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1 Purpose of the document
1.1 Document Purpose
The purpose of this document is to provide background information on Phase 2 of the 
Gloucestershire Fit for the Future (FFTF) programme (including the clinical case for change), 
an initial assessment against the key tests and our programme timeline.
The NHS is going through the most challenging period of its 74-year history to date. 
Gloucestershire’s health and care system, like other parts of the country, is in the process of 
recovering from the pressures that the COVID-19 pandemic placed on our services, staff and 
local communities.
We know we still have a long way to go, but we believe that the ideas we want to explore in 
this Fit for the Future 2 (FFTF2) conversation will help us to keep moving in the right 
direction. We are confident that the temporary service changes we made in response to the 
pandemic are starting to demonstrate that longer term benefits could be delivered. 

1.2 Document Status 
This document has been written at a point in time, reflecting information as of the date of 
publication. The document, including its related analysis and conclusions, may change based 
on new or additional information which is made available to the programme.
Until published this is a confidential document for discussion purposes and any application 
for disclosure under the Freedom of Information Act 2000 should be considered against the 
potential exemptions contained in s.22 (Information intended for future publication), s.36 
(Prejudice to effective conduct of public affairs) and s.43 (Commercial interests). Prior to 
any envisaged disclosure under the Freedom of Information Act, the parties should discuss 
the potential impact of releasing such information as is requested. 
The involved NHS bodies understand and will comply with their statutory obligations when 
seeking to make decisions that will have an impact on the provision of care services.
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2 Introduction to the System
2.1 One Gloucestershire Integrated Care System
The One Gloucestershire Integrated Care System (ICS), a partnership between local NHS and 
care organisations, is committed to turning the NHS Long Term Plan into action for the 
benefit of local people and our dedicated workforce. Our expectations of healthcare, the 
demands on health services and the incredible progress made in development of staff skills, 
medicine and technology mean that we need to continue to adapt to support healthy lives 
and transform care to meet the needs of people into the future.

Our Vision 
To improve health and wellbeing of our population, we believe that by all working better 
together - in a more joined up way, and using the strengths of individuals, carers and local 
communities - we will transform the quality of support and care we provide to all local 
people.

Our Integrated Care System priorities are: 
 Place a greater emphasis on personal responsibility, prevention and self-care, 

supported by additional investment in helping people to help themselves 
 Place a greater emphasis on joined up community-based care and support, provided 

in patients’ own homes and in the right number of community centres, supported by 
specialist staff and teams when needed 

 Continue to bring together specialist services and resources into Centres of 
Excellence that deliver a greater separation of emergency and planned care, and, 
where possible reduce the reliance on inpatient care (and consequently the need for 
bed-based services) across our system by repurposing the facilities we have in order 
to use them more efficiently and effectively in future.

 Develop new roles and ways of working across our system to make best use of the 
workforce we have, and bring new people and skills into our delivery system to 
deliver patient care 

 Have a continued focus on ensuring parity of esteem for mental health.
As part of our response to the NHS LTP and commitment to the public in Gloucestershire, 
when patients have serious illness or injury that requires specialist care, we believe they 
should receive treatment in centres with the right specialist staff, skills and equipment by 
delivering care that is fit for the future. Our Fit for the Future Programme includes looking at 
how we can develop outstanding specialist hospital care in the future across the 
Cheltenham General and Gloucestershire Royal Hospital sites; our Centres of Excellence.

2.2 Local Services Context
The One Gloucestershire Integrated Care System (ICS) Partnership members are NHS 
Gloucestershire Clinical Commissioning Group, Gloucestershire Hospitals NHS Foundation 
Trust, Gloucestershire County Council, South Western Ambulance Service Foundation Trust 
and Gloucestershire Health and Care Services NHS Foundation Trust. In response to recent 
legislation, and in-line with all systems in England, we are working to legally formalise the 
ICS from 1st July 2022.
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2.3 Introduction to the Fit for the Future Programme
As part of our response to the NHS Long Term Plan and commitment to the public in 
Gloucestershire, when patients require specialist care, we believe they should receive 
treatment in centres with the right specialist staff, skills and equipment by delivering care 
that is fit for the future. 
Our Fit for the Future (FFTF) Programme includes looking at how we can develop 
outstanding specialist hospital care in the future across the Cheltenham General (CGH) and 
Gloucestershire Royal (GRH) hospital sites. Our “Centres of Excellence” vision for the future 
configuration of specialist hospital services with GRH focussing more (but not exclusively) on 
emergency care, paediatrics and obstetrics and CGH focussing more (but not exclusively) on 
planned care and oncology. Across the UK and the world, it is recognised that an element of 
separation between planned and emergency care services can improve care for everyone.

2.4 Fit for the Future: Phase 1
FFTF Phase 1 completed its Stage 2 review in September 2020 and the Decision-Making 
Business Case (DMBC) was approved in March 2021 (a detailed Phase 1 timeline can be 
found in Appendix 1). The reconfigurations agreed in Phase 1 are presented overleaf, 
including their implementation status which is linked to GHNHSFTs Strategic Site 
Development (SSD) programme. This has allowed us to phase the implementation of the 
proposals contained within FFTF, ensuring that the necessary facilities and infrastructure are 
in place to support the reconfiguration of services.
The SSD developments include two additional theatres and a Day Surgery Unit at CGH; the 
new facilities will improve patient experience, reduce waiting lists and result in fewer 
operations being cancelled. GRH will benefit from an improved Emergency Department and 
acute medical care facilities designed to speed up diagnosis, assessment and treatment. 
There will be a redesigned outpatients and fracture clinic accommodation for orthopaedic 
outpatients, additional x-ray capacity and a programme of ward refurbishment.
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FFTF Phase 1 Service re-configurations

The benefits to services included in Phase 1 were designed to:
• Improve health outcomes for patients 
• Make sure patients are always assessed by the right hospital specialist (e.g. doctor) 

with timely decisions about their treatment and care
• Ensure there are always safe staffing levels, including senior doctors available 24/7 

and teams have the best equipment and facilities 
• Reduce waiting times and limit the number of operations that are cancelled 
• Support joint working between services to reduce the number of hospital visits 

people have to make
• Create flagship centres for research, training and learning - attracting and keeping 

the best staff in Gloucestershire 
• Deliver more specialist services in Gloucestershire to enable people to receive care 

locally rather than travelling to Bristol, Birmingham and Oxford as they do now.
We continue to work on the realisation of the benefits described in our DMBC; for EGS 
examples of delivered benefits include improvement in time to senior assessment, 
reduction in out-of-hours operating, and that the extreme risks previously recorded on the 
GHNHSFT Risk Register have been reduced.
All our Phase 1 documents (including the DMBC) can be found at Fit for the Future: 
Developing specialist hospital services in Gloucestershire – OneGloucestershire.net 
With these Phase 1 changes agreed and the principle of a greater separation of emergency 
and planned care established, the programme is starting to develop Phase 2 
reconfigurations that fit with this model.

https://www.onegloucestershire.net/yoursay/fit-for-the-future-developing-specialist-hospital-services-in-gloucestershire/
https://www.onegloucestershire.net/yoursay/fit-for-the-future-developing-specialist-hospital-services-in-gloucestershire/
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2.4.1 Planned General Surgery

The only FFTF Phase 1 service not covered above is Planned General Surgery. Prior to the 
DMBC approvals GHNHSFT Trust Leadership Team (TLT) explored in detail the configuration 
options for Lower GI (colorectal) surgery, and it was evident as a result of the debate that 
there was an alternative, potentially even better option, that includes the best elements 
from the two options presented and notably the opportunity to deliver even more planned 
elective surgery from the Cheltenham Hospital site.
The recommendation was that further work should begin with the General Surgery team to 
define this new, emerging option. The focus has been to explore the opportunity to deliver:

 Planned High Risk Upper Gastrointestinal (GI) and Lower Gastrointestinal (Colorectal) 
surgery at Gloucestershire Royal Hospital

 Planned complex and routine inpatient and day case surgery in both Upper and 
Lower GI (Colorectal) at Cheltenham General Hospital

The recommendations from our Surgery Division are going to the GHNHSFT TLT in May so 
we will then be in a position to send the proposal to the Senate and anticipate the desk top 
review to be completed in August with a panel in September 2022. 
It should be noted that there are no dependencies between this last remaining FFTF Phase 1 
service change and our proposals in FFTF Phase 2.

2.5 Fit for the Future: Phase 2
‘Fit for the Future - 2’ is not only about the continued development of the ‘Centres of 
Excellence’ approach and how we organise specialist hospital care at CGH and GRH, in some 
cases it’s also about how we can improve the wider journey of care (pathway) for the 
person who needs services or support. This can also include care in the person’s home, in 
their GP surgery or support in the community.   
As we develop our ideas for how a number of services could develop in the future, this time 
the conversation with the public and stakeholders about some of these services is broader, 
covering both:

 the development of the ‘Centres of Excellence’ approach at CGH and GRH, whether 
that is inpatient care or outpatient care and; 

 care and support at home and in the community. 
The areas we want to focus on now are: 

 Diabetes
 Frailty/Care of The Elderly
 Respiratory
 Stroke
 Non-interventional Cardiology
 Benign Gynaecology 

There are also two service areas which are included in the wider FFTF programme but are 
still subject to further assessment and workup so are not included in the Phase 2 public, 
patient and staff engagement beginning in May 2022; these are:

 Medical Day Unit (MDU)
 Spinal Surgery
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Each of these individual services will be covered in more detail in Section 3.
When we are looking at how, when and where we support, or provide healthcare to, 
someone, there are a number of things we need to think about:
How we can provide the very best care for people at each stage of their illness or injury 
i.e. very specialist care for people when they are very unwell, rehabilitation support for 
people to help them recover and regain their independence e.g. from an operation or other 
treatment and - in many cases - follow up care and support over the longer term
Opportunities to join up care (integration) - improve communication and make care 
simpler and smoother across services and communities. This could be:

 between related services in a hospital 
 between GP surgeries and community or hospital services
 between health and social care services and;
 between the NHS, social care and other key community partners e.g. local councils, 

voluntary and community groups and others.
How we tackle health inequalities i.e. ensure that we improve health outcomes for 
everyone - regardless of where they live in the county and their social, environmental or 
economic circumstances. 
The diagram below seeks to represent how the services listed above align both to our 
Centres of Excellence strategy but also, in some cases, cover the wider journey of care 
(pathway) and are more integrated across our health system.
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3 Case for change
As described in Section 2 there are eight services in scope for FFTF Phase 2 and, whilst 
aligned to our strategy, the drivers for change vary across each service. This section will 
present each service separately.

3.1 Hurdle Criteria
The agreed process within the FFTF Programme to “take solutions off the table” is to apply 
hurdle or essential criteria to the individual Workstream Long Lists. These were developed 
in Phase 1 following engagement feedback and are listed as follows:

 Address the issues identified in the Case for Change
 Supports the delivery of high-quality care across Gloucestershire, ensuring provision 

of a clinically safe service.
 Achievable and able to be delivered in a timely and sustainable way. 
 Affordable and offers best value for money, making the most of the Gloucestershire 

pound
 Supports sustainable ways of working and facilitates both recruitment and retention 

of our workforce.

3.2 Diabetes and Endocrinology
The ‘current state’ service model
The Diabetes and Endocrinology (D&E) Service provides outpatient and inpatient services 
for the population of Gloucestershire at both Gloucestershire Royal Hospital (GRH) and 
Cheltenham General Hospital (CGH).  In addition, the service provides non-Covid related 
clinics for Diabetes patients at The Vale, North Cotswold and The Dilke community hospitals, 
with D&E clinics being held at Tewkesbury and Cirencester community hospitals.
There are a small number of diabetes and endocrinology patients admitted directly to the 
specialty beds, primarily for management following an acute diabetic or endocrine episode. 
Most of the inpatients cared for by the D&E Service are General Medicine patients. Whilst 
up to 20% (National Diabetes Inpatient data) of the Trusts inpatients are estimated to have 
diabetes, this is usually not the primary reason for patients to be admitted. These patients 
may not necessarily need to be a on a diabetes ward, but they may need clinical support 
from the service.
The current service includes:

 Inpatient beds pre-Covid: 14 dedicated inpatient beds on Ward 9B at GRH for 
patients admitted via AMU. Historically Diabetes and Endocrinology patients have 
also been admitted to the Woodmancote Ward at CGH, with patients at CGH also 
being admitted through ACUC. 

 Outpatient services: General diabetes, insulin pumps, joint Renal clinics, general 
Endocrine, joint pituitary/neurosurgery, young adult diabetes, diabetes- podiatry 
clinics, antenatal clinics, lipid services

The total number of admissions for the service between February 2019 and January 2020 
were 786 patients, with 45% of patients (357 patients) being admitted to CGH and 55% of 
patients (429 patients) being admitted to GRH.
The service has 4.8 WTE consultants working across both sites.  The service currently has 
1.77 Band 6 WTE inpatient specialist nurses and 2.0 Band 5 WTE inpatient nurses. The 
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service is also in the process of establishing a dedicated Diabetic Inpatient Nurse Team for 
patients with a secondary diagnosis of Diabetes. 

Case for change: the problem we are seeking to address
 Small specialist clinical team – facing increasing difficulties in providing:

o Specialist diabetes and endocrinology inpatient service on both sites 
o A timely response to referrals from other specialties within 24 hours to 

facilitate an earlier turn around and discharge for patients 
o Regular daily visits to admission wards on both sites as well as Renal and 

Vascular wards who both receive a number of Diabetic and Endocrine 
patients. 

o Timely support to ED 
 Disruption to services, caused by staff absence and sickness with staff spread too 

thinly across both sites - often resulting in cancellation of OP clinics.
 The specialty has nominally more beds than required for diabetes and 

endocrinology, which has led to them being filled with General Medicine patients. 
This has meant that consultants are currently looking after mostly General Medicine 
patients at CGH and are finding their resource is too thinly split across both sites.  

 Increased pressure on GRH site for D&E services to support the management of 
patients admitted with COVID-19 (and recovering from COVID-19). This means 
patients with diabetes which has been aggravated by Covid-19 and patients who 
develop diabetes as a result of Covid-19 or Covid-19 treatment.  

 GIRFT – Identified staffing levels as an issue, in particular the difficulties in providing 
IP diabetic nurses 7 days a week (NHS long term plan and Joint British Diabetes 
Societies recommendation)

Emergent options or clinical model for the ‘future state’ service model

# Option Description 
1 Current Service 

Model Split Site D&E 
and Gen Med Cover

This option is included to act as a comparator for other possible 
service options.

2 Consolidation of 
Inpatient beds to 
GRH, D&E and Gen 
Med Cover

By consolidating the Diabetic and Endocrinology Service’s inpatient 
bed base to Ward 9B at GRH, it will enable the service to provide a 
more resilient staffing model, which will:

 Minimise the disruption to services, which are currently 
caused by staff absence and sickness as staff are too thinly 
spread across both sites  

 It would enable a single consultant to cover inpatient work at 
GRH (currently 1-2 consultants at GRH + 1 consultant at CGH), 
which would allow the additional consultant to prioritise 
inpatient referrals from other wards and therefore supporting 
a timely response to inpatients from other specialties within 
24 hours which would help to facilitate discharge.  

 Improve the service’s ability to develop their own Diabetes 
and Endocrine nurses in-house through the ability of having 
majority of consultants on one site to help develop specialist 
Nurse skills and knowledge in this area.
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Work done so far to assess the options
A hurdle criteria session has taken place with representation from Diabetes and 
Endocrinology, Inpatient Therapy, Pharmacy, the wider Medical Division and Vascular to 
assess a long list of options for the service and to better understand clinical adjacencies. This 
session provided a recommended medium list of options including Option 1a – Current 
Service Model Split Site D&E and Gen Med Cover and Option 2a – Consolidation of IP beds 
to GRH, D&E and Gen Med Cover to be fully worked up for public engagement.

3.3 Frailty/Care of The Elderly
The ‘current state’ service model
The frailty pathway service model includes all elements of our local system from acute and 
community hospital services, community services, Primary Care, Social Care and the 
voluntary, community and social enterprise sector.

Case for change: the problem we are seeking to address
The Fit for the Future Phase 1 decision making business case identified the intention to 
develop acute hospital frailty services as part of Fit for the Future Phase 2. Planning for 
Phase 2 has now commenced. 
Recently the Frailty Clinical Programme Group (CPG) led a series of workshops with the aim 
to develop a Frailty Strategy for Gloucestershire1. The outputs from this work identified 
challenges, principles and priorities. Key themes included:

 Prevention to minimise escalation and improve wellbeing.
 Identification comprehensive and consistent approach to recording and reporting 

frailty, use of tools such as clinical frailty score or Comprehensive Geriatric 
Assessment. 

 Management bridging the gaps between services, dealing with patient flow 
(reducing waits and delays) providing care as close to home as possible, improving 
equality and equity, streamline and improve exchange of information between 
services, support for carers. 

 Workforce sufficient numbers, skilled and competent. 
Key drivers to improve the service pathway for frailty patients and their families/ carers 
include:

 National: NHSE/I and GiRFT identify the need for joined up care 
 Population:  >75 are the highest users of emergency hospital health care 
 Nationally 41% of admissions (all types of care homes) are for conditions that are 

potentially manageable, treatable or preventable outside of a hospital setting.
 Local pressures: ED Capacity pressures (frailty attendances are via ED); there is a 

need for a direct pathway to FAU 
 Bed capacity issues: majority of admissions to AMU, plus unnecessary admissions 

and admissions to inappropriate wards leading to increased LOS
 Workforce: staffing shortages
 Patient experience: poor patient experience and care due to the lack of effective and 

joined up pathways

1 Summary in Appendix 2
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Emergent options or clinical model for the ‘future state’ service model
A Task and Finish (T&F) group as a sub-group of the Frailty CPG is undertaking a diagnostic 
review of current service configuration, developing the case for change, options for 
community service developments and their expected impact on acute hospital services and 
identifying a preferred option for the future configuration of acute frailty services. The T&F 
group is yet to report but will also be considering the Ageing Well Programme as the NHSE 
delivery mechanism for realising the objectives of the Long-Term Plan; including:

 Anticipatory Care
 Urgent Community Response
 Enhanced health in Care Homes
 Digital
 Virtual Wards

Whilst most of the potential developments and improvements to the frailty pathway would 
not be subject to the statutory duty requirements co-ordinated by the FFT Programme, the 
long-list of acute hospital options could include relocating some of the GRH COTE beds to 
CGH site and/or to develop additional frailty services at CGH (including direct admit 
pathway). There is also the benefit of utilising the FFTF Phase 2 patient engagement planned 
for May 2022 to seek the views of our population regarding the whole frailty pathway.

3.4 Stroke
The ‘current state’ service model
The specialist stroke pathway in Gloucestershire is delivered jointly by Gloucestershire 
Hospitals NHS FT (GHNHSFT) and Gloucestershire Health and Care NHS FT (GHCFT). The 
stroke service consists of medical, nursing, therapy and support staff and cares for patients 
of all ages that present with stroke and/ or Transient Ischaemic Attack (TIA). 
The GHNHSFT stroke service manages the largest number of stroke patients in the South 
West. It is a well-established service with well-developed links to the regional tertiary stroke 
centre at North Bristol Trust (NBT).
Following a comprehensive review of the stroke pathway, as part of the business case for 
the development of a dedicated Community Stroke Rehabilitation Unit (which opened in 
March 2019), the Gloucestershire stroke pathway comprises the following:

 Hyper Acute Stroke Unit (HASU)
 Acute stroke ward (including acute rehabilitation) (ASU)
 Community Stroke Rehabilitation unit
 Early Supported Discharge (ESD) service

Suspected stroke and TIA patients access the service via the Emergency Department (ED), 
where patients suitable for revascularisation (i.e. thrombolysis and thrombectomy) are 
identified. After assessment on HASU, ~50% of patients move to the acute stroke ward (the 
remainder are discharged). The pathway schematic (Appendix 3) details the flow and 
numbers of patients for the period Jun 20- May 21.

Case for change: the problem we are seeking to address
In June 2020, GHNHSFT implemented a number of temporary service changes as part of the 
ICS response to the COVID-19 Pandemic.  The changes were implemented to reduce the 
number of emergency routes into hospital and to free-up additional capacity on the GRH 
site to create a ‘red’ emergency care COVID controlled site with patients managed through 



11 | P a g e

three emergency admission pathways: confirmed COVID, suspected COVID and confirmed 
non-COVID. This allowed CGH to be established as a ‘green’ planned care COVID controlled 
site to enable cancer and urgent planned care operations and diagnostic tests to continue.
As part of these changes, the hyper acute stroke unit (HASU) initially remained at GRH but 
was moved to the ground floor to be closer to the ED and allocated 8 to 12 beds (to be 
flexed according to demand) on a shared ward with Cardiology.  
The acute stroke ward was transferred to Woodmancote ward at CGH, providing 32 beds.  
During this period, and subject to agreed clinical protocols, within 72 hours on HASU, 
patients are transferred to the acute stroke ward at CGH, to continue their treatment. 
In addition, the bed numbers at the Community Stroke Rehabilitation centre at The Vale 
hospital increased from 14 to 20 beds.
In February 2022 the HASU, Transient Ischaemic Attack (TIA) clinics and Outpatient (OP) 
clinics moved from GRH to CGH; co-locating services with the Acute Stroke Unit at CGH and 
with the HASU stroke beds to be provided on ACUC. The move was enabled by 
implementing a stroke direct admission pathway to CGH, therefore by-passing ED. There 
was also training for the acute medical team to provide support to the stroke service.
Operating the ASU at CGH has highlighted a number of staff and patient benefits including 
an improvement in the national metric used to assess the performance of stroke services; 
the Sentinel Stroke National Audit Programme (SSNAP) audit tool. In its pre-Pandemic 
configuration the stroke service was rated C (on a scale of A to E), but in its temporary 
configuration the service has thrice been rated B. Feedback from staff and patients is that 
Woodmancote is much better suited to support acute stroke care and rehabilitation than 
the previous Tower Block ward as it includes wide spaced bays that are open and light, 
bathroom facilities include overhead ceiling hoists, an environment that is designed to 
stimulate physical interaction and cognitive improvement. 
Whilst we have seen improvements in performance and positive impact on patients, there 
remained a number of elements of the stroke pathway which need to be further evaluated 
and tested before we can determine if these temporary changes can provide the benefits 
indicated by our experience to date over the long-term. To this end, a Task and Finish group 
has been established, as a sub-group of the ICS Circulatory Clinical Programme Group, to 
undertake a diagnostic assessment of current service configuration, develop a preferred 
option and, if required, a supporting business case. The scope of this review includes:

 Optimal number of beds for Stroke (including Community Stroke Rehabilitation beds)
 Longer term preferred staffing models for each element of the pathway, including 

opportunities and benefits of enabling staff to work across the whole pathway
 The opportunity presented by enhancing the Early Supported Discharge service 

The aim of the review is to develop a service model and configuration for the stroke services 
in Gloucestershire, which will maintain and enhance service performance as measured by 
the SSNAP indicators.
The review includes options for the location of the HASU (GRH or CGH) and the current 
relocation to CGH is being closely monitored (with the benefits from co-location with ASU).
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Emergent options or clinical model for the ‘future state’ service model
The T&F Group have applied hurdle criteria to the long-list (Appendix 4) and identified a 
medium-list of #4 (see below):

 HASU ASU Community Rehab Beds
Non-Bedded/ 

community

Option Bed # Location Bed # Location Bed # Location Investment

1
Modelled 

(#12) GRH Current 
(#32) CGH Pre-COVID (#14) Vale Current

2
Modelled 

(#12) GRH Current 
(#32) CGH Pre-COVID (#14) Vale Enhanced

25
Modelled 

(#12) CGH Current 
(#32) CGH Pre-COVID (#14) Vale Current

26
Modelled 

(#12) CGH Current 
(#32) CGH Pre-COVID (#14) Vale Enhanced

The extension of the temporary service changes was discussed and confirmed at HOSC on 
08/03/22. We will retain the Hyper-Acute Stroke Unit (HASU) and Acute Stroke & 
Rehabilitation (ASU) at Cheltenham General Hospital until March 2023 and continue to work 
through the evidence to enable us to develop the long-term proposal. 
In respect of the Vale Community Stroke Rehabilitation Unit we have confirmed that we will 
reverse the temporary emergency change and return the bed numbers to their original 
configuration (#14), with a completion target date of end of June 2022.

3.5 Respiratory
The ‘current state’ service model
Our respiratory services provide a patient centred service for all ages of patients, presenting 
with respiratory related issues. The team consists of medical, nursing, therapy and support 
staff. The Consultant led Outpatient Clinics/Services are provided at both acute hospital 
sites plus seven locations in the community. These services are used for general respiratory 
conditions and also suspected cancer and sleep disorders.  As part of the investigation 
patients may be referred for further screening. This could be arranged for the same day or 
as a separate appointment for another service for example an X-Ray, a CT scan, a blood 
test, lung function tests, a sleep study, an allergy skin prick test or a bronchoscopy, all of 
which will be undertaken as an Outpatients appointment. 
Prior to COVID respiratory inpatient beds were provided on both hospital sites.  The patient 
pathway was similar on both sites.  The patients attend ED.  A referral is made to the 
respiratory team for a respiratory assessment, either by an ED consultant or by the acute 
take physician.  The patient is assessed and depending on the outcome, they are admitted 
to a respiratory bed, referred to another specialty or discharged. 

https://www.gloshospitals.nhs.uk/our-services/services-we-offer/respiratory-medicine/lung-function/
https://www.gloshospitals.nhs.uk/our-services/services-we-offer/respiratory-medicine/sleep-service/
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Case for change: the problem we are seeking to address
In June 2020, GHFT implemented a number of temporary service changes as part of the 
Integrated Care System (ICS) response to the COVID-19 Pandemic. The changes were 
implemented to reduce the number of emergency routes into hospital and to free-up 
additional capacity on the GRH site to create a ‘red’ emergency care COVID controlled site 
with patients managed through three emergency admission pathways: confirmed COVID, 
suspected COVID and confirmed non-COVID. This allowed CGH to be established as a ‘green’ 
planned care COVID controlled site to enable cancer and urgent planned care operations 
and diagnostic tests to continue.
As part of these changes the specialty respiratory inpatient service was centralised at GRH 
across two wards (8a and 8b).  In addition, a COVID respiratory high care (RHC) unit was 
created within one of the wards.  This has enabled acute medical patients requiring high-
care respiratory treatment to be managed by the specialist respiratory team in a dedicated 
High Care unit at GRH. The COVID high care unit was operational from the second surge and 
managed around 270 patients with acute respiratory failure during that period.  Patients 
received advanced respiratory support via non-invasive ventilation (NIV) or nasal high flow 
oxygen with full cardio-respiratory monitoring.  The unit was staffed by specialist respiratory 
and intensive care nurses with protected nursing: patient ratios. 
At the peak of wave 2 the unit was admitting in excess of 5 patients per day for advanced 
respiratory support.  As a result, the number of patients needing to go to the critical care 
unit for non-invasive support fell from around 50% of all admissions to around 10% by the 
time wave 2 peaked in January 21, illustrating that respiratory high care was successfully 
able to relieve pressure on critical care unit beds. 
The case for change includes:

 Improving the quality of service by providing respiratory high care - the respiratory 
high care service has recently been developed at GRH, in response to COVID.  There 
is a need to maintain this newly developed service to improve the quality of service 
for the local population of Gloucestershire.  

 This service improves patient outcomes, continuity of care, patient experience and 
reduces mortality.

 Supporting the centralised acute medical take
 In July 2023 the acute medical take will be centralised at GRH.  There is a need to 

ensure that the respiratory service has the on-site staff and bed capacity to support 
the acute medical take.  

 Evidence has shown that COVID patients requiring NIV can be managed within this 
facility, avoiding the need for admission to DCC

 As part of this model, the medical team also provided a respiratory consult service to 
CGH, which has delivered an efficient inpatient referral service to wards at CGH
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Emergent options or clinical model for the ‘future state’ service model

# Option 
1 Pre-COVID split site model (Comparator)
2 Consolidate Service at GRH (Current temporary model)
3 Split site model (with High Care)
4 Consolidate at CGH

Work done so far to assess the options
Hurdle criteria have been applied across all options.  Where any option has failed any of the 
criteria, it has been removed from the longlist. The current preference is Option 2: Current 
temporary model – Consolidate service at GRH.
Whilst the medium-term trajectory of this, and potential future, pandemics is uncertain, the 
capability to re-establish high care capacity at GRH at short notice is a key part of our 
response, particularly as we learn more about how the longer-term pattern of these 
diseases in our communities emerge. The lessons learned regarding the benefits of high care 
for other (non-COVID) respiratory patients in our hospitals is another factor in maintaining 
this important service.
Due to the specialist staffing, equipment and infection control measures already installed at 
GRH, there is no realistic alternative location for high care in the short to medium term. 
Patients with other emergency respiratory symptoms will continue to be taken to 
Gloucester Emergency Department (ED) or Cheltenham ED by ambulance or as directed by 
their GP. Walk-in respiratory patients will also continue to be treated at both sites.
The extension of the temporary service changes was discussed and agreed at HOSC on 
08/03/22. High Care Respiratory will remain at GRH as a Temporary Service Change until 
March 2023 to enable us to maintain our ability to be responsive to further ‘waves’ of 
COVID-19. We propose to continue to work through the evidence to enable us to develop a 
long-term proposal for Respiratory care in Gloucestershire.

3.6 Non-interventional Cardiology
The ‘current state’ service model
Cardiology is a multidisciplinary specialty which includes, in addition to medical and nursing 
staff, many different professionals such as cardiac physiologists, pharmacists, radiologists 
and others. Our cardiology services operate across Gloucestershire Royal and Cheltenham 
General Hospitals with inpatient beds located on both sites.  The service also runs 
outpatient clinics at several other community hospitals in the county.  
In Phase 1 we introduced the concept of an ‘Image Guided Interventional Surgery (IGIS) 
Hub’ for the following clinical areas:

 Interventional radiology (IR)
 Interventional cardiology
 Interventional vascular surgery

The development of FFTF Phase 1 and the benefits of IGIS presented the opportunity to 
explore/ re-evaluate the re-configuration of the whole cardiology service i.e. the remaining 
non-interventional cardiology elements would be part of Phase 2.
The cardiology service is staffed by 6 HCA’s (3.55 WTE), 26 registered nurses (RN) band 5-7 
(26.48 whole time equivalent (WTE)) and 14 consultants (12 WTE and 2 part time P/T).



15 | P a g e

Case for change: the problem we are seeking to address
 Address challenges with patient pathways and identifying those patients requiring 

intervention at the point of admission. Also, for patients whose care pathway 
changes during their inpatient stay. 

 Better use of the staff groups with acute shortages – radiographers, physiologists 
and specialist nurses.

Emergent options or clinical model for the ‘future state’ service model

# Option Description 
1 Do nothing This option would see a footprint of (8) inpatient cardiology beds 

located on the Cheltenham Site while the remaining (38) inpatient 
beds and day-case beds located at GRH alongside the 2 catheter 
labs.

3 Centralise at GRH This option would mean that all cardiology inpatient beds would 
be located at Gloucestershire royal along with two Cath labs.  
There would be no cardiology inpatient footprint on the 
Cheltenham site

Work done so far to assess the options
Hurdle assessment completed

3.7 Benign Gynaecology
The ‘current state’ service model
Gynaecology day-case operations were undertaken at both CGH and GRH. However, during 
the COVID pandemic, Emergency General Surgery and Vascular Services were moved to GRH 
as part of the pandemic response. In order to create enough Theatre space at GRH the 
Gynaecology day case lists were moved to CGH.
There was no change to out-patient clinic provision which continued to be provided at both 
Acute Trust and Community Hospital sites. Approximately 250 patients a year undergo day 
case surgery, however, this number may increase as COVID restrictions lessen and more 
surgery can be undertaken.

Case for change: the problem we are seeking to address
When Benign Gynaecological day case surgery was based at GRH there are bed pressures 
due to high volumes of emergency patients and this type of surgery is frequently cancelled. 
Cancellations of surgery because the day unit is required for emergency Inpatients is 
carefully prioritised but as Benign Gynaecological day case surgery is not classed as urgent 
or related to cancer, the necessity to cancel is relatively high. Although the vast majority of 
this work may not be classed as clinically urgent; for many of the patients the symptoms 
experienced are unpleasant and affect the quality of their lives.
Whilst a transfer of these cases to CGH does not guarantee that cancellation is avoided 
(there are still bed pressures when demand is extremely high) there is evidence of a 
significant lower level of cancellation.
This move would align with the Centre of Excellence strategy for CGH to become the centre 
for Elective work. There is also an exciting new build project which would see the opening of 
a state of the art newly extended and refurbished Day Surgery Unit at CGH, this is planned 
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to open in December 2022. This cohort of patients would greatly benefit from this 
environment which offers individual cubicles which provide privacy and dignity and due to 
the design are ring-fenced for Surgery.

Emergent options or clinical model for the ‘future state’ service model

# Option 
1 Benign Gynaecology day-case GRH
2 Benign Gynaecology day-case CGH

Although initially a short-term COVID enabling move the relocation to CGH has been 
beneficial as there are significant bed pressures on the GRH site. In addition, with fewer 
cancellations this proposal will provide better care for patients and enable quicker elective 
recovery post COVID.
As stated in section 2.5 there are two service areas which are included in the wider FFTF 
programme but are still subject to further assessment and workup so are not included in the 
Phase 2 public, patient and staff engagement beginning in May 2022.

3.8 Medical Day Unit (MDU)
The ‘current state’ service model
The Medical Day Unit (MDU) provides multiple outpatient services for patients in 
Gloucestershire.  The MDU is a Nurse led service which is open between 8am and 4pm 
Monday to Saturday.  The services provided by the MDU include:

 IV drip (intravenous infusion) treatments for patients with stomach, kidney, 
neurology, rheumatology, breathing or skin conditions. (for the majority of IV 
infusions patients attend monthly) 

 Tests for pre-surgery iron infusions
 Tests for hormone production conditions (endocrinology)
 Blood or iron transfusions
 Recovery for renal and liver biopsies
 An ultrasound probe to check for heart conditions (transoesophageal 

echocardiogram) 
 Liver biopsy
 Fluid drained from the abdomen (paracentesis drains).  

The MDU provides support for patients across a number of specialties.  

Case for change: the problem we are seeking to address
The MDU service has previously been provided at both Cheltenham General Hospital (CGH) 
and Gloucestershire Royal Hospital (GRH), with some activity originally taking place in ward 
areas and later these services were merged and located on the ground floor of the Gallery 
Wing at GRH.
In June 2020, Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) implemented a 
number of temporary service changes as part of the Integrated Care System (ICS) response 
to the COVID-19 Pandemic. The changes were implemented to reduce the number of 
emergency routes into hospital and to free-up additional capacity on the GRH site to create 
a ‘red’ emergency care COVID controlled site with patients managed through three 
emergency admission pathways: confirmed COVID, suspected COVID and confirmed non-
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COVID. This allowed CGH to be established as a ‘green’ planned care COVID controlled site 
to enable cancer and urgent planned care operations and diagnostic tests to continue.
As part of our COVID response GHNHSFT moved same day emergency care/assessment 
units out of inpatient ward areas to reduce the risk of cross infection and undertaken a full 
review of bed numbers and locations on wards from an infection control guidance and 
improving patient experience perspective.
MDU moved to College Road at CGH as a COVID-19 temporary service change as this 
reduced the risk of nosocomial infection for this patient group, many of whom are 
immunosuppressed. This move also enabled the Trust to carry out further service moves, 
involving the Frailty Assessment Service (FAS) and the Gloucestershire Priority Assessment 
Unit (GPAU), which has made better use of the GRH site, supporting care delivery in the 
Emergency Department (ED) at GRH by improving patient flow (to the frailty assessment 
services and the priority assessment unit).  It also enabled the Trust to re-locate the Surgical 
Assessment Unit and the Gynaecology Assessment Unit from their previously ‘temporary’ 
location to co-locate these important assessment services adjacent to the GRH ED.

Emergent options or clinical model for the ‘future state’ service model
Retaining the MDU at CGH will enable the FAS and GPAU to remain in their current locations 
and sustain the ED improvements. It also enables the Surgical Assessment Unit and the 
Gynaecology Assessment Unit to remain adjacent to the ED.
The long-term plan is to develop CGH as a centre of excellence for planned care.  Locating 
the MDU at CGH would therefore also be consistent with the Trust’s strategic direction for 
this site. As a result, the ICS is proposing an extension to the temporary changes to provide 
an opportunity to engage and involve the public around the current proposal. 
Our plan is to: 

 Retain the Medical Day Unit at CGH as a Temporary Service Change to March 2023 
(to minimise the disruption to patients and staff); whilst concurrently:

 continue to work through the evidence to enable us to develop a long-term proposal 
for the MDU the outcome of which will be shared with HOSC in October 2022.

3.9 Spinal Surgery
The ‘current state’ service model
Spinal surgery is a small subspecialty of Orthopaedics undertaking both elective and trauma 
spinal surgery.  In addition, the surgeons also offer an expert advice service to oncology and, 
where necessary, operate to stabilise the spine of a cancer patients to prevent paralysis.
There is not an out of hours spinal service (between the hours of 1900-0800).  During this 
time frame all cases are transferred directly to Bristol.  GHT spinal service also covers all 
Hereford and Worcestershire patients.
The spinal service currently operates a centralised service located at Gloucestershire Royal 
Hospital (GRH); a decision agreed in 2017. To keep the elective spinal patients at GRH it was 
necessary to undertake building works to modify a ward and create a separate ward area of 
8 beds to enable the elective spinal work to be carried out in a ring-fenced area where only 
MRSA, MSSA and screened patients were admitted. This is essential as post-operative deep 
spinal infection can cause very serious complications. This area is known as Ward 2A Annex.  
It is important to note that this designated space has also supported the admission of 
urgent trauma cases through utilisation of this area when required. 
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There are currently 4.0 WTE surgeons with a vacancy for an additional WTE recruited to 
recently, which will generate a total of 5.0 surgeons allocated clinical time for elective 
surgery.

Case for change: the problem we are seeking to address
The service is highly regarded and records excellent patient outcomes which are within the 
top 2.5% as recorded by British Spinal Association.  However, the demand on this service is 
challenging, especially as surrounding areas, Wiltshire, Hereford and Worcestershire do not 
offer a spinal service.
The case for change is based on the elective cancellations as a result of bed pressures at 
GRH.

Emergent options or clinical model for the ‘future state’ service model
A Hurdle criteria session has been carried out and a medium list determined. 

# Option 
1 Status quo - All spinal work at GRH
2 Elective spinal surgery to CGH and unscheduled spinal surgery to 

GRH
3 Elective IP spinal surgery and unscheduled spinal surgery to GRH 

and spinal injections (day case) to CGH

Further work up of Option 2 has identified a number of issues that may affect this options 
viability. These include:

 Theatre and elective surgical bed capacity at CGH which may minimise the 
cancellation rate benefit (key case for change).

 The team is small and needed to be in close contact with both elective and trauma 
patients on a daily basis.

 To work at both sites would require replication of equipment (£250K) in theatres and 
additional staffing, particularly radiographers to support the move. 

 Spinal patients require 24/7 access to MRI which is only possible at GRH. This is 
mandatory for unscheduled patients but best practice for elective patients.

If Option 2 is subsequently removed from the medium list, service improvement 
opportunities do exist for Option 1 (status quo). As these would not be subject to the 
statutory duty requirements co-ordinated by the FFT Programme, the service would be 
removed from Phase 2.
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4 Five Tests 
A key element of assurance is that there must be clear and early confidence that a proposal 
satisfies the government’s four tests and NHS England’s test for proposed bed closures 
(where appropriate).

4.1 Test #1: Strong public and patient engagement.
The FFTF Programme has a strong track record in public engagement and involvement, most 
recently for Phase 1 consultation in Oct-Dec 2020. Our proposed Phase 2 timeline (see 
section 5) initiates public engagement from the 23/05/22 and includes a contingency for 
public consultation (if required) in Oct 2022.
Our learning from the Phase 1 consultation highlighted the benefits of innovative channels 
of communication with the public (as a result of COVID-19 restrictions), and our plans for 
Phase 2 will be a blended approach of face to face and virtual. 

4.1.1 Engagement Materials

The engagement programme will include:
 Engagement Booklet (Long)
 Engagement Booklet (Short)
 Engagement Booklet (Easy Read)
 An Engagement questionnaire/survey (online and hard copy)
 Range of videos (with local clinicians explaining each of the service proposals)
 Display materials 
 Frequently asked questions

4.1.2 Engagement activities

A range of communications channels will be used including:
 Gloucestershire Hospitals: Facebook Live (@GlosHospitals) 
  ‘Your Say’ area on the One Gloucestershire Health website and Get Involved in 

Gloucestershire online participation platform
 Targeted engagement to address the homogeneity of participants
 NHS Information Bus Tour
 Public events
 Healthwatch Gloucestershire
 Integrated Locality Partnerships
 Media releases and stakeholder briefings 
 Media advertising

4.2 Test #2: Consistency with current and prospective need for patient 
choice.

Our solutions appraisal criteria for preferred options will include a specific assessment of 
the impact on patient choice i.e. “What is the likelihood of this solution meeting the 
requirements of the NHS Constitution and The NHS Choice Framework”.
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When considering the impact on patient choice it should be noted that:
 None of the proposed solutions/models will withdraw the number of specialties 

provided by GHNHSFT.
 There would continue to be a choice of outpatient appointments at both acute 

hospital sites, in the community and virtually when appropriate.
 For some services the potential changes relate to the centralisation of services either 

on the Gloucester or Cheltenham sites (previous centralisation has resulted in 
improved outcomes for patients).

 Whilst the number of sites where patients can choose to have their operation may 
change, the two hospital sites are only 8 miles apart and we believe that when the 
impact of the changes is assessed the improved patient outcomes will outweigh the 
reduction in choice regarding inpatient locations.

4.3 Test #3: Clear, clinical evidence base.
As part of the development of clinical models for each service within the scope of Phase 2, a 
comprehensive clinical evidence base is being produced, considering national guidance and 
best practice, to inform the service model proposals. 
This evidence will be scrutinised and reviewed by the South West Clinical Senate and the 
FFTF Programme has worked closely with the Senate and have confirmed the following 
process stages and dates for Phase 2:

Task Date
NHSEI Stage 1 meeting 30/03/2022
Send template/ PCBC v1 to Senate for Desktop review 19/05/2022
Senate Desk top review report received 17/06/2022
PCBC sent to Senate for Panel 28/07/2022
Clinical Senate virtual Panel 10/08/2022
Clinical review report (draft) 05/09/2022
Clinical review report (full) 16/09/2022
PCBC (v1.1) sent to NHSEI 15/09/2022
NHSEI Stage 2 meeting 20/09/2022
NHSEI Stage 2 follow up 06/10/2022

4.4 Test #4: Support for proposals from clinical commissioners.
As part of the ICS, the CCG is taking a lead role in the FFTF Programme working closely with 
ICS partners. In respect of Test#4, the FFTF Programme provides regular updates to ICS, CCG 
and GHNHSFT internal governance forums and, as our proposals develop into preferred 
options, will be required to be approved by the Governing Body NHS Gloucestershire CCG 
until the establishment of the ICS is formalised in July 2022. 
In Phase 1 we engaged from the outset with all of our neighbouring CCGs and NHS Trusts, 
providing updates as our proposals developed and we will again work closely with those 
CCGs or NHS Trusts who may be impacted. Previously we provided patient numbers by GP 
Practice to assist the identification of areas to focus our engagement communication. In 
accordance with NHSE&I Guidance letters of support from neighbouring CCGs and the ICS 
will be sourced. 
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4.5 Test #5: Bed modelling
There are no planned reductions in beds available at GHNHSFT as a result of any of the 
proposed changes. As part of Phase 2 we are undertaking a full refresh of our bed modelling 
(including critical care), and this will be part of our submissions to the Clinical Senate in July 
2022.
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5 Timeline
The Phase 2 timeline has been developed based on our experience from Phase 1 and 
working with key stakeholders including the South West Clinical Senate and HOSC. A 
detailed schematic can be found in Appendix 5 with the key milestones listed in the table 
below:

Milestone Dates
Public & Staff Engagement May -Aug 2022
HOSC post-Engagement 12/07/22
South West Senate Panel 10/08/22 
Pre-Consultation Business Case assurance October
NHSEI ‘Stage 2’ review October
HOSC October
Public and Staff Consultation (where required) November-December
Decision Making Business Case (DMBC) December
NHS England DMBC review January 2023
DMBC assurance February
HOSC post DMBC decision March 
Phase 2 implementation From March 2023…
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6 Appendices
6.1 Appendix 1: Phase 1 Timeline
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6.2 Appendix 2: Frailty Strategy 2022-27
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6.3 Appendix 3: Stroke Pathway
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6.4 Appendix 4: Stroke Service – Long List
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6.5 Appendix 5: Phase 2 Programme Timeline


