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1. Purpose of the Document 

This paper for the Gloucestershire Health Overview and Scrutiny Committee (HOSC) 

provides an update to the committee regarding the Covid-19 incident response and 

proposals for the temporary substantial variation and development of Health Services in 

Gloucestershire that are required to meet our ongoing operational requirements.  

The Gloucestershire Integrated Health and Care System (ICS) seeks further support from 

the committee for operational changes that will enable the ongoing delivery of health 

services in an environment where Covid 19 represents a considerable risk to population 

health and compromises the safe and productive delivery of health and care services.  

In line with the locally agreed Memorandum of Understanding (MOU) a pro-forma has been 

completed where operational changes are considered to represent significant service 

change. Two pro-formas are appended to this document to set out the proposals in more 

detail to enable the committee to apply ‘consideration of ‘substantial’ nature of a proposed 

service variation’. The two service changes presented in the MOU pro-formas attached to 

this paper are for the renewal of the emergency (temporary) service changes as previously 

confirmed early in our incident response, namely: 

1. The temporary reconfiguration of Emergency General Surgery to Gloucestershire Royal 

Hospital from Cheltenham General Hospital (temporary change enacted on 1st April 

2020)  

 

2. The temporary closure of The Vale, Dilke & Tewksbury Minor Injuries Units (temporary 

change enacted on 22nd March 2020) 

These emergency service changes are proposed under regulation 23(2) of the s.244 

regulations due to a risk to safety or welfare of patients or staff (in this case the risk relates 

to Covid-19). It is recognised that in these circumstances it may not be possible to undertake 

any public involvement or consultation with the Local Authority. Following the initial 

temporary service change proposed for three months we are looking for a renewal of this 

arrangement for a further three months. In line with the requirements of the MOU this paper 

includes a quarterly progress update on the risk mitigation plan associated with these 

emergency (temporary) service changes.  

Key Points  

 Gloucestershire Health and Care organisations work together as an Integrated Care 

System, known as an ICS 

  The ICS has delivered a joined up incident response to COVID-19 

 This paper asks the committee to provide their support to extend for  a further three 

months two temporary service changes enacted to support our incident response 

(changes to the minor injuries and illness units, and to emergency general surgery) 

 The paper provides additional information for the committee regarding our phase one 

and two (recovery) response 
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2. Incident Response (Phase One) and Emergency Service Changes 

On the 30th January 2020 COVID -19 was declared as a level 4 national incident by the 

NHS. By the 11th March 2020 COVID -19 had been declared as a pandemic by the World 

Health Organisation. The NHS and Social Care in Gloucestershire has delivered a 

comprehensive incident response, working together as an Integrated Care System (ICS) 

both supporting the needs of the local population and the welfare of our staff. We have been 

overwhelmed with the generosity and offers of support from the local community, including 

from local businesses, voluntary sector organisations and individuals. 

2.1 Phase One Incident Response  

To support our initial incident response (phase one) it was necessary to radically reprioritise 

and reshape our services. This has included, but is not limited to: 

• Extensive re-prioritisation of services to support management of COVID-19 patients 

• Wide range of service delivery moved to virtual channels, such as delivery of digital 

consultations at scale across secondary, primary and community care  

• Primary Care virtual service delivery and management of COVID-19 patients managed 

through primary care hubs 

• Use of our Independent Sector beds to support hospital discharge and flow  

• Direct delivery of input and support to care homes (redeployed staff) including delivery of 

Personal Protective Equipment (PPE)  training  

• Development of system wide bronze cells leading delivery of key cross system 

responses including system wide staffing cell, system wide bed capacity management 

cell, system wide communications cell and system wide supplies & personal protective 

equipment cell 

• Changes to MIIUs – The Vale, Dilke & Tewksbury closed from 22nd March 2020 (notified 

as emergency (temporary) service change to HOSC  

Emergency General Surgery centralised to Gloucestershire Royal Hospital on 1
st
 April 2020. 

HOSC members were notified of this potential emergency (temporary) service change on 

26th March 2020 and received confirmation the change had been implemented on 1st April  

2.2 Proposed Extension to Phase One Emergency Service Changes   

This paper and the attached MOU pro-formas propose an extension to the two emergency 

service changes enacted to support the phase one incident response, the Emergency 

General Surgery change and the changes to MIIUs. A full risk assessment of each service 

change is included within each pro-forma.  

Key Points  

 The initial incident response involved a significant reshaping of health and care 

services in our county. This stage of the incident response is referred to as Phase One  

 This paper proposes that the changes to Emergency General Surgery and the MIIUs are 

extended for a further three months (MOU pro-formas are attached) 

 The pro-formas contain the detailed risk assessment associated with these changes 
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3. Recovery and Service Restoration 

As COVID -19 cases, both locally and nationally, have significantly declined the NHS has set 

out a recovery and restoration programme to describe how the NHS will start to return to 

some normality. There is recognition that services cannot return to previous operating 

models for a range of reasons:  

 Loss of productivity due to increased need for infection control measures in all health 

and care services, which include but is not limited to extended use of PPE for staff and 

patients, additional requirements for cleaning between patients, social distancing 

measures limiting the use of services delivered to groups and access to facilities  

 

 The ongoing additional support needed for people in the shielded and vulnerable 

categories, coupled with these services needing to be delivered through virtual means 

 

 Increased levels of staff sickness absence due to COVID-19 and self-isolation 

requirements  

 

 Preparation for anticipated increased winter pressures, including any potential second 

peak of COVID-19 and the potential for any peak to coincide with future seasonal flu 

peak (NHS must maintain state of readiness to respond) 

To ensure that the NHS can continue to respond to the incident, whilst also stepping up 

services in the context outlined above, the system has instigated a series of additional 

changes to our operational model to ensure that we can continue to deliver best outcomes to 

patients. These are described as the ‘Phase 2 (Recovery) Service Changes’ and have been 

previously notified to HOSC members as an additional series of emergency (temporary) 

service changes A stakeholder briefing was issued to HOSC Chair on 10th May outlining the 

proposals, an update was shared on 21st May and confirmation of the GHFT Board decision 

to enact changes being made on 2nd June. 

3.1 Phase 2 Changes – Gloucestershire Hospitals Foundation Trust (GHFT) 

This list below summarises the phase two response and associated service changes in our 

hospitals. The three month period for emergency (temporary) service changes for phase 2 

means that these changes will be due for review in September 2020 (HOSC is due to meet 

on 15th).  

 CGH Emergency Department (ED) moved to Minor Injury and Illness Unit (MIIU), 7-days 

a week 8-8 

• CGH MIIU supported by a Medical Consultant led Ambulatory Emergency Care (AEC), 

service operating Monday to Friday, 8am to 6pm 

• All 999 and undifferentiated GP referrals centralised at GRH, including centralisation of 

the Acute Medical Take 

• Acute Stroke Unit (ASU) moved to CGH, with the Hyper Acute Stroke Unit (HASU) 

retained at GRH and Rehabilitation continuing at The Vale 

• Benign Gynaecology day case activity moved to CGH 

• Emergency and elective (planned) Vascular move to GRH (day case venous service 

retained at CGH) 

• Emergency Urology pathway to GRH, planned pathways remain at CGH 
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Community and primary care services are also developing their phase 2 proposals. These 

can be summarised as follows:  

3.2 Phase 2 Changes – Gloucestershire Health and Care (GHC) 

 Beds across the Community Hospitals have been designated as Red / Green areas to 

support patient flow and deliver safe care  

 Phase One response saw the closure of three of the MIIUs in our county (as set out in 

the attached pro-forma) the remaining units are operating on reduced hours, from 8-11 

(weekdays) to 8-6 (weekends) in 3 units, 8-8 (weekdays) to 8-6 (weekends) in 1 unit  

 To support delivery with reduced capacity adult mental health community teams have 

been integrated. The teams are prioritising urgent patients and using digital where 

appropriate to reduce face to face contacts  

 Children and Adolescent Mental Health (CAMHS) operate as small specialist teams, 

these have been brought together into integrated CAMHS function seeing urgent & 

priority patients, using digital where appropriate to reduce F2F  and widening access to 

routine. Phase two will include planning our work with schools as they re-open 

Key Points  

 The ICS has delivered an joined up incident response to COVID-19, our initial incident 

response is referred to as ‘Phase One’ and our recovery plans as ‘Phase Two’ 

 Recovery at this stage does not mean that all services can return to normal, as our 

services face a range of challenges that are significantly affecting productivity, but is 

designed to enable an increase in the level of planned and cancer care. This includes 

maintaining a state of readiness for a possible second wave of COVID-19 and the 

potential for a second wave to combine with winter pressures and seasonal flu  

 To support both phases a number of service changes have been put in place. These 

have been notified to HOSC using the emergency service change approach.  
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4. Strategic Context  

There is some overlap between the emergency service changes that have had to be enacted 

to support our incident and recovery responses to COVID-19 and our well-developed Fit for 

the Future proposals which are due to be brought to public consultation later in the year. We 

fully appreciate the considerable complexity regarding the message for the public and our 

stakeholders that this overlap could create, which will need to be clearly communicated.  

4.1 Fit for the Future Consultation in the context of the Emergency Service Changes  

The HOSC MOU states that: 

If the circumstances of the emergency change alter and it emerges that more permanent 

change may be required, HOSC and NHS Commissioners should expect to receive details 

of how service users will be involved in developing alternative services in line with NHSE 

and NHSI guidance, including the need to consider whether the proposed change is a 

substantial variation that requires public consultation. 

Underpinning all of our work is our strong commitment to listen to what matters to people, 

and to join up our data and information to understand how to meet local needs in the best 

way. Through our broader ICS engagement programme we have heard that the care 

experience is better the more we can plan around individuals and carers’ needs 

(personalisation) and when we use new ways to help support care, like using digital 

technology, to help plan and manage more care journeys. We have heard that travel and 

access concerns people, but that generally people are prepared to travel a little further to 

access better health outcomes where it is clearly demonstrated that this will be achieved.  

In the case of our Fit for the Future proposals we have already completed an extensive 

public engagement exercise. We therefore propose that we will re-establish our programme 

without delay, enabling public consultation to commence in the autumn, whilst ensuring 

clarity that there is a clear separation between changes enacted as part of a temporary 

incident response and ensuring that there is clarity that no presumption exists regarding the 

impact of these temporary changes on our longer term proposals.  

Our intention in the Fit for the Future programme was to take a phased approach to the 

implementation of our proposals. Our concerns regarding the risks associated with 

continuing to deliver emergency general surgery at CGH are well documented and have 

been shared on a number of occasions with HOSC in the past. As outlined in the attached 

MOU pro-forma the current emergency change to this service has already delivered benefits 

in quality and safety, and minimised risk. A timely approach to our public consultation will 

ensure a permanent solution for Emergency General Surgery can be secured to minimise 

disruption to this service in the longer term.  

Both trauma and orthopaedics and gastroenterology are reconfigured as pilots to test the 

concept of centres of excellence and these pilots have now been running for some time. We 

believe there will also be significant benefit in securing confirmation of the permanent future 

service configurations for these specialties at the earliest opportunity. 

Our further proposals in the Fit for the Future programme propose the preferred options for 

acute medicine, elective general surgery and IGIS services configuration. The changes we 

have made to support the COVID-19 response for these specialties are not the same as our 

proposals in Fit for the Future, most notably the current changes at  Cheltenham General 

where the A&E facility is currently operating as an MIIU 8am to 8pm. This is not in our long 
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term proposals and as we have stated in public, our commitment is to retain Cheltenham as 

a Type 1A&E from  8am to 8pm post COVID-19 remains in place.   

In respect of our longer term the proposals around acute medicine, elective general surgery 

and the ‘IGIS hub’, the reconfigurations of these services are  dependent on a number of 

enabling areas of work, and as such will not be able to be implemented as permanent 

solutions until this is  complete: 

Key Points  

 Service changes implemented during Phase 1 and 2 are temporary and are to help us 

manage the impact of COVID-19 safely here and now. They are based on different levels 

of demand, the need to reduce the number of routes into hospital and the desire to 

increase the level of planned and cancer care during the next phase of the Pandemic. 

 Fit for the Future remains the mechanism for agreeing permanent service change.  It is 

modelled based on ‘normal’ demand rather than COVID 19 demand, so is focussed on 

the medium to long term and not short-term response to a crisis 

 The Fit for the Future programme proposals are  concerned with the development 

of specialist hospital services, referred to as ‘centres of excellence’ 

 Our proposals will prioritise delivering services locally (closer to home) where 

possible and centralising services where this can deliver better health outcomes 

 Our options contain some proposals that seek to formalise current pilot 

reconfigurations, and some that consolidate specialties on one site where they 

currently operate across two 

 Some of our service proposals are reliant on enabling areas of work to facilitate 

the new proposed configuration of services 

 Our proposals are designed to improve our system performance against the three 

gaps: care & quality, health & wellbeing and finance & efficiency 

 There is now some overlap between the emergency service changes enacted as 

part of our covid response and our proposals in fit for the future, but the 

proposals are not the same  

 It will be important to ensure that the consultation can proceed recognising the 

differences that exist between the emergency service changes and the proposals 

in Fit for the Future, in particular with regards to A&E services at Cheltenham 
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5. Next Steps  

This paper sets out an overview of the NHS Phase One Incident Response to COVID-19 

and the subsequent Phase 2 Recovery Response. The paper describes the considerable 

operational challenges that have resulted from the pandemic and the likelihood that these 

will impact on the productivity of the NHS for some time to come.  

Two emergency service change pro-formas are attached to this paper that seek to renew the 

Phase One changes under the terms of the MOU, which suggests a three month review 

following any emergency service change being enacted.  

Further detail is provided on the Fit for the Future programme and of our incident response 

within our wider strategic context.  

In September we propose to bring to HOSC a review of the emergency service changes and 

our proposals for any renewals of these in light of our preparations for winter. 

In September we will also bring the Fit for the Future pre-consultation business case 

proposals with the intention of moving to consultation on these proposals in the Autumn, 

subject to the successful completion of the usual assurance and governance processes 

associated with service change.   

We are aware that there is the potential for some conflation between the COVID-19 

emergency service changes and the Fit for the Future programme given that the two have 

some common ground. We will need to carefully manage our consultation and 

communications to ensure that people can understand the important and significant 

differences between the two.  

In particular it should be noted that our commitment to the retention of a Type 1 A&E 8am to 

8pm in Cheltenham is not affected by our short term measure to reallocate it as an MIIU. 

This is a short term emergency measure introduced to ensure we can safely manage our 

hospital sites in the context of the COVID-19 incident response.  
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Annex 1: Pro- forma - Consideration of ‘substantial’ nature of a proposed 

service variation: Emergency General Surgery Emergency Service Change 

 

Name of NHS Trust/ Name of NHS Commissioning Organisation 

 
Gloucestershire Clinical Commissioning Group (GCCG) 
Gloucestershire Hospitals NHS Foundation Trust (GHFT) 

 

Lead Manager and contact details 
CCG: 

Ellen Rule, Director of Transformation and Service Redesign 
E.Rule@nhs.net  
t. 0300 421 1432 
 
GHFT: 

Simon Lanceley, Director of Strategy & Transformation 
Simon.Lanceley@nhs.net  
t. 0300 422 4735 
Details of the current service 

Emergency General Surgery was centralised to Gloucestershire Royal Hospital as an 
Emergency (temporary) Service Change under the remit of this Memorandum of 
Understanding (MoU), on 1st April 2020, as part of GHFT’s response to the first phase of the 
COVID-19 Pandemic. 

Previously, Emergency General Surgery was provided at both Cheltenham General Hospital 
(CGH) and Gloucestershire Royal Hospital (GRH). 
Details of the proposed change to service 
The proposal is to extend the period of Emergency (temporary) Service Change for 
Emergency General Surgery for a further 3-months, in line with remit of this MOU. 

Timescales involved 
 

1. COVID-19 declared as a Level 4 National Incident by NHS – 30th January 2002 

2. COVID-19 declared as a Pandemic by World Health Organisation (WHO) – 11th 
March 2020 

3. Emergency General Surgery centralised to GRH – 1st April 2020 

4. Initial 3-month temporary change period  – 1st April to 1st July 2020 

5. Proposed second 3-month temporary change period – 1
st
 July to 1

st
 October 2020. 

 

What is the reason for the proposed service change? 

Case for change for extending the EGS Emergency Service Change for a further 3-
months 

Background: 

This issue has been acknowledged as a risk within GHFT for a considerable period. A risk 
relating to the Emergency General Surgery (EGS) service was first entered onto the Surgical 
Division Risk Register in 2016. In August 2017 the risk was re-assessed and escalated to 
the Trust Risk Register (TRR). In June 2019 the Trust re-assessed the specific safety, 
quality and workforce risks associated with EGS which resulted in five ‘extreme’ risks 
recorded on the TRR. 

mailto:E.Rule@nhs.net
mailto:Simon.Lanceley@nhs.net
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The COVID-19 pandemic further impacted upon these risks with the likelihood that during 
the pandemic 20% of the medical workforce would be absent due to related illness or 
isolation and in March 2020 an additional risk was added to the TRR in relation to the impact 
that COVID-19 could have upon maintaining EGS across CGH and GRH and this risk also 
scored as an extreme risk.   

The Emergency Service Change was enacted on 1st April as the service was on a downward 
trend for a number of business continuity triggers, agreed by the Trust Board, relating to 
workforce availability. Centralising EGS has provided a safer service but the staff risk hasn't 
gone away, due to the potential impact of Test, Trace and Isolate on staff availability and the 
possibility of a second Covid surge. Locating EGS at GRH also aligns with the principles of 
our phase-2 changes, to restrict the number of routes by which undifferentiated emergency  
patients can enter a hospital to protect patients from nosocomial (hospital acquired) 
infection. 

Pre centralisation, several mitigations were put in place to manage these risks, including the 
provision of a Surgical Assessment Unit (SAU) on the GRH site. This resulted in a reduction 
in admissions and increased use of ambulatory care pathways.  However these mitigations 
did not remove the structural issue of two site provision. 

Case for Change for Centralising EGS: 

Nationally and internationally, the benefit of care delivered by specialist staff, over historical 
models of general care, is being recognised and reflected in the organisation of healthcare 
services. Before the centralisation of EGS to GRH it was not possible to deliver general 
surgical care in a way that reflects this emerging best practice due to the delivery of both 
planned and emergency care for upper gastrointestinal and colorectal conditions on both of 
the Trust’s major hospital sites.  

The British Journal of Surgery paper describes how care delivered by specialists saves lives 
and delivers better outcomes - 2019.  Boyd-Carson, H., Doleman, B., Herrod, P.J.J., Anderson, 

I.D. et al.  British Journal Surgery.  2019; 106: 940-948. 

There is clear guidance that greater separation of planned and emergency (elective and 
non-elective) services in hospitals contributes to improved outcomes for patients and more 
effective use of resources.  

An increasingly common approach to addressing this issue, given the constraints on 
workforce and specialist equipment, is to consolidate provision and create a degree of 
separation between emergency and planned care. This not only has the benefits of ensuring 
access for emergency patients to specialist care in a timely way but has been shown to 
improve the experience for those patients awaiting routine, planned care through a reduction 
in waiting times and cancelled operations. 

At the heart of this specialist service model is 24/7, timely and responsive emergency access 
to specialist surgical opinion. To achieve this, the service requires staffing commensurate 
with this model including the establishment of a “double” rota to ensure that there is a 
surgical team available to operate at all times and a second team available to provide timely 
specialist assessment. 

Centralisation benefit summary: 

 Eliminates sub-specialty variation 

 Reduces waits  

 Improves outcomes  

 All EGS patients able to benefit from Surgical Assessment Unit (SAU) with 
associated evidence for improved experience and outcomes 

 Access to dedicated 24/7 emergency theatre – reduced waits and improved 
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outcomes 

 Improves trainee experience 
 Improves staff recruitment and retention. 

 
National or local policy or strategy this service change relates to: 

 NHS Long Term plan supports greater separation of emergency and planned care 
Royal College of Surgeons of England: Separating emergency and elective surgical 
care: Recommendations for practice. Sept 2007  

 South West Clinical Senate review of Emergency General Surgery, 2017  
 Boyd-Carson, H., Doleman, B., Herrod, P.J.J., Anderson, I.D. et al. British Journal 

Surgery. 2019; 106: 940-948  
Strategy 10: Improving elective care through separating acute and elective surgery, 
2012. 

Benefits of EGS Centralisation: 

Patient Story: Kate, is in her mid-sixties, a retired nurse who lives on the outskirts of 

Cheltenham.   

On a Sunday afternoon in early June, while working on her allotment, Kate began to 
feel dizzy and unwell.   On returning home Kate began to experience stomach pain 
and felt progressively worse.  During the evening having vomited Kate decided to 
call NHS 111.  After a telephone assessment an ambulance was despatched.  Kate 
was taken to Gloucester Royal Hospital in the early hours of the morning.  Care 
from paramedics was excellent, they handed over to GRH staff and then further 
assessments were undertaken, including bloods and a scan. 

Consultant Surgeon Tom Roe advised that Kate had a bowel obstruction and this 
would require surgery.  There were two options, she would either be taken to a 
ward for an overnight stay and operated on the following day or operated on 
immediately.  Much to Kate’s relief, it was agreed that she would be operated on 
straight away, treatment was speedy and Kate felt well informed on what the issue 
was and how the Consultant proposed to deal with it.  Tom Roe advised that he 
would attempt the surgery using keyhole surgery.  But if this wasn’t possible he 
would need to make major incision. 

Kate said:  

”I felt very lucky to be operated on so quickly and with the use of laparoscopy.  Tom 
Roe explained things to me and was very nice.  Having worked previously on a 
surgical ward at Gloucestershire Royal I had a good understanding that one 
outcome might be that I ended up with a stoma bag.  I am thankful that that wasn’t 
necessary and there was a good outcome to my surgery.  As a patient you can 
sometimes lose your dignity and the team that looked after me in theatre made sure 
that didn’t happen and I am so grateful to them.” 

After the operation, which took several hours, Kate was taken to Ward 5b.   

“Being a patient in the time of Covid-19 was a strange experience.  I was in a six 
bedded bay – but the middle beds were taken out, so only 4 patients were being 
cared for and we were kept socially distant. Thank goodness for technology – as 
with no visitors being allowed in, having a phone meant I kept in touch with people, 
which made a tremendous difference to me.” 

Kate stayed four days on ward 5b to recover from her emergency surgery.   

“The team that looked after me were lovely.  I was given my privacy, curtains were 
drawn around my bed and staff asked if they could come in – which I really 
appreciated.  Everybody was really kind and did their best to help.” 



 

13 
 

Kate was discharged from hospital and is now recovering at home, with a follow up 
planned in 6-8 weeks. 

Without the two surgeon model made possible by centralising EGS to a single site, 
Kate could have been operated on by an Upper GI surgeon with a higher chance of 
a stoma. 

Impact on Risk: 

In GHFT risks are graded using the following score: 

 Extreme risk: 15 to 25 (consequence x likelihood) 

 High risk: 8 to 12 
 Moderate risk: 4 to 8 

 Low risk: 1 to 3. 
A Below is a summary of the six key risks and their scores pre and post temporary service 
change:  

Risk S3187COVID: A risk of sub-optimal emergency surgical staffing caused by COVID-19 
pandemic, increasing risk of patient safety due to delayed assessment and treatment – this 
risk – 

This risk was mitigated by the temporary centralisation of EGS to GRH from 1st April 2020 
and is now closed. 

Risk S2275: A risk of sub-optimal staffing caused by a combination of insufficient trainees, 
senior staff and increased demand resulting in compromised trainee supervision, excessive 
work patterns and use of agency staff impacting on the ability to run safe and high quality 
surgical rotas –  

This risk has reduced from extreme to moderate as the new centralised EGS rota contains 
no medical staffing gaps and allows the middle grades to work a 1:14 on call rota, as 
opposed to the previous 1:9 at GRH and 1:8 at CGH.  The 1:14 rota has provided 
significantly improved resilience and there have been no locum shifts booked to cover rota 
gaps due to vacancies since the beginning of the temporary centralisation, improving patient 
safety and quality of care.   

Risk S3035:  A risk to safe service provision caused by an inability to provide an appropriate 
training environment leading to poor trainee feedback which could result in a reduction in 
trainee allocation impacting further upon workforce and safety of care 

This risk has reduced from extreme to high as changes in rotas have increased the level of 
trainee supervision, increased trainee operating experience without interruptions (previously 
trainees were called to review patients in ED, SAU or on wards) and increased operating 
training as the volume of out of hours operating has reduced. 

Risk S2930: A risk to patient safety caused by insufficient senior surgical cover resulting in 
delayed assessment and delays to urgent treatment for patients –  

This risk has reduced from extreme to moderate as the number of patients reviewed within 4 
hours on SAU has increased to 93% (from 81% in Nov 19), a reduction in near misses and 
Serious Incidents (SI), no SIs recoded since 1

st
 April 2020. 

Risk S3036: A risk of sub-optimal care for patients with specialist care and other sub-
specialty care conditions caused by lack of ability to create sub-specialty rotas resulting in 
inequitable care and different clinical outcomes –  

This risk has reduced from extreme to moderate as an Upper GI and a Colorectal Surgeon is 
now on call every day, either as an admitting consultant or the consultant responsible for 
operating.  Having both GI specialities on call has removed inequitable patient pathways and 
provides sub-specialist access to all patients. 
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Risk S3038: A risk of sub-optimal care for emergency surgical patients requiring surgical 
treatment caused by limited day time access to emergency theatres resulting in increased 
length of stay and poor patient experience –  

This risk has reduced from extreme to high as post centralisation a second emergency 
theatre has been implemented at GRH operating from 8am to 6pm, reducing time to theatre 
which is show to improve outcomes and reduce length of stay. 

Patient and staff benefits: 

 The numbers of patients reviewed in under four hours has improved from 81% to 
93% and this higher level of performance has been sustained in May when activity 
was higher than pre-COVID levels 

 During April 2020 a total of 25 emergency operations were carried out between the 
hours of 20:00 – 08:00, a reduction of 40% when compared to April 2019 - this 
supports national best practice of operating within hours due to timely assessment of 
admissions 

 No Serious Incidents recorded since 1st April 2020 

 Standard Operating Procedures (SOPs) established for patients in CGH that require 
a surgical opinion (inpatient and walk-in patients) – no near misses or incidents 
recorded 

 From 1st April to 18th June (11 weeks), 45 general surgery patients have been 
transferred from CGH to GRH, an average of 4 per week.  

 This model is in line with guidance from NHSE to restrict the number of routes by 
which undifferentiated non elective patients can enter a hospital to protect patients 
from nosocomial (hospital acquired) infection. 

Has any consultation or engagement/ involvement taken place to date? 

EGS was included in the Fit for the Future - Provision of urgent and specialist hospital care 
in Gloucestershire engagement programme that ran from August 2019 to February 2020. 

Outcome reports to cover this programme are available on the One Gloucestershire website: 
https://www.onegloucestershire.net/yoursay/fit-for-the-future-output-of-engagement/   
 
Key messages from the 1,230 on-line surveys that related to EGS include: 

 “Concentrate EGS on one site with major abdominal surgery. From the document I 
understand that this will improve my chances of seeing the most appropriate 
specialist at an early stage and has potential to reduce waiting times. If I had to have 
major surgery I would feel reassured that there is a full complement of staff able to 
look after me out of hours. 

 If I needed a smaller operation, having this done on a separate site away from the 
emergencies would help ensure that there is a bed available for my operation. 

 Centralise EGS to one site, so that a sub-specialist rota can be provided, resulting in 
equitable patient pathways and a sustainable workforce. 

 Moving EGS to one site seems to be supported by all so people get to see the right 
doctor so good - go with it. 

 [Will this] leave Cheltenham Hospital without emergency cover for inpatients leading 
to unacceptable treatment delay?   

 Gloucester lacks the capacity for more surgical inpatients.” 

 
Key messages from the general surgery patient and public workshop was held on 
21st August 2019: 

Attendees, of which 15 of the 24 were lay people, were asked to consider 3 key questions: 
What is important to you? What else should be considered?, Which of these is most 

https://www.onegloucestershire.net/yoursay/fit-for-the-future-output-of-engagement/
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important to you?  

For what is important to you? the groups identified: 

 The opportunity to be seen rapidly by an appropriate decision maker. 

 Access to the right team and surgeon where expertise and a diagnosis is available. 
The best surgeon and care is available for both elective and emergency surgery. 

 Personalised care with a responsible care coordinator. 

 Options for quality of life beyond medical considerations are explored. 

 Support for the patient to try and deal with the medical needs themselves. 

 Accessible transport, across all services, particularly for those on low incomes 

 A safe place and environment where people don't feel they're a nuisance bringing 
things up (professionals listen up as the patients speak out) 

 A short waiting list for planned procedures is important. Planned care, both inpatient 
and day case, should be reliable and predictable 

 Being seen quickly in an emergency, following a smooth pathway. 

 Providing and open culture where staff are not blamed but supported. 

 Welcome and support to patients who are anxious 

 A system that strikes the correct balance between quality of care and closeness and 
access. 

For what else should be considered and which of these is most important to you? the groups 
identified: 

 Quality care: Quality of care of care for the patient has to be first and most important 
factor over time and cost. 

 Choices: Providing choices to patients around the treatment of their condition. 
 Support for staff, patients/families/vulnerable: An environment that provides support 

for staff and patients families and particularly vulnerable groups. 

 Access to expertise/quality: A system where there is equal access to expertise and 
quality wherever you enter it. 

 Share your knowledge: Sharing knowledge from the medical person to the patient. 
But also, from the patient, the family, the carer, support person, etc. to back to the 
medical person. 

 Emergency and planned: In an emergency it is important that patients get all the 
services and support as those receiving planned care. 

 ASAP: People are seen ASAP. 
 
Include details of Health Overview and Scrutiny Committee involvement: 

 HOSC receives regular updates on the Fit for the Future programme. 

 Risks associated with the current model of care for Emergency General Surgery 
(EGS) in Gloucestershire have been shared in detail with HOSC at the meetings held 
in November 2018 and February 2019. 

 Following the decision to set aside the proposed general surgery reconfiguration pilot 
in June 2019, HOSC has received updates on how GHFT is managing risks of the 
EGS model of care as part of the Fit for the Future progress updates. 

 The Chair of HOSC has been regularly updated on the development of proposed 
service changes in response to Covid-19 and has received stakeholder briefings and 
updates via e-mail and telephone. 

 
NHSE/NHSI/ Clinical Senate awareness: 

 NHSE/I are aware and involved in the development of service changes relating to the 
different phases of Covid-19 and have provided the following guidance: 
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 Recovery programmes at institution level should complement system strategy 
and the longer term vision 

 A much greater separation between urgent and elective work by site and 
pathway 

 A way of operationalising segregation between COVID and non COVID 

 Virtual by default unless good reasons not to 

 Triage/single points of access/resources and control at the front end of 
pathways 

 Guidance provided in operating framework for urgent and planned services in 
hospital settings during COVID-19, NHS England, May 2020. 

 South West Clinical Senate are aware of the EGS centralisation through FFtF and 
have supported the proposal. 

Expected impact of change and what is being done to address this 

 
Changes in 

accessibility 
 

(i.e. transport 

issues/ opening 
hours etc) 
 
 
 

An independent Travel Impact Assessment (TIA) has been 
completed by South, Central and West Commissioning Support Unit 
(SCW CSU) to determine the impact on patient travel of the 
centralisation of EGS to GRH. The analysis used patients that used 
the EGS service in 2019 and is based on journeys completed by car 
at peak driving time.  The source of travel analysis is iGeolise API. 
A positive impact is defined by a reduction in travel time of 20 
minutes or more. A neutral impact is defined by a reduction or 
increase in travel time of 19 minutes or less. A negative impact is 
defined by an increase in travel time of 20 minutes or more. 
The analysis shows that 156 patients (7%) would see a reduction in 
in travel time, 1552 (71%) would see a neutral impact and 281 
(22%) would see an increase in travel time. 
Table – impact on travel time if EGS was centralised at GRH

 
 

 
Patients/ carers 

affected 
 

(demographic 

assumptions that 
have been made) 

The following demographic information was used to inform the 
proposal to centralise EGS at GRH: 

Equality/Inequalities 

Deprivation 

 13 areas of Gloucestershire are in the most 10% deprived 
nationally. 

 There are 9 areas of Gloucestershire in the most 10% deprived 
nationally for Employment Deprivation 

 There are links between deprivation and increased access to 
urgent and emergency care and lower levels of access to 
planned care. 

 People who are most likely to have never used the internet are 
mainly located in the Forest of Dean and Gloucester. 

Age 

Locality

Positive 

(decrease 20+ 

mins)

Neutral (+/- 

20mins)

Negative 

(increase 20+ 

mins) Total

Cheltenham 0 602 481 1083

Forest of Dean 56 3 0 59

Gloucester City 89 112 0 201

North Cotswolds 0 202 0 202

South Cotswolds 0 177 0 177

Stroud and Berkeley Vale 0 89 0 89

Tewkesbury, Newent and Staunton 9 176 0 185

Outside Glos CCG Boundary 2 191 0 193

Total 156 1552 481 2189

Impact on patients
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 Compared with the national picture Gloucestershire has a faster 

growing population of people aged 65 and over. 

 71% of single pensioner households are headed by women.  

Disability:  physical and mental including learning disabilities and 
dementia) 

 A quarter of the households in the county have at least one 

person with a long-term limiting health problem or disability.  

 People with a learning disability have poorer health outcomes 
and are three times more likely to have a death classified as  

potentially avoidable through the provision of good quality 
healthcare than the general population.  

 Incidents of Dementia increase with age. Given the county’s 
aging population the number of dementia suffers will increase in 

the future.  

 There is low usage of the internet by disabled people over 75. 

Race/Ethnicity 

 People from Black and Minority Ethnic (BAME) groups are more 

likely to experience inequalities in several areas including health, 
housing, access to a car and employment.  

 A higher percentage of BAME people have a long term health 
problem/disability when compared with white British people.  

 People of Gypsy or Traveller origin are more likely to be in poor 
health than other ethnic groups 

Gender and gender identity 

 Transgender people are more likely to report mental health 

conditions and to attempt suicide than the general population.  

 Transgender people encounter significant difficulties in accessing 
and using health and social services. 

 Numbers of people identifying as transgender across the county 
is increasing.  

Pregnancy  

 Gloucester and the Forest of Dean have a higher proportion 

of births to mothers aged under 20 than Gloucestershire and 

England. 

 Cheltenham, Cotswold and Stroud have a higher proportion 

of births to mothers aged 35+ than Gloucestershire and 

England. 

Sexual orientation 

 People who are lesbian, gay or bisexual (LGB) are more likely to 
have experienced depression or anxiety, attempted suicide or 
had suicidal thoughts and self-harmed than men and women in 
general.  

 LGB people who are over 55 are more likely than heterosexual 
people over 55 to live alone and are more likely than 
heterosexual people to say that they expect to rely on health and 

social care providers as they get older. 

 

See equality section below for action required. 
 

Changes in 
methods of 

delivery  

(venue / 
practitioner) 

 
 

 EGS service centralised to GRH. 

Impact upon other 
service delivery 

Standard Operating Procedures have been implemented to support 
the link between EGS and other clinical services: 
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  Patients presenting to CGH Emergency Department 
requiring a surgical opinion 

 Patients on other speciality wards at CGH requiring a 
surgical opinion 

 Ring-fencing of surgical wards at GRH 
 

Wider implications 

 

(consider effects on 

community safety/ 
local economy etc) 
 

 

 
N/a 

 
Equality/ 
Inequality issues 

 

(how will it help 

achieve health 
improvement goals 
and reduce 

inequalities?) 

The pre-consultation Equality Impact Assessment (EIA) for EGS did 
not identify any potentially discriminatory aspects of the proposed 
reconfigurations towards any of the protected groups.  However, it 
did enable us to formally identify some areas where health services 
potentially contribute to increased health inequalities alongside 
areas where there are opportunities to actively advance equality of 
opportunity and this will be explored through the Fit for the Future 
programme when this is re-mobilised. 

Name of person 
completing this 

pro-forma 

 

Simon Lanceley, Director of Strategy & Transformation, GHFT 

Date proforma 
completed 

24th June 2020 

Outcome  

(HOSC 
Comments) 
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Annex 2: Pro- forma - Consideration of ‘substantial’ nature of a proposed 

service variation:  Minor Injury Units Emergency Service Change 

 
Name of NHS Trust/ Name of NHS Commissioning Organisation 

Gloucestershire Health & Care NHS Foundation Trust (GHC) 
 
Lead Manager and contact details 

Kathy Cambell Kathy.Cambell@ghc.nhs.uk 
Service Director – Urgent Care  
 
Maria Metherall maria.metherall@nhs.net 
Senior Commissioning Manager – Urgent Care 
Details of the current service 

The county wide Minor Injury & Illness Units (MIIU) service was reviewed as an Emergency 
(temporary) Service Change under the remit of this Memorandum of Understanding (MoU), 
on 1st April 2020, as part of GHC’s response to the first phase of the COVID-19 Pandemic. 

The MIIU service normally operate at the below sites, with the following hours: 
 
Dilke Hospital: 8am – 11pm 
Lydney Hospital: 8am – 11pm 
Tewkesbury Hospital: 8am - 8pm 
North Cotswold Hospital: 8am-8pm 
Cirencester Hospital: 8am – 11pm 
Stroud Hospital: 8am – 11pm 
Vale Hospital: 8am - 8pm 
Details of the proposed change to service 

 
The proposal is to extend the period of Emergency (temporary) Service Change for Minor 
Injury and Illness units for a further 3-months and develop a bookable appointment offer to 
enable the control of flow of patients arriving at the units, allowing us to adhere to infection 
control requirements. 
 
In order to ensure a safe and resilient service during Covid-19 GHC decided to close 3 sites 
and reduce the hours of the remaining 4 sites as per below: 
 
Lydney: 8am – 6pm 
North Cotswold:  8am – 6pm 
Cirencester: 8am – 6pm 
Stroud: 8am – 6pm 
 

Closed: Tewkesbury, Dilke & Vale  
 
This was for an initial 3 months, which finishes at the end of June. We are proposing a 3 
month extension to the reduced hours and site closures as the Covid-19 risk remains. We 
believe this offer gives a more resilient service and one where we can more readily manage 
the additional patient safety issues that arise from Covid.  
 
There has been a natural decrease in attendances at MIIU, as per national reductions in 
many services. If, and when, attendances increase, we will need to introduce safe working 
practices that enable us to maintain the flow of patients, manage infection control risks and 
keep both patients and staff safe.  In order to achieve this we will look to make better use of 
on the day (but pre-booked) time slots for attendance, combined with an increase in opening 
hours, as appropriate. This will be worked up during the 3 month extension to ensure safe, 

mailto:Kathy.Cambell@ghc.nhs.uk
mailto:maria.metherall@nhs.net
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appropriate and proportionate service delivery with the appropriate engagement and 
communication. 
 
MIIUs have previously only had booked appointments available through 111. These 
appointments were re-instated in June using a variety of Dx codes. We are continuing to 
expand this offer, however, we understand that the majority of our patients do not currently 
use this as a point of access. Therefore, we will also be exploring our own triaging system 
with the MIIUs, which will enable staff to prioritise patients based on their need and level of 
risk and respond appropriately to demand, ensuring that a safe level of flow is maintained.  
 
The below highlights the future phased recovery plan for MIIU, taking into consideration the 
risks and restrictions that Covid-19 creates. This phased recovery timeframe will be 
dependent on the continuing impact of Covid-19 and the potential of a second wave.  
 
Phase 1: Covid state with 4 units open 8-6pm 7/7 

- Review Social Distancing to manage increasing demand 
- Open 111 Direct Booking 
- Infection and Prevention Control review of service 

Phase 2: Build clinical skills in telephone triage 

- Amend the telephony to allow for patients to call units for clinical advice (this 
is not currently available) 

- Clinical process agreed  
Phase 3:  Introduce tel. triage across all 4 open units  

- Increase to 12 hour opening (8am - 8pm) to better manage surges, if demand 
required 

- Start inter-unit booking/book later in the day to manage Social Distancing in 
each unit 

 
Telephone triage has been successfully used by the majority of services in GHC during 
Covid-19, except MIIUs.  
 
Whilst MIIUs have never previously used a local telephone triage system, it is felt that this 
will offer a significant benefit in being able to appropriately manage the Infection Control risk 
posed by COVID19. It will enable us to control the flow of patients through the department in 
a planned manner and prevent overcrowding in areas such as the waiting rooms and 
reception (if patients are arriving in an unplanned manner).  
 
Through our research into other localities, it is evident that a telephone triage system could 
be effective for managing minor illness and enabling effective flow management for injury. 
The current Oxford model includes 7 MIUs which work alongside OOH (Out of Hours). OOH 
deliver the minor illness aspect for patients at evenings and weekends, and the daytime offer 
within the MIUs is minor injuries only and some first aid units. These 2 services are joined up 
using the same IT system. Oxford have been running a booked service in MIU for 
approximately 5 months, and patients have the option to gain access to the service via. 111 
or directly calling the MIUs. Patients are booked across all 7 sites, enabling the service to 
manage their flow. If patients walk in to an MIU, they are currently sent back to the car and 
asked to call the MIU. They are then triaged over the phone, in a similar format to the one 
described above.   
 
Oxford are using communication lines including social media to encourage patients to call 
and book. 
 
Currently MIIUs are reviewing all FFT (Family and Friends tests) to understand the impact 
on the public but have received no negative feedback since the revised model has been in 
place. 
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Timescales involved 

Proposed extension from 1/7/20 to 30/09/20 
 

What is the reason for the proposed service change? 
 

Drivers for Change 

 COVID-19 has demonstrated that the current MIIU walk- in offer creates challenges 
in social distancing. 

 Public behaviour has changed regarding the expected accessibility of services and 
risk to personal health due to Covid-19, e.g. primary care telephone triage system. 
Therefore, there is an opportunity to match the reduced demand with a ‘safe’ service 
offer. Bookable appointments will ensure that social distancing is adhered to, whilst 
still offering a same day service for patients.  

 We need to work within the current resource; redeployed staff cannot all be 
repatriated back to MIIUs within next 2-3 months. Many of the staff have been 
deployed into Covid-19 critical services, such as the Swab/Serology team and 
community hospitals. 

 
Historically, we have experienced a relatively high number of MOPEL 4 (MIIU OPEL 4 – 
Black) alerts, resulting in the closure of MIIU units due to staffing levels and demand. The 
table below highlighted the number of closures seen per month, both Pre-Covid and during 
Covid-19: 
 

Pre-Covid (7 sites) During Covid-19 (4 sites) 

Nov 19: 20 closures for 63 
hours 

April 20: 1 closure for 7 hours 
 

Dec 19: 13 closures for 48 
hours 

May 20: 2 closures for 12 hours 
 

Jan 20:  11 closures for 67 
hours 

June 20: 12 closures for 72 hours 
 

 
 
The information shows a significant reduction in closures, which is due to a more robust 
staffing model across the 4 open sites (by utilising staff from closed sites), and a decrease in 
demand.  
 
The below table shows the current level of demand being seen within MIIUs: 
 
Snapshot of w/c 1st June 

 
 

• Stroud is currently the busiest unit, and proves to be a challenging environment when 
managing social distancing and demand. 

• Currently, the MOPEL (MIIU OPEL) process is in place to manage demand (pre-C19 

Count of PatientID Column Labels

202006 Grand Total

Row Labels 2020/06/01 2020/06/02 2020/06/03 2020/06/04 2020/06/05 2020/06/06 2020/06/07

MIIUMain 131 101 94 77 102 84 65 654

Cirencester 26 24 20 22 31 22 19 164

Lydney 38 27 25 11 26 22 17 166

North Cotswolds 24 19 13 16 15 13 14 114

Stroud 43 31 36 28 30 27 15 210

111 Appointments and Planned Returns 11 3 5 8 11 15 17 70

Cirencester 5 0 2 4 2 8 3 24

Lydney 0 1 0 1 0 0 1 3

North Cotswolds 1 1 0 0 0 2 0 4

Stroud 5 1 3 3 9 5 13 39

ESDMI - Cirencester 1 2 2 1 3 0 0 9

Cirencester 1 2 2 1 3 0 0 9

Grand Total 143 106 101 86 116 99 82 733
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process), which enables a unit to close to manage and Infection Control issues.  
• ESDMI (Emergency Same Day Minor Illness) is a bookable service for GPs to refer 

into. The numbers reflect the decrease in demand seen within Primary Care. We 
continue to run this service at the request of the GPs, though with longer 
appointment times to enable safe working practices.  

 
The table below highlights the maximum amount of patients that could be seen within each 
unit (spread out evenly throughout) the day. Currently, units are reaching/exceeding the limit 
on at least one day per week by delivering the service in its usual format, to include social 
distancing. 
 

 
Maximum pts per day, per unit  are estimates assuming no surges 
 
 
Other options to be considered to improve social distancing: 
 

• Continue to develop 111 Direct Booking. 
• ‘Attend Anywhere’ – This relies on patients calling the MIIU first, and having access 

to video call. Patients would be sent back to their car to phone MIIU for telephone 
triage.  This may not be suitable for all patients and has some clinical risks. 

• Communication plan to encourage patients to ‘Think First’ and call 111 or direct to 
MIIU. This is being investigated with the CCG and system partners.  

 
The option above would all require an amended telephony system.  
This risk has reduced from extreme to high as post centralisation a second emergency 
theatre has been implemented at GRH operating from 8am to 6pm, reducing time to theatre 
which is show to improve outcomes and reduce length of stay. 

 

Risk Assessment & Management 
 
Although GHC had encountered operational challenges with the day to day flow of patients 
through the MIIUs, there were safe and effective operating procedures in place in order to 
ensure that the activity was safely managed. As such, the mitigation actions were sufficient 
that the historic risk had been closed within the Trust risk register.   
 
The current service changes have been enacted as part of our assessment of the ability to 
offer safe services across all elements of service delivery, recognising the need to redeploy 
staff and introduce increased infection control measures, ensuring a safe and resilience 
service offer throughout the Covid-19 pandemic.   
 
The following risk factors were considered when making the decision to suspend and alter 
service provision.  
 

Risk Mitigation Action Outcome/Evidence 
Resilience: There is an   
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increased risk of staff 
absence due to Covid 
(both short term illness 
and longer term 
shielding) that reduces 
our ability to effectively 
and safely staff all units. 
Service closure due to 
staffing was an issue 
we experienced on a 
weekly basis pre-Covid, 
due to the staffing 
model 

Reduce the number of sites 
delivering services and 
amended opening hours 

The reduced sites and 
hours have allowed us to 
focus our staffing and we 
have significantly 
improved our resilience 
such that, despite Covid-
19, we have had no 
closures due to unsafe 
staffing 

Safety: Patients who 
attend MIIU have little 
or no pre-triage before 
walking into the 
department. This 
means that we need to 
create an environment 
where care can be 
delivered to Covid 
positive, Covid negative 
and Covid unknown 
patients.  
 

 

 Undertaken environmental 
assessment to ensure safe 
environment can be 
maintained.  This includes 
limiting the number of 
patients in the waiting areas 
at any one time and 
introducing social distancing 
measures 

 Ensure greater on site 
clinical leadership to provide 
support and resilience to the 
teams 
 

By concentrating in fewer 
sites and with more 
resilient staff we can 
ensure; 

 The safe environment 
is maintained. 

 The patient risk 
managed.  

 More senior and 
experienced clinicians 
are physically present 
at all sites at all hours. 

 Our MIIUs will reflect 
other non-emergency 
service offers, where 
triage is completed for 
every patients.  

 
Patients do not access 
care/do not access care 
in a timely manner  
 
 

The service offered is for Minor 
Illness or Injury therefore 
immediate risk of life and/or 
limb, whilst a rare occurrence in 
terms of presentation at the 
MIIUs (i.e. major illness or 
injury) should naturally be 
minimised. All changes have 
been, and continue to be, 
advertised publically.  
 
Clear signage at all hospital 
sites advises the public what to 
do if they attend a closed site or 
an open site outside of the new 
opening hours. 

 The public are aware 
of the offer and 
alternative methods of 
accessing appropriate 
levels of care in a safe 
and timely manner 

Patients attend the 
Emergency 
Departments (ED) 
 
 

We have worked with GHFT in 
implementing these changes, 
and they have been supportive 
throughout. Analysis of 
attendances at ED by locality 
where an MIIU is closed is being 
undertaken. The first locality to 

By using a triage system 
within our MIIUs, staff will 
be able to manage clinical 
risk more appropriately, 
manage surge and 
unnecessary unit 
closures.  
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be completed shows no 
increase in attendances at GRH 
or CGH EDs.  

 

 
In addition to the above, the COVID19 risk register developed by the Trust contains a 
number of Trustwide risks relating to staffing, IT and PPE.   
 
Risk 264 There is a risk that the spread of the coronavirus may place the Trust's services 

under considerable unprecedented pressure due to significant numbers of staff who may be 
absent from work compounded by the impact of the number of patients contracting the virus 
that may require additional support from our services 
Risk Score - 12 
 
Risk 265 – FFP3 masks and PPE – Risk score 16 
 
Risk 273 There is a risk that staff may become exposed to excessive pressures/working in a 

stressful environment due to staff shortages/changes to staff roles/functions.  This may have 
an effect on their physical and psychological wellbeing 
Risk Score 6 
 
Risk 262 – Priority 2 service continuity and Risk 272 PPE supply arrangements have 
now been safely mitigated and removed from the current risk register in May 2020 
 

These are all relevant in relation to the safe service provision at the MIIUs across the county.   
 
Quality Impact following proposed changes 
 
Patients will receive a consistent offer in safe environment, with fewer service closures. This 
will be monitored using the FFT. We have not received any complaints regarding the current 
revised service offer.  
 
National or local policy or strategy this service change relates to 
Implementing safe working and safe care during the level 4 Covid-19 pandemic.  
 

Has any consultation or engagement/ involvement taken place to date? 

Due to the emergency powers granted under a level 4 incident, there was not a requirement 
to engage prior to the initial change. This was particularly due to the pace of change required 
to ensure safe care implementation. However, changes were discussed prior to go live with 
staff, key health partners and local MPs. These were then communicated across a range of 
media to ensure public awareness and understanding. 
Staff were involved in shaping and deploying the initial offer and have been involved in 
requesting the extension.  
 
Expected impact of change and what is being done to address this 
 
Changes in accessibility 

(I.e. transport issues/ opening 
hours etc.) 

 
We recognise that the original Service Change will have 
had an impact on those patients requiring MIIU access 
outside of 8am-6pm, and for those patients who live in 
an area where an MIIU has closed, resulting in a longer 
travel time.  
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This current extension request does not increase this 
impact.   

 
Patients/ carers affected 

(demographic assumptions that 
have been made) 

 
No change to those patients who were already affected 
demographically.  
 
Analysis is currently being undertaken of attendances at 
ED by locality where an MIIU is closed. 

 
Changes in methods of 
delivery  
 

(venue / practitioner) 

 
In the immediacy, there will not be a change to the 
current method of delivery, however, the booked 
appointments available through 111 have been re-
instated.  
 
Where future change is agreed and implemented, it will 
be communicated across a range of media to ensure 
public awareness and understanding. 

 
Impact upon other service 
delivery 
 

 
Analysis is currently being undertaken of attendances at 
ED by locality where an MIIU is closed. 
 
There has not been an impact on ED over the last three 
months, and we do not expect there to be an impact on 
ED going forward. 

 
Wider implications 
 

(Consider effects on community 
safety/ local economy etc.) 

 
We recognise that we will need to engage with the 
community and stakeholders regarding any future 
changes with the service. Where this is agreed and 
implemented, a communication plan will be followed to 
ensure there is public awareness and understanding.   
 

 
Equality/ Inequality issues 
 

(How will it help achieve health 
improvement goals and reduce 
inequalities?) 

 
N/A 

 
Name of person completing 
this pro-forma 

 
Jenny Ryan 
Deputy Service Director, Urgent Care. GHC.  

Date proforma completed 22nd June 2020 
Outcome  
(HOSC Comments) 

 
 

 


