit from
reducing transfers has been considered extensively in scoring against the Quality
domain of the options appraisal framework.
Cost of transport
2014/15 reference costs report the cost of a ‘See, hear and convey’ ambulance
currency as £233.402 This value was used to proxy the cost of ambulance
transport (inclusive of vehicle and paramedics) for both ‘blue light’ and other
emergency journeys undertaken by ambulance.
In most cases, patients will undertake diagnostic journeys using private transport
(cars or taxis) and that the cost will not be ‘internalised’ by NHS services.
However, in some cases, patients will undertake journeys either by ambulance or
by alternative, NHS provided, patient transport. It has been assumed that 20% of
patients will use patient transport services and that the cost of this service will be
80% of the cost of a ‘See, hear and convey’ ambulance currency. This gives an
average cost of £37 per diagnostic journey.
Opportunity cost of staff time
It has been assumed that transfers between A&Es (i.e. transfers of non-admitted
patients) and diagnostic journeys will not receive additional staff support.
For emergency transfers of inpatients (adults and neonates), it has been
assumed that staff input of 4 Consultant hours and 6 Band-6 Nurse hours are
required for the end-to-end journey (including preparation for the transfer, the
transfer, hand-over and return time). The salary cost of a Consultant is estimated
to be £72/hour and of a Nurse to be £25/hour.403 This gives a staff cost of £436
per emergency inpatient transfer and a total cost of £669 per emergency
inpatient transfer. On the basis of the above estimates, Table A18-19 below
summarises the patient transfer cost savings under each option.

402
403

NHS reference costs 2014 to 2015, 27 November 2015.
Mid-points of salary bands published by the British Medical Association (BMA) for
Consultants and NHS Employers for Nurses have been used to estimate salary costs.
The analysis assumes 25% on-cost for Consultants and 22% on-cost for Nurses, and
approximately 1,500 working hours for each.
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Table A18-19: Patient transfer cost savings (£ 000s)
Transfer type

C1

C2

D1

D3-N

116

104

179

327

A&E transfers

-

-

-

61

Diagnostic transfers

4

2

4

14

Total cost savings

120

106

183

402

Emergency transfers

Source: FTI Consulting.
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Appendix 19
Equalities Impact Assessment

A19.1. Introduction
The Equality Act 2010404 brought previous discrimination laws in the UK under a
single Act of Parliament, providing a legal framework for protecting the rights of
individuals and advancing equality of opportunity. In particular, the Act led to the
statutory protection of groups with Protected Characteristics.
The Act identified the following Protected Characteristics:


Age;



Disability;



Gender reassignment;



Marriage and civil partnership;



Pregnancy and maternity;



Race;



Religion and belief;



Sex; and



Sexual orientation.

The Equality Act also introduced the Public Sector Equality Duty (PSED), which
requires public sector bodies and persons who exercise public functions to have
due regard to the need to:405


eliminate unlawful discrimination, harassment, and victimisation and any other
conduct that is prohibited by the Act;



advance equality of opportunity between people who share a Protected
Characteristic and those who do not; and



foster good relations between people who share a Protected Characteristic
and those who do not.

The Act further explained that having due regard to the need to advance equality of
opportunity entails having due regard to:

404
405



removing or minimising disadvantages;



taking steps to meet the unique needs of persons who share a Protected
Characteristic; and

Equality Act 2010.
UK Government (2013), Review of Public Sector Equality Duty.
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encouraging participation in public life or other activities in which participation
by such persons is disproportionately low.

Further, having due regard to the need to foster good relations involves tackling
prejudice and promoting understanding between individuals with a Protected
Characteristic and those without.
Following the passing of the Equality Act, public sector bodies in England are
required to have due regard to equalities when making decisions regarding the
provision of public services or when there is potential for disproportionate adverse
impacts on people with Protected Characteristics.
In accordance with the Act and the Public Sector Equality Duty, LWH prepared a
qualitative Equalities Impact Assessment (EIA) that considered the impact on
people with Protected Characteristics of LWH’s proposed relocation of services to
the new RLH site as outlined in the Future Generations Clinical Strategy.406
Appendix 20 summarises the findings of this EIA.
This appendix considers the impact of reconfiguring women’s and neonatal services
in Liverpool – currently provided by LWH from Crown Street – on people with
Protected Characteristics. It considers each of the Protected Characteristics in turn
and conducts qualitative and quantitative analysis to determine the impact of each
of the options for public consultation407 on the quality of care, patient experience,
and patient access. It identifies possible mitigations to address potential adverse
impacts on people who share a Protected Characteristic and to meet the
requirement placed on public entities in the PSED to have due regard to eliminating
unlawful discrimination, advancing equality of opportunity and fostering good
relations.
Finally, it considers the impact of the options for public consultation on socioeconomically deprived populations. Although socio-economic deprivation is not a
Protected Characteristic, Liverpool City has high reported levels of deprivation in
some areas and there are documented links between socio-economic disadvantage
and health outcomes.
This Pre Equalities Assessment should be considered as the product of an ongoing
process and is therefore a working document that will require updating following
public consultation on the preferred option for reconfiguring women’s and neonatal
services in Liverpool.
Table A19-1 below provides a brief summary of potential for unlawful discrimination,
advancing equality of opportunity, and fostering good relations due to the possible
options for service reconfiguration on individuals with a Protected Characteristic.

406
407

LWH (2015), EIA.
The options for consultation are C1, C2, D1 and D3-N.
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Table 19-1: Equality implications of proposed service reconfiguration by Protected Characteristic [DRAFT – LLCG to develop
and add]

i.Race*

Y

Discrimination?

Equality of Opportunity-life chances?

Women living in disadvantaged or
minority groups and communities
are significantly less likely to access
services early or maintain contact
throughout their pregnancies. They
are also less likely to breastfeed. In
consequence, the outcomes for their
own and their babies’ health and
well-being are worse than for the
population as a whole. It is
important that services are designed
to meet their needs.

Women from some ethnic minority
groups have expressed concern over
feeling uncomfortable accessing care in a
mixed-sex hospital and that this would
have a significant adverse impact on their
patient experience. Under options that
move services from the women’s hospital,
mitigations must be in place to ensure that
women from these minority groups can
experience the same quality of care as the
general population by allowing patient
preference for gender of clinician and
providing women’s only spaces and clinics.
Provision of training to staff to support
asylum seekers and refugees is essential.
Fast and appropriate interpretation
services must be in place. Signposting to
financial and social support would be
beneficial.

Under options that move services
away from the city centre, BME
communities will encounter a
disproportionate negative impact in
accessing services due to the BME
community experiencing:
1) Disproportionate increase in
travel time, when compared to
the rest of the population, as
higher users of public transport.

Foster good relations?

The 2016 engagement survey indicated
that fewer BME respondents recognised
the clinical case for change, whereas this
wasn’t so clear in the qualitative responses
and this wasn’t statistically significant.
390

2) Higher levels of harassment on
public transportation
Both of which may entail unlawful
discrimination.
Census data suggests that people
from Black and Minority Ethnic
(BME) communities tend to live in
central Liverpool as illustrated in
Figure A19-6 below.
People from the Black and Somali
communities tend to live particularly
close to LWH’s Crown Street site as
illustrated in Figure A19-7 and Figure
A19-8, while people from the
Chinese community tend to reside
between the LWH and RLH
campuses, as illustrated in Figure
A19-9. People from South Asian
communities are more dispersed
throughout Liverpool, as shown in
Figure A19-10.
In this context, options that increase
travel times may entail unlawful
discrimination.
Liverpool is an assessment and
dispersal area for asylum seekers
and refugees, assessing around 3000
people in 2013. Liverpool has
declared itself a City of Sanctuary.
1350 people were seeking asylum
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and resident in Liverpool in 2013,
living in north and central liverpool.
The four options are unlikely to
make a significant difference in
terms of access.
This population are identified by
Faculty of Public Health as one of the
most vulnerable groups in our
society. Pregnancy requiring
assessment and psychological
distress and frequently noted
conditions among women arriving in
the city. Studies have shown poor
antenatal care and pregnancy
outcomes amongst refugees and
asylum seekers. Asylum seeking,
pregnant women are seven times
more likely to develop complications
during childbirth and three times
more likely to die than the general
population. There are indications
that this population are already
reporting negative experiences at
LWH and changes to staff training
are required. Understanding of other
health conditions such as rheumatic
fever, HIV, TB, mental health
problems etc. are required to ensure
good care from first presentation.
Consideration of other adaptions
may be beneficial during any new
392

ii. Age*

Y

iii. Sex*

Y

build/reconstruction.
Age group Liverpool
Under 16 17%
16-29
26%
29-64
44%
65+
14%
Elderly individuals could be
adversely impacted by longer travel
times to access services compared to
other age groups due to lower
mobility and potentially higher
financial constraints. In this context,
options that increase travel times
may entail unlawful discrimination.
In 2011, approximately 51% of the
Liverpool population were women
while 49% were men. Given that
gynaecology and obstetrics services
are focused on women, a
reconfiguration of women’s and
neonatal services will have a greater
direct impact on women than men.
Women as mothers are also directly
impacted by the reconfiguration of
neonatal services Women as
mothers and carers, and often as
lower income earners, may face a
higher opportunity cost of time and
be less able financially to afford
travel. In this context, options that
increase travel times may entail

A variety of communications methods
must be used to ensure all service users
receive information regarding the service
reconfiguration and related public
consultation events. Methods of
communication must be used that target
community members, particularly the
elderly, who may not have regular access
to computer based outreach campaig

Options that increase travel times may
hinder equality of opportunity by creating
a disadvantage for women. In this context,
these options must provide mitigations to
ensure women have equal ability to access
services
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iv. Disability*

Y

unlawful discrimination.
People with physical disability and
mobility impairments may find
access to services at a new location
more difficult and need additional
help with navigation. New build
facilities must ensure good access
and facilities in clinics and wards for
people with learning and physical
disability and sensory impairment
and ensure appropriate provision for
carers as required.
People with disabilities live across
Liverpool and access is not thought
to be significantly affected by the
proposed changes. Co-location of
LWH services with other acute
services may improve care for
people with disabilities where
specialist care may be required more
frequently due to increased
complexity.
Transport barriers encountered by
disabled people affect their
participation in society, including
their access to health care provision.
Car access tends to be lower for
disabled people. People with
disabilities are less likely to drive and
more likely to be dependent on
public transport.

Engagement for the
public regarding
potential service
reconfiguration is an
opportunity to foster
good relations
between those with
disabilities and those
without. It will give a
chance for those with
disabilities to be a part
of larger community
events, and share their
experiences and
opinions, leading to a
greater understanding
by those who do not
have a disability on the
needs and experiences
of those who do.
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Both RLH and AH are more
accessible for disabled individuals
when compared to LWH.
v. Religion and belief*

Y

Hindu, Muslim and Sikh groups
report community members
experiencing discrimination on
public transportation. Options which
increase average travel times to
access care may have a
disproportionately adverse impact
on individuals from these
communities and may create
indirect discrimination of these
religious groups in terms of ability to
access care.

vi. Sexual orientation*

Y

Some indications from responses to
2016 engagement that bisexual
respondents may not have
recognised the case for change as
strongly although numbers of
responses were small, the
engagement with the community
should seek to be larger for the
consultation.

Similar to women of certain ethnic
minority groups, women of certain
religious groups have expressed concern
over services that are not separated by
patient gender and the significant adverse
impact this would have on their patient
experience. Under options that move
services from the women’s hospital,
mitigations must be in place to ensure that
women from these religious groups can
experience the same quality of care as the
general population by allowing patient
preference for gender of clinician and
providing women’s only spaces and clinics.
Services must be inclusive and offer
opportunity for LGBT individuals to feel as
comfortable and welcome in accessing
these services as non-LGBT individuals

The 2016 engagement
survey indicated that
fewer Buddhist
respondents may have
recognised the clinical
case for change. This
wasn’t statistically
valid but this issue
could be explored
more in consultation
seeking to increase
input in this
community.
Engagement and
consultation with the
public must seek to
involve members from
the LGBT community
and ensure the
opinions and needs of
this population are
addressed. These
engagement events
offer a chance to bring
together individuals
from different
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vii. Gender reassignment*

Y

Options that specify a “women’s
hospital” or a “family hospital” for
services may cause unintended
discrimination against individuals
who do not identify with the gender
advertised or who do not conform to
the traditional model of ‘family
care’.
Some clinics provide gender-specific
or gender segregated services. An
example of the former may be a
clinic performing prostate
examinations. Similarly clinics
dealing in genito-urinary infections
may have sessions for men and
sessions for women, or separate
entrances. It would be unacceptable
to require a trans woman to use a
waiting room for men in the former
case, or for a trans man to share a
female clinic waiting area in the

Services must be inclusive and offer
opportunity for transgender individuals to
feel as comfortable and welcome in
accessing these services as nontransgender individuals.

backgrounds and
Protected
Characteristics to
share opinions and
serve to promote
better understanding
and relationships
between different
communities in the
region.
Engagement and
consultation with the
public must seek to
involve members from
the transgender
community and ensure
the opinions and
needs of this
population are
addressed.
Training for all staff to
enable understanding
and appropriate care is
required. Staff who
work in services which
link into recognised
pathways for
addressing gender
variance e.g. urology,
endocrinology, etc.
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latter case. If an examination needs
to be conducted in specific room
because it contains appropriate
equipment, but which would not
ordinarily be used for a person of
that gender (for example, a trans
man needing to be examined in a
room ordinarily used for the
examination of women), this should
be clearly explained to the patient
and sensitively managed.
Single gender accommodation in any
option must make provision for
people to be accommodated in the
ward of the gender to which they
present\identify.
Bathroom and other facilities
similarly with a need for care in
sensitive situations associated with
procedures.
Many trans patients who are on long
term hormone therapy may be
required to stop taking their
medication for many weeks prior to
any elective surgical procedure.
There is the potential for this to have
an impact on their outward
appearance, and should not
disadvantage them from appropriate
accommodation within a hospital
ward.

should familiarise
themselves with local
pathways for
addressing gender
reassignment. This is
also true of services
which may frequently
interact with trans
patients e.g.
outpatients, surgical
wards, emergency
departments, etc. The
current (at time of
authoring) protocol
can be found here:
https://www.england.
nhs.uk/wpcontent/uploads/2013
/10/int-gend-proto.pdf
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viii. Marriage/civil
partnership*

Y

ix. Pregnancy and
Maternity*

Y

In 2011, 47% of people aged 16 and
above in England were married or in
a civil partnership. Most children
continue to be born to parents who
are either married or in a civil
partnership, although it is
increasingly common for children to
be born to parents who are not
married or in civil partnership. In
Liverpool, marriages and civil
partnerships are less common than
in England overall. In 2011, only 32%
of people aged 16 and above were
married or in a civil partnership in
Liverpool. In 2014, only 37% of
babies were born to parents who
were married or in a civil partnership
in Liverpool.
Pregnancy and maternity impact
women of childbearing age (often
considered to be women who are 15
to 44 years old). Women of
childbearing age are likely to be a
significant majority of obstetric
patients, although younger and older
women could also seek obstetric
care. Pregnant women may have
more difficulty travelling for care, as
such options that increase travel
times may cause unintended
discrimination. Of particular concern

Sub-sets of the pregnant population may
face further difficulty in accessing services
under options that increase travel times;
pregnant teenagers must be provided with
additional support to be able to access
services as easily as others.
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are pregnant teenagers who are
further limited in their ability to
travel for care, resulting in further
unintended discrimination towards
this sub-set of the protected
characteristic.
Among women who are pregnant,
expectant teenagers will require
particular support. Teenage
pregnancies can pose higher health
risks for the mother and the neonate
and pregnant teenagers may
experience unique challenges and
anxieties particularly if the
pregnancy was not planned or if the
news of the pregnancy cannot be
shared with family and friends.
Pregnant teenagers may also face
societal discrimination and have
difficulties advocating for
themselves to get the care they need
as expecting mothers.
Although the incidence of teenage
pregnancy varies across Liverpool,
central Liverpool reported one of the
highest teenage pregnancy rates
from 2008 to 2010, with 92.5
pregnancies per 1,000 women aged
15-17. Figure A19-4 below
illustrates that teenage pregnancies
tend to occur in distinct pockets in
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the central and south-eastern parts
of the city.
x. Homeless people**
xi. Single parents**

N
Y

xii. People with learning
difficulties**

Y

Comparatively, mothers who are
not married or in a civil partnership
tend to be younger than mothers
who are married or in a civil
partnership. Approximately one
third of mothers who are not
married or in a civil partnership are
also not in a cohabiting relationship
with the father of the baby. Young,
single mothers may be more likely to
experience financial problems or
suffer from social exclusion and
mental health issues. They may be
more vulnerable, less able to travel,
and perhaps less confident in
accessing care at a “family hospital”.
All of these factors together are
likely to contribute to lower patient
experience and a lesser ability to
travel to access services.
It is estimated that approximately
10,000 people in Liverpool live with
a learning disability. Under options
that move service location, learning
disabled or cognitively impaired
individuals may have a harder time
understanding the implications of
the service reconfiguration and how

Engagement for the
public regarding
potential service
reconfiguration is an
opportunity to foster
good relations
between those with
learning disabilities
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to access services, which, if these
individuals are left unsupported may
create discrimination.

and those without. It
will give a chance for
those with learning
disabilities to be a part
of larger community
events, and share their
experiences and
opinions, leading to a
greater understanding
by those who do not
have a learning
disability on the needs
and experiences of
those who do. Those
with learning
disabilities often find it
difficult to express
their needs or are
unable to understand
how to access services
to address their needs.
It will take careful,
multi-organisational
planning to ensure
individual with
learning disabilities are
supported to not only
come to engagement
events, but prepare
and aid them in
sharing their opinions
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and experiences in
these community
engagement settings,
and in cases where
they are unable to do
so, have advocates
present to share for
them.
xiii. Low incomes**

Y

socio-economic factors are known to
be significant contributors to health
inequalities, patient experience and
health outcomes.
In particular:
For maternity, social deprivation has
been linked with low levels of
antenatal care, low birth weight,
unintended and teenage pregnancy,
and high levels of maternal
mortality.
For neonatal care, social deprivation
has been linked with higher death
rates amongst infants and neonates,
as well as mental and/or physical
health problems in children
throughout infancy.
For gynaecology, socio-economic
deprivation has been linked to poor
outcomes for gynaecological cancer.
Liverpool is one of the more
deprived local authority areas in
England. 45% of neighbourhoods in
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Liverpool are amongst the most
deprived 10% of neighbourhoods
nationally. Liverpool is also the local
authority with the largest number of
neighbourhoods in the most
deprived 1% of all neighbourhoods
nationally. There is no adverse
travel impact (i.e. increase in travel
time) for more deprived populations
under options that move services
away from LWH’s current Crown
Street site. However, people from
socio-economically deprived
backgrounds may experience greater
financial constraints or have less
information about services, which
could limit their ability to access
services.
xiv. Addictions**

N

xv. Veterans**

N

xvi. Offenders**

N

*=Protected characteristic
**=Vulnerable group
Source: LCCG and FTI Consulting
.
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A19.2. Equalities Impact Assessment
This subchapter forms the Pre-Consultation Equality Assessment for the
proposed reconfiguration of women’s and neonatal services in Liverpool. It
considers each of the Protected Characteristics in turn and conducts qualitative
and quantitative analysis to determine the potential impact of each of the options
for public consultation on the quality of care, patient experience, and patient
access It then identifies possible mitigations to address potential adverse
impacts on people who share a Protected Characteristic and to meet the
requirement placed on public entities in the PSED to have due regard to
eliminating unlawful discrimination, advancing equality of opportunity and
fostering good relations. The potential impacts will inform LCCG which groups
the formal consultation needs to involve in order to explore potential impacts and
produce the final assessment and mitigation proposals.
The Protected Characteristics are considered in order of:


Sex;



Pregnancy and maternity;



Gender reassignment;



Sexual orientation;



Marriage and civil partnership;



Race;



Religion and belief;



Age; and



Disability.

A19.2.1 Sex
In 2011, approximately 51% of the Liverpool population were women while 49%
were men.408 Given that gynaecology and obstetrics services are focused on
women, a reconfiguration of women’s and neonatal services will have a greater
direct impact on women than men. Women as mothers are also directly impacted
by the reconfiguration of neonatal services.
However, it is recognised that men as partners and fathers will be indirectly
impacted by the proposed service changes to women’s and neonatal services.
Male and female babies will be equally impacted by changes to neonatal
services, which was recognised during clinical Workshop 2 (20 May 2016).409

408
409

ONS (2011), Census data.
See Appendix 5.
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Transgender individuals, who may require gynaecological services, are also a
group who will be directly impacted by the proposed service changes. The
specific impacts on this group are discussed in greater detail under “Gender
reassignment” below.410
Impact of service reconfiguration on sex as a protected characteristic
As described in the clinical case for change, all of the options for consultation are
expected to enhance the quality of care provided to women and babies and no
option entails the closure of any of the services currently provided by LWH on
Crown Street. In addition, all options are expected to improve patient experience
through the reduction of patient transfers and better quality of care. 411
In terms of access, pre-consultation public engagement undertaken by LCCG
indicated that ease of access, travel time, and routine care being closer to home
were particularly important to the public.
In general, the accessibility of different hospital sites in Liverpool is very good, as
detailed in Appendix 18. However, women could be adversely impacted by longer
travel times to access services compared to men. Women as mothers and
carers, and often as lower income earners, may face a higher opportunity cost of
time and be less able financially to afford travel. In this context, options that
increase travel times may have a greater adverse impact on women than men
and entail unlawful discrimination or hinder equality of opportunity by creating a
disadvantage for women.
Table A18-5 and Table A18-6 illustrate that the new RLH site and AH site are as
accessible as LWH’s Crown Street site when patients travel by private car or by
blue light ambulance. In terms of public transport, Crown Street is slightly more
accessible than AH within a 20 minute travel time, but when a longer (30 minute)
travel time is allowed for they are equally as accessible, as illustrated in Table
A18-7. Overall, there may be a potential adverse impact on women who access
services by public transport under option D1, which could potentially entail
unlawful discrimination or hinder equality of opportunity by creating a
disadvantage for women.
Potential Mitigations
A relocation of services to AH under option D1 could have an adverse impact on
women who access services by public transport and entail unlawful
discrimination. Potential mitigations could be:

411

See Chapter 6 and 14 and Appendix 5 for detail on the clinical case for change and
expected care quality and patient experience improvements.
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Ensuring that travel options are well publicised;412

The service reconfiguration also presents an opportunity for LCCG to work with
local organisations to advance equality of opportunity and foster good relations
between women from different communities and between women and men in the
area. LCCG should work closely with LCC, local hospitals and health
organisations, the charity and volunteer sector, and community organisation to
promote equality of opportunity for women to share their needs and opinions to
ensure the care they receive is up to the standards of care received by other
individuals. It will also be important for work to be done to ensure equality of
opportunity in accessing quality services is not hindered by the fact that women
have been shown to be less financially well-off than men, which makes it more
difficult to access services. Through public engagement and consultation events,
LCCG can foster good relations between different community groups and have
women from different backgrounds come together to share their experiences and
opinions and come together to discuss ways to ensure all women benefit equally
from this service reconfiguration.
A19.2.2 Pregnancy and maternity
Pregnancy and maternity impact women of childbearing age (often considered to
be women who are 15 to 44 years old).413 Women of childbearing age are likely
to be a significant majority of obstetric patients, although younger and older
women could also seek obstetric care. Equally, not all women of childbearing age
will become pregnant or mothers.
In Liverpool, women of childbearing age tend to live closer to the city centre, as
illustrated in Figure A19-1 below. Some areas in central Liverpool also record a
high number of live births and children under one. Yet overall, families with
babies appear to live throughout the city as illustrated in Figure A19-2 and Figure
A19-3 below.

412

413

Alternative travel arrangements could include travelling with NHS patient transport
services or meeting travel expenses through the national hospital travel scheme.
ONS (2014), Statistical Bulletin: Births in England and Wales, 2014.
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Figure A19-1: Women of childbearing age (as % of total population)

Source: FTI analysis using Census 2011 data, by output area (OA).

414

414

Output areas were created for Census data, specifically for the output of census
estimates. The output area is the lowest geographical level at which census estimates
are provided.
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Figure A19-2: Live births (July 2013 to June 2014)

Source: FTI analysis using ONS data on live births.

Figure A 9-3: Children under one

Source: FTI analysis using Census 2011 data, by OA.
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Among women who are pregnant, expectant teenagers will require particular
support. Teenage pregnancies can pose higher health risks for the mother and
the neonate415 and pregnant teenagers may experience unique challenges and
anxieties particularly if the pregnancy was not planned or if the news of the
pregnancy cannot be shared with family and friends. Pregnant teenagers may
also face societal discrimination and have difficulties advocating for themselves
to get the care they need as expecting mothers.
Although the incidence of teenage pregnancy varies across Liverpool, central
Liverpool reported one of the highest teenage pregnancy rates from 2008 to
2010, with 92.5 pregnancies per 1,000 women aged 15-17.416 Figure A19-4
below illustrates that teenage pregnancies tend to occur in distinct pockets in the
central and south-eastern parts of the city.
Figure A19-4: Teenage women of childbearing age (as % of total
population)

Source: FTI analysis using Census 2011 data, by OA. Teenage women of childbearing
417
age considered to be women between 15 and 19 years old.

415
416

417

NHS Choices (2012), Teenage pregnancy death concern.
LCC (2014), Joint Strategic Needs Assessment- Children and Young People: Teenage
Pregnancy, page 2.
Guidance from ONS (2014), Statistical Bulletin: Births in England and Wales.
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Impact of service reconfiguration on pregnancy and maternity as a
protected characteristic
A reconfiguration of women’s and neonatal services will have a significant direct
impact on women who intend to become pregnant, are pregnant, mothers, and
newborns.
As described in the clinical case for change, all of the options for consultation are
expected to enhance the quality of care provided to mothers and newborns and
no option entails the closure of any of the services currently provided by LWH on
Crown Street.418 Quality will be improved through the enhancement of existing
services or co-location of services on sites where other services are also
provided. In addition, all options are expected to improve patient experience and
reduce number of patient transfers.419
Clinically, all options are intended to improve quality of care compared to current
levels, with some options providing additional clinical benefits to different subsets
of the population. Option D3-N will offer access to more services on one site,
particularly services that support obstetrics, including adult critical care, which will
further improve quality of care for pregnant women under this option. Option D1
offers co-location with neonatal services, which will further improve quality of care
for neonates.
In terms of access, women who are pregnant or travelling with young children are
likely to find travel more onerous and tiring than others. This would exacerbate
the impact of longer travel times. Under option D1, if women were required to
travel to the AH site using public transport, this would potentially entail unlawful
discrimination or hinder equality of opportunity by creating a disadvantage for
pregnant women and mothers.420
Pregnant teenagers may experience further difficulties in accessing care. For
example, pregnant teenagers may not be able to travel using their own private
car, have limited income to spend on public transportation, or have to travel at
certain times of day to avoid missing school. Ultimately, teenagers are likely to
depend on friends and family for travel and hence face greater difficulty
accessing care under all of the options for consultation. Under the options for
consultation, pregnant teenagers may have a harder time in accessing services
under Option D1, due to the longer travel needed to get to the AH site, which
could potentially entail unlawful discrimination or hinder equality of opportunity by
creating an additional disadvantage for pregnant teenagers or mothers.
Mitigations

418
419

420

See Chapter 6 for information on the clinical case for change.
See Chapters 8 and 14 and Appendix 5 for detail on the expected care quality and patient
experience improvements.
See Section A19.3.1 above.
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Challenges faced by women who are pregnant or travelling with young children
can be mitigated by:


Ensuring that reserved seats are available on public transport services and
particularly on connections to AH through negotiation and agreement with
local public transport providers;



Reviewing where public transport services depart and arrive from and
whether stops are conveniently located in proximity of outpatient clinics,
hospital sites, nurseries, and residential areas and that stops have suitable
seating;

The additional needs of pregnant teenagers can be addressed by:


Reviewing access to sexual health education and clinics in various
locations, including schools, community pharmacies, and community health
centres to spread awareness of sexual health and teenage pregnancy; and



Providing support to young women who become pregnant, care support
services.

A19.2.3 Gender reassignment
LWH recognised the growing population of transgender individuals in Liverpool
as unique users of its gynaecological services.421 Transgender individuals would
also be directly impacted by the proposed reconfiguration of LWH’s services.
Impact of service reconfiguration on gender reassignment as a protected
characteristic
As described in the clinical case for change, all of the options for consultation are
expected to enhance the quality of care provided to patients and no option entails
the closure of any of the services currently provided by LWH on Crown Street.422
Option D3-N would be particularly beneficial to users of gynaecological services
who would benefit from the co-location of gynaecology with oncology services, as
well as and vascular and colorectal surgery at RLH as described by clinicians in
clinical Workshop 2 (20 May 2016).

421
422

See Appendix 20 for LWH EIA.
See Chapter 6 for more details on the clinical case for change.

411

In terms of patient experience, transgender individuals may require services
typically associated with a gender they do not identify with. This may be a source
of discomfort or anxiety particularly if services (or providers) are gender-oriented
or gender-branded. Options C1 and C2 retain services at the “women’s hospital”
on Crown Street, while Option D1 can be seen to promote a traditional “family
friendly” model of care. These options could be seen as not meeting the needs of
transgender individuals or encouraging accessing healthcare services, as this
community has been shown to experience considerable health inequalities and
are already less likely to access health services, particularly for health screenings
and services identified as ‘gender-related’.423
In terms of access, at present there is no evidence to suggest that transgender
individuals would be disproportionately negatively impacted in terms of access to
services under the proposed options for service reconfiguration.
Mitigations
Further engagement and consultation with the transgender community in
Liverpool and wider Cheshire and Merseyside should seek to better understand
the experiences and needs of transgender individuals and identify how genderassociated services could be made more inclusive towards transgender
individuals and foster better relations and understanding between transgender
and non-transgender individuals.
For example, this could be accomplished by:


Providing staff training to health and social care workers on transgender
issues and how to actively support members of this community;



Developing a targeted approach for sexual health screening and treatment
for the transgender community;



Ensuring community outreach and public engagement includes this often
marginalised community and offer the transgender community ways to
participate to have their opinions heard and share their experiences with
health services;



Explicitly including the transgender community in mental health, health and
wellbeing strategies



Offering dedicated appointment times or locations



Providing information regarding the scope of services tailored to different
patient groups


423

Review provision of non-gender bathrooms in any new facilities

LGBT Foundation (2016), The LGBT Public Health Outcomes Framework Companion
Document.
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A19.2.4 Sexual orientation
Research suggests that LGBT communities experience considerable health
inequalities compared to the population on average which impact on their patient
experience in the healthcare system and on their health outcomes.424 In
particular, research suggests that LGBT people are less likely to engage with
health interventions and screening programmes and access preventative care
less frequently.425 As a result, LGBT people may experience a higher incidence
of certain illnesses and worse health outcomes.426
In 2009, there were approximately 430,000 lesbian and gay people living in the
North West.427
Impact of service reconfiguration on sexual orientation as a protected
characteristic
As described in the case for change, all of the options for consultation are
expected to enhance the quality of care provided to patients, including LGBT
individuals.428 Option D3-N may be beneficial to LGBT individuals given the
availability of public health and screening programmes at RLH as well as the
prospective co-location of gynaecology and oncology services at the new RLH
site. Under this option, co-location of these services would encourage easy
participation in health screening, which has been identified as an area of
healthcare LGBT individuals do not use as often as the general population and
would benefit from increasing LGBT community participation in such
programmes.
In terms of patient experience, while LGBT individuals have comparatively low
patient experience scores compared to the overall population, it is not expected
that the options for consultation will have a differential adverse impact on LGBT
communities. Option D1 Option D1 can be seen to promote a traditional “family
friendly” model of care, which is not expected to discriminate against LGBT
individuals, however it is important to note this “family friendly” model must be
inclusive of all varieties of family

424

425

426

427

428

LGBT Foundation (2016), The LGBT Public Health Outcomes Framework Companion
Document.
LGBT Foundation (2016), The LGBT Public Health Outcomes Framework Companion
Document, page 27. See also Stonewall (2008), Prescription for Change.
For example, lesbian women have been found to have a higher incidence of breast
cancer than women in general. See: Stonewall (2008), Prescription for Change, page 10.
Ecotec (2009), Improving the Region’s knowledge base on LGBT population in the North
West.
See Chapters 6 and 14 and Appendix 5 for more information on the clinical case for
change and the expected enhancement in quality of care.
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Similarly, in terms of access, at present there is no evidence to suggest that
LGBT individuals would be disproportionately affected in terms of travel time to
access services.
Mitigations
The LGBT Foundation identifies general recommendations to reduce the health
inequalities experienced by LGBT individuals, enhance patient experience, and
improve health outcomes, some of which have been identified to be potential
mitigations to ensure service reconfiguration does not unlawfully discriminate
against LGBT individuals, and works to advance equality of opportunity and
foster good relations between LGBT and non-LGBT individuals:429


Recognising and addressing LGBT service users’ needs particularly in
terms of contraceptive provision;



Developing a targeted approach for sexual health screening and treatment
for the LGBT community;



Developing a targeted approach for cancer screening for lesbian and
bisexual women as well as transgender and non-gendered individuals;



Promoting good practice for pregnancy and breastfeeding among lesbian
and bisexual mothers;



Providing staff training to health and social care workers on LGBT issues
and how to actively support members of this community; and



Explicitly including LGBT people in mental health, health and wellbeing
strategies.

A19.2.5 Marriage and civil partnership
In 2011, 47% of people aged 16 and above in England were married or in a civil
partnership.430 Most children continue to be born to parents who are either
married or in a civil partnership, although it is increasingly common for children to
be born to parents who are not married or in civil partnership as illustrated in
Figure A19-5 below.

429

430

LGBT Foundation (2016), The LGBT Public Health Outcomes Framework Companion
Document.
ONS, Census 2011.
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Figure A19-5: Live births within marriage or civil partnership in England
and Wales (%)
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Source: ONS, Birth Summary Tables – England and Wales (2015).

In 2013, 53% of babies in England and Wales were born to parents who were
married or in a civil partnership, compared to 59% in 2003 and 93% in 1963.431
In 2013, 31% of babies were born to cohabiting parents432 and 11% to parents
who jointly registered the baby. 6% of births were registered solely by the mother.
In Liverpool, marriages and civil partnerships are less common than in England
overall. In 2011, only 32% of people aged 16 and above were married or in a civil
partnership in Liverpool. In 2014, only 37% of babies were born to parents who
were married or in a civil partnership in Liverpool.433
However, although marriage and civil partnership is less common in Liverpool
than in other parts of England, couples who are married or in a civil partnership
continue to be very likely users of women’s and neonatal services delivered by
LWH.
Impact of service reconfiguration on marriage and civil partnership as a
protected characteristic

431

432

433

ONS, Statistical bulletin, Liver Births in England and Wales by Characteristics of Mother
1: 2013.
Cohabitation is inferred when a birth is jointly registered by both parents and the parents
give the same address.
ONS (2014), Births by area of usual residence of mother, UK.
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In terms of the quality of care, all of the options for consultation are expected to
improve the quality of LWH’s services and therefore to have a disproportionately
positive impact on those who are married or in a civil partnership and expecting
to have children. Future parents more generally are expected to be positively
impacted, particularly through the proposed improvements in access to adult
diagnostic services and upgrades to neonatology services envisaged under all
options.
Importantly, not all individuals who are married or in a civil partnership are
expected to have children. They may nevertheless be users of other services
offered by LWH (for example, gynaecology) and are expected to benefit from the
enhanced quality of services envisaged under all of the proposed options in the
same way as individuals who are not married or in a civil partnership.
All options for consultation are also expected to improve patient experience.434
Individuals who are married or in a civil partnership and planning to have children
may find the concept of a “family hospital” under option D1 particularly attractive
and may disproportionately benefit from a relocation of services to the AH site.
There is no evidence to suggest that individuals who are married or in civil
partnerships would be disproportionately affected in terms of access.
Comparatively, mothers who are not married or in a civil partnership tend to be
younger than mothers who are married or in a civil partnership.435 Approximately
one third of mothers who are not married or in a civil partnership are also not in a
cohabiting relationship with the father of the baby. Young, single mothers may be
more likely to experience financial problems or suffer from social exclusion and
mental health issues. They may be more vulnerable, less able to travel, and
perhaps less confident in accessing care at a “family hospital”. All of these factors
together are likely to contribute to lower patient experience and a lesser ability to
travel to access services.
Mitigations
The additional needs of mothers who are not married or in a civil partnership can
be addressed by:

434

435



Providing support to young women who become pregnant, including
access to bespoke transport and care support services; and



Providing information regarding the scope of services tailored to different
patient groups (not necessarily in the context of a “family hospital”).

See Chapters 6 and 14 and Appendix 5 for detail on the expected patient experience
improvements.
In 2013, 93% of women under 20 who gave birth were not married or in a civil
partnership, compared to 32% of women at ages 30-34 and 35-39. (ONS, Statistical
bulletin, Liver Births in England and Wales by Characteristics of Mother 1: 2013)
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A19.2.6 Race
The majority of people in Liverpool are of white ethnicity/race. The city is also
home to other ethnic communities, as illustrated in Table A19-2 below.
Table A19-2: Breakdown of ethnic groups in Liverpool
Ethnicity

% of population

White

89%

Black / African / Caribbean / Black British

3%

Asian / Asian British: Chinese

2%

Asian / Asian British: Bangladeshi, Indian and Pakistani

2%

Mixed / Multiple Ethnic Groups

2%

Gypsy / Traveller / Irish Traveller

0%

Other Ethnic Group

2%

Notes: Classification of ethnicity as in Census 2011.
Source: Census 2011.
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Census data suggests that people from Black and Minority Ethnic (BME)
communities tend to live in central Liverpool as illustrated in Figure A19-6 below.
People from the Black437 and Somali438 communities tend to live particularly close
to LWH’s Crown Street site as illustrated in Figure A19-7 and Figure A19-8, while
people from the Chinese439 community tend to reside between the LWH and RLH
campuses, as illustrated in Figure A19-9. People from South Asian440
communities are more dispersed throughout Liverpool, as shown in Figure A1910.

436
437

438

439
440

ONS (2012), Ethnicity and National Identity in England and Wales: 2011.
People identifying as “Black / African / Caribbean / Black British” in the ONS Census
2011.
LWH considers that the Somali community could be disproportionately affected by a
relocation of services away from Crown Street.
People identifying as “Asian / Asian British: Chinese” in the ONS Census 2011.
People identifying as “Asian / Asian British: Bangladeshi, Indian and Pakistani” in the
ONS Census 2011.
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Figure A19-6: BME communities in Liverpool

Note: Figure illustrates the proportion of people identifying as not White in the ONS
Census 2011.
Source: FTI analysis using Census 2011 data, by OA.

Figure A19-7: Black communities in Liverpool

Note: Figure illustrates the proportion of people identifying as “Black / African / Caribbean
/ Black British” in the ONS Census 2011.
Source: FTI analysis using Census 2011 data, by OA.
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Figure A19-8: Somali community in Liverpool

Note: Figure illustrates the proportion of population born in Somalia in the ONS Census
2011.
Source: FTI analysis using Census 2011 data, by OA.

Figure A19-9: Prevalence of Asian / Asian British: Chinese population

Note: Figure illustrates the proportion of people identifying as “Asian / Asian British:
Chinese” in the ONS Census 2011.
Source: FTI analysis using Census 2011 data, by OA.
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Figure A19-10: Prevalence of Asian / Asian British: Bangladeshi, Indian and
Pakistani population

Note: Figure illustrates the proportion of people identifying as “Asian / Asian British:
Bangladeshi, Indian and Pakistani” in the ONS Census 2011.
Source: FTI analysis using Census 2011 data, by OA.

Impact of service reconfiguration on race as a protected characteristic
In terms of the quality of care, the enhancements and improvements to the
clinical quality of services envisaged under all options for consultation are
expected to impact all races and ethnicities equally.
In terms of patient experience, individuals from BME backgrounds engaged by
Liverpool CCG have expressed concern about services moving away from the
Crown Street site suggesting that some women from BME backgrounds would
feel less comfortable accessing care in a mixed-sex hospital and that this would
have a significant adverse impact on their patient experience. Option D1 and D3N both move services away from Crown Street; however, both entail a new build
hospital to accommodate LWH services and are expected to be able to provide
the same level of privacy and comfort as the existing Crown Street site.
Additionally, both options help alleviate existing workforce sustainability
challenges, meaning that it may be easier for the service provider to offer a
choice of staff to patients. Therefore, the extent of this potentially adverse impact
is likely to be limited.
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In terms of access, those engaged from BME communities by the CCG in 2016
also felt that travel was more difficult for the BME population compared to others.
Research conducted by the Centre for Research in Social Policy (CRSP) shows
that adults from minority ethnic groups are more likely to depend on public
transport for travel and access to services than white adults.441 In addition, fear
from racially motivated attacks on public transport may dissuade individuals from
undertaking journeys and accessing care: a quarter of young people from BME
communities across England experienced harassment due to their colour, race or
religion on public transport.442
In this context, options that increase average travel times to access care will
have a disproportionately adverse impact on BME individuals.
Given that people from BME communities tend to live in central Liverpool and in
close proximity of LWH’s current Crown Street site, any move of services away
from Crown Street is likely to increase immediate travel times. Table A19-3 below
shows that LWH is the most accessible hospital for people of BME backgrounds
within a 10 and 20 minute travel time threshold. RHL is also accessible,
particularly from the 30 minute travel time threshold onwards. AH is less
accessible, and a relocation of services to this site under option D1 would have a
disproportionately adverse impact in terms of access on BME individuals.
Table A19-3: Accessibility of key hospital sites for the BME community in
Liverpool
Hospital

10 min 20 min 30 min 40 min 50 min 60 min

LWH

20%

52%

72%

87%

97%

99%

AUH

2%

7%

20%

45%

86%

95%

RLH

9%

48%

78%

92%

97%

99%

AH

1%

14%

45%

84%

96%

99%

Notes: BME community is proxied by people identifying as not White in the ONS Census
2011.Simulation is based on the two hour time window of 7 AM to 9 AM on a Wednesday.
Source: FTI analysis.

Mitigations
The preference of some BME women for a women-only service can be met by:

441

442

CRSP (2006), Evidence base review on mobility: choices and barriers for different social
groups, page 12.
CRSP (2006), Evidence base review on mobility: choices and barriers for different social
groups, page 12.
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Ensuring a sustainable and flexible workforce/staffing model with a
relatively high proportion of female doctors that will allow patients to
express a preference for male or female doctors;



Establishing women-only wards, clinics and spaces within the hospital; and



Providing information regarding the scope of services tailored to different
patient groups.

Challenges faced by BME individuals when travelling on public transport can be
mitigated by:


Ensuring that travel options are well publicised (including in alternative
languages);443



Reviewing racially motivated attacks on public transport and if necessary
working with local schools, community groups and authorities to reduce
these

Additionally, the following mitigations are applicable more generally in the context
of Race as a Protected Characteristic:


Providing information in alternative languages; and



Clearly sign-posting acute hospital sites



Ensuring all staff have appropriate training in cultural diversity



Ensuring effective and timely interpretation services are made available
and staff understand the requirements and system for providing this

A19.2.7 Religion and belief
According to data in the 2011 Census, the majority of people in Liverpool are
Christian. However, other religions and beliefs are also represented in the city, as
illustrated in Table A19-4 below.

443

Alternative travel arrangements could include travelling with NHS patient transport
services or meeting travel expenses through the national hospital travel scheme.
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Table A19-4: Breakdown of religious groups in Merseyside
Religion

% of population

Christian

74.0%

Muslim

1.4%

Hindu

0.3%

Buddhist

0.3%

Jewish

0.2%

Other religion

0.2%

No religion

17.2%

Notes: 6.2% of respondents did not state their religion.
Source: Census 2011.

Impact of service reconfiguration on religion and belief as a protected
characteristic
In terms of the quality of care, the enhancements and improvements to the
clinical quality of services envisaged under all options for consultation are
expected to improve for individuals of all religions and beliefs equally.
However, in terms of patient experience, research suggests that Muslim women
may be more concerned about services that are not separated by patient sex
compared to women of other religions. Concerns about being cared for by male
health professionals prevented some Muslim women from seeking advice for
potential problems to the extent that the lack of women’s services was reported
to “endanger lives” particularly in the context of pregnancy and child birth.444

444

Muslim Women’s Network UK (2008), Muslim Women and Health Services,
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Currently, 77% of staff at LWH are female.445 The options for public consultation
are not designed to alter the proportion of staff who are female, however due to
existing workforce shortages the service reconfiguration hopes to address, the
ratio of female to male staff may change. Conversely, options D1 and D3-N help
alleviate existing workforce sustainability challenges, meaning that it may be
easier for the service provider to offer a choice of staff to patients who express a
preference for a male or female doctor. Additionally, both options D1 and D3-N
entail a new build hospital to accommodate LWH services and are expected to
be able to provide the same level of privacy and comfort as the existing Crown
Street site. Therefore, the extent of this potentially adverse impact is likely to be
limited.
In terms of access, Hindu, Muslim and Sikh organisations have reported
discrimination of members of their communities on public transport which may
dissuade individuals from undertaking journeys and accessing care.446 In this
context (and similar to the impact on BME populations discussed in A19.2.6
above) options that increase average travel times to access care (for example
option D1) may have a disproportionately adverse impact on Hindu, Muslim or
Sikh individuals.
Mitigations
The preference of some women of certain religions and belief groups for a
women’s-only service can be met by:


Ensuring a sustainable and flexible workforce/staffing model with a
relatively high proportion of female doctors that will allow patients to
express a preference for male or female doctors;



Establishing women-only wards, clinics and spaces within the hospital; and



Providing information regarding the scope of services tailored to different
patient groups.

Challenges faced by Muslim, Hindu and Sikh individuals when travelling on public
transport can be mitigated by:


445
446

Improving public transport connections throughout the city and particularly
to AH through negotiation and agreement with local public transport
providers;

LWH (2015), EIA, page 2.
CRSP (2006), Evidence based review on mobility: choices and barriers for different social
groups, page 12.
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Ensuring that alternative travel is available and well publicised (including in
alternative languages);447



Reimbursing travel by private taxi;



Providing outpatient and outreach services in the city centre; and



Working with local schools, community groups and authorities to reduce
religiously motivated attacks on public transport.

Additionally, the following mitigations are applicable more generally in the context
of Religion and belief as a Protected Characteristic:


Provide adequate prayer facilities; and



Provide information in alternative formats and alternative languages
(including clear signage around the hospital and interpreters where
relevant).

A19.2.8 Age
Table A19-5 below illustrates the age breakdown of people living in Liverpool.
There are relatively more young adults (people aged 16-29) living in Liverpool
compared to the national average of England and Wales. A greater proportion of
women in Liverpool are aged 65+ compared to men in Liverpool.
Table A 9-5: Age structure in Liverpool
Liverpool

Women in
Liverpool

Men in
Liverpool

England
and Wales

Under 16

17%

16%

17%

19%

16-29

26%

25%

26%

19%

29-64

44%

43%

44%

46%

65+

14%

16%

12%

16%

Age group

Source: Census 2011.

Figures A19-11 to A19-14 below illustrate where people of different age groups
tend to live in Liverpool. Children, adults and the elderly tend to live throughout
the city. However, young adults (people aged 16-29) tend to live closer to the city
centre, as illustrated in Figure A19-12. Some areas in central Liverpool also
record a high number of children under one, yet overall, families with newborns
appear to live throughout the city (see A19.3.2 and Figure A19-3 above).

447

Alternative travel arrangements could include travelling with NHS patient transport
services or meeting travel expenses through the national hospital travel scheme.
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Figure A 9-11: Percentage of population under the age of 16

Source: FTI analysis using Census 2011 data, by OA.

Figure A 9-12: Percentage of population aged 16 to 29

Source: FTI analysis using Census 2011 data, by OA.
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Figure A 9-13: Percentage of population aged 29-64

Source: FTI analysis using Census 2011 data, by OA.

Figure A 9-14: Percentage of population aged 65 and above

Source: FTI analysis using Census 2011 data, by OA.

The number of people (and particularly women) over 65 years of age and over 85
years of age in Cheshire and Merseyside is expected to increase significantly by
2021.448

448

LWH (2015), Future Generations Clinical Strategy, page 23.
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Individuals’ health risks and conditions tend to increase with age. Cancer
incidence increases with age.449 LWH reports that over 50% of its gynaecological
oncology patients are above the age of 60450 compared to 15% of general
gynaecology patients above the age of 60.451 Incidence of cervical and ovarian
cancer in Liverpool is also higher than the national average.452 Pregnancy in
older age has been associated with an increased likelihood of complications, a
higher risk of miscarriage and a greater risk of general maternal health problems,
such as high blood pressure.453
Impact of service reconfiguration on age as a protected characteristic
In terms of the quality of care, the enhancements and improvements to the
clinical quality of services envisaged under all options for consultation are
expected to enhance services for all age groups. Option D3-N is likely to have a
disproportionately positive impact on the population of older women in Liverpool
as LWH services would be collocated with oncology services at the RLH. Option
D1 would disproportionately benefit neonates as all neonatal services would be
collocated at AH.
In terms of patient experience, all age groups are expected to benefit from
enhanced patient experience as a result of the proposed enhancements and
improvements to services.454
In terms of access, the accessibility of different hospital sites in Liverpool is
generally very good, as detailed in Appendix 18.
However, the elderly could be adversely impacted by longer travel times to
access services compared to other age groups, given lower mobility and
potentially higher financial constraints, for example under option D1.
Similarly, young adults who tend to live in the city centre of Liverpool could be
disproportionately impacted by options that move services away from the city
centre, for example option D1. Yet, young adults are likely to be fit and mobile
individuals with good access to transport options, limiting the magnitude of this
impact.
Mitigations

449
450
451
452
453
454

LWH (2015), Future Generations Clinical Strategy, page 105.
LWH (2015), Future Generations Clinical Strategy, page 20.
LWH (2015), Future Generations Clinical Strategy, page 20.
LWH (2015), Future Generations Clinical Strategy, page 24.
NHS Choices (2009), What are the health risks of late pregnancy?
See Chapters 6 and 14 and Appendix 5 for detail on the expected care quality and patient
experience improvements.
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A relocation of services to AH under option D1 could have an adverse impact in
terms of access on elderly individuals who may be less mobile and more
dependent on public transport and young adults who tend to live in the city
centre. This impact can be mitigated by:


Ensuring that reserved seats are available on public transport services and
particularly on connections to AH through negotiation and agreement with
local public transport providers;



Reviewing where public transport services depart and arrive from to see if
stops can be conveniently located in proximity of outpatient clinics, hospital
sites, nurseries, and residential areas and that stops have suitable seating;



Ensuring that alternative travel options are well publicised;455

Additionally, the following mitigation is applicable more generally in the context of
Age as a Protected Characteristic:


Ensuring that information is easy to reach in formats other than through a
website to enable those without computer access to find out about new
arrangements.



Service site to ensure disabled accessible access, hallway hand-rail
supports, prioritised seating in waiting room for elderly and those less able
to stand, and directional signs in large, bold writing for easy reading.

Provision of new facilities to consider dementia friendly design requirements for
appropriate wards / clinics

A19.2.9 Disability
Information from the Health Survey for England suggests that approximately
29,000 adults in Liverpool have a moderate or severe physical disability. In
addition, 7,405 people over 65 years old receive physical disability support.

455

Alternative travel arrangements could include travelling with NHS patient transport
services or meeting travel expenses through the national hospital travel scheme.
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It is also estimated that approximately 10,000 people in Liverpool live with a
learning disability.456 Learning disability is defined as the presence of a
significantly reduced ability to understand new or complex information or to learn
new skills or a reduced ability to cope independently with a lasting effect on
development.457 People with a learning disability are amongst the most
vulnerable in society and experience poorer health outcomes and tend to have
higher rates of obesity, epilepsy, and type II diabetes.458 Yet many learning
disabilities go unknown to patients’ GPs or care services.459 People with a
learning disability can be unintentionally discriminated against because of
difficulties in expressing their needs or inability to understand the ways in which
to obtain services and how to get the support they need.
People who have a long term health problem or disability tend to live throughout
Liverpool with a few clustered areas in the suburbs of the city as illustrated in
Figure A19-15 below.
Figure A19-15: Percentage of population classified as having a long term
health problem or disability

Source: FTI analysis using Census 2011 data, by OA.

456
457
458
459

LCC (2014), Joint Strategic Needs Assessment.
DH (2009), Valuing People Now.
LCC (2014), Population Groups: People with Learning Disabilities.
LCC (2014), Population Groups: People with Learning Disabilities.
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Travel can be challenging for people with disabilities. Transport barriers
encountered by disabled people affect their participation in society, including their
access to health care provision. Car access tends to be lower for disabled
people. People with disabilities are less likely to drive and more likely to be
dependent on public transport.460
Table A19-6 below demonstrates the relative accessibility of hospital sites by
people with disabilities and long term health conditions in Liverpool. Both RLH
and AH are more accessible for disabled individuals when compared to LWH.
Table A19-6: Accessibility of key hospital sites by people with a long term
illness or disability
Hospital

10 min 20 min 30 min 40 min 50 min 60 min

LWH

5%

18%

38%

68%

93%

98%

AUH

3%

19%

36%

53%

76%

88%

RLH

3%

28%

62%

84%

94%

98%

AH

3%

21%

46%

76%

93%

99%

Notes: Simulation is based on the two hour time window of 7 AM to 9 AM on a
Wednesday.
Source: FTI analysis.

Impact of service reconfiguration on disability as a protected characteristic
In terms of the quality of care, the enhancements and improvements to the
clinical quality of services envisaged under all options for consultation are
expected to enhance services for people with disabilities and long term health
conditions. People with disabilities are also expected to benefit from enhanced
patient experience as a result of the proposed enhancements and improvements
to services.461 Under options that move service location, such as Options D1 and
D3-N, there is the potential for patient experience to decrease, at least initially,
for those who are learning disabled or cognitively impaired due to problems
understanding the implications of the service reconfiguration and needing to
navigate changes to service access.
In terms of access, people with disabilities may experience a positive access
impact under options D1 and D3-N as the accessibility of these sites is
considered better for this group of individuals when compared to LWH.

460

461

CRSP (2006), ‘Evidence base review on mobility: choices and barriers for different social
groups’, Key Findings.
See Chapters 6 and 14 and Appendix 5 for detail on the expected care quality and patient
experience improvements.
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Mitigations
The following mitigations can help to enhance the patient experience and
accessibility of services for disabled persons under all options:


Identifying individuals with different types of disability using data collected
by GP practices, local hospitals, and social care services to ensure these
individuals are supported throughout the service reconfiguration process;462



Ensuring services and locations are compliant with the Disability
Discrimination Act;



Ensuring disabled access to services by providing suitable facilities, aids
and adjustments for people with disabilities;



Ensuring plenty of car parking spaces are prioritised for the disabled to
ensure ease of access to services;



Providing clear information in alternative formats and with alternative
content targeted at people with different abilities for wide dissemination;



Clearly sign-posting acute hospital sites;



Ensuring compliance with mental health and safeguarding regulations;



Ensuring people are well informed, ambiguity is minimised and
reassurance is provided;



Providing information on the service reconfiguration specifically targeted
towards disabled groups; and



Providing staff training to health and social care workers on issues affecting
disabled persons and how to actively support members of this community.

A19.2.10 Socio-economic deprivation
Socio-economic deprivation is not one of the Protected Characteristics identified
by the Equality Act 2010. However socio-economic factors are known to be
significant contributors to health inequalities, patient experience and health
outcomes.463
In particular:
462

463

Support throughout the service reconfiguration process is envisioned to include
supporting individuals with disabilities to participate in community engagement and
feedback on the proposed options, assisting individuals’ to understand the impact of the
service reconfiguration, and helping individuals’ to coordinate and navigate any changes
in access to their care in relation to services that are to be reconfigured.
See, for example: RR Donnelly (2008), Equally Well Report of the Ministerial Task Force
on Health Inequalities, page 23; Michael Marmot (2010), Fair Society, Healthy Lives,
page 37; or NHS Equality & Diversity Council (EDC), (2015), The Equality Delivery
System for the NHS – EDS2 Equality Analysis, page 7.

432



For maternity, social deprivation has been linked with low levels of
antenatal care, 464 low birth weight,465 unintended and teenage pregnancy,
466
and high levels of maternal mortality.467



For neonatal care, social deprivation has been linked with higher death
rates amongst infants and neonates, 468 as well as mental and/or physical
health problems in children throughout infancy.



For gynaecology, socio-economic deprivation has been linked to poor
outcomes for gynaecological cancer. 469, 470

Liverpool is one of the more deprived local authority areas in England. 45% of
neighbourhoods in Liverpool are amongst the most deprived 10% of
neighbourhoods nationally.471 Liverpool is also the local authority with the largest
number of neighbourhoods in the most deprived 1% of all neighbourhoods
nationally.472 In England, 162 neighbourhoods rank as highly deprived on six or
even in all seven domains; Liverpool has 11 such neighbourhoods.473
Figure A19-16 below illustrates the deprivation in Liverpool measured using the
IMD.

464

465

466
467

468

469

470
471
472
473

Lindquist, Kurinczuk, Redshaw, Knight, (2014), Experiences, utilisation and outcomes of
maternity care in England among women from different socio-economic groups, page
1613.
Clarke (2006), Risk factors for low birthweight based on birth registration and Census
information, England and Wales, 1981-2000, page 30, Table 2.
Palmer (2009), Underage Pregnancies.
Greene (2008), Poor Health, Poor Women: How reproductive health affects poverty, page
5.
Clarke (2006), Risk factors for low birthweight based on birth registration and Census
information, England and Wales, 1981-2000, page 30, table 2.
Seich and Kaufman (2001), Financial Reform, Poverty and the Impact on Reproductive
Health Provision, page 26.
Collins et al. (2013), Gynecologic Cancer Disparities, page 361.
DCLG (2015), The English Indices of Deprivation, page 10.
DCLG (2015), The English Indices of Deprivation, page 11.
DCLG (2015), The English Indices of Deprivation, page 5.
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Figure A 9-16: Neighbourhood deprivation in Liverpool

Source: FTI Consulting analysis using IMD data.

Impact of service reconfiguration on the socio-economically deprived
population
In terms of the quality of care, the enhancements and improvements to the
clinical quality of services envisaged under all options for consultation are likely
to be particularly positive for people from deprived backgrounds in the context of
the health inequalities discussed above. Option D3-N may be particularly
beneficial and contribute to improving health outcomes, given the public health
campaigns and screening programmes coordinated from RLH and the CCC.
In terms of patient experience, all options for consultation are also expected to
improve patient experience and apply equally to people of different socioeconomic background. 474

474

See Chapters 6 and 14 and Appendix 5 for detail on the expected patient experience
improvements.
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In terms of access, Figure A19-17 and Figure A19-18 below illustrate that there is
no adverse travel impact (i.e. increase in travel time) for more deprived
populations under options that move services away from LWH’s current Crown
Street site. However, people from socio-economically deprived backgrounds may
experience greater financial constraints or have less information about services,
which could limit their ability to access services.
Figure A 9-17: Change in population weighted travel time by private car

Source: FTI Consulting.
Notes: DfT guidance (December 2015) used for speed assumptions for different road
types. Travel analysis has been performed at OA level using population weighted centres
as origin points. IMD data has been mapped from LSOA level to the respective OA’s in
the analysis.
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Figure A 9-18: Change in population weighted travel time by public
transport

Source: FTI Consulting.
Notes: DfT guidance (December 2015) used for speed assumptions for different road
types. Travel analysis has been performed at OA level using population weighted centres
as origin points. IMD data has been mapped from LSOA level to the respective OA’s in
the analysis.

Mitigations
Reduced access due to lack of information or funds can be mitigated by:


Providing further information on the availability and accessibility of health
services;



Ensuring that information is easy to reach in formats other than through a
website to enable those without computer access / literacy to find out about
new arrangements;



Ensuring that travel options are well publicised;475



Promoting options for reimbursing travel for those who are eligible

A19.3. Conclusion

475

Alternative travel arrangements could include travelling with NHS patient transport
services or meeting travel expenses through the national hospital travel scheme.

436

In summary:
People who live within the city centre of Liverpool, including women of
childbearing age, young adults and BME communities, may experience a major
adverse impact in terms of access in the event that services relocate to AH under
option D1.


People who are more reliant on public transport and for whom travel is
more onerous or dangerous, including women, pregnant women, BME
communities, people of Muslim, Hindu or Sikh belief, and the elderly, may
experience an adverse impact in terms of access in the event that services
relocate to AH under option D1 due to longer travel time on public
transport. However, disabled individuals, who may also find travel onerous,
may benefit from a relocation of services to AH under option D1 or to RLH
under option D3-N, given where they reside in the city.



Transgender individuals may experience an adverse impact due to genderspecific services under options C1 and C2 or family specific services under
option D1.



In contrast, BME and Muslim women express concern about not having
access to women-only services and moving away from Crown Street and
may experience and adverse impact under options D1 and D3-N, in the
absence of suitable mitigations.



Teenage women, women who are not married or in a civil partnership,
LGBT individuals, and individuals from socio-economically deprived
backgrounds may be particularly vulnerable in the face of a service
reconfiguration.

As discussed above, practical mitigations that need to be considered during the
reconfiguration process include:


Public health campaigns: It is possible to launch and maintain strong
campaigns almost under any option. The focus of these campaigns could
be on teen pregnancy, cervical cancer and smoking, poor habits during
pregnancy, obtaining antenatal care, child health, etc.



LGBT support: While none of the options are expected to have a
disproportionate adverse impact on LGBT individuals, increasing
awareness of services among LGBT people and awareness of LGBT
issues among health care workers and providers can be considered.
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Public transport: If the selected option for reconfiguration entails moving
LWH from Crown Street, clear guidance and advice about the different
access options including journey times, distances and public transport
routes should be made available not only for the wider population of
Liverpool but also tailored to particular groups such the Somali community,
who currently reside in very close vicinity of Crown Street. Additionally, if
there are concerns around frequency of public transport services, LWH or
the LCCG could work with transport authorities to ensure sufficient public
transport arrangements to the new site.



Communication: For all vulnerable groups identified, communication of
the reconfiguration plan will be important, particularly in ways which are
understandable to them. This is particularly true for ethnic minorities for
whom English may not be the first language. Additionally ensuring that
information is as easy to reach in formats other than through a website to
enable those without computer literacy to find out about new arrangements
will be important as well.



Parking: Clear information on parking provision at hospitals sites is also
very important to prevent any stress on arrival; this is particularly important
for certain groups such as disabled people and older people whose
accessibility needs tend to be more than most.



Disability Discrimination Act Compliance: Two of the options for
consultation (D1 and D3) involve building a new site. These sites should be
DDA compliant, so as to not disproportionately have a negative impact on
the disabled population.



Prayer facilities: Adequate prayer facilities should be ensured if a new site
is built.
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Appendix 20
LWH Equalities Impact Assessment

As part of the Future Generations Clinical Strategy, LWH prepared a qualitative
EIA that considered the impact on people with Protected Characteristics of
LWH’s proposed relocation of services to the new RLH site.476 Table A20-1 below
summarises the findings of the LWH EIA.
In addition to considering the impact of its proposed service reconfiguration on
Protected Characteristics, LWH carried out an assessment of impacts on LWH
staff. LWH considered that the reconfiguration may have a negative impact on
some employees and proposed the following mitigations:477

476
477



Introduce flexible working arrangements for those who require flexibility;
and



Support staff with disabilities or pre-existing mental health conditions by
offering alternative work locations and providing individualised adjustment
plans, physical aids and/or other, using alternative engagement methods,
and considering any additional arrangements that may be required.

LWH (2015), EIA.
LWH (2015), EIA.
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Table A20-1: Summary of findings of the LWH EQIA
Protected
Group

Expected impact

Mitigations proposed by
LWH

Age

The Clinical Strategy is
expected to improve services
for all age groups



Disability

The Clinical Strategy is not
expected to have a
disproportionate adverse
impact on people with
disabilities



Gender
reassignment

The Clinical Strategy is
expected to have an impact on
the growing transgender male
population in the city who may
need gynaecological
procedures



Marriage and
civil
partnership

The Clinical Strategy is
expected to have a
disproportionately positive
impact on parents of neonates
due to co-location of obstetrics
and acute adult services,
which will reduce mother and
baby separation.
Improvements in neonatal
estate also include plans for
parental accommodation.





Work closely with student
health care centres to
proactively highlight the
range of existing services
and how to access them
Ensure that services and
locations are compliant
with the Disability
Discrimination Act (DDA)
Consider the needs of
disabled people (including
access requirements and
changes to facilities) and
the capacity and skills of
staff to manage health
complications arising from
disability
Work closely with local
transgender support
organisations to plan
engagement with
transgender people

No proposed mitigations
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Protected
Group

Expected impact

Mitigations proposed by
LWH

Pregnancy
and
478
maternity

The Clinical Strategy is
expected to improve all
services, including obstetrics
and neonatal services, which
affect pregnant women and
mothers



No proposed mitigations

Race

The Clinical Strategy is
expected to impact all races
equally



Make
engagement/consultation
documents available in
alternative languages
Make interpreters
available at public events
Provide adequate prayer
facilities


Religion and
belief

The Clinical Strategy is
expected to impact all religious
beliefs equally



Sex

The Clinical Strategy is
expected to have a
disproportionately positive
impact on women. Obstetrics
and gynaecology are services
focused on women and any
changes to these services will
have a much greater impact on
women. Any change to
neonatal services is more
likely to affect women as
mothers



No additional mitigations

Sexual
orientation

The Clinical Strategy is not
expected to have a
disproportionate effect on
lesbian, gay and bisexual
patients



Work closely with local
LGBT organisations to
support engagement with
the LGBT community

Source: LWH (2015), EQIA.

478

LWH does not explicitly consider the impact of proposed changes on the protected
Characteristic of Pregnancy and Maternity. However, the implied improvement in key
services, in particular maternity services, will have a positive impact on pregnant women
and mothers.
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Appendix 21
Further information on stakeholder engagement
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Glossary

Term

Definition

A&E

Accident and Emergency

AH

Alder Hey Children’s NHS Foundation Trust

ANNP

Advanced Neonatal Nurse Practitioner

APH

Arrowe Park Hospital (Wirral University Teaching Hospital NHS
Foundation Trust)

AUH

Aintree University Hospital NHS Foundation Trust

BAPM

British Association of Perinatal Medicine

BMA

British Medical Association

Business Case Strategic Options Appraisal Business Case: Securing a Sustainable
Future (November 2014)
Business Plan

Securing a Sustainable Future: Business Plan (December 2015)

CCC

Clatterbridge Cancer Centre NHS Foundation Trust

CCC-AUH

Clatterbridge Cancer Centre at the AUH University Hospital

CCC-Wirral

Clatterbridge Cancer Centre in the Wirral

CCG

Clinical Commissioning Group

CCT

Certificate of Completion of Training

CHD

Congenital Heart Disease

CHP

Clatterbridge Health Park

CIC

Committees in Common

CIP

Cost Improvement Programme

Clinical Strategy Future Generations Clinical Strategy 2016-2020 (October 2015)
CMWCSP

Cheshire and Merseyside Women’s and Children’s Services Partnership

CNST

Clinical Negligence Scheme for Trusts
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Term

Definition

CQC

Care Quality Commission

CRG

Clinical Reference Group

Critical Care
Network

Cheshire and Merseyside Adult Critical Care Network

CSFs

Critical Success Factors

CT

Computer Tomography

Cumberledge
Report

National Maternity Review

CWP

Cheshire and Wirral Partnership NHS Foundation Trust

DCLG

Department for Communities and Local Government

DfT

Department for Transport

DH

Department of Health

EMC

Enhanced Maternity Care

EIA

Equalities Impact Assessment

EWTD

European Working Time Directive

FMLU

Free Standing Midwife Led Unit

FTE

Full Time Equivalents

FTI

FTI Consulting

FYFV

Five Year Forward View

GP

General Practitioner

HBN

Hospital Building Note

HCA

Health Care Assistant

HCCNG

Haematological Clinical Cancer Network Group

HCHS

Hospital and Community Health Services

HDU

High Dependency Unit
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Term

Definition

HEE

Health Education England

HENW

Health Education North West

HFC

Hewitt Fertility Centre

HFMA

Health Financial Management Agency

HLP

Healthy Liverpool Programme

HMT

Her Majesty’s Treasury

HSCIC

Health and Social Care Information Centre

ICU

Intensive Care Unit

IMD

Index of Multiple Deprivation

IR

Interventional Radiology

IVF

In-Vitro Fertilisation

JHWS

Joint Health and Wellbeing Strategy

JSNA

Joint Strategic Needs Assessment

LCC

Liverpool City Council

LCCG

Liverpool Clinical Commissioning Group

LCH

Liverpool Community Health NHS Trust

LCL

Liverpool Clinical Laboratories

LHCH

Liverpool Heart and Chest Hospital NHS Foundation Trust

LHE

Local Health Economy

LJMU

Liverpool John Moores University

LSOA

Lower Layer Super Output Area

LWH

Liverpool Women’s NHS Foundation Trust

Maternity
Network

Maternity and Perinatal Mental Health SCN

MCCN

Merseyside and Cheshire Cancer Network
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Term

Definition

MCDA

Multi-Criteria Decision Analysis

Mersey Care

Mersey Care NHS Foundation Trust

MLU

Midwife Led Unit

MRI

Magnetic Resonance Imaging

NAO

National Audit Office

NEL

North East London

Neonatal
Network

North West Neonatal Operational Delivery Network

NFWI

National Federation of Women’s Institutes

NHS

National Health Service

NHSE

NHS England

NHSI

NHS Improvement

NHSLA

NHS Litigation Authority

NICU

Neonatal Intensive Care Unit

NPoC

National Programme of Care

NPV

Net Present Value

NWCSCN

North West Coast Strategic Clinical Networks

NWL

North West London

ODG

Options Development Group

ODN

Operational Delivery Network

ONS

Office for National Statistics

OPD

Outpatient Department

PA

Programmed Activity

PCBC

Pre-Consultation Business Case

PCNG

Pathology Cancer Network Group
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Term

Definition

PFI

Private Finance Initiative

PHE

Public Health England

PICU

Paediatric Intensive Care Unit

POB

Programme Oversight Board

PROMs

Patient Reported Outcome Measures

PSED

Public Sector Equality Duty

R&D

Research and Development

RCM

Royal College of Midwives

RCOG

Royal College of Obstetricians and Gynaecologists

RGS

Regional Genetics Service

RICS BCIS

Royal Institute of Chartered Surveyors Building Cost Information Survey

RLBUHT

Royal Liverpool and Broadgreen University Hospitals NHS Trust

RLH

Royal Liverpool Hospital

S&T

Sustainability and Transformation

SCBU

Special Care Baby Unit

SCN

Strategic Clinical Network

SEC

South East Coast

STP

Sustainability and Transformation Plan

SWL

South West London

TDA

Trust Development Authority

UoL

University of Liverpool

Walton Centre

The Walton Centre NHS Foundation Trust

WIC

Walk-in Centre

WUTH

Wirral University Teaching Hospital NHS Foundation Trust
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HFMA Business Case Checklist

The table below sets out the HFMA business case check list. It should be
removed from the final PCBC.
Question

Response

Is the business need clearly
stated?
Have the benefits been clearly
identified?

The purpose and scope of this PCBC is clearly
stated in Chapter 5.
The clinical case for change is clearly defined in
Chapter 6 and the benefits of each option are
identified in Chapter 14 and compared in
Chapter 15. Detailed comments regarding
benefits of each option are also included in
ODG summaries in Appendices 5 and 6.
The strategic fit of each option has been
explicitly considered and identified in Chapter
14 and compared in Chapter 15.
A successful outcome would be improving
service quality whilst retaining financial
sustainability, as described in Chapter 6.
The preferred option is identified and justified in
Chapter 15.
The preferred option is identified and justified in
Chapter 15. The scoring of each option is
explained throughout the document and in
particular in Chapter 14.
The risks of each option for consultation are
clearly outlined in Chapter 14.
To complete in Chapter 17]

Are the reasons for and benefits
of the project consistent with
organisational strategy?
Is it clear what will define a
successful outcome?
Is it clear what the preferred
option is?
Is it clear why this is the
preferred option?

Are the risks faced by the project
explicitly stated?
Is it clear how the necessary
funding will be put in place?
Is it clear how the benefits will be The benefits will be realised by the
realised?
improvement in quality following the
implementation of the chosen option.
Where there is an external
N/A – procurement route is not considered at
procurement is it clear what the
this stage in the process.
sourcing option is?
Is it clear why this is the
N/A – procurement route is not considered at
preferred sourcing option?
this stage in the process.
Source: FTI Consulting.
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NHSE PCBC checklist

The table below sets out the NHSE PCBC check list. It should be removed from
the final PCBC.
Question

Response

Be clear about the impact in
terms of outcomes

All the options for consultation are detailed, with
description of outcomes as measured by CSFs, with
risks and mitigations. The CSF scores are
summarised in Chapter 14 and compared in Chapter
15, with Appendices 5 and 6 providing further detail.

Outline how stakeholders,
patients and the public have
been involved

Stakeholder engagement undertaken by the CCG
and LWH are detailed in Chapter 8, involving the
public as well as clinicians. The options appraisal
process has been clinically-led, involving clinicians
from all trusts in the area, and Chapters 10 to 13
detail this process.

Outline the case for change

The case for change, in terms of both the overall
HLP and the specific clinical aspects of womens’ and
neonatal services, has been detailed in Chapter 6.

Identify governance and
decision making arrangements

The governance arrangements for the options
appraisal are detailed in Chapter 9. The decisionmaking process has been clinically-led, involving
clinicians from all trusts in the area, and Chapters 10
to 13 detail this process.

Be explicit about the number
of people affected and the
benefits to them

Inpatient and outpatient appointments, along with
number of births and certain types of procedures in a
given year have been outlined in Chapter 6.
Additionally, impact on certain population groups of
Liverpool has also been assessed in the Equalities
impact Assessment (EIA) in Appendix 19.

Identify indicative timelines

Timeline of the appraisal process is provided in
Chapter 9.
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Question

Response

Include an analysis of
travelling times and distance

Travel time analysis on relocation of services
performed for representative patient population is
included in Appendix 18.

Outline how the proposed
service changes will promote
equality, tackle health
inequalities and demonstrate
how commissioners have met
PSED

Equalities Impact Assessment undertaken based on
Protected Characteristics as per Equality Act 2010,
as well as socio-economic deprivation, in Appendix
19.

Explain how the proposed
changes impact on local
government services and the
response of the local
government

CCG to add more details based on engagement
outcomes.

Demonstrate how the
proposals meet the four tests

A table has been configured after Chapter 2 detailing
how the four tests are satisfied in the PCBC.

Demonstrate links to relevant
JSNAs and JHWSs, and CCG
and NHSE and commissioning
plans

These links are described in Chapter 3.

Summarise information
governance issues identified
by the privacy impact
assessment

NHSE Planning Assurance refers to the Privacy
Impact Assessment code of practice published by
the Information Commissioners’ Office. None of the
proposals meet any of the thresholds as per the
screening questions in Annex one.

Identify any clinical codependency issues, including
any potential impact on the
current or future
commissioning or provision of
specialised or other services

Co-dependency issues have been considered
extensively, particularly between obstetrics and
gynaecology as described in Appendix 7.

Show that options are
affordable, clinically viable and
deliverable

Options have been tested against Feasibility, Quality
and Financial Sustainability criteria, as summarised
in Chapter 14.
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Question

Response

Demonstrate evaluation of
options against a clear set of
criteria

All options were scored against 12 CSFs, as
described in Chapter 10.

Demonstrate affordability and
value for money (including
projections on income and
expenditure and capital
costs/receipts for affected
bodies)

The significant differentials in capital cost
requirements between some of the options are
recognised and one of the options (Option C2) was
developed in light of possible capital constraints. This
is explained in Chapter 13.

Demonstrate proposals are
affordable in terms of capital
investment, deliverability on
site and transitional and
recurrent revenue impact.

Recurrent and capital costs have been modelled to
establish the holistic economic impact of options.
This is summarised in Chapter 14 for each option.

Delete this section of the
business case, once checked.
Source: NHSE (2015), Planning, assuring and delivering service change for patients.
Checklist completed by FTI.
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