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I commissioned a review of acute hospital services in August 2000, and asked the review 

group to make recommendations on the future profile of hospital services, taking account 
of issues of accessibility, safety, clinical standards and quality of services. 

The review was set up against a background of many years of under-funding of health 

services, which has undermined and weakened their capacity to deliver the quality of 
service demanded of a modern hospital system. My objective was to develop an agenda 
for a major, and long overdue, modernisation of the acute hospital system. 

The Executive has recognised the need to boost health and social care expenditure and 

has invested an additional £523 million in healthcare since the establishment of the 

Assembly. Of this, 80% has been required merely to maintain existing services. 

While this additional and much needed expenditure is welcome, extra spending alone is 

not the answer. To provide a modern hospital system that will meet the needs of all our 

people, well into the future, will require a fundamental change in the way services are 
delivered and administered. Otherwise we will see services continue to decline and fall 

behind standards elsewhere. 

In this paper I am setting out how I consider our hospital services need to be modernised 
and the decisions required to take these changes forward. My proposals are not about 

reducing acute services. Rather they aim to build upon the firm foundations of current 

services, to ensure that everyone will have prompt access to high quality acute care, 

delivered close to their homes wherever possible. 

I would expect my proposals to bring about a new, modern and more effective hospital 
service, a service that is set up and resourced to meet the needs of the expected numbers 
of patients that it serves; deliver a world-class service with much improved outcomes, in 

areas such as cancer and heart disease; eliminate the problem of people waiting for 

, admission and delayed discharges; meet peak demands without postponing normal 



MINISTER'S FOREWORD 

activity; and substantially reduce waiting times, bringing them down to a maximum of 

three months for non-urgent cases, with priority cases treated much sooner. 

Delivering quality care also demands organisational structures that are fit for purpose 
and equal to the challenges facing a modern health service. The need for organisational 
reform has been evident for some time, but the issues are complex. Before coming to 

decisions, I would like to consult as widely as possible on the options set out in this 

paper for structural change. I also want to take account of the emerging 
principles/criteria from the Executive's recently announced Review of Public 
Administration. . 

The acute hospitals review, now in its final stages, should not be seen in isolation. It is 
directly linked to work that I have commissioned covering: Investing in Health, which is 
the Executive's strategy for improving the health and well-being of the population; 
Building the Way Forward in Primary Care, a new approach to primary care; Best 
Practice, Best Care, which sets out proposals for improving the quality of services; and 

Review of Community Care - First Report, which is the first stage of a review of 

community care. 

Taken together, these initiatives form the main components of a unified and coherent 
approach to improving health and social services. I intend to bring them together in a 
new Regional Strategy, which will be published next year. 

The Executive's 2002-2005 Programme for Government commits it to developing 

proposals for a modern acute hospital service, with the declared expectation of taking 
decisions on the way forward in the course of 2002. 

This is a challenging agenda for change, which will not be delivered overnight. However, 
we now have a robust strategy that will deliver a modern, caring, quality hospital and 
health care system. A system capable of delivering high-quality care and treatment 

today, and well into the 21st century. 

Bairbre de Brun 
Minister for Health, Social Services and Public Safety 
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Choimisiunaigh me athbhreithniu ar sheirbhisi gearotharlainne i Lunasa 2000, agus d'iarr 
me ar an ghrupa athbhreithnithe moltai a dheanamh ar phroifil na seirbhisi otharlainne 
amach anseo, ag cur san aireamh ceisteanna rochtana, sabhailteachta, caighdean 
diniciuil agus cailiocht seirbhisi. 

Bunaiodh an t-athbhreithniu i gcomhtheacs an iliomad blianta de thearcmhaoinithe na 
seirbhisi slainte, a bhain de agus a laghdaigh a n-acmhainn chun an chailiocht seirbhise 
a sholcithar ata de dhith ar choras otharlainne nua-aimseartha. Is e mo chuspoir dar 
oibre a fhorbairt Ie haghaigh nuashonraithe mhoir, ata i bhfad thar am, ar an choras 
gearotharlainne. 

D'aithin an Coiste Feidhmiuchain an ga Ie caiteachas slainte agus curaim shoisialta a 
mheadu agus d'infheistigh se £523 milliun sa bhreis i gcuram slainte 0 bunaiodh an 
Tionol. Den mheid sin, bhi 80% de dhith Ie seirbhisi laithreacha amhain a chothabhail. 

Ce go gcuirtear failte roimh an chaiteachas breise ata dedhith go gear, ni he caitheamh 
breise amhain an reiteach. Ta bunathru ar an doigh a solathraitear agus agus riartar 
seirbhisi de dhith ma tcithar chun coras otharlainne nua-aimseartha a sholcithar a 
fhreastloidh ar riachtanais ar ndaoine uile. Mura ndeantar sin beidh seirbhisi againn a 
bheidh ag meath go fOili agus a thitfidh siar i dtaca leis na caighdeain ata in aiteanna 

eile. 

Sa phaipear seo ta me ag leagan amach an doigh, a shilim, ar ga ar seirbhisi otharlainne 
a nuashonru agus na cinni ata de dhith leis na hathruithe seo a thabhairt chun tosaigh. 

Ni faoi ghearsheirbhisi a laghdu ata mo mholtai. Is e is aidhm leo, Mach, togail ar 
dhushraitheanna laidre na seirbhisi faoi lcithair chun cinntiu go bhfuil rochtain thrcithuil 
ag cach ar ghearchuram d'ardchaighdean a sholcithraitear gar da mbailte fein nuair is 
feidir. 

Bheinn ag duil go gcuirfeadh mo chuid moltai seirbhis otharlainne nua, nua-aimseartha 
agus nios eifeachtai i gcrich, seirbhis ata bunaithe agus a bhfuil acmhainni curtha ar fail 
di chun freastal ar riachtanais lion ionchais na n-othar a mbeidh si ag freastal orthu; go 
solcithroidis seirbhis den chead scoth a bhfuil torthai i bhfad nios feabhsaithe ann i reimsi 

ailse agus galar croi; an fhadhb Ie daoine ag feitheamhle hiontrail agus na scaoilte 
amach a bhfuil moill orthu a reiteach; freastal ar bhuaic-eilimh gan 
gncithghniomhaiocht a chealu; agai feithimh a laghdu ar dhoigh shuntasach, a dtabhairt 
anuas go treimhse tri mhi ar a mhead do chasanna neamhphainneacha agus coir leighis 

curtha ar chasanna tus aite i bhfad nios luaithe. 



REAMHRA AN AIRE 

Eilionn solathar curam d'ardchailiocht struchtuir eagraiochtula a fhoireann don chuspoir 
agus ar feidir leo dul i ngleic leis na dushlain ata os comhair seirbhis slainte nua

aimseartha. Ba h~ir Ie tamall anuas an ga ann Ie haghaidh athchoirithe eagraiochtuil, ach 

is casta na ceisteanna ann. Sula ndeanfar cinneadh ar bith ba mhaith liom du~ i 

gcomhairle a leithne is feidir ar na roghanna leagtha amach sa phaipear i dtaca Ie hathru 

sa struchtur. Ba mhaith liom na prionsabail/criteir ag teacht chun cinn den 

Athbhreithniu ar Riarachan Poibli on Choiste Feidhmiuchain a fograiodh Ie gairid a 
ghlacadh san aireamh. 

Nior choir amharc ar an athbhreithniu ar ghearotharlanna, ata ar na ceimeanna deiridh, 
ina aonair. Ta nasc direach idir e fein agus an obair a choimisiunaigh me a chludaigh: 

Infheistfocht sa tSlainte, arb e sin straiteis an Choiste Feidrrihiuchain Ie haghaidh slainte 
agus follaine an phobail a fheabhsu: An Bealach chun Tosaigh i bPrfomchuram a Thogail, 
cur chuige nua i dtaobh priomhchuraim; Sarchleachtas, Sarchuram, a leagann amach 
moltai Ie haghaidh cailiocht na seirbhisi a fheabhsu; agus Athbhreithniu Curam Pobail
An Chead Tuairisc, an chead cheim san athbhreithniu ar churam pobail. 

Is iad na tionscnaimh seo, tugtha Ie cheile, na priomhnithe i gcur chuige aoritaithe agus 
chomhleanunach chun' seirbhisi slainte agus soisialta a fheabhsu. Ta se de run agam iad 
a thabhairt Ie cheile i Straiteis Reigiunach nua, a fhoilseofar ar an bhliain seo chugainn. 

Geallann an Clar um Rialtas 2002-2005 de chuid an Choiste Feidmhiuchain e fein do 
mholtai chun seirbhis gearotharlainne nua-aimseartha a fhorbairt, agus fograiodh go 
bhfuiltear ag duil Ie cinni ar an bhealach chun tosaigh a dheanamh i rith 2002. -

Is e seo clM oibre dushlanach Ie haghaidh athraithe agus .ni thar oiche a chuirfear i 
gcrich iad. Ta straiteis dhaingean againn anois, Mach, a sholathroidh coras-otharlainne 
agus curam slainte d'ardchailiocht ata nua-aimseartha agus comhbhach. Caras a bheidh 
in ann curam agus coireail a sholathar inniu agus anonn go maith sa 21 u cead. 

Bairbre de Brun 
An Aire Siainte, Seirbhisi S6isialta agus Sabhailteachta Poibli 
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Introduction 

1. The ability of acute hospitals here to deliver safe, effective and timely acute 

services has come under increasing strain. Pressures for change are coming from 

many and varied directions - new patterns of illness and disease, new medicines 

and treatments, new technologies, new skills and changes in how doctors, nurses 

and other health professionals train and work. These changes, combined with 

years of under-investment, are placing sustained pressures on hospitals and their 

staff. 

Why Change is Needed 

2. Our pattern of hospitals is based on an outmoded approach to acute care. As 

medical practice has developed, the trend has been for health professionals to 

specialise and become expert in particular aspects of treatment and care. This has 

resulted in great advances in treatments and improved outcomes for patients. 

3. There is also a great deal of evidence to suggest that outcomes are better where 

treatments and care are delivered by specialist, multi-disciplinary, teams. But 

such teams must be large enough to work effectively. The teams need to care for 

sufficient numbers of patients to make best use of their skills, and to maintain 

those skills throughout a lifetime of practice. This is particularly important, as all 

health care practitioners will, in the future, be required to demonstrate their 

continued professional competence on a regular basis. 

4. Smaller hospitals are now finding it increasingly difficult to deliver services to 

modern standards. They are beginning to lose recognition as training hospitals, as 

they do not provide sufficient opportunity for health professionals to develop the 

skills and experience necessary, and some are now finding it difficult to attract 

and retain staff. 

What Kind of Change 

5. If our hospitals are to provide patients with the full benefits of modern medicine, 

they must change to make best use of new technologies and to support new 

working practices. The further concentration of acute services for patients with 

more complex conditions will greatly improve the quality of care and the 

outcomes of treatment. 

6. However, concentration must be balanced against the accessibility of services for 

patients and their families. Developments in medicine and medical technology are 

also opening up the way for smaller hospitals to provide high quality diagnostic 
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EXECUTIVE SUMMARY 

services and a wider range of operations and medical procedures, often on an 

outpatient or day-case basis. 

7. The effective delivery of services through managed clinical networks will, by 

supporting services across a number of sites, underpin a more convenient and 

accessible service for patients, without compromising standards of care or 

treatment. 

Model for Future Hospital Services 

8. Under the new model, none of the current hospitals delivering acute services will 

close - rather they will be adapted to support the new pattern of provision. The 

vast majority of people will be within 45 minutes, and everyone will normally be 

within one hour of emergency care and consultant-led maternity services. In the 

future, acute services will be more strongly patient-focused and organised around 

population groupings rather than facilities. 

9. A number of new Local Hospitals will be established to deliver a wide range of 

services on a local basis. They will network with acute hospitals and local primary 

and community care to provide services that do not need to be delivered in a 

large acute hospital. The Local Hospitals will be the Mid-Ulster, South Tyrone, 

Whiteabbey, Downe, Lagan Valley, Mater and Tyrone County hospitals. 

10. In view of the long journey times for some people, the Downe Hospital will bean 

Enhanced Local Hospital', and the provision of Enhanced Local Hospital services 

at Tyrone County Hospital is also proposed. As well as acting as a Local Hospital, 

Lagan Valley Hospital will become a specialist centre for planned (elective) 

surgery. Work will be undertaken to develop a second, protected elective centre in 

a Local Hospital west of the Bann. 

11. There will be 9 acute hospitals at the Royal Group, Altnagelvin, Antrim, Belfast 

City, Causeway, Craigavon , Daisy Hill, the Ulster, and a new hospital in or to the 

north of Enniskillen. All of the 9 acute hospitals will support a broad range of 

acute services, each having their own characteristics and individual service 

profiles. 

12. Consultant maternity in-patient services will be provided on 9 sites2
. The 

development of midwife-led maternity units will be encouraged alongside 

consultant-led units, and 2 stand-alone midwife led units will also be piloted. 

7 See paragraph 4.22 
2 See paragraph 4.63 



EXECUTIVE SUMMARY 

13. Opportunities for co-operation between the North and South on a range of 

healthcare issues will be developed to their full potential. 

Changes in Administrative Structures 

14. It is essential that the organisational structures support a partnership approach 
between all parts of the Health and Personal Social Services (HPSS) and reinforce 

the effective and efficient delivery of services. A number of options for r~forming 
the HPSS structures have been identified. These include: 

• replacing the 4 HSS Boards; 

• creating a single Regional Authority with responsibility for strategic planning, 
workforce planning and commissioning of regional services; 

• bringing together Local Health and Social Care Groups as commissioning bodies 
for local health and social services; 

• combining HSS Trusts or replacing them altogether; and 

• replacing the 4 HSS Councils with a single, statutory health and social care 
consumer body. 

15. Following consideration of responses to the proposals for structural change set 
out in this paper, further consultation will take place before decisions are taken 
on final configurations. 

Equality Implications 
16. A preliminary assessment has been carried out as to whether the proposals would 

have an adverse or negative impact on people in the Section 75 equality groups. 
This involved examining travel times under the current pattern of 153 acute 

hospitals and comparing these to travel times under the proposed 9 site model for 

acute services. Overall, the 9 site model for acute services would not appear to 

have a significant differential impact on any of the equality groups. 

Resources 

17. Substantial investment is essential to implement the proposals. Around £1.2bn of 
capital at today's prices will be required over a 9-year development period. The 

capital funding gap between the capital expected to be available over the period 
and what is required is estimated as £842m at todaY's prices. 

3 South Tyrone hospital has temporarily losts its acute services pending the outcome of the Acute Hospitols Review 
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EXECUTIVE SUMMARY 

18. A significant increase in staffing will be needed to deliver these proposals: a 30% 

rise in the numbers of consultant medical staff; a 20% rise in qualified nurses; a 

25% rise in other health professionals; and a 25% rise in doctors undergoing GP 

training. By 2010, the additional recurring funding required to support the 

increased workforce would be around £165m per annum at today's prices. 

19. The new pattern of hospital services will lead to greatly improved performance, 

including reduced waiting times and the elimination of the problem of people 

waiting for admission and delayed discharges. While the Executive is committed 

to providing extra resources for hospital services, the extent and speed of that 

investment will be determined by the Executive, taking full account of available 

resources and relative priorities across all of its responsibilities. 



1.1 The ability of acute hospitals here to deliver safe, effective and timely acute 
services has come under increasing strain in recent years. This reflects significant 

growth in the demands made on these services against a history of under-funding 

that has impeded service development over the past decade. At the same time, 
advances in medicine, medical technology, professional practice and standards of 
treatment have changed the nature of the services delivered by these hospitals. 

1.2. It was against this background that the Minister for Health, Social Services and 
Public Safety commissioned an independent review of the current provision of 
acute hospital services. 

1.3. The Acute Hospitals Review Group's (AHRG) report, published in June 2001, was 

subsequently issued for consultation. The report and the comments received 
covering its approach and conclusions have contributed to the proposals set out in 
this paper. The paper is structured as follows: 

Chapter 2 

Chapter 3 

Chapter 4 

Chapter 5 

Chapter 6 

Chapter 7 

Explains why change is needed. 

Explains what kind of change is required. 

Sets out a model for future hospital services. 

Sets out options for the changes in the administrative structures 
of the Health and Personal Social Services. 

Makes an initial assessment of the equality implications of 
the changes. 

Sets out the required resources and timing. 

1.4. The proposals outlined in this paper have been discussed and agreed by the 

Executive for consultation. They will significantly affect the ways in which our 
hospital services are delivered, the ways in which staff do their work, the pattern 

of our hospitals, the range of services that they provide, and their accessibility. 

Have your Say 
1.5. The paper is being sent for comment to a wide range of organisations and 

individuals. It is also available direct to the public on request, and through 

libraries, health and social services premises and the Internet. The document is 
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CHAPTER 1: INTRODUCTION 

available in large type, braille, audio-cassette, Irish and Cantonese. Requests will 

be considered for translations into other minority languages. 

1.6. If you want to express a view on the proposals set out in this paper, or on any of 

the issues it covers, you should write to, fax or e-mail the contact point below 

before 30 September 2002. In keeping with the Department's policy on openness, 

responses may be made available to the public. If you do not wish your response 

to be used in this way, or if you would prefer it to be used anonymously, please 

indicate this when responding. 

1.7. Your views will help the Minister and Executive to reach final decisions on the 

future shape of hospital services and administrative structures. All the responses 

to the consultation along with any new information which might emerge out of, 

or during, the consultation, will be taken into consideration before final decisions 

are made on hospital services, around the end of November 2002, and before 

moving ahead with structural reform of the HPSS. 

1.8. A telephone helpline for enquiries on how to obtain copies of the paper has been 

set up - the telephone number is (028) 9052 0210 

1.9. Consultation meetings are being arranged at which people will have an 

opportunity to discuss the paper with representatives of the Department. 

Contact Point 

1.10. The central point of contact for all responses and copies of the paper is: 

Department of Health, Social Services and Public Safety, 

Modernisation Unit, Room C4.22, Castle Buildings, 

Stormont, Belfast, BT43SG. 

Tel: (028) 9052 2349 

Fax: (028) 9052 0535 

E-mail: modernisationunit@dhsspsni.gov.uk 

Closing date for receiving comments 

1.11. All comments should be submitted no later than 30 September 2002 

I 

-~ 



CHAPTER 2: THE NEED FOR CHANGE 

Background 

2.1 Hospital services are facing critical and mounting problems. Too many people 

wait long periods for hospital treatment, and patients requiring emergency 

admission too often have to wait for a bed because hospitals are working to full 
capacity. With pressures on beds growing annually, peak pressures, previously 

associated with winter, are becoming a year-round problem. 

2.2. It is also becoming increasingly difficult to keep services going in some hospitals, 
where the existence of small clinical teams means that services can be 

particularly vulnerable. Some services have failed in recent years; others are 
fragile and cannot be sustained much longer in their current form. 

2.3. Hospital services have changed considerably in the past fifty years. However, the 

funding to match these changes has not kept pace and the necessary investment 
in these services has not been made. Too often, acute services are located in 

worn-out buildings, with staff doing their best to deliver 21 st century treatments 

using outdated equipment and facilities. 

2.4. This has led to the quality of some services falling. Hospital services must change 
radically if they are to achieve modern standards and to deliver the high quality 
care that people need. The following paragraphs outline the main pressures for 
change, the opportunities that are being created by new ways of working, and the 
drive to improve standards. 

Pressures Facing Acute Services 

2.5. Many of the pressures facing hospitals are inescapable and will, inevitably, affect 

the way future services are provided. Some fundamentally affect their ability to 
deliver safe and effective care. 

Changing service needs 

2.6. People are living longer. With advancing age, people are more likely to suffer 

from chronic diseases such as diabetes, heart disease or arthritic problems and 

may have two or more chronic health problems. They require continuing health 
care, co-ordinated and delivered by a wide range of health care staff in different 

places and at different times. 

2.7. The expected growth in the number of elderly people here will give rise to 

substantial and increasing pressures on acute hospital services. Much more can 
be done for older people, who can now benefit from advances in medicine and 
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CHAPTER 2: THE NEED FOR CHANGE 

surgery, including procedures such as renal dialysis, hip replacement or open heart 
surgery - treatments that would not have been available to them until relatively 

recently. 

2.8. In addition to the increase in healthcare needs as a result of an ageing 

population, there are also more children and young people suffering from chronic 
diseases such as asthma and diabetes. Children today can also survive to 

adulthood with diseases such as cystic fibrosis. However, they may require regular 
and complex hospital-based treatments throughout their lives. 

Developments in Health Care 
2.9. New medicines to treat both chronic and acute illnesses are now available: 

chemotherapy for the treatment of malignant disease; advanced therapies, such 
as 'clot-busting' drugs, for the treatment of heart disease; and new medicines to 
relieve the symptoms of multiple sclerosis and rheumatoid arthritis. These 
treatments often replace older, less effective treatments, but usually at a 

higher price. 

2.10. Many new treatments can now reduce short-term discomfort for patients or 
significantly improve their quality of life in the longer term. This is demonstrated 

by the significant increases in the number of hip replacements, cataract 

operations, coronary artery bypass operations, and organ transplants undertaken 

in recent years. 

2.11. There have been many advances in surgical techniques. 'Key-hole' surgery has 
reduced post-operative pain and complications and accelerated recovery. 

Improvements in surgical techniques and anaesthesia have meant that more 
surgical procedures can be carried out on an outpatient or day-case basis, 

enabling patients to avoid long stays in hospital. 

Developments in Medical Technology 
2.12. Advances in medical engineering technology have also produced significant 

successes. For example machines (Iithotripters) can generate shockwaves to 

smash stones in the kidney or urinary tract, and lasers can be used to destroy 
tumours and to eliminate clots in arteries. Medical imaging advances, such as 

CT and MRI scanners, and more recently PET scanners, will revolutionise diagnosis. 



New ways of working 
Specialisation 

CHAPTER 2: THE NEED FOR CHANGE 

2.13. As medical practice has developed and widened it has become increasingly 

difficult, if not impossible, for doctors, nurses and other health workers to acquire 

knowledge and relevant skills in sufficient depth across the full range of health 

care services. As a consequence, they now train to develop narrower, more 

focused, interests in 'sub-specialties', in which they become expert. 

2.14. Increased expertise has resulted in great advances in treatments and, most 

importantly, improved results for patients. For example, the advent of consultants 

specialising in spinal surgery, joint replacement or specialist hand surgery has 

directly improved outcomes for patients. However, it also means that the era of 

medical 'generalists', trained to span a wide range of specialties, is approaching 

its end. Such doctors have often provided the core of acute services in smaller 

hospitals here. As these doctors retire or move on, it is becoming impossible to 

replace them. 

Information and Communications Technology 
2.15. The information and communications technology revolution has the potential 

radically to improve medical diagnosis. It opens the way for much better use of 

information, through a greater integration of systems. This will mean that 

information held in different locations can be combined to gain a fuller 

understanding of the progression of illnesses and the effectiveness of treatments, 

thus supporting the development of new and more effective practice. 

2.16. The developing ability to shrink distances through advanced communication 

systems will also transform how hospitals work. Telemedicine, for example, allows 

a GP to transmit a photograph of a patient's skin condition to, and receive advice 

from, a dermatologist who may be located hundred of miles away. Similarly, if a 

patient has severe chest pain, the technology to transmit a patient's heart tracing 

(ECG) to a cardiologist by cellular telephone for expert advice is already in use. 

A Team Approach 
2.17. People often seek help with healthcare problems that do not fit within a single 

specialist area. Patients with chronic diseases, affecting many body systems, are 

becoming more common. Health care practitioners of all types need to work in 

teams, pooling their knowledge and skills to provide the best available care for 

such patients. 

f3 
u 
;; 
a: ... 
In 

~ 
'" '" z 
i: 
o 

~ 
o 

I 



CHAPTER 2: THE NEED FOR CHANGE 

- - .'- ~ ---- --~ ......... ~..,,--~, .... -~~~-~ .. -~. ~--.-~--- '-"---.....,~--

2.18. There is a great deal of evidence to suggest that outcomes are better if 

treatments and care are delivered by specialist multi-disciplinary teams. This is 

particularly so in the delivery of cancer services, but has also been shown to be 

the case for many chronic diseases. It is now accepted that services are better if 

they can be organised in a way that allows multi-disciplinary teams to develop. 

2.19. Such teams must be large enough to work effectively and to provide reasonable 

working conditions for all the staff involved. They also need to care for sufficient 

number of patients to make best use of their skills and to maintain those skills 

throughout a lifetime of practice. This is particularly important, as all health care 

practitioners will be required to demonstrate their continued professional 

competence on a regular basis. 

Training 

2.20. The healthcare workforce is highly skilled, with one in five a graduate in their 

professional discipline. However, graduation is only the first rung on the ladder to 

specialist practice. Training takes place largely within the health service over 

several years. Traditionally this has mainly involved learning on the job. There 

have been significant changes to this approach throughout the past decade, 

which have recognised that it is not the most efficient way of equipping staff for 

specialist practice. 

2.21. Increasingly, the jobs available to junior doctors, and other professional staff, do 

not provide the opportunity to develop the skills and experience necessary for 

modern practice. More stringent requirements covering the degree of supervision, 

the specific nature of the work undertaken by trainees and facilities for study 

available, are being applied by professional standard-setting bodies when 

considering, or reviewing, the suitability of a post for training. 

2.22. The acute sector has been heavily reliant on staff in training to supplement the 

provision of patient care. This can no longer continue. At present, in hospitals 

which cannot meet training needs, the loss of training recognition has the 

potential to critically undermine service provision. 

Supporting Hospital Staff 

2.23. The hospital service depends on the commitment and motivation of its staff to 

deliver the quality of care achieved. Staff often work long hours, frequently 

beyond their contractual commitments, in the interest of their patients. They may 

work in a less than ideal environment, and find themselves dealing with situations 

I 
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that can be harrowing and disturbing. They do so with professionalism and 

dedication. 

2.24. It is important that the commitment and motivation of staff is built upon rather 

than undermined. If the current organisation of acute services does not provide 

staff with adequate support in an acceptable physical environment, there is a 

significant risk that: 

• local recruitment of doctors, nurses and other health professionals will become 

increasingly difficult; 

• staff will leave to find jobs elsewhere; and 

• international recruitment will become progressively less fruitful. 

Improving Standards 

2.25. Improving the quality of hospital care, and the environment in which this care is 

delivered, is a major priority. The responsibility for quality has been addressed at 

both an individual and a corporate level. Individual doctors, nurses and other 

health professionals must now ensure that their professional development keeps 

their knowledge and skills up to date. At a corporate level the duty on Trusts to 

provide quality care will soon become a statutory responsibility. Accountability 

for the delivery of the services will be strengthened through the introduction of 

robust clinical and social care governance arrangements. 

2.26. These requirements, along with new arrangements for the production and 

dissemination of standards,will ensure that individual members of staff will be 

kept fully up to date with guidance on new technologies and standards for 

treatment tb be applied. All of this will be underpinned by a transparent and 

open system of independent monitoring of the quality of services within the HPSS. 

The principal vehicle for this will be the planned Health and Social Services 

Regulation and Improvement Authority, which will be established subject to the 

will of the Assembly, with legislation being brought forward this autumn. 

Conclusion 

2.27 There have been major changes in the needs of the population, and in medical 

knowledge, :medical technology and the way doctors, nurses and other health 

professionals train and work to deliver acute healthcare. The public rightly 

expects the highest standards of services, and these need to continue to improve. 

All of these factors, taken together, will have a profound effect on the way 

hospital services can be provided in the future. 
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2.28. The hospital service is constantly changing. Thanks to its highly skilled and 

committed workforce, hospitals continue to deliver good quality services, despite 

the growing pressures, and will continue to strive to do even better. However, it is 

increasingly difficult to deliver safe, modern and effective services in ageing 

hospitals, with outdated equipment and staffing complements that cannot 

support best clinical practice. 

Pressures for Change 

• Ageing population requiring increased treatment and care 

• New medicines and new treatments 

• Developments in medical technology 

• New ways of working 

• More stringent training requirements 

• Improving standards 



CHAPTER 3: WHAT KIND OF CHANGE 

3.1 At present, there are 15 hospitals providing acute services here (see map at 

Appendix 1) and one further hospital that has temporarily lost its acute services, 

serving a population of around 1.7 million people. They range in size from large 

acute hospitals, such as the Royal Group and the Belfast City Hospitals, each 
serving the Belfast area and the whole population in some regional specialties, to 

the Downe hospital, serving a local population of around 55,000 people. 

3.2. In order to meet the pressures for change outlined in the previous chapter, there 
needs to be a radical re-shaping of acute hospital services, with a greater 

differentiation between the roles of the current range of hospitals, concentrating 

specialised services where necessary, and decentralising other services where 

possible. 

3.3. The trend internationally has been towards a greater concentration of hospital 

services on fewer sites. A number of professional medical bodies, including the 

Royal College of Surgeons, consider that an acute hospital, providing a full range 
of facilities and acute specialties, should be sufficiently large to serve a 
population of around 450,000-500,000 people. This would equate to three acute 
hospitals here. In practice, they recognise that most acute hospitals will continue 

to serve populations of around 200,000-300,000 for the foreseeable future. 

3.4. It is their view that the specialist teams and technology necessary to treat acutely 
ill patients, and those with complex conditions, can only be maintained in large 
hospitals serving substantial numbers of patients. Such hospitals can be staffed 

to deliver complex modern treatments, ensure proper under-graduate and post
graduate professional training and raise clinical standards. Patients benefit by 
being treated by professional teams that treat enough patients to develop and 
maintain expert skills across a wide range of subspecialties. 

3.5. Larger facilities are considered better able to use sophisticated diagnostic and 

other support services efficiently and economically, and support the number of 

clinicians necessary to provide 24 hour medical cover. 

3.6. The Acute Hospitals Review Group and earlier reviews of acute services, conducted 

by the Health and Social Services Boards, have separately concluded that, to 
improve services for patients, a further concentration of acute services is 
necessary here. 
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Providing Local Services where Possible 

3.7. Such reviews have also acknowledged that the improved quality of care and 

treatment arising from concentrating acute services must be balanced against the 

accessibility of these services to patients and their families. People want the best 

services available but prefer to have these in their own local area unless there is a 

good reason to travel further. They also want prompt and ready access to life

saving treatment in the event of an emergency. 

3.8. Local hospitals foster the development of relationships with community and 

primary care services. Moreover, with developments in new technology such as 

telemedicine and teleradiology, local hospitals can now more easily link to 

specialist advice and support in larger acute hospitals. These developments in 

technology open the way for these hospitals to draw on medical and other 

expertise at a distance, and to provide patients with better diagnoses, of a 

potentially higher quality and with a minimum of delay. 

3.9. The advances in medical treatment also mean that many more, formerly 

specialised, operations and medical procedures are becoming 'routine: These can 

be more readily de-centralised and can often be treated on a day procedure basis. 

Managed Clinical Networks - A New Way of Working. 

3.10. In looking at how acute hospitals may change, it is important to take account of 

the advent of Managed Clinical Networks. Although still in its infancy, this 

approach to collaborative working opens the prospect of re-focusing services on 

populations rather than facilities. 

3.11. The Acute Hospitals Review Group report noted the potential benefits of managed 

clinical networks and, in particular, "their ability to facilitate the concentration of 

specialist skills and complex diagnostic equipment, when appropriate, without 
necessarily having to close down local services which are so highly valued by local 
communities". 

3.12. Managed Clinical Networks have the potential to provide services to patients in a 

different way. They will support doctors, nurses and other health professionals, 

working together across different facilities and geographical/organisational 

boundaries to provide the right care for patients delivered from the most suitable 

location . 
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3.13. An effective clinical network for hospital based cancer services is already 

operational here. Staff at Cancer Units in Antrim, Craigavon, Altnagelvin and the 

Ulster hospitals work with the Belfast Cancer Centre to ensure that all patients 

receive high quality care. Regular multi-disciplinary meetings at the Cancer 

Centre and the Cancer Units provide the opportunity for health professionals to 

discuss an individual patient's diagnosis, and to agree the best medical or surgical 

care for that patient. 

3.14. By providing services across a number of sites a more convenient and accessible 

service is provided for patients, without compromising standards of care or 

treatment. For example, a surgeon may provide outpatient clinics in a local 

hospital, carry out day-case surgery in a designated elective facility and perform 

major inpatient surgery at a large acute hospital. 

3.15. Networks depend not just on individuals working across sites but on all the health 

professionals and their organisations working together to share good practice, 

communicate with one another, and provide a seamless service to patients. They 

offer the possibility of organising services differently, with the prime focus on the 

needs of the patient. 

Conclusion 
3.16. To support the development of modern hospital services, acute services here must 

change. Our pattern of hospitals is based on an outmoded approach to acute 

care. This does not facilitate the development of robust modern services that are 

sustainable and able to provide patients with both the full benefits and the level 

of quality of outcome which modern medicine can provide. 

3.17. There is a limit to how much re-adjustment can be made to the current pattern of 

acute hospital services, and smaller hospitals are now finding it increasingly 

difficult to deliver services to modern standards. Consequently, they are 

beginning to lose training recognition and some are now finding it difficult to 

recruit and retain staff. 

3.18. Action is needed now to identify where and in wha't ways services need to be 

concentrated to achieve higher quality; and where they can be decentralised, to 

make them even more accessible. A new pattern of services, supported by 

innovative managed clinical networks, will make an important contribution to 

transforming the quality and responsiveness of hospital services. 
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Re-shaping Acute Services 

• Concentrating services can bring considerable benefits 

• Benefits of concentration must be balanced against accessibility 

• De-centralisation of more hospital services now possible 

• Managed Clinical Networks can support more convenient and accessible services 
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Current Arrangements 

4.1. At present, the acute hospitals here all deliver a wide range of acute inpatient, 
day-patient and outpatient acute medical and surgical services. All but one of the 

hospitals have an ARE department and thirteen of them provide in-patient 

maternity services, with the number. of deliveries ranging from around 450 to 
5000 each year. 

4.2. Serving a population of around 1.7 million people, these hospitals each year treat 

around 380,000 in-patients, 150,000 of whom are emergency admissions, and 

120,000 day-patients. They also manage 1,200,000 outpatient and 670,000 ARE 
attendances. 

4.3. The factors outlined in previous Chapters underline the need for significant 
change in the way hospital services are delivered in the future. The challenge is 
to build on the strengths of the current service, and to develop a modern and 
effective hospital service that meets the needs of patients, and delivers the full 
benefits that modern medicine can offer. 

4.4. To meet these requirements will require a shift away from stand-alone hospital 
facilities towards an integrated service that delivers a comprehensive range of 
treatment and care from a variety of hospital and primary care settings, all 
operating collaboratively as an inter-dependent care network. 

Principles 

4.5. In seeking to achieve the right relationship between quality, safety, accessibility, 
sustainability, equity, and affordability, the proposals in this Chapter are guided by 
the following principles: 

• none of the current hospitals offering acute services should be closed - rather, 
they must be adapted to play their part in a new configuration of service 
provision; 

• services should be decentralised 'wherever the opportunities created by service 

and technological developments make this possible and sustainable; 

II the range and quality of hospital services should aim to match the best 

standards achieved in other parts of Europe; 

4) access times to emergency care and consultant-led maternity services~ in an 

appropriate facility, should be the minimum achievable, with the vast majority 
of people within 45 minutes, and everyone normally within one hour, of these 
services; and 
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• acute services mus~ be re-focused. to achieve the concentration of expertise and 

experience required to deliver the highest possible levels of clinical care. 

A systematic Approach to Hospital care 
4.6. In developing these proposals. account has been taken of the AHRG report and 

the outcome of the public consultation on its findings. They follow a similar 

approach to the AHRG recommendations. in that they are built around a network 

of acute hospitals and Local Hospitals. However. the proposals go further than 

the AHRG recommendations in that they do not categorise acute hospitals into 

different levels and open the way for: 

• the provision of a second Enhanced Local Hospital. in the West;" 

• the provision of a second protected elective centre, west of the Bann; and 

• the piloting of two mid-wife led stand-alone maternity units, one in the East 

and the other in the West. 

4.7. The hospital service has to be developed as an integral part of the total health 

system. Hospitals need to work as a dynamic element of that system, if they are 

to function effectively. The hospital service ultimately relies on primary and 

community care services, working effectively to channel the right patients to it 

and to re-integrate them back into the community at the end of their acute 

treatments. 

4.8. The approach set out in this Chapter is based on the expectation that acute 

services will be patient -focused and organised around population groupings 

rather than facilities. This will require a much greater movement of staff within 

the system to support local activity and to ensure the proper decentralisation of 

services. 

The Approach 

• Closer integration of primary, community and secondary care 

~ Patient-focused acute services, organised around populations 

• Greater movement of staff within system 

• Local Hospitals a vital bridge in the new integrated health system 

/ 
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links to Primary and Community Care 

4.9. The boundaries between primary and hospital care are becoming increasingly 
blurred. Primary Care Teams, which bring together GPs and community health 
and social care professionals, including pharmacists and general dental 

practitioners, are most often the first point of contact that people have with the 
Health and Social Services. They play an increasingly important role in sustaining 

vulnerable and chronically ill people in the community, and managing their access 

to appropriate levels of acute care. 

4.10. This role is set to expand, with the development of Local Health and Social Care 
Groups providing a better focus for modernising primary and community care. 

4.11. The further enhancement of primary care will directly support the localisation of 

services, with an increased emphasis on providing them as close as possible to the 

people relying on them. In addition to established relationships with existing 

community hospitals, such as Ards and Bangor hospitals, primary care teams will 
have the opportunity to work closely with Local Hospitals, which will form a 
bridge between acute and primary care. 

4.12. Given proper investment, it is envisaged that primary care, secondary (hospital) 

care and community care professionals will work together, in modern facilities, to 
provide the vast majority of hospital and community services required by the local 
communities that they serve. 

A New Model for Hospitals 

• Strikes the right balance, proposing a network of acute hospitals and Local 
Hospitals, including: 

~ 9 acute Hospitals 

~ 2 Enhanced Local Hospitals 

~ 2 protected elective facilities 

~ 9 consultant-led maternity units 

~ 2 pilot stand-alone midwife-led maternity units 

• Links to primary and community care 
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New Local Hospitals 

4.13. In providing an effective health care system, local access to services is important. 

Local Hospitals will work directly in partnership with acute hospitals, forming a 

crucial bridge between hospital and primary and community care and helping to 

achieve cohesion between the different care sectors. 

4.14. Local Hospitals are an important new concept, building on recent service 

developments here and elsewhere. They will be developed to provide the vast 

majority of services that people get in hospital settings (some 700f0) , and that do 

not need to be delivered in a large acute hospital. 

4.15. Developments in clinical practice and technology are making more local treatment 

and care increasingly possible. Many investigations, treatments and procedures, 

previously requiring hospital admission, can now be carried out effectively and 

safely outside a major acute hospital. 

4.16. Local Hospitals will provide increasingly sophisticated methods of investigation, 

diagnosis and day procedures that go considerably beyond what is currently 

available from Community Hospitals. They will provide a local base for expert 

clinicians, specialist nurses and other health professionals, who will relate to local 

populations rather than to individual facilities and provide a wide range of 

services, including: 

• Extended-hours access to a minor injuries unit, 

• an increased range of day case surgery, 

• a wider variety of high quality diagnostic services, 

• a wider range of outpatient clinics, 

• pre and post natal maternity services, 

• intermediate care, and 

• rehabilitation and step-down beds, supporting people who require less 

intensively supported care as they complete their recovery from in-patient 

treatment. 

4.17. The accessibility of Local Hospitals, their size and their local character, will ensure 

that they make a distinctive contribution to the overall provision of modern, high 

quality hospital services . 

4.18. Developing Local Hospitals in this way will require considerable and continuing 

investment in modern equipment and in the training of staff. However, the proper 
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development of Local Hospitals will greatly benefit the people who make use of 
their services. 

4.19. The Mid-Ulster, South Tyrone, Whiteabbey, Downe, Lagan Valley, Mater, and 
Tyrone County hospitals will be developed as Local Hospitals. To take account of 

local circumstances, a number of these will have some additional services, as set 

out in the following paragraphs. 

Downe Hospital 
4.20. The AHRG report proposed that the Downe should provide, among other things, a 

24 hour ARE service and emergency medical service, including coronary care. It 
should also provide planned (elective) day procedures but not emergency surgery. 

4.21. This model raises a number of issues relating to the nature, extent and 

sustainability of the proposed services at the Downe. To address these, further 
clarification was sought regarding the detail of the model and the journey times 
in the Down area. 

4.22. Journey times from some districts served by the Downe to the nearest acute 

hospital can be as much as 55 to 60 minutes. It is therefore proposed that the 
Downe should provide some additional services, as an Enhanced Local Hospital. 
The hospital will be linked to the acute hospital network and supported to 
maintain a 24 hour ARE unit, capable of providing resuscitation and emergency 
coronary care, and a consultant-led in-patient medical service, in addition to out

patient, diagnostic and day procedures. 

4.23. In proposing this Enhanced status for the Downe as a Local Hospital, account has 
been taken of the particular problems of delivering emergency services to the 

dispersed rural population relying on this hospital. This approach builds on a 
model for the hospital previously developed by the Eastern Health and Social 
Services Board in collaboration with the Down Lisburn Trust, and the hospital 
consultants who provide current services at the hospital and in Belfast. 

4.24. This h~spital will have to' work as part of a clinical network if it is to sustain these 

additional seorvices. This will be challenging for staff at the Downe hospital and 

the acute hospitals working in partnership with it. The approach will be 

evaluated on a regular basis to confirm its continuing viability. 
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4.25. The consultant-led inpatient maternity services provided by the Downe will be 
transferred, in line with proposals on Maternity services later at paragraph 4.61. 

Tyrone County Hospital 
4.26. A new Local Hospital is proposed for Omagh. Analysis of the journey times to an 

acute hospital in or to the north of Enniskillen shows that some people served by 
the Tyrone County Hospital would have journey times approaching 60 minutes. 

4.27. Recognising that traffic volumes and other factors may also push journey times 

over the hour at certain times of the day, it is proposed to site an Enhanced Local 
Hospital in Omagh. The Western Health and Social Services Board will be asked 
to lead a process involving local Trusts, clinicians, other hospital staff, and other 
interested parties, including service users, to develop a model for such an 
enhanced service. 

4.28. The model will need to demonstrate that any proposals are viable, sustainable and 

will not undermine the new acute hospital in the area. 

Lagan Valley Hospital 
4.29. Recognising the current capacity problems in Belfast, Lagan Valley Hospital will 

have to continue to provide a wide range of acute services for much of the period 
leading to the establishment of a new pattern of hospital services, pending its 

transformation to a modern Local Hospital. 

4.30. As a Local Hospital, Lagan Valley Hospital will have a minor injuries unit linked to 

one of the Belfast AEtE centres, and a rehabilitation role, particularly for local 

older people. It will also provide state of the art outpatient and diagnostic services 

for the major specialties. 

4.31. Given its location and facilities, it is proposed that the Lagan Valley Hospital 
becomes a specialist centre for planned (elective) surgery for Greater Belfast, 
protected from short-term emergency pressures and developed so as to maximise 

its elective capacity. This would facilitate the development of elective beds, 
allowing the hospital to make a significant contribution to decreasing waiting 

times for surgery in the East. 
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Other Protected Planned Admissions Provision 
4.32. A single protected centre of this type, located adjacent to the Greater Belfast 

area, is unlikely to be sufficient to meet needs, reduce waiting lists, and ensure 

equality of access. 

4.33. There exists a particular sense of inequity west of the Bann. Public concerns that 

services have been run down, withdrawn and made less accessible have generated 

understandable fears of being left without services. 

4.34. Noting that accessibility is an important consideration, further work will be 

undertaken by the Department to identify a second major protected elective 

centre in a Local Hospital west of the Bann. In conjunction with other proposals 

in this paper, this centre will provide an important contribution to decreasing 

waiting lists in the West. 

Mater Infirmorum Hospital 

4.35. Recognising the current capacity problems in Belfast, the importance of making 

full use of the modern facilities of the Mater hospital is accepted. The Mater 

must therefore continue to provide a range of acute services for much of the 

period leading to the establishment of a new pattern of hospital services, pending 

its transformation to a modern Local Hospital. The Mater has a long and 

distinguished history as a teaching hospital. As a new Local Hospital, with good 

clinical links to the Royal Group of Hospitals and the Belfast City Hospital, and in 

close proximity to them, the Mater will be ideally placed to play an even more 

significant role in contributing to training of doctors, nurses and other health 

professionals of the future. 

4.36. To enable the hospital to make this vital contribution, the Mater Hospital will be 

further supported in developing and expanding its role as a key institution in the 

fields of medical and nurse training. In particular the Department will formalise 

its role as a teaching hospital by putting its links with Queen's University on a 

statutory basis in the same way as the two main teaching hospitals. As a result 

the University would be given representation on the Trust board. These 

arrangements will be reviewed as necessary in the light of the decisions taken on 

HPSS structures. 
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4.37. The Mater has been experiencing increasing difficulties in maintaining the 

existing maternity services. The Mater's close proximity to the new centralised 

maternity hospital4 may, however, open up opportunities for sustaining the service 

on a close partnership basis. 

4.38. The AHRG concluded that: 'inpatient and other maternity services should only be 
maintained at the Mater on the basis of the continuation and development of 

existing links with the Royal Jubilee unit, including close networking and adherence 
to joint clinical protocols. This would involve rotation of the consultants, midwifes 
and junior medical staff in the two maternity units who would effectively act as a 
single clinical team.' 

4.39. It is proposed, on the basis of the approach suggested by the Acute Hospitals 

Review Group, that maternity services at the hospital will be maintained. This will 

be conditional upon the Mater Trust working with the new centralised Belfast 

maternity service, to show that robust networking arrangements can be put in 

place and sustained. 

Modern Acute Hospitals 
4.40. It is proposed to create a stable pattern of modern acute hospitals, comprising 

nine acute hospital sites. This approach will ensure that, regardless of where they 

live, most people will have access to acute services, effective emergency care and 

consultant-led maternity services within 45 minutes, and all the population will 

normally be within one hour of these services. 

4.41. A core element of this approach is the establishment of a more integrated and 

mutually supportive network of acute and local hospitals. This will provide an 

inter-locking and seamless high quality care hospital network that links directly to 

primary and community care arrangements. 

4.42. Some 'regional' services, such as chemotherapy, have alre~dy been decentralised 

from the Belfast hospitals. Future moves, such as the development of consultant

led fracture clinics in all acute hospitals, and full in-patient fracture services at 

Antrim and Craigavon, will also be brought forward. 

4 A new Centralised Maternity Service will be sited on either the Royal Graup or the Belfast City Hospital site. 
Maternity services at the Mater Hospital should link directly to this Service. 
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4.43. In addition Musgrave Park Hospital will continue in its role as a regional 

orthopaedic centre providing protected elective orthopaedic procedures. Steps 

will be taken to enhance services at the hospital, to facilitate a reduction in 

current long waiting times for operations. 

4.44. Commissioners and providers of services will be expected to continue to pursue 

decentralisation opportunities as and when medical and technological advances 

permit. 

4.45. Future acute services will be provided from nine hospitals: Royal Group, 

Altnagelvin, Antrim, Belfast City, Causeway, Craigavon , Daisy Hill, Ulster, and a 

new hospital in or to the north of Enniskillen, to serve the Fermanagh/Tyrone area. 

The rationale for the location of the new hospital for the Fermanagh/Tyrone area 

is addressed in paragraphs 4.51-4.60 below. 

4.46. These acute hospitals will each have their own characteristics and individual 

service profiles. They should be seen as part of a mutually supportive network of 

complementary services. All of the nine acute hospitals will support a broad 

range of acute services. Each will have 24 hour A8:E services, and a wide range of 

in-patient, outpatient and day procedures. Eight of the nine will have consultant 

led in-patient maternity services5
. These services will meet most of the acute 

service needs of the population. 

4.47. Additional specialist services, for the minority of patients with severe or complex 

conditions that require very specialist care, will be provided from some of the 

acute hospitals with larger patient volumes, for example inpatient fracture 

surgery. Where a patient requires services that are not provided in the acute 

hospital closest to their home, they will be admitted directly to, or transferred to, 

the nearest facility providing such services. 

4.48. To provide patients with modern and effective treatments to the highest 

standards, specialist services need to be resourced accordingly. To deliver them, 

acute hospitals require the facilities, equipment and specialist medical, nursing, 

health professional and other support staff necessary to provide a multi

disciplinary approach to the management of complex clinical treatments. 

5 A new Centralised Maternity Service will be sited either on the RoVal Group or the Belfast City Hospital site. 
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4.49. There are a small number of services, such as neurosurgery or renal 
transplantation, which are distinguished by their highly specialised nature or by 

the relatively low number of patients, often with rare or complex conditions, that 

they treat. These will only be provided, on a region-wide basis, from one or two 

of the acute hospitals. 

4.50. In addition, a number of Belfast hospital based specialties will be re-Iocated, in 
line with the recommendations of the Eastern Health and Social Services Board's 
report: Taking forward the Pattern of Acute Hospital Services in the Eastern Board 
Area, (December 2000). These cover the future siting of specialties covering 
Plastics, Dermatology and Rheumatology. In the case of paediatric and adult ENT 

services, appropriate account will be taken of subsequent work by the Board with 
Trusts and clinicians on the separate siting of these services. 

A New FermanaghfTyrone Acute Hospital 
4.51. A new acute hospital in the Fermanagh/Tyrone area is necessary to provide 

accessible, high quality services to people in that area. 

4.52. An acute hospital must have a workload sufficient to ensure its long-term 
viability. The Department's assessment is that a new acute hospital, at any of the 

locations considered, is sustainable, provided it is part of a larger managed clinical 

network. Potential partnership arrangements with acute hospitals in the South 

would further support the sustainability of an acute hospital in Fermanagh/Tyrone 
area. 

4.53. The choice of locating the hospital in or to the north of Enniskillen, in Omagh, or 
in a location elsewhere, was finely balanced, and further analytical work was 

undertaken to guide this decision. 

4.54. The over-riding concern was to ensure that the new facility meets the acute 

service needs of the population. The consultation on the AHRG report generated a 

number of detailed proposals as to the location of the new hospital and 
information was provided in support of each location. 

4.55. To further inform the decision-making process, some additional analysis was 

undertaken in assessing journey times within Fermanagh/Tyrone and between the 
counties and adjacent hospitals in the South (See Appendix 5). An independent 

review and analysis of the reports supporting a number of locations/sites was 

commissioned; and activity and staffing data, covering Sligo, Cavan, Monaghan 
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and Letterkenny hospitals, were analysed to help to establish the current potential 

of these hospitals to contribute to the provision of acute services here. 
Deprivation indices were also reviewed. 

4.56. The results of these analyses can be summarised as follows: 

(i) If the use of hospitals in the South is not taken into account and a new 

Fermanagh/Tyrone hospital is situated in or to the north of Enniskillen, around 
8,744 people in the Fermanagh/Tyrone area would have travel times of over 45 
minutes, of whom 2,131 would be between 50 and 55 minutes travelling time 

from the hospital. None would be more than 55 minutes away from the hospital. 

This compares with an Omagh location where 24,250 people in the 
Fermanagh/Tyrone area would be more than 45 minutes away, of whom 21,234 
would be more than 50 minutes away, with 9,749 more than 60 minutes 

travelling time from the hospital. A location at Ederney, a location half way 

between the two towns, would place 17,802 people in the Fermanagh/Tyrone area 
more than 45 minutes away from the hospital, of whom 7,260 would be between 
55 and 60 minutes travelling time away from it, and none would be more than 60 

minutes away. 

Site Total no in Of those with journey time over 45 mins 
Fermanagh/ 
Tyrone with Journey time Journey time Journey time 

journey time Over 50 min Over 55 min Over 60 min 

over 45 mins# 

Enniskillen* 8,744 2,131 0 0 

Omagh 24,250 21,234 9,749 9,749 

Ederney 17,802 7,260 7,260 0 

* Times are calculated on the current hospital. If the new hospital was to the north of the 
town, journey times would be reduced. 

# Calculations assume that people will travel to their nearest hospital in the North for 
treatment. While this may be the case for Accident and Emergency attendances, 
patients will travel to other hospitals for elective treatment, particularly for certain 
specialities 
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(ij) If hospitals in the South were able to provide A&E and a full range of acute services to 

the population, and if this were factored into travelling.times, no-one in Fermanagh or 

Tyrone would have to travel more than 55 minutes to an acute hospital, regardless of 

the location chosen. In this scenario, the differences between access times are much 

closer. If the hospital is located in or to the north of Enniskillen, around 6,525 people 

in the Fermanagh/Tyrone area would have travel times of over 45 minutes, none of 

whom would be more than 50 minutes away from the hospital. This compares with an 

Omagh location where 4,626 people would be more than 45 minutes away, of whom 

2,365 would be between 50 and 55 minutes away from the hospital. A location at 

Ederney, which is half way between the two towns, would place 4,072 people more 

than 45 minutes away, none of whom would be more than 50 minutes travelling time 

away from the hospital. 

Site Total no in Of those with journey time over 45 mins 
Fermanagh/ 
Tyrone with Journey time Journey time Journey time 

journey time Over 50 min Over 55 min Over 60 min 

over 45 mins# 

Enniskillen* 6,525 0 0 0 

Omagh 4,626 2,365 0 0 

Ederney 4,072 0 0 0 

.. Times are calculated on the current hospital, if the new hospital was ta the north of the 
town, journey times would be reduced. 

# Calculations assume that people will travel to their nearest hospital in the North or 
South for treatment. While this may be the case for Accident and Emergency 
attendances, patients will travel to other hospitals for elective treatment, particularly for 
certain specialities. ' ; 
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4.57. There has been communication at a senior level between the Department of 

Health, Social Services and Public Safety and the Department of Health and 

Children concerning the potential of hospitals in the South to provide services to 

patients from the North. From this, it is apparent from the current stage of 

planning for hospital services that there is uncertainty as to whether the relevant 

hospitals in the South will deliver, over the longer term, the capacity and services 

equivalent to those provided by the nine acute hospitals in the North. This degree 

of uncertainty has to be taken into account in deciding the best location of the 

new hospital with a potential life-span of 60 or more years. 

4.58. The revenue and capital costs of the new hospital would be largely the same 

whether it is located at Enniskillen, Omaghor a location somewhere between the 

two towns. However, some additional infrastructure costs, for example for 

services and road improvements, may be required if the hospital is located well 

outside the two main towns. 

4.59. Given the difficulties that the Erne and Tyrone County hospitals are currently 

experiencing in maintaining acute services, it is essential that a decision on the 

location for the new hospital is reached as quickly as possible. In these 

circumstances and on the information available, the balance of advantage lies in 

locating the new hospital in or to the north of Enniskillen. 

4.60. This proposal is firmly based on the available information, and any new 

information that emerges during the course of the consultation will be taken into 

consideration before reaching a final decision. 

Maternity Services 

4.61. Women want maternity services that are safe, provide high quality care, and offer 

real choice in the range of care available. They are particularly concerned about 

having to travel long distances during pregnancy or labour. 

4.62. It is the intention that maternity services should be provided as close to people's 

homes as possible. Consequently, Local Hospitals, as well as the acute hospitals, 

will provide ante-natal care, ultrasound screening, assessment of complications 

and post-natal care for mother and baby. 

4.63. Moreover, all mothers-to-be should normally be within one hour of the nearest 

consultant-led maternity unit. The safety of mother and baby is paramount, and 

women need to have confidence that safe and satisfactory arrangements are in 
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place for their care and support in all maternity units. All of the 96 consultant

led maternity units will therefore provide cover, on a 24 hour basis, supported by 

teams of consultant obstetricians, consultant anaesthetists and consultant 

paediatricians. 

4.64. It is clear that, in the future, the number of expectant mothers who will deliver 

their babies in the smaller maternity units will not be sufficient to enable staff in 

these units to maintain their expert skills. In such units, the small numbers of 

deliveries make it impossible to sustain the full team necessary to deliver a 

consultant-led maternity service. 

4.65. Alongside the concentration of consultant-led maternity services, delivered on 

fewer sites, the development of midwife-led units, within or adjacent to a 

consultant-led 'maternity unit, will be taken forward. Such units can allow 

mothers with a low risk of having a complicated labour, to have a more natural 

birth in a safe but homely environment. The further development of these units 

will be actively promoted. 

Midwife-led Stand Alone Units 
4.66. The opportunities to move beyond this approach towards stand-alone midwife-led 

units are already being demonstrated in pilot schemes, in England, Wales and the 

South. Preliminary evaluations indicate that such units are capable of providing a 

safe, alternative option of care during delivery for mothers-to-be who are 

assessed as 'low risk', by putting in place appropriate and effective transfer 

arrangements to cover unexpected emergencies. 

4.67. The opportunities for such developments here should be fully explored. It is 

proposed that the Department, in consultation with HSS Boards and Trusts, will 

arrange for local pilot projects to be established. Two initial pilot schemes are 

envisaged, one in the East and one west of the Bann. The proposed pilots will 

establish clear protocols to ensure that, where risks are identified at any stage, 

mothers-to-be are referred to a consultant-led maternity unit, which will be 

supported by the establishment of an effective region-wide neonatal transport 

service. The training and skills of midwives in the Stand Alone Units will also be 

enhanced . 

6 A new centralised maternity service will be sited an either the Raval Group or Belfast City Hospital site. 
Moternity services at the Mater should link directlv to this. 
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Supporting Rural Communities 
4.68. The development of Local Hospitals, working with appropriately sited acute 

hospitals, will ensure that rural communities are not disadvantaged when it comes 
to accessing hospital services. 

4.69. Recognising that, no matter how hospital services are arranged, dispersed rural 
communities will be some distance from them, early additional steps will be taken 

to put in place supporting measures. These will add to and complement the 
provision of hospital services and ensure that the needs of rural people are 
adequately addressed. These include: 

• Rapid Responder Schemes- providing 24 hour cover within defined 
geographical areas. These are ambulance service paramedical staff, with pre
hospital trauma and life-support skills. Using rapid response vehicles, they will 

respond to emergency calls, assess the situation, and either deal with the 
incident themselves or provide support and care until an ambulance arrives; 

• First Responder Schemes - these schemes provide a network of local people 

with the skills to respond to life-threatening emergencies; 

• Improved Ambulance Services - the Department's plans will improve 
ambulance response times for many rural areas, and ambulance crews will be 

trained to provide thrombolysis (clot-busting drugs) for appropriate patients 
before they arrive in hospital; 

• Transport services - a more flexible interpretation of 'clinical need' will be 
applied when considering eligibility for transport to and from hospital provided 

by the HPSS for people in rural areas; and 

., Innovative planning -Boards and Trusts will set up task groups to develop 

imaginative ways of addressing the problems that people in rural areas face, 
especially those areas with long and difficult journeys. Examples include 

making greater use of vehicles other than ambulances for patients who do not 

require skilled ambulance aid, and enhancing services provided by primary care 
teams, drawing on the expertise of other emergency services. 
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4.70. The aim is not to substitute local services for hospital-based care but to develop a 
range of pre-hospital support services, to ensure that the overall service available 
to rural communities is as good as that available to people living in communities 
closer to hospitals. The service for each area will be tailored to meet particular 
local circumstances. 

Working in Partnership with the South 

4.71. The AHRG recommended that collaborative working with health services in the 
South should be encouraged. This is fully in keeping with work already agreed 
and in progress. 

4.72. For example, in 2000 the North South Ministerial Council (NSMC), established the 
North South Regional Hospital Services Group (NSRHSG) to consider the 
opportunities for developing partnerships covering the wider regional and supra
regional services. It has been tasked with identifying service areas/specialities 
where cross border or all-island co-operation can be of mutual benefit. 

4.73. Cooperation and Working Together (CAWT) is an organisation formed in 1992 to 
promote cooperation in improving the health and social well-being of the 
populations of the North Eastern and North Western Health Boards in the South, 
and the Southern and Western Health and Social Services Boards in the North. A 
number of local cross-border initiatives are being developed by CAWT, which has 

been exploring opportunities for building greater collaboration between hospitals 
in border areas. 

4.74. The Health Departments here and in the South are working collaboratively on ARE 
services, planning for major emergencies, co-operation on high technology 
equipment, cancer research and health promotion. For example, as part of work 
on planning for major emergencies, the NSMC has approved the joint 
commissioning of a feasibility study of an all-island Helicopter Emergency Medical 
Service and this is currently being taken forward. A joint contract is already in 
place for the disposal of clinical waste. 

4.75. Such collaboration is in the best interests of patients North and South, and it is 
important that the full potential of such co-operation is realised. 
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Conclusion 
4.76. A number of new Local Hospitals will be established to deliver a wide range of 

services on a local basis. This will go considerably beyond what is currently 

available from Community Hospitals. They will network with acute hospitals and 

local primary and community care and provide the backbone of the new hospital 

service. 

4.77. There will be greater differentiation between the roles of the current range of 

hospitals, concentrating specialised services where necessary, and decentralising 
other services where possible. 

4.78. The nine acute hospitals, including a new acute hospital for Fermanagh/Tyrone, 

located in, or to the north of Enniskillen as outlined in this paper, represent a 
viable, robust and sustainable approach to delivering modern and accessible acute 
services. 

4.79. Maternity in-patient services should be provided on nine sites. Midwife-led 

services should be further developed and two stand-alone midwife-led units will 
be piloted. 

4.80. Opportunities for co-operation between the North and South on a range of 
healthcare issues should continue and be developed to their full potential. 
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Introduction 

5.1. The HPSS is administered by the Department, 4 HSS Boards, 19 Trusts and 5 

Special Agencies. There are also 4 Health and Social services Councils. The four 
Boards were originally set up to deliver the full range of health and social 

services, under the direction of the Department. With the creation of the internal 
NHS market in the 1990s, Boards were given responsibility for determining the 
needs of their population for health and social services. They became 

commissioners of services, purchasing them from a range of service providers 

5.2. The main providers of services were the Trusts, which inherited the responsibility 
for the delivery of services from the Boards. The newly established Trusts were 
given a high degree of management autonomy, and competed with each other for 
contracts covering the delivery of health and social services. 

5.3. Recognising the potential for GPs to influence the delivery of hospital services, 
the then government also established GP Fundholding practices. These were also 
given commissioning powers and were funded to buy a range of hospital and 
other services directly from Trusts. 

5.4. At present, 19 Trusts and 5 Special Agencies deliver a wide range of hospital, 

community health and social care services. These consist of 7 Trusts that provide 
acute hospital services only, 5 Trusts that provide community health and social 

services only, 6 fully integrated Trusts providing both hospital and community 

health and social services, and one regional Ambulance Trust. The Special Agencies 

provide a number of services, including payments to independent practitioners, 

regional supplies, blood transfusion services, medical physics, guardian ad litem 

services for children, and health promotion. 

5.5. The need for structural reform has been evident since moves to abolish the 
internal market began. The structures set up to promote the development of an 

internal market do not reflect the new emphasis on partnership and co-operation. 

Nordo they readily support the objectives of empowering local communities, 

targeting social need and removing inequalities, which feature strongly· in the 

Executive's Programme for Government. 

5.6. The competitive, internal market, approach has been replaced by a more 

collaborative approach. GP Fundholding has been abolished, and Local Health and 
Social Care Groups, (LHSCGs) are in the process of being set up, with the intention 
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of bringing a much more inclusive approach to the identification of local needs 

and the commissioning of services. 

5.7. The current roles of the Department, the 4 HSS Boards, the 19 HSS Trusts, the 5 

Special Agencies, and the 4 HSS Councils all need to be reviewed, to determine 
whether they are appropriate in the new environment of partnership and 
cooperation signalled in the Executive's Programme for Government. 

Relationship with Review of Public Administration 

5.8. The Executive has announced its intention to launch a comprehensive review of 

all aspects of public administration in Northern Ireland. The draft terms of 

reference which are to be finalised shortly state that the intention is to "review 

the existing arrangements for accountability, development, administration and 

delivery of public services in Northern Ireland, and to bring forward options for 

reform which are consistent with the arrangements and principles of the Belfast 

Agreement, within an appropriate framework of political and financial 

accountability. " 

5.9. The review is to be launched in the coming weeks. It is anticipated that there will 

be a major consultation exercise in the autumn of 2002, with an initial report on 
progress being produced in spring 2003. It is envisaged that firm conclusions are 
unlikely to emerge before the end of 2003. 

5.10. Clearly there will need to be a two-way inter-relationship between the Review of 
Public Administration (RPA) and work on structural reform within the HPSS. 
However, there is no question of this work being unnecessarily delayed because of 
the RPA. The Executive has agreed that work such as reforming the HPSS should 
be progressed, but decisions should be taken in a co-ordinated manner, taking 

account of the emerging principles/criteria from the RPA in determining the final 
configuration of HPSS structures. 

5.11. Following consideration of the responses to the proposals for structural change a 

further consultation will be required before final decisions can be taken on 
structural reform. 

The Acute Hospitals Review Recommendations on Structures 

5.12. The Acute Hospitals Review Group, as part of its consideration of the need for 

change in the organisation of hospital services, looked at the current organisation 

of the HPSS and made a number of suggestions for streamlining its structures. 

f3 
u 
:; 
II: ... 
'" II: 

E 
CD 

'" z 
iL 
Q 

~ 
Q 

I 



I 

CHAPTER 5: THE NEED FOR CHANGE IN STRUCTURES 

The following paragraphs take account of these suggestions and set out for 
consultation a number of options for reforming HPSS structures. 

5.13. The AHRG proposed that: 

• the four HSS Boards should be replaced by a Regional Strategic Health and 
Social Services Authority outside the Department and by (possibly) three 
Commissioning Consortia or Partnerships, made up of local health and social 
care commissioning bodies, 

• the 18 HSS Trusts (excluding the Ambulance Trust) should be replaced by 3 
integrated Health and Social Care Systems for delivering services; and that 

• the four HSS Councils should replaced by a single, statutory consumer body. 

5.14. Responses to the initial consultation on the Acute Hospitals Review Group's report 
showed a general welcome for the proposal for a Strategic Health and Social 
Services Authority separate from the Department. Mixed views were expressed 
on the proposal to establish three Health and Social Care Systems. 

5.15. Many of those who commented felt that any review should be considered as part 
of the Executive's proposed Review of Public Administration. However, the 
Assembly's Health, Social Services and Public Safety Committee felt that a review 

of the current structures should proceed as quickly as possible, and need not 
await the forthcoming Review of Public Administration (RPA). 

Options for the Reform of HPSS Structures 

5.16. The case for reform of HPSS structures is clear, and there is a strong public and 

professional expectation that Boards will be abolished and that the number of 
HSS organisations will be reduced significantly. In developing health and social 
care services for the 21 st century, it is essential that the organisational structures 

support a partnership approach and reinforce the efficient and effective delivery 
of acute and other vital services. Proposals for reform are set out in the following 

paragraphs. 
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Proposals for Reform of Structures 

• Creating a single Regional Authority with responsibility for strategic planning, 
workforce planning and commissioning of regional services 

• Replacing the 4 HSS Boards 

• Bringing together Local Health and Social Care Groups as commissioning bodies 
for local health and social services 

• Combining HSS Trusts or replacing them altogether 

• Replacing the 4 HSS Councils with a single statutory health and social care body 

A Single Regional Authority 

5.17. It is proposed to create a single Regional Authority, which would have a strong 

strategic planning and accountability focus. The Authority would carry out key 
functions such as workforce planning and the commissioning of some regional 
services, and would have overall responsibility for managing change. 

5.18. Following the launch of "Investing for Health" in March 2002, the Department is 
also undertaking a review of the Public Health function. This will be conducted in 
parallel with, and will take account of, the Review of Public Administration. As 
many of the functions within Public Health are delivered within the HPSS, this 
will also have a bearing on any structural reform. 

Have your say: 

Your views would be welcome on whether or not there should be a single 
Regional Authority. on the constitution. functions and location of this body. 
and whether it should be part of the Department or outside it. en 
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Commissioning bodies 
5.19. With the disappearance of the four Boards, commissioning would be a major 

function for individual LHSCGs to handle. In order to share the burden, enhance 

commissioning power and ensure that there is a consistent approach to 

commissioning, it is proposed that this role should be exercised by groups of 

LHS<;:Gs working in partnership. There are a number of ways in which this could 

be done. A key determinant in setting their number and constitution would be 

whether they would also deliver a range of community health and social care 

services. 

5.20. Consideration of the options for bringing LHSCGs together will be shaped by the 

views of the public, staff and other interested parties on whether it is still seen as 

important to maintain an organisational separation between commissioning and 

delivery. It will also be influenced by views on whether fully integrated health 

and social care delivery bodies are the preferred model, in the light of the 

perceived success or otherwise of the three main types of Trust configuration in 

operation since the early 1990s. 

5.21. Depending on the weight given to these factors, new models for commissioning 

bodies could include: 

• LHSCGs coming together as Commissioning Consortia or Partnerships, with 

delegated budgets from the regional body, to commission the full range of 

health and social care services in the light of the assessed needs of their local 

communities. In this model, given the focus on commissioning, three bodies 

might be regarded as sufficient for this purpose. 

• LHSCGs coming together as fully integrated commissioning and delivery bodies, 

in which case there would be no further need for Trusts, since responsibility for 

the delivery of services would pass to these new bodies. Given their 

responsibility for delivering a wide range of hospital, primary and community 

health and social services, there would be a case for more than three bodies. 

• LHSCGs coming together as Commissioning Consortia or Partnerships, but also 

with responsibility for the delivery of primary community health and social 

services, but not acute, services. In this model, there would continue to be a 

reduced number of acute-only Trusts. Given the range of service delivery 

responsibilities which these combined LHSCGs would have, there would be a 

case for more than three bodies. 
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5.22. Under any of these models, LHSCGs could be constituted either as statutory 

bodies in their own right, or as operational units of the Regional body. 

Options for New Structures: Commissioning7 

• LHSCGs as commissioning bodies 

• LHSCGs as commissioning and delivery bodies 

• LGSCGs as commissioning and delivery bodies with the exception of acute services 

Have your say: 

Your views would be welcome on whether Boards should be abolished, 

and on the constitution, functions and number of Commissioning bodies. 

Trusts 

5.23. Depending on the preferred commissioning bodies option, there are a number of 

different possibilities for Trusts. As a minimum, there should be a significant 

reduction in the number of HSS Trusts. This should aid effective networking 

between organisations in the delivery of services, and ensure resources are 

focused on service users rather than administration. The options include: 

• A number of fully integrated Trusts delivering the whole range of hospital, 

community health and social care services. 

• A number of separate acute Trusts and community health and social care Trusts. 

• A number of acute only Trusts, with the delivery of community health and social 

care services being the responsibility of commissioning bodies. 

• A number of LHSCGs coming together as fully integrated commissioning and 

delivery organisations, as described above, which would remove the need for 

Trusts. 

7 The Regional Authority may have some regional commissioning functions 
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Options for New Structures: Delivery 

These include: 

• Fully integrated Trusts 

• Separate acute and community Trusts 

• Acute only Trusts 

• LHSCGs as integrated commissioning and delivery organisations with no Trusts 

Have your say: 

• Your views would be welcome on the constitution, functions and number 

of Trusts, and on whether there should continue to be Trusts. 

• Any other options for delivery organisations 

A Consumer Body 
5.24. It is proposed to match the functions of the 4 HSS Councils with the new 

structural arrangements. Should there be a new single Regional Authority, we 

would propose to replace the 4 Councils with a single statutory health and social 

services consumer body. This should enable the body to reflect the new 

organisational arrangements in the health and social services, and strengthen the 

voice of the service user on cross-cutting strategic policy issues. The new body 

would perform an important role in monitoring the work of the Regional 

Authority. It would also streamline current arrangements in relation to 

commissioning research, opinion surveys, and publishing information. 

5.25. At the same time, it would be essential to ensure that this body would be 

constituted to enable it to keep in touch with the views of the public on local 

issues. There may be a number of ways of achieving this. 
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5.26. The new LHSCGs have community representation, and this will help to ensure 

that issues of concern to local communities will be addressed. Nevertheless, 

should there be single Regional Authority, a strong regional consumer body, in 

touch with local opinion on local issues, is also required. 

Have your say: 

• Your views would be welcome on whether the four HSS Councils should 

be replaced by a single statutory health and social services consumer 

body, in the event of a single regional authority. 

• Your views would be welcome on other ways of achieving consumer 
representation. 

Conclusion 

5.27. It is important that the new structures being proposed will support the close 

working of all parts of the HPSS, and facilitate the essential linkages which are 
needed between health and social services and education, housing and other key 
public services. 

5.28. The views of the public, staff and other interested bodies, together with the 
emerging principles/criteria from the Review of Public Administration, will be 
pivotal in determining the final shape of these new structures. 

5.29. Following consideration of the responses to the proposals for structural change, 
further consultation will be required before decisions can be taken on final 
configurations. 
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Equality Implications 
6.1. Under the statutory Equality obligations (Section 75 of the Northern Ireland Act 

1998), due regard must be given to promoting equality of opportunity for the nine 

statutory equality groups specified in the legislation. 

6.2. A preliminary assessment has been carried out of whether the proposals have an 

adverse or negative impact on people in the nine groups. (A summary of the 

assessment is at Appendix 2.) This has involved examining travel times using the 

current configuration of 15 acute hospitals and comparing these to travel times 

under the 9 site configuration. This was calculated for three possible locations for 

the new hospital in the Fermanagh/Tyrone area (Enniskillen, Omagh and a green 

field site half-way between the two at Ederney). The different access times were 

calculated under three categories, to show the number of wards and the affected 

population where the difference in travel time either: 

(i) decreased, stayed the same or increased by less than 5 minutes, 

(ii) increased by between 5 and 30 minutes, or 

(iii) increased by more than 30 minutes. 

6.3. The composition of each category of wards was then analysed to determine if 

there were any differences for each equality group living in the three categories 

of wards. 

6.4. Overall the nine site configuration would not appear to have a significant 

differential impact on the Section 75 equality groups, wherever the new hospital 

in the Fermanagh/Tyrone area is located. The measures proposed on 

decentralising services, and those for ameliorating the problems that people face 

in rural areas, will contribute to promoting equality of opportunity for people in 

the nine equality groups. 

6.5. Everyone cannot live close to an acute hospital but, for people who are 

geographically isolated, steps can be taken to minimise any risk and ensure that 

they are not disadvantaged because of where they live. 

6.6. Living in a rural area should not prevent people from receiving the high quality 

care that they need. 

MI 



CHAPTER 6: EQUALITY 

Equality 

• Effect on travel times of 9 site configuration assessed 

• No significant differential impact identified 

• Decentralising services and measures for rural areas will promote equality 

of opportunity 

Conclusion 
6.7. The proposed 9 acute hospitals should ensure that the vast majority of the 

population can normally access high quality acute hospital services, including 
emergency care and maternity services, within 45 minutes and all of the 
population normally within one hour. Local Hospitals, delivering a range of 

outpatient, diagnostic, day procedure will network with these hospitals and with 
local primary and community care. There would not appear to be a significant 

differential impact on the Section 75 equality groups. 

Have Your Say 
This Chapter covers a range of important areas. We would like to hear your views on all 
of the issues raised. 

Specific Equality Issues 

Can you identify any equality impacts which might occur as a result of these 
proposals for any of the following groups of people? 

~ persons of different religious belief, 

~ persons of different political opinion, 

~ persons of different racial group, 

~ persons of different age, 

~ persons of different marital status, 

~ persons of different sexual orientation, 

~ men and women generally, 

~ persons with a disability and persons without, 

~ persons with dependants and persons without. 

Are there likely to be any specific impacts in terms of tackling deprivation; for 

example, in relation to the New Targeting Social Need initiative? . 
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7.1. Funding is critical to the achievement of the vision of modern, high quality 
services. Resources are limited, and any approach to the development of services 
must be based on sound planning and careful use of funds. These issues have 

been carefully considered in the development of these proposals for hospital 

services which are designed to be implemented over a 9-year period. Bids will 
have to be made for the necessary resources as part of the normal funding 

processes. 

Capital costs 

7.2. To implement the proposals, around £1.2bn of capital at today's prices will be 
required, over a ten-year development period. The capital funding gap between 
the capital expected to be available over the period and what is required is 
estimated as £842m, at today's prices. In seeking to identify sources for the 
funding required no single solution - be it borrowing, Public Private Partnerships, 

(PPP) or more traditional public expenditure - is likely to meet our need, and a 
full range of funding options will be considered. 

7.3. The detailed capital assumptions underpinning the Acute Hospitals Review are 
attached at Appendix 3. The proposals reflect the need for a phased, 
comprehensive programme of modernisation for the acute sector over the period 

to 2010/11. 

7.4. The proposals recognise that the current pattern of hospital services is not 'fit for 

purpose', and is ill-equipped to provide the standards of acute hospital care which 

people are entitled to expect. 

7.5. A key ingredient in shaping a modernisation agenda is the need to address 
vigorously the deficiencies in the infrastructure inherited from Direct Rule. These 

relate to: 

• The failure to maintain the basic estate and equipment inventory; 

• The failure to invest in new technology; and 

• The cyclical need to replace much of the core acute hospital estate, much of 

which is 40 years old and older. 

Revenue Costs 

7.6. The AHRG report indicated that the continuing funding needed to provide the 

numbers of staff required, will, by 2012, be approximately £165m at today's 

prices. 

-.. 



CHAPTER 7: RESOURCES AND TIMING 

Resources. (all at today's prices) 

- £1.2bn capital required over 9-year development period 

- £842m estimated funding gap 

-£165m revenue costs by 2012 

7.7. The Department's assessment of future staffing needs mirrors the AHRG view that 

current services are significantly under-staffed and that this directly impedes the 
improvements in quality and performance that the hospital service needs to 
achieve. Its estimate of the projected revenue costs associated with the 

necessary service developments is consistent with the AHRG figure. These 
estimates are based on the following: 

- A 30% rise in the numbers of Consultant medical staff - this would address 
current deficiencies and make significant progress towards a consultant 
provided service, with a greatly reduced dependency on doctors in training to 
deliver care to service users. 

- A 20% rise in the number of qualified nurses - this would address severe 
workload pressures relating to current nurse staffing levels and enable them to 
cope with the greater numbers of patients that will be cared for in a modern 
service. It would also support the increasingly specialised nature of nursing. 

- A 25% increase in the number of qualified therapeutic staff - this would 

provide additional staff to address a growing need for services from speech and 

language therapists, occupational therapists, physiotherapists etc. These 

services, which are currently chronically under-staffed, are particularly 

important in supporting the trend towards shorter stays in hospitals and more 

community based support. 

- The numbers of doctors undergoing GP training will have to be increased, to 
provide a 25% increase in numbers. This would allow GPs to take on more 

responsibility for treatments currently provided in hospitals. 

I 
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CHAPTER 7: RESOURCES AND TIMING 

.. 

• Investment in other staff to support the increases in clinical staff identified 
above. 

Staffing 

• 30% increase in consultants 

• 20% increase in nurses 

• 25% increase in therapeutic staff 

• 25% increase in GPs 

7.8. These further increases, building on those already in the pipeline, will ensure that 
there are suitably qualified staff available, to bring services close to self 
sufficiency in trained staff by the end of the development period. 

7.9. To achieve these increases, which are broadly in line with trends elsewhere, the 

number of people entering pre-registration training across a range of professions 
will have to be significantly increased. 

7.10. There should be no difficulty in attracting students. There is currently a surplus of 
applicants for available training places. In nursing there are currently four 

applicants for every place. 

7.11. There will be a short-term need to make up the numbers of trained staff, as there 

will be a time-lag before numbers completing training can be increased. Until the 

additional professionals are trained and available, the extra posts will be filled by 

a combination of initiatives. These will include: 

• continuing the successful return to practice initiative within nursing and 

extending this to other health professionals groups; 

.. -



CHAPTER 7: RESOURCES AND TIMING 

• taking action to increase the proportion of graduates who are recruited into 
HPSS when they have completed training; 

• developing the role of unqualified staff and enhancing the skills of this group by 
providing investment in training; 

• continuing to draw on the world-wide market for certain professions including 
nursing and medicine; and 

o encouraging more staff to stay on, through initiatives such as investment in 
professional development and flexible working practices. 

7.12. Other initiatives, such as the new consultant contract and the proposals set out in 
Agenda For Change, will also assist in retaining staff within the HPSS. 

7.13. A breakdown of projected costs is provided at Appendix 4. These estimates must, 
of necessity, be revisited in the context of the impact of other policy and service 

development initiatives, particularly within the community and social services. 

They will also be affected by service-wide developments, such as compliance with 
the EU Working Time Directive. 

7.14. The arrangements for workforce planning are being strengthened at a regional 
level. This will provide a mechanism for updating and reviewing the investment 
required across all HPSS services on a regular basis, as the acute hospital review 
strategy rolls out over the next 10 years. 

Performance 

7.15. The hospital service has continued to review its performance, which has improved 
significantly in recent years. Over the past 10 years, the number of patients 
treated annually has increased by 38% and, over the same period, there has been 

a 32% reduction in the number of hospital beds. 

7.16. With the changes proposed in the organisation of hospital services, and the 
provision of additional staff to deliver modern acute care, the performance of the 

acute sector is expected to further improve, even when account is taken of the 

predicted growth in the number of very elderly people. '" ... .... 
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CHAPTER .7: RESOURCES AND TIMING 

7.17. Once the new pattern of hospital services is established, it should: 

Timing 

• Eliminate the problem of people waiting for admission in all hospitals - with 

all patients transferred to a staffed bed as quickly as possible. All emergency 

cases will be admitted straight to a bed and no patients will wait more than 

two hours for admission post-assessment. 

• Bring waiting times for outpatient appointments down to a maximum of 

three months, with urgent cases prioritised and seen much more quickly. 

• Reduce waiting times for elective procedures to a maximum of 3 months. 

• Speed the flow of patients through the hospital service and ensure that many 

more will avoid hospital admission altogether. 

• Eliminate delayed discharges from hospital, with patients moving out of acute 

hospitals as soon as their acute treatment is successfully concluded. 

• Meet peaks in demand by flexing available capacity without having to cancel 

procedures or delay normal work. 

7.18. While the Executive is committed to providing extra resources for hospital 

services, the extent and speed of that investment will be determined by the 

Executive, taking full account of available resources and relative priorities across 

all of its responsibilities. 

Conclusion 
7.19. This substantial investment is the key to necessary changes. The investment will 

need to be spread over the next decade to progressively up-grade and improve 

facilities and to support new clinical practice. This scale of investment is crucial 

to developing a modern and effective hospital service. It should be seen in the 

context of a service that has a strong history of increasing productivity and 

making the best use of resources in the interest of patients. 

.. -



Access Time - estimated time taken by road to the nearest acute hospital based on 

average speeds on different classes of roads 

Acute Services - health care and treatment provided normally in hospitals able to 

manage planned and emergency procedures 

Acute Trusts - Health and Social Services Trusts which provide acute hospital care only 

Clinical and Social Care Governance - a framework within which HPSS organisations 

are accountable for continuously improving the quality of their services and safeguarding 
standards of care and treatment 

Commissioning - the process of identifying local health and social care needs, drawing 

up plans to meet those needs, making agreements with service providers to deliver 
services, and monitoring outcomes 

Community Care - health or social care provided outside a hospital 

Community Trusts - Trusts which provide community health and social services but not 

acute hospital services 

Consultant-led Maternity Unit - a maternity in which a consultant is responsible for 
the clinicalcare of patients 

Consultant-led Services - services in which a consultant holds responsibility for the 
clinical management of patients 

Day-Case Surgery - surgery which does not require an overnight stay in hospital 

Deprivation Indices - indicators used to identify people, groups and areas in greatest 

social need 

Differential Impact - where a particular group would be affected differently by the 

proposals 

Elective Surgery - non-emergency surgery taking place in a hospital and planned in 

advance 
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GLOSSARY OF TERMS 

Enhanced Local Hospital - a Local Hospital which provides services additional to those 

normally available in Local Hospitals 

Health and Personal Social Services (HPSS) - includes hospital services, community 

health services, personal social services and general medical services 

Health and Social Services Boards - organisations responsible for commissioning 

health and social services for their resident populations. There are 4 Health and Social 

Services Boards 

Health and Social Services Councils - organisations responsible for representing the 

views of health and social services users, and for providing an independent oversight of 
the activities of Health and Social Services Boards 

Health and Social Services Trusts - organisations responsible for providing health and 
social services, and for exercising certain statutory functions on behalf of Health and 
Social Services Boards 

Integrated Trusts - Trusts which provide both hospital and community health and social 

services 

Local Health and Social Care Groups (LHSCGs) - groups of providers of local primary 

and community services - there will be 15 LHSCGs 

Midwife-Led Maternity Unit - maternity units in which the clinical is led by a midwife 

Primary Care - care provided by the primary care team, normally led by a general 

practitioner 

Protected Elective Centre - a centre where the surgical treatment is elective only, 

emergency cases being cared for elsewhere 

Providers - organisations which provide health and/or social services 

Regional Services - specialist services which are provided from one or two hospital sites 

for people throughout the region 

-



GLOSSARY OF TERMS 

Section 75 Equality Groups - the groups of people specified in Section 75 of the 

Northern Ireland Act 1998, in respect of whom public authorities, in carrying out their 

functions, are required to have due regard to the need to promote equality of opportunity 

and to have regard to the desirability of promoting good relations 

Special Agencies - organisations which provide a range of specialised services. There are 

5 such agencies: Central Services Agency, Health Promotions Agency, Blood Transfusion 

Agency, Guardian Ad Litem Agency and the Regional Medical Physics Agency 

Sustainability - the viability of a hospital having regard to its ability to treat sufficient 

numbers of patients to maintain the expert skill base of its clinical teams. 
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Location of Existing Acute Hospitals 
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ACUTE HOSPITALS REVIEW - PRELIMINARY ASSESSMENT 1 OF 
EQUALITY IMPLICATIONS OF PROPOSAL FOR 9 ACUTE HOSPITALS 

With alternative sites for a new hospital for the Fermanagh/Tyrone area in or to the 
north of Enniskillen. in Omagh and a green-field site at Ederney 

Aim 
The aim of this preliminary assessment is to provide a quantitative analysis of whether 
the proposal to deliver acute services from 9 acute hospital sites is likely to lead to 
inequalities between people in the designated equality groups. The effect on accessibility 
among the equality groups is compared with the position under the status quo (15 acute 

hospital sites). The effect of alternative locations for a new hospital for the 
Fermanagh/Tyrone area in or to the north of Enniskillen, in Omagh and on a green-field 
site at Ederney2, has been assessed. 

Methodology 
Access times from the centre of each enumeration district (E.D.) to the current 15 acute 
hospital sites in Northern Ireland were calculated using the software called SMOSS 
(Simplified Modelling of Spatial Systems). The lowest access time (i.e. time to the nearest 
hospital) for each E.D. was chosen. These were combined to produce an access time from 

each electoral ward by calculating an average weighted by the population of each E.D. 

within the ward3
. 

This process was repeated for the 9 acute hospitals site proposal. The times from each 

electoral ward to the current 15 acute hospital sites were then compared to the times for 

the 9 acute hospital sites proposed and the difference calculated. The effect on the 566 

electoral wards in the North are shown in three categories: 

1 A fuller assessment, of which this is a summary. is available on request. 

2 Ederney; Ca. Fermanagh, is 16 miles from bath Enniskillen and Omagh. 

3 It should be noted that there could be discrepancies between the individual ward access times predicted by the model and what would 
be the real travel time. Such discrepancies could arise due to the impact of congestion, road activities and other factors, which it is not 
possible to take account of in the model. However, the grouping of wards will minimise such discrepancies, as slight overestimates in 
one ward will be offset by underestimates in another. 
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(a) Number of Wards and population affected (with Ofo of total), where the 
access time decreased, stayed the same, or increased by less than 5 minutes. 

Decrease, Same or 0-5 min Increase 
, 

Wards Population 

With new Enniskillen 428 1,332,211 (78.7%) 

FermanaghITyrone Omagh 437 1,345,671 (79.5%) 

Hospital at: Ederney 414 1,295,563 (76.6%) 

(b) Number of Wards and population affected (with Ofo of total), where the 
access time increased by between 5 and '30 minutes. 

5-30 min Increase 

Wards Population 

With new Enniskillen 115 299,743 (17.7%) 

FermanaghITyrone Omagh 108 288,190 (17.0%) 

Hospital at: Ederney 141 365.519 (21.6%) 
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Appendix 2 

(c) Number of Wards and population affected (with Ofo of tota!), where the 

access time increased by more than 30 minutes. 

30+ min Increase 

Wards Population 

, 

With new Enniskillen 23 59,869 (3.5%) 

Fermanagh/Tyrone Omagh 21 57,963 (3.4%) 

Hospital at: Ederney 11 30,742 (1.8%) 

The composition of each category of wards (a.- c. above) was then examined to 
determine if there were differences in the proportion of each equality group living in the 
wards. 

Numerical data was obtained at ward level in respect of the majority of the nine equality 
groups (or suitable proxies for the groups). Unfortunately, no information was available 
on sexual orientation and only approximate higher-level data was available in respect of 
racial group (the Centre for Racial Equality provided some estimates of where the 
majority of the main racial groups were located in the North - typically at LGD level). 
Data on political preference was obtained at LGD level from first preference votes cast at 
the June 2001 Local Government elections (The Electoral Office does not have data in 
respect of the votes cast for individual electoral wards). 

In instances where a direct count of the numbers in a specific group were not available a 
suitable proxy was used. For example, the aggregate of attendance allowance and 
incapacity benefit claimants was used as a proxy for those with a disability. However, as 
there may be issues surrounding take-up of social security benefits, an alternative 
disability proxy was created based on numbers self-reporting a limiting long-term illness 
at the 1991 Census of Population (this was the only available data source for a number 
of the equality groups). 

we_ 
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Once the datasets were assembled at ward (or LGD level) it was then possible to map the 

equality group data to the increase in access times. This then allowed each equality 
group to be separately analysed in terms of their increase in access times. The 

proportions of each equality group in the different categories of wards, was then 
compared. 

Conclusion 
In general, it can be said that the 9 acute hospitals proposal would not appear to have a 
significant differential impact on different equality groups wherever the new hospital in 

the Fermanagh/Tyrone area were to be located. There are some differences between the 
proportions of the different religious groupings and the different political opinion 
groupings were it to be located in or to the north of Enniskillen, in Omagh, or in Ederney, 
but these differences were only apparent in the categories with large increases in access 
times (c. above). In the case of the rest of the equality groups, there is virtually no 
difference between the groups in terms of impact. 
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Appendix 2 .. -

Preliminary Assessment of Equality Implications: Summary 

9 Acute Hospitals Proposal with new 

Fermanagh/Tyrone Hospital at 

(Equality Group) Enniskillen Omagh Ederney 

Gender N N N 

Age N N N 

Marital Status N N N 

Disability N N N 

Religious Belief P P P 

Dependants N N N 

Political Opinion P P P 

Racial Background N N N 

(N) = No differential Impact; (P) = Potential Impact 
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ACUTE HOSPITALS REVIEW - PROJECTED CAPITAL COSTS 

ESTIMATED FINANCIAL PROFILE (PROJECTS) 
(based on £814.5m 8: £135m Backlog Maintenance) 

Projects* 

Backlog 
Maintenance 
TOTAL 

2002/03 

21.2 

7.0 

28.2 

2003/04 2004/05 

52.8 87.5 

23.0 15.0 

75.8 102.5 

ESTIMATED FINANCIAL PROFILE (EQUIPMENT) 

General eg 
pendants/monitors 
Major 
eg x-ray/labs 
TOTAL 

2002/03 

7 

3 

10 

2003/04 2004/05 

15 15 

23 27 

38 42 

2005/06 

122.7 

15.0 

137.7 

2005/06 

15 

6 

21 

*Costs include works equipment, estimated at a total of £100m 

__ mil;, DEVELOPING BETTER SERVICES 

2006/07 

137.3 

15.0 

152.3 

2006/07 

15 

6 

21 

2007/08 2008/09 2009/10 2010/11 

150.0 102.0 89.5 51.5 

15.0 15.0 15.0 15.0 

165.0 117.0 104.5 66.5 

2007/08 2008/09 2009/10 2010/11 

15 15 15 15 

6 6 6 

21 21 21 21 

Total 

814.5 

135.0 

949.5 

Total 

127 

689 

216 
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CAPITAL FUNDING GAP 

2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 Total 

Estimated 
Requirement 

38.2 113.8 144.5 158.7 173.3 186.0 138.0 125.5 87.5 1.165.5 

Available Provision 36.0 36.0 36.0 36.0 36.0 36.0 36.0 36.0 36.0 

Difference 2.2 77.8 108.5 122.7 137.3 150.0 102.0 89.5 51.5 

Notes: 

• The Project Costs are based on current Business Case costs where they have been produced. The costs include equipment 

provision, estimated at 12.5% of the total cost of each scheme. 

324.0 

841.5 

• Where Business Cases have not been commenced the costs are based on broad assessments at January 2002 cost estimates. 

• The Estimate for the new accute hospital serving Fermanagh/Tyrone does not include utility supplies and road infrastructure 

works which may be required to enable the new hospital to be built in of the chosen location. 

• Locations which are further removed from major conurbations are likely to attract more significant cost implications. 

Backlog Maintenance: 

• Allowing for these schemes, there would still need to be an allowance made for approximately £15m per annum for Backlog 

maintenance in light of the time it will take to implement these schemes. 

Development in Medical Science a Service Delivery 

• The financial projections are based on the current methods of clinical service delivery. Any radical change in clinical 

technologies could have consequential impact on the estate required to deliver the services and the financial projections. 

1 ~: , 
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ACUTE HOSPITALS REVIEW - PROJECTED ADDITIONAL REVENUE (STAFF COSTS) 

Profile of Additional Staff Costs over the 10 year period 2002/2012 (in Em) 

STAFF 2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 Total 
GROUP (£m) 

Consultants 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 22.5 

Nurses· 4.5 5.1 6.9 8.3 8.3 8.3 6.9 6.9 6.9 6.9 69.0 

GPs 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 29.0 

Therapists 0.8 0.8 1.6 2.4 2.4 1.6 1.6 1.6 1.6 1.6 16.0 

Education 5.5 5.0 5.5 3.5 2.5 2.5 1.0 1.0 1.0 1.0 28.5 

Additional 16.2 16.3 19.4 19.6 18.6 17.8 14.9 14.9 14.9 14.9 165.0 
Cost 

Per Annum 

__ BS' DEVELOPING BmER SERVICES 
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APPENIDIX 5 

CALCULATION OF ACCESS TIMES' 

Background to the model used 
Access times were calculated using a model called Simplified Modelling for Spatial 
Systems (SMOSS) developed by the Geography Department of Lancaster University. This 
model was developed to inform a rurality adjustment in the HSS Board capitation 
formula, and was subsequently adapted for the Northern Ireland Ambulance Service 
Strategic Review. It was also used to calculate scores for the Access Domain of the Noble 

Measures of Deprivation. Road conditions and congestion were not taken into account in 

the model but average speeds on different classes of road have been incorporated. When 

the model was developed, cross-validation with other available data provided assurance 
that the model does in fact reflect reality. 

The Acute Hospital Review Group (AHRG) used a model developed by consultants for the 
then Department of the Environment (DOE). Access times produced using the SMOSS 
model were compared against the times from the DOE model. While access times do 
differ slightly, the SMOSS model calculates times at a very small geographic area level 

(enumeration district) and therefore enables the longest access times to be identified. 

The DOE model uses groups of electoral wards called 'zones' and the longest travel times 
are not identified as a result. For this reason, the SMOSS model is suitable for producing 

more detailed analysis to build on the findings produced by the AHRG work. 

It should be noted that there could be differences between the individual ward access 
times predicted by the model and the actual travel time for a specific journey. Such 
differences could arise due to the impact of congestion, road activities and other factors 

that could not be taken into account of in the model. However, ward access times 

provide a reasonable estimate of the average travel time of the ward population taking 

into account its spatial distribution (i.e. based on average travel times of individual 

enumeration districts within wards). 

1 See. Chapter 4, paragraphs 4.55 - 4.56 
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Calculation of access times for a new Fermanaghrryrone Acute Hospital 
A number of steps were taken to derive the figures that appear in the consultation paper 
and these are described below: 

1. The access time from the centre of each enumeration district (E.D.) to the 9 acute 

hospital sites proposed, was generated by the model. The model was re-run to include 
each of the 3 suggested sites for the Fermanagh/Tyrone hospital. 

2. For each of the 3 configurations of the 9 acute hospitals (based on the 3 suggested 
locations for the Fermanagh/Tyrone hospital), the minimum access time (i.e. time to 

the nearest hospital) for each E.D. in the North was selected. 

Example: Table 1 shows access times to each of the 9 hospitals where Omagh is given 

as the site for the new hospital in Fermanagh/Tyrone. Times are shown from 3 of the 
EDs in the ward Victoria Bridge, Strabane (there are a total of 9 EDs in this ward). The 
minimum access time to the nearest hospital for each ED is shown in the last row of 
the table. For all 3 EDs, the nearest hospital is Tyrone County. 

Table 1. Access times from 3 EDs in Victoria Bridge 

Hospital Access times Access times Access times 
from ED 261401 from ED 261402 from ED 261403 

Ulster 116.51 112.57 111.28 

Royal 109.52 105.57 104.32 

City 109.61 105.64 104.38 

Coleraine 80.36 71.57 69.8 

Antrim 93.31 89.48 88.22 

Craigavon 84.67 80.56 79.01 

Daisy Hill 108.19 104.21 102.51 

Altnagelvin 48.95 40.9 38.77 

Tyrone County 31.66 28.43. 27.39 

Minimum 

Access Time 31.66 28.43 27.39 
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3. These minimum access times at E.D. level are combined to produce an access time 

from each electoral ward to the nearest hospital, by calculating an average weighted 

by the population of each E.D. within the ward. 

Example: Table 2 shows the minimum time from each of the 9 EDs in Victoria Bridge 

to their nearest hospital where for this example Omagh is used as the the suggested 

location for the new hospital in the Fermanagh/Tyrone area. The populations within 

each ED are multiplied by the minimum access time for each ED. These 'weighted 

access times' are summed together for all EDs in the ward and divided by the total 

population in the ward. This gives a weighted average travel time from the ward of 

Victoria Bridge to the nearest hospital (i.e. 70117 divided by 2277 equals 30.8 minutes) 

Table 2. Access times weighted by population for each ED within Victoria Bridge 

ED Minimum Access Population in Minimum Access 

Time (minutes) each ED Time 

X Population 

261401 31.66 197 6240 

261402 28.43 205 5826 

261403 27.39 329 9003 

261404 25.44 201 5107 

261405 28.03 221 6195 

261406 32.23 122 3934 

261407 28.54 252 7182 

261408 32.88 247 8114 

261409 36.75 504 18515 

Weighted 

Total for ward average = 30.8 2277 70117 

e This weighted average access time for a ward based on the aggregation of ED access 
s: 
~ times will not be the same as the straight access time from the centre of a ward as a 

~ whole to the nearest hospital. This is because the weighted average takes account of 
'" ~ variations in access time and population size across the ward and therefore is a more 
g 
~ accurate access time. 
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4. For each of the 3 configurations, the wards with a weighted average access time of 

over 45 minutes within the Fermanagh/Tyrone area were selected. The population 

living within each of these wards were summed together to give a figure for the total 
number of people in the Fermanagh/Tyrone area who had access times of over 45 

minutes. 

Example: Table 3 shows the wards in the Fermanagh/Tyrone area only where the 
access time was over 45 minutes. Therefore the total number of people living in wards 

where the weighted average access times are over 45 minutes is 24,250. 

Table 3. Wards with weighted average access times of over 45 minutes in the 

Fermanagh{Tyrone area (where the new Fermanagh{Tyrone hospital is in Omagh) 

Ward Local Population Average 
Government in ward travel time 

District 

Derrylin Fermanagh 2,664 76.1 

Belcoo Et Garrison Fermanagh 2,532 67.4 

Florence Court Et Fermanagh 2,292 62.9 
Kinawley 

Newtownbutler Fermanagh 2,261 61.2 

Derrygonnelly Fermanagh 2,365 54.9 

Rosslea Fermanagh 2,335 54.8 

Donagh Fermanagh 2,197 53.9 

Belleek Et Boa Fermanagh 2,327 52.6 

Boho, Cleenish Et Letterbreen Fermanagh 2,262 52.5 

Lisnaskea Fermanagh 3,016 47.1 

Total = 24,250* 

* The figures do not add to the total due to rounding. 
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5. The subset of the population whose travel times were over 50, 55 and 60 minutes were 
subsequently calculated. In our example (Table 3), 9 wards had an access time of over 

50 minutes (21,234 people), 4 wards had a"n access time 'of over 55 minutes and 60 

minutes (9,749 people). In this case, no wards had access times of between 55 and 60 

minutes. 

6. In order to assess the input of Southern Hospitals in the analysis, steps 1 - 5 were 

repeated with the addition of access times generated by the model from each E.D. to 

relevant hospitals in the South (i.e. Sligo, Cavan and Letterkenny). The final results are 
shown in Table 4 below. 

Table 4. Wards with weighted average access times of over 45 minutes in the 
FermanaghfTyrone area (where the new FermanaghfTyrone hospital is in Omagh 
'and hospitals in the South are included) 

Ward Local Population Average travel 

Government in ward time 
District 

Derrygonnelly Fermanagh 2,364 54.4 

Boho, Cleenish Et Fermanagh 2,262 ..49.9 

Letterbreen Total = 4,626 
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