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Summary

This paper is provided as an update on a number of acute services within 
University Hospitals Morecambe Bay that have been identified as being 
fragile.  Within each section is an overview of the options being 
considered for each service; it is important to note that this is provided 
only to give an indication of direction of travel.  It is acknowledged that 
further work is required on each service; an equality impact assessment 
and a full consultation would be required on any service changes. It is 
worth noting that the services identified within this document are also part 
of a collaborative programme approach across the Integrated Care 
System (ICS) for Lancashire and South Cumbria.  

Recommendation

The Committee are asked:

1) Note the contents of this paper
2) Comment on the contents of this paper



University Hospitals Morecambe Bay – FRAGILE SERVICES

1. INTRODUCTION

This paper is provided to Overview & Scrutiny Committee as an update on a number of acute 
services within University Hospitals Morecambe Bay that have been identified as being fragile.  
Within each section is an overview of the options being considered for each service; it is 
important to note that this is provided only to give an indication of direction of travel.  It is 
acknowledged that further work is required on each service; an equality impact assessment and 
a full consultation would be required on any service changes. It is worth noting that the services 
identified within this document are also part of a collaborative programme approach across the 
Integrated Care System (ICS) for Lancashire and South Cumbria.  

2. UHMB CLINICAL SERVICE STRATEGY

The 2014 Better Care Together Strategy is currently being refreshed in collaboration with all 
partners; it is anticipated this will be completed in the Autumn 2019 with a number of public 
engagement sessions planned.  Alongside this refresh there has been a review of the acute 
service provision across UHMB which has led to the development of a clinical strategy which is 
still in draft format and will be shared with the public alongside the Better Care Together refresh 
strategy. 

The ambition of this strategy is to ensure that hospital delivered in-patient care will only be 
considered when there is either clinical evidence of potential benefit from admission and in 
accordance with a patient’s wishes or when the resources required to deliver that care determine 
that it needs to be in a hospital setting.  We also commit to maximising our opportunity as a 
provider of acute and community services to ensure delivery of integrated care based on 
pathways which support delivery of care closer to home.  As our strategy develops we will 
consider which model of delivery is appropriate for each service to ensure high quality care for all 
our patients. 

A central tenant of our approach will be to ensure that whilst management of a clinical pathway 
may alter, it will continue to be provided locally wherever possible.  Whilst the Trust will continue 
to strive to deliver as many of their services as they can locally, workforce, quality and financial 
drivers may well determine that this is no longer possible and therefore in order to ensure 
sustained delivery of a these services within the BHCP footprint there may need to be 
consolidation and centralisation onto one of the hospital sites or indeed transformation of the 
service to a different model of care.  Any changes will be done in consultation with staff, patients 
and public. 

At UHMB we recognise the need to make significant improvements in the delivery of our planned 
care services; our patients currently wait too long for assessment and for surgery. Our 
commitment is to focus on improving our patients experience by a review and reorganisation of 



our services.  The Long Term Plan acknowledges that separating urgent from planned services 
can make it easier for NHS Trusts to run efficient surgical services.  Providing planned services 
from a ‘cold’ site where capacity can be protected to reduce the risk of operations being 
postponed at the last minute if more urgent cases come in; improves not only wait times and 
patient experience but outcomes.  There are also benefits to implementing this model on 
managing complex urgent care on a separate ‘hot’ site – allowing timely access to specialist 
trauma surgical intervention.

A number of Getting It Right First Time (GIRFT) reviews have been conducted across our 
services and evidence from those reviews support the concept of separation of elective from 
acute / urgent.   New models of systematised surgery are emerging that can transform quality 
while reducing costs; these are predicated on the redesign of clinical space; processes and roles 
to facilitate a higher throughput of patients and low cancellation rates.  

Within the draft strategy there is reference to the fragile services detailed within this paper and 
acknowledgement that due to the level of fragility they may require intervention outside of the 
strategy consultation process.  On all of the services discussed within this paper there is a wider 
collaborative approach across the Integrated Care System, as the fragility of these services is 
recognised/acknowledged across the whole of Lancashire and South Cumbria.

3. FRAGILE SERVICES

4.1 ENT

I. Overview
The ENT service delivers emergency and planned surgical procedures and treatments 
at both the RLI and FGH sites with outpatient clinics being delivered across 3 sites – 
RLI, FGH, WGH.  

Through the Model Hospital benchmark data the service has been identified as being 
an outlier in comparison to our peers for the cost of running the service. The current 
day case rate for the service is 75% we know there is an opportunity to achieve 85% 
therefore there is further opportunity in pathway redesign to decrease the number of 
patients requiring an elective admission for surgery. 

There is a collaborative programme of work on ENT being undertaken across the 
integrated care system, UHMB are fully involved and supportive of this work. 

II. Activity

RLI FGH WGH
NON-ELECTIVE ADMISSIONS 472 148
ELECTIVE ADMISSIONS 94 43
DAY CASE 612 627
OUTPATIENT NEW 3700 3517 1577
OUTPATIENT FOLLOW UP 3808 5360 2325



III. Workforce

Workforce is the primary driver for the fragility of this service.  With the current level of 
establishment and the requirement to provide the emergency service across both RLI 
and FGH; it means that:

 the consultants are very often the first responder when on call 
o There is no ability to sub-specialise due to the very small number of 

consultants spread across two acute sites.
o We are unable to attract ST level trainees due to deanery minimum 

requirements

RLI Establishment In-post Vacancy
Consultant 3 3
SAS 2 2
Specialty Doctor 1 1

FGH Establishment In-post Vacancy
Consultant 2 1 1 appointed from 

overseas
SAS 2 2
Advanced Nurse 
Practitioner

1 1

IV. Current Performance

Target Actual
RTT 92% 75.05%
Cancer 2 week wait 93% 98.8%
Cancer 62 day wait 85% 50%



V. Risks in the Service

 Workforce – recruitment remains a challenge 
 On-call service remains fragile and unsustainable as there is no prospective cover 

within the rotas
 Geographical distance and isolation between the two sites impacts of workforce 

development and the ability to develop consultant sub-specialisation.

VI. Options being considered 

The clinical team have taken some time to consider how the current service can be 
improved.  The preferred option is to centralise the delivery of surgical services onto 
one of the acute sites with out-patients delivers closer to home.  Delivery of the 
service on one site will mean a single tier of on call and will realise the delivery of a 
safe and sustainable service for our patients.  

4.2 Urology

I. Overview

The urology service is provided across 3 sites with emergency and cancer work being 
undertaken at both RLI and FGH 

The service underwent its first GIRFT review in the autumn of 2017 and there have 
been a number of interim visits the last being July 19 to map progress being made 
against the recommendations.  At our last visit we received very positive feedback 
from the review team in terms of progress being made.
 
We continue to work collaboratively with the ICS with the aim of implementing a 
system wide approach to the commissioning and provision of surgery for urological 
cancers in line with best practice and evidence based NHS Commissioning 
frameworks.

II. Activity

RLI FGH WGH
NON-ELECTIVE ADMISSIONS 923 295 1
ELECTIVE ADMISSIONS 219 198 108
DAY CASE 1567 1890 2314
OUTPATIENT NEW 1628 1388 1625
OUTPATIENT FOLLOW UP 4724 3166 2120



III. Workforce

Despite ongoing attempts to recruit to the service particularly at the FGH site we have 
been unable to reach a position of being fully established for many years.  The current 
gaps mean that we rely on our Consultants providing the emergency cover with no 
middle grade support. Whilst the consultant team have been accommodating to date 
this position is becoming untenable and solutions need to be put in place to ensure we 
are able to retain our current workforce.
  
RLI Establishment In-post Vacancy
Consultant 5 5 (1 on sick leave) 0
SAS 2 2 0
Associate Specialist 1 1 0

FGH Establishment In-post Vacancy
Trust Consultant 1 1 0
SAS 3 *1 2
Locum middle 
grade

1

*the SAS doctor that is currently in post has been recruited from overseas and is 
currently supernumerary working alongside the service clinical lead.

IV. Current Performance

Performance within the service 
Target Actual

RTT 92% 84.33%
Cancer 2 week wait 93% 96.7%
Cancer 62 day wait 85% 62.96%



V. Service Improvements

There is a significant amount of work being undertaken across the service which 
includes:

 Improving the utilisation of the current capacity through efficiency and 
productivity planning 

 Improving and reducing ‘did not attend’ (DNA) rates
 Improving new outpatient clinic to follow up ratios in line with the GIRFT 

recommendations
 Pathway improvements for patients on a cancer pathway
 Development and implementation of a new haematuria clinic

VI. Options being considered

To ensure the delivery of a safe and sustainable Urology service for the patients of 
Morecambe Bay and South Lakes, our clinicians, supported by our management team 
propose that all out of hours emergency Urology patients be admitted to the RLI site.  
This will mean that any patients presenting with emergency urological problems to the 
Emergency department at FGH or the urgent care centre at WGH will have their 
immediate problems treated and if required will be transferred to RLI for admission,  
Those who do not require admission will be asked to return to an urgent urology 
review clinic.   Emergency admissions will continue to be accepted at the FGH site 
Monday to Friday between the hours of 08:30 – 17:30. There will be very clear 
pathways in place.   

New outpatient and follow up clinics along with elective surgery will continue to be 
provided at FGH and WGH.   

4.3 Ophthalmology

I. Overview

Currently all Ophthalmology services are delivered across FGH, RLI and WGH with 
the exception of:

 Medical Retina service, which is delivered in WGH and RLI
 Age related macular degeneration  (AMD) which is delivered at WGH

With the recent loss of day case theatres in RLI (Feb 2019)  the team needed to 
maintain service and support patients care and thus looked to transferring cataract 
surgery to available high quality accommodation on the Westmorland site. This 
equated to the transfer of 6.5 cataract lists per week (1 oculoplastic theatre list per 
week remains in Lancaster) to WGH to continue to provide the service. This was 
successfully achieved going live on the 1st April 2019.

To date we are delighted to say that we have received no complaints or concerns from 
patients or staff as a result of the transfer of location. 



The Westmorland Surgical Centre does not currently have the required facilities to 
support General Anaesthetic supported ophthalmology lists.  All patients requiring a 
General Anaesthetic from the Lancaster and Kendal area are currently booked in our 
main theatre suite in Westmorland General Hospital. Patients with complex 
comorbidities (and thus requiring higher level of support) are being booked into 
Furness General Hospital where there is ITU support if this were required.  

II. Activity

RLI FGH WGH
NON-ELECTIVE ADMISSIONS 17 14
ELECTIVE ADMISSIONS 23 6 11
DAY CASE 968 1635 1430
OUTPATIENT NEW 7838 4792 3703
OUTPATIENT FOLLOW UP 20837 9675 17759

III. Workforce

The current Ophthalmology out of hours on call service is extremely fragile due to 
workforce issues resulting in a risk to its sustainability and ability to safely provide out 
of hours cover. The rota is a consultant delivered rota with a scheduled frequency of 
1:9, however due to consultant vacancy; sickness and restricted practice the on call 
rota currently runs at 1:6. There is a significant risk that this will reduce further to 1:5.

CROSS BAY Establishment In-post Vacancy
Consultant 10 *9 1
SAS 13 10 3
Specialty Doctor
*within the 9 consultants in post there are 2 consultants who are unable to provide 
overnight on call provision due to ill health.

IV. Current performance

Target Actual
RTT 92% 70.6%

Average waits for 1st appointment – 7.6 weeks



V. Service improvements

There are a significant number of service improvements being made to ensure we are 
able to treat our patients as quickly as possible.  A number are listed below:

 Nurses have been trained to perform eye injections which releases medical 
time to see the more urgent and complex patients

 We will be extending the macular unit at WGH from a 4 day to a 5 day service 
from November.

 We are working with our local optometrists on pathways for low risk glaucoma 
to be seen and assessed in the community.

 We are working with the independent sector to ensure additional capacity for 
our patients requiring surgery.

VI. Options being considered

As part of the Better Care Together Strategy and aligned with proposals within our 
draft clinical service strategy we are looking to the development of a Centre of 
Excellence for a Ophthalmology which will be located at Westmorland General 
Hospital.  Evidence from other Trusts demonstrates that a single site Centre of 
Excellence offer both improved patient experience and increased productivity.  Focus 
group events have been held to seek the views of our local communities and users of 
the service. 

A proposal is being considered which releases the consultant sessions from the ‘on-
call’ rota; this will have a positive impact on:

 Providing additional sessions to reduce the waiting time for new and follow up 
patients

 Recruitment.
 



5. Paediatric Surgery 

The trust currently offers Paediatric Surgery for General Surgery, Ophthalmology, ENT, Oral/max 
FACS, orthodontics and Trauma and Orthopaedics.

5.1 Paediatric General Surgery

Currently the paediatric general surgery service is provided from FGH and RLI and is 
delivered by two consultants.

Consultant Establishment 
in PA’s

RLI 1.25 
FGH 0 

The service predominantly undertakes elective procedures such as: orchidopexy, 
circumcision, examinations under anaesthetic, toe nail removals, hernia repair and 
excisions. Whilst an emergency service is provided for patients meeting the criteria 
(based on weight, size and age,) complex emergencies would be transferred to the 
appropriate tertiary centre.

The FGH service is delivered on an ad hoc basis with no sessions currently in baseline 
PA’s. The job plans and rota are however under review with plans for the paediatric 
service to be moved into baseline activity. The recently refreshed capacity and demand 
model has informed this, demonstrating the need for 2 x outpatient clinics across a six 
week job plan giving twelve slots per clinic compromising of six new and six follow up and 
1 x paediatric theatre session in the same period to accommodate conversion rates to 
surgery. 

The RLI service has outpatient sessions in baseline however the theatres sessions are 
managed and flexed to meet demand. The consultant delivering this service will be 
retiring in the next 18 months; therefore a hub and spoke model delivered by Royal 
Manchester Children’s Hospital (RMCH) is in design. A visit has taken place at the RLI 
site by the RMCH clinical lead and business manager, with the next steps being sharing 
the finalised data and developing the SLA. Should these be agreed, the service at RLI will 
begin transition to RMCH from April 2020 with the final handover being the end of March 
2021.

The data below gives the current waiting list size for both inpatient and outpatients and is 
broken down further by consultant and site.

New Follow up Total
Total outpatient  
waiting list

26 164 190

Total inpatient waiting list 
(RTT/Non RTT)

46



5.2    Paediatric Ophthalmology 

Paediatric outpatient clinics are provided on all 3 sites with 5.5 clinics per week with 8 
patients seen in each clinic. 

We currently provide a paediatric ophthalmology theatre session on the FGH site.  
Patients are predominantly referred for consultation regarding squints and refraction 
treatment, usually in the form of a prescription for spectacles.

For patients requiring theatre procedures, we offer 2 theatre sessions per month and have 
one dedicated clinician with another clinician in support.
 
Our waiting list for paediatric procedures currently stand at 16 patients with the longest 
wait at 23 weeks and thus not meeting our RTT target.  

Capacity and demand modelling is currently captured through the general Ophthalmology 
C&D planning. 

5.3 Trauma and Orthopaedics 

Paediatric Trauma and Orthopaedic surgery is provided at the Royal Lancaster Infirmary. 
In July 2019 the service were pleased to report that a T&O surgeon will now be dedicated 
to paediatric surgery and has theatre capacity every Monday.  A visiting consultant from 
Alder Hey also attends weekly and provides joint clinics with our consultant to share and 
support cases. Paediatric outpatient clinics are provided across all 3 sites to ensure the 
offer of a local service.
  
Our current waiting time for a new outpatient appointment is at 9 weeks, however with the 
newly established service this is now forecasted to deliver improved waiting times 
especially at the Furness General Hospital.   The service is now adequately resourced. 

OP IP
RLI 130 36
FGH 60 10


