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Purpose and Executive Summary (if paper longer than 3 pages)::  
Purpose: 
To brief the Governing Body on the nature of the services proposed for the new 
Townlands Hospital in preparation for the new premises opening in the Winter of 
2015.  
 
The paper outlines the consultation process, the findings and how the original model 
of care has been developed to address the issues raised.   
 
Executive Summary: 
The CCG inherited a decision taken by the former Oxfordshire Primary Care Trust to 
build a new community hospital in Henley on Thames to replace the existing 
Townlands hospital.  
 
Building commenced in May 2014 but at that time no contracts had been signed by 
NHS Property Services with the prospective tenants of the building. The CCG had to 
underwrite the costs of the new development to enable the building work to 
commence.  
 
Critically one of the prospective tenants, Sue Ryder, notified us in December 2014 
that they no longer wished to occupy the top floor. We therefore began a process of 
reviewing the services which culminated in us going to consultation in May 2015 on a 
revised model of care and extension of services proposed.  
 
There is some local opposition to the proposal that the original 18 beds, which were to 
be in the new hospital, should be reduced to between 5 and 8 and to be 
commissioned from the Order of St John Care Home which is being built adjacent to 
the hospital, on the health campus site. There is however support for the new 
ambulatory care model and expanded services.  
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The CCG has amended its plans as a result of the views expressed by stakeholders 
and also following representations by John Howell MP. However the view of the 
clinicians who have been involved in the development of the new model is very clear; 
that it is one that will deliver the best service for the population and that we should not 
continue with the old bed based model of care. 
 
This development will result in substantial increased expenditure in this part of 
Oxfordshire at a time when our resources are under significant strain and there are 
many competing priorities for investment. In taking a decision the CCG has to take 
account of the financial reality we are operating under.  
 
 
 

Financial Implications of Paper: 
The CCG will incur increased property lease and new equipment costs associated 
with the new Townlands premises for which the CCG has made provision within its 
financial plans. However, there is a zero net operational cost impact anticipated 
resulting from the proposed changes.   
 

 
 

 

Action Required: 
The Governing Body is asked to consider the following three options and make a 
decision on the option to be adopted: 

 
1) To proceed with the proposal as outlined within the paper, reflecting the 
amendments following consultation.  
 
2) Reject the proposal the CCG has consulted on and implement the elements of the 
original 2012 business case within the gift of the CCG, for example 18 inpatient beds, 
but not the new services proposed and RACU model within the new premises. 
 
3) To endorse the clinical model proposed and to note the consultation responses but 
to recognise that further work is required to give the Governing Body full assurance on 
a number areas raised as part of the consultation; for example the transition plans, 
availability of qualified staff and clinical engagement, and to take the opportunity for 
further engagement with stakeholders in developing the responses to these issues, in 
order that the Governing Body can take a decision.  
 
Recommendation: 
It is recommended the Governing Body elect option 3. 
 
 

NHS Outcomes Framework Domains Supported (please tick ) 

 Preventing People from Dying Prematurely 
 Enhancing Quality of Life for People with Long Term Conditions 
 Helping People to Recover from Episodes of Ill Health or Following Injury 
 Ensuring that People have a Positive Experience of Care 
 Treating and Caring for People in a Safe Environment and Protecting them 

from Avoidable harm 
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Equality Analysis 
completed     (available on request) 

Yes 
  

No 
 

Not applicable 
 

 
 

Author:  David Smith, Chief Executive 
 

 

Clinical Lead: Dr Andrew Burnett   
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1. Background 
The initial outline business case for the redevelopment of Townlands Community Hospital 
Henley was produced March 2005 by the legacy South East Oxfordshire and South West 
Oxfordshire Primary Care Trusts.  
 
In 2011 the proposal was approved by the Strategic Health Authority before a full business 
case for a new hospital and re-provision of services on the Townlands site was developed 
and approved by Oxfordshire Primary Care Trust in 2012. The model of services in the 
2012 business case reflected the type of clinical services and nature of provision that fitted 
with the way health care was organised and delivered at that time. 
 
In 2013 the responsibility for the construction of the hospital transferred to NHS Property 
Services whilst the planning and commissioning of services transferred to Oxfordshire 
Clinical Commissioning Group (OCCG) as part of the NHS reforms. 
 
Building of the new hospital commenced May 2015 and is due to open 7 December 2015.  
 
It was originally anticipated Sue Ryder would be located in the new premises, however 
following the December 2014 review, it was confirmed by Sue Ryder that this was no longer 
the intention.    
 
A review of services to be delivered from the new hospital was undertaken in December 
2014 which resulted in a proposal for an expanded range of services and different clinical 
model for those patients traditionally treated in a community inpatient setting to better meet 
the needs of the local population.  
 
The new model of care proposed for Townlands is based on an ambulatory care model 
which enables patients to be treated in a manner which is clinically appropriate for their 
personal needs, whether in their own home or closer to home wherever possible rather than 
travelling to Oxford or Reading. This approach is supported by a growing body of clinical 
evidence, both nationally and internationally, which also recognises the view of clinicians 
that frail elderly patients often do not benefit from hospitalisation 
(http://www.nejm.org/doi/full/10.1056/NEJMp1212324) and may be better served by 
meeting their needs in their own homes. This is central to Oxfordshire CCG’s ambition to 
develop care outside of hospital and responds to the wishes previously expressed by 
patients and carers. 
 
In light of the legacy agreements reached and consequential obligations on the CCG to 
utilise the site for the provision of NHS services within the funds available, this paper sets 
out a proposal to make best use of the facilities whilst exercising the opportunities 
presented to deliver new improved models of care that better meet the needs of the local 
population.   
 
 
2. The Services  
As a result of the review undertaken in December 2014, the services to be provided at the 
new Townlands site were reconsidered to ensure they met the current and future health 
and social care needs of local residents and those within a 10 mile radius of the site, 
informed by a health needs assessment.  
 

http://www.nejm.org/doi/full/10.1056/NEJMp1212324
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This combined with clinical evidence, best practice, local provider experience and analysis 
of demand resulted in existing and new services being proposed. 
 
Existing services 
Following the review, the resulting proposal suggested patients would still be 
able to access the full range of services currently provided by the minor 
injuries and out-of-hours service at Townlands Hospital and outpatient clinics 
including: 
 

 Cardiology  

 Dermatology  

 General Surgery  

 Breast Surgery  

 Gynaecology  

 Rheumatology  

 Ophthalmology  

 Orthopaedics  
 

 Paediatrics  

 Neurology  

 Urology  

 Dietetics and Nutrition  

 ENT/Audiology  

 Endocrinology  

 Renal  

 Gastroenterology 
 

 

It was also proposed the new hospital would continue to provide X-Ray and 
Ultrasound services, podiatry, physiotherapy, speech and language services 
and general dental services commissioned by NHS England including; special 
care dentistry, dental access for urgent care, sedation and oral surgery and 
services complementary to high street dentistry. 
 
New Services 
In addition it was proposed an expansion of outpatient and diagnostic services be provided 
from the new premises, optimising access to services and making best utilisation of the new 
facilities.  
 
Proposed Ambulatory Care Model 
The service review suggested an ambulatory care model be adopted in the form of the 
Rapid Access Care Unit (RACU) rather than the traditional inpatient model originally set out 
in the 2012 business case. 
 
The concept of the ambulatory care model was informed by a large body of research, such 
as the Kings Fund (http://www.kingsfund.org.uk/publications/specialists-out-hospital-
settings), and learning taken from the adoption of similar models within and outside 
Oxfordshire, for example the Emergency Multidisciplinary Units operating in Abingdon and 
Witney and the clinical model implemented in Plymouth 
(http://www.clinmed.rcpjournal.org/content/14/3/250.full).  
 

The resulting RACU model also recognised the view of clinicians that frail elderly patients 
often do not benefit from hospitalisation 
(http://www.nejm.org/doi/full/10.1056/NEJMp1212324) and may be better served by 
meeting their needs in their own homes, whilst also reflecting the preferences expressed by 
many patients to stay at home rather than be admitted to an inpatient bed facility where 
clinically safe to do so.   
 

It was proposed the RACU would be an integrated, multidisciplinary next day service led by 
a doctor (consultant or GP) who would work with a wide range of health and social care 

http://www.kingsfund.org.uk/publications/specialists-out-hospital-settings
http://www.kingsfund.org.uk/publications/specialists-out-hospital-settings
http://www.clinmed.rcpjournal.org/content/14/3/250.full
http://www.nejm.org/doi/full/10.1056/NEJMp1212324
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professionals including community nurses, physiotherapy and occupational therapy 
practitioners, social care staff, mental health staff and hospital teams. The level of 
consultant or GP input was to be scoped as the clinical model developed to ensure optimal 
cover, however initially it was felt medical input would be provided 3 days per week.   
 
The RACU would provide assessment and treatment of patients with a crisis or 
deterioration in their health/long term condition – including patients with complex medical, 
social and/or mental health needs.  

 
The service would offer a next day clinic, supported by one-stop diagnostics and treatments 
and would deliver care such as blood transfusions and administering antibiotics meaning 
patients would be seen, assessed and treated on the same-day.  

 
Following assessment a patient may be discharged and continue to be treated in their own 
home or closer to where they live, avoiding the necessity of long journeys to Oxford or 
Reading acute hospitals to receive the care they need.  

 
Alternatively if a patient needed a little longer to stabilise, more time to ensure they get the 
most appropriate package of care or require a longer period of observation, it was proposed 
arrangements for the provision of ‘step up’ beds would be secured in the Order of St John 
Care Home being built adjacent to the new hospital. Under the model it was intended 
patients would that step up care would be provided for between 24 and 48 hours. 

 
When patients were discharged to their own homes, they would receive support from an 
Integrated Locality Team (ILT). The ILT will comprise of the following 
professionals/services:  
 

 District Nurses  
• Physiotherapists  
• Occupational Therapists – across 

physical health, mental health and 
social care  

• Palliative Care Matrons  
• Integrated team practitioners and 

support workers  

 Social Workers  
• Reablement  
• Care Home Support service  
• Falls Prevention service  
• Co-ordinators  
• Health and Well Being Centres. 
• Older people’s mental health 

nurses  
 
The ILT involves Oxford Health NHS FT and Oxfordshire County Council working together 
to deliver a locally based community health and social care service in Henley. Each ILT 
would work closely with a group of GP practices, to deliver joined up support and care to 
people in their own home.  
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An overview of the RACU pathway is illustrated below: 

 

 
 
 
3. The Consultation 
Following the service review in December, to test the model proposed the CCG undertook a 
period of pre-engagement with the Henley Town Council’s Townlands Steering Group and 
presented the proposals to a meeting in public, on 27 March 2015.  

 
Following the meeting it was agreed with the Chair of the HOSC that Oxfordshire CCG 
should launch a 5 week public consultation exercise on the changes proposed. The 
consultation ran from Tuesday 12 May 2015 and closed at midnight on Monday 15 June 
2015, with postal responses accepted up until and including the 17 June 2015.  
 
All information on the Townlands public consultation was provided in a dedicated section of 
the CCG’s website with contact details for the consultation team provided 
(https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome).  
 
The initial set of consultation documents made available comprised: 

• Health Needs Assessment of the Henley Area,  
• Consultation document with detail of the rationale for the proposed changes and 

description of current and new services and;  
• Consultation questionnaire 

All of these documents are available at the website above. 
 
Throughout the consultation process   the CCG took steps to respond to queries raised by 
the public and stakeholders to enable respondents to better understand the model of care 
proposed. In addition to addressing queries and concerns at public events and drop-in 
sessions, supplementary written information was also provided which included; 

• The modelling assumptions to inform the number of “step up” and “step down” beds 
required 

https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome
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• The questions and answers provided to the Townlands Steering Group public 
meeting held on 27 March and 9 June 2015 

• RACU Pathway 
• Scenarios illustrating how the RACU model would work  
• Evidence supporting ambulatory care and; 
• The capacity and contribution of Adult Social Care to support this new way working. 

All of these documents are also available at the CCG website listed above. 
 
A single complaint was received at the 9 June public meeting of the Townlands Steering 
Group, reported in the Henley Standard, that access to the online questionnaire was 
unobtainable; however checks undertaken on the CCG IT system failed to substantiate this. 
 
Responses were invited from organisations and individuals with an interest in the proposals 
and were offered a number of different ways to contribute their views in order to maximise 
opportunities for involvement including: 
 

 Questionnaires, available both online and on paper, in total 324 completed 
questionnaires were received – 205 postal and 119 online: 

o 39 (12%) had previously used Townlands Hospital; 

o 31 (10%) had a general interest in health matters; 

o 206 (64%) identified themselves as Henley residents.   

In addition, 9 people identified themselves as a carer of a patient that had used 
Townlands Hospital, 2 people said that they worked at Townlands Hospital, 5 are 
NHS staff/work at a GP practice, 1 response was from an elected official and 27 
people cited other associations. 

 A large deliberative event held on 21 May 2015 in Henley attended by 111 people 

 Clinicians and members of the project team attended 5 Patient Participation Groups 

 Clinicians and members of the project team attended two public events held by The 
Townlands Steering Group and Peppard Parish Council 

 10 stakeholder meetings 

 36 written submissions (from people or organisations not using the questionnaire) 

 Four drop-in sessions undertaken in Henley  

 On 28 May, following the CCG Governing Body meeting in Henley Town Hall, an 
opportunity was afforded for members of the public to make their views known to 
Governing Body members.  

 
The Henley Standard ran a petition in its weekly newspaper and on its website. The petition 
was also promoted by a blog set up by Henley Town Councillor Sarah Miller. 
 
The petition was signed by 2529 people and presented to the CCG on 15 June.  The 
petition message was: “Save our Beds.” We have little detail about the signatories to this 
petition, and have not been given any detail about how much those signing the petition 
would have known about the consultation proposals. 
 
On the 2 July the CCG presented an overview of the proposal and a summary of the 
consultation feedback to the Oxfordshire Health Overview and Scrutiny Committee (HOSC). 
The HOSC can only state whether the consultation was “adequate” or “inadequate”. At the 
meeting the consultation exercise undertaken by the CCG was considered “adequate” by 
the HOSC.  
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4. Consultation Key Findings 
A full report detailing the approach, scale of the engagement and feedback received is 
available on the CCG website 
(https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome), however the 
below provides a summary of the key messages received. 
 

The consultation tells us that the majority of respondents do not support the consultation 
proposals as a whole, because they do not accept that the case has been made to reduce 
the inpatient bed provision.  
 
Respondents were, on the whole, supportive of the proposal to introduce a Rapid Access 
Care Unit and could see the benefits this service could bring to the care of local people. 
However, their comments suggest that this is undermined by what they perceive as flaws in 
the proposal in terms of beds. The issues most consistently highlighted include: 

 The view that the current beds are heavily utilised and if anything, more are needed. 

 The suggestion that the methodology for calculating bed numbers is flawed 

 The view that the services required in the community to enable the bed number 
reduction are not available 

 The view that there is no realistic transition or implementation plan, and that even if 
the CCG bed numbers are correct, a view there should be a gradual reduction as the 
new services commence 

 The lack of consideration of other options. 
 
GPs from the local Henley practices most related to the hospital have provided their 
feedback at a number of public meetings. They have expressed support for the proposed 
model of care and plans for a Rapid Access Care Unit in principle, mixed with reservations 
about capacity in social care and community nursing, the perceived lack of detailed 
transition plans, the impact on readmission rates and the ability of the proposals to tackle 
Delayed Transfers of Care.   
 
The Henley Standard Save Our Beds campaign and petition to keep to the original proposal 
for 18 beds at Townlands Hospital gives a further indication of the strength of feeling of the 
signatories. To date, it has been signed by approximately 3,000 people. The Henley 
Standard has also reported that 2,500 people took part in a march through Henley town 
centre on 11 July, protesting at the proposed changes. Although this event took place after 
the close of the consultation, it has been included in this summary to provide further 
evidence to the Governing Body of the reaction of some parts of the local community to the 
proposals. 
 
The feedback received fell into four broad categories: 

1. Bed provision 
2. The RACU model 
3. New services and use of the second floor 
4. Transition 

A summary of the feedback and the CCG’s response is detailed below. 
 
Bed Provision 
 72% people cited bed provision as an issue: 

 55 comments related to retaining the 18 beds planned in the 2012 business case 

https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome
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 39 comments related to keeping a bed based/ward based model of care 

 14 comments related to a need for step down beds 

 4 comments related to keeping the 21 beds viewed to be in the current Peppard 
Ward. 

 
 
Comments made about bed provision included: 
‘The minimum number of beds should cater for the demographic needs of Henley Area with 
a minimum call on other community hospitals as outlined in the original plan/budget for the 
provision of 18 beds’. 
 
‘I think that we need plenty of beds available, the beds in the current ward are always full. 
This shows the need for the service, and demand. If the ward is closing, a similar ward 
should be made available. It is very stressful for patients and their families to have to travel 
out of town for services and to be cared for’ 
 
‘18 beds - as promised’. 
 
‘I don't know what step up/step down beds are.  I am certainly in favour of ward based 
nursing. Some patients need proper nursing care 24 hours a day. This cannot be provided 
at home’. 
 
In summary, the main objections, concerns and comments were as follows, accompanied 
by the CCG’s response: 
 
 
Consultation Feedback 

 
CCG reflection 

Number of planned beds is insufficient to 
meet local needs 
 

During the consultation a paper was published setting 
out the bed modelling assumptions which indicates 5-8 
step up and step down beds are required to support the 
Henley demand, this takes into account a reduction in 
delayed transfers of care from the RBH.  
 
The CCG and Oxfordshire County Council (OCC) is 
looking to secure flexible capacity with the Order of St 
John to ensure there is sufficient to meet demand, for 
example, if the demand exceeds 8 beds, there will be 
mechanisms in place to support the spot purchase of 
additional beds required to meet need.  
 

Unmet need to provide convalescent care 
 

There is no evidence to demonstrate there is unmet 
need with regards the provision of convalescent care, if 
a patient requires a bed in a care facility, this will be 
provided in accordance with the patient’s clinical need. 
 

The NHS is going back on its 
commitment to deliver 18 beds at the new 
Townlands Hospital; 
 

As set out in the consultation documents, models of 
care have developed in the intervening years since the 
original business case was approved in 2012. As 
indicated by the Kings Fund and demonstrated by 
models implemented elsewhere in the country, for 
example Plymouth 
(http://www.clinmed.rcpjournal.org/content/14/3/250.full) 

http://www.clinmed.rcpjournal.org/content/14/3/250.full
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the traditional models of hospital based care are no 
longer believed to be the most clinically or cost effective 
way to provide care.  
 
The move towards fewer inpatient facilities in 
preference for treating patients within their local 
community/health campus and own home where 
clinically appropriate, is not only the strategic direction 
of the CCG, it is also reflects the ambition of the NHS 
as a whole, as set out in the NHS Five Year Forward 
View published October 2014 
(http://www.england.nhs.uk/ourwork/futurenhs/#doc). 
 

Respite and End of life care should be 
provided; 
 

Respite and end of life care is not currently provided by 
the Peppard Ward and there is no intention to introduce 
this provision under the new model being proposed.  
 
End of life care will continue to be provided and 
supported by the palliative care team. Respite care will 
be commissioned in accordance with existing practice 
and qualification criteria. 
 

The EMU in Abingdon has an adjacent 24 
bedded ward to support the model of care 
 

As expressed during the consultation exercise, the 
population of Henley is approximately 45,000 (those 
within the postcode catchment area of RG4, RG8 and 
RG9) which is circa half the size of Abingdon or Witney 
resulting in insufficient need and demand to warrant the 
introduction of an EMU. However, the RACU model 
does replicate the ambulatory components of the EMU 
recognising the benefits of this approach and 
anticipated reduction in non-elective admissions to the 
Royal Berkshire Hospital NHS Foundation Trust (RBH) 
as a consequence.   
 

Concerns about the use of step up or 
step down beds to provide care for up to 
48 hours only and the inability of social 
care to provide packages of care within 
this timeframe 
 

Step up beds are anticipated to be required for a period 
of 24 - 48 hours in keeping with the ambulatory model 
specified, step down beds will be secured for the period 
clinically required to enable a patient’s safe discharge 
home.  
 
Over the course of the last few years Oxfordshire 
County Council has invested £5m year on year in adult 
social care, this has been further enhanced in 2015/16 
through the £9m investment made by the CCG in adult 
social care services as part of the Better Care Fund.  
 
The CCG recognises the importance of timely provision 
of care packages as part of the RACU model and will 
continue to work with the County Council to ensure 
demand is met in a timely manner. This would be 
monitored and managed closely throughout transition, 
ensuring any issues were promptly escalated and 
resolved. 
 

http://www.england.nhs.uk/ourwork/futurenhs/#doc
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Unmet need to ensure single sex 
provision at the Order of St John beds 
 

It is anticipated the new Order of St John premises will 
provide individual rooms to patients, maintaining the 
provision of single sex care environments.   
 

Concern about the methodology used to 
calculate the proposed bed requirements 

 

The paper setting out the methodology used to 
calculate the proposed bed requirements was provided 
by Oxford Health NHS Foundation Trust (OH) and 
reflects actual activity seen and treated in 2014/15 from 
the Henley area. 
 
The methodology not only reflects current activity 
levels, it also take account of the, on average, 2 
delayed transfers of care at the RBH at any one time, 
ensuring there would not be an adverse impact on 
acute beds as a result of the change in model.   
 

A perception that the current Peppard 
Ward is always full and therefore the 
same or more beds should be provided 
 

Utilisation of the Peppard Ward was detailed in the bed 
modelling paper provided as part of the consultation 
exercise.  In the 2014/15 contract year, August was the 
only month when all 14 beds were occupied by Henley 
residents, at all other times 4-9 Henley residents 
occupied a Peppard Ward bed in any one month.  
 
As part of the transition plans, provision will have to be 
secured for any non Henley residents that have 
previously been treated at the Townlands facility and 
we will work with local providers to ensure this is 
addressed and secured. 
 
Due to the different range of inpatient services available 
at Abingdon and Witney, there will always be some 
Henley residents using these inpatient facilities 
because of the specialist stroke care they provide.  
  

The reduction in the planned number of 
beds is driven by cost cutting 
 

The reduction in the planned number of beds is not 
driven by cost but an acceptance that clinically, the 
adoption of an ambulatory model of care is in the best 
interest of patients and addresses the preferences of 
patients to stay at home or within their local community 
in the event they require treatment/care, rather than 
being admitted to an acute hospital some distance 
away. 
 
The CCG is obliged to operate within the financial 
envelope available, and to ensure resources are 
deployed to best effect. Following application of the 
community beds access criteria across Oxfordshire to 
ensure community beds are accessed and used 
appropriately, there is an anticipated reduction in the 
demand upon community beds over the coming 
months. 
 

That a hospital is not a hospital without 
beds 

The proposal sets out a range of NHS services to be 
provided in the new premises as part of a health 
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 campus, including those typically held in a hospital 
setting, for example diagnostics, outpatients and a 
minor injuries unit. The classification of a hospital in not 
contingent on inpatient facilities being provided. 
 

 
 
In summary, the main aspects of the proposal that were seen as positive were that: 

 a RACU could bring added value to Henley if combined with an increased number of 
beds or if the number of beds reduces over time; 

 the premise of step up and step down care is a positive step but that a transition 
period is required. 

 
The CCG acknowledges a transition period would be required to ensure the safe 
implementation of the new model without adversely impacting on quality or access.  
 
Following representation from John Howell MP, if the revised model is agreed by the 
Governing Body, it is proposed the CCG continue to work with local stakeholders and 
providers to ensure robust transition plans are in place to safeguard inpatient capacity for 
Henley residents whilst the new model is implemented.    
 
The Ambulatory Model of Care and the Rapid Access Care Unit (RACU) 
The proposals for the introduction of an ambulatory model of care and the RACU were 
viewed more positively. Aspects of the proposals that were positively received included: 

 A multidisciplinary team available locally to respond quickly to patients’ needs; 

 Opportunities to make services more patient-centred and holistic; 

 Improved services at the Minor Injuries Unit, better technology and the opportunity 
for same day treatment; 

 Better outcomes for patients; 

 Reduced time spent in hospital; 

 Improved patient care; 

 Increasing the number of people that can be treated; 

 Improvements to delayed transfer of care (bed blocking); 

 Less travel to Reading and Oxford; 

 Better integration of staff in social and community services. 
 
However, there were still a number of respondents who expressed clear disagreement with 
the model. This was reflected almost as a ‘No’ vote to the proposals and the desire to keep 
a bed-based model of care. 
 
The reception of the local Henley GPs to the proposals also appears to be an influencing 
factor for local people. Respondents took on board the GPs’ reservations about the 
capacity of community and social care services and the need for transitional arrangements 
and these are reflected in comments made in the survey responses. For example: 
 
“The Henley GPs who spoke felt that generally the services to be provided were good and 
well thought out except for the provision of beds. I feel that if you cannot convince the local 
GPs on the issue of beds then I cannot support your proposals.” 
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‘The presented model is not proven yet so the full number of 14 beds should remain until 
proven. The views of our local GPs seem to have been totally ignored. The numbers 
presented at the Town Hall meeting do not add up. For over 30 years the people of Henley 
have been promised a new hospital to care for local people. The Health Authority have had 
the towns funds for this period and after all this time they now choose to spend the towns 
money how they want to spend it. The new hospital is a replacement for the one taken 
away years ago, this point seems to be been totally ignored’. 
 
Further indication of people’s objection to the proposals included concerns and comments 
expressed about: 

 The ability of social care services to meet demand when current services are seen 
as already overstretched and pressure on the social care budget; 

 Opening times and that appointments would be on a next day basis; 

 The need for additional staff to deliver ambulatory care and more care at home; 

 Lack of provision for young people, students and visitors to the area; 

 Increased pressure on families and carers; 

 Lack of evidence to support the proposed model of care versus current provision; 

 In view of the lack of evidence and an assumption that the model would work, 
should result in a phased implementation plan; 

 Concern that the proposed model presents cost cutting or that NHS funds were 
unavailable to support the plans; 

 The lack of qualified staff to support the step up/step down beds in the Order of St 
John Care Home (Order of St John); 

 The perceived lack of involvement of Henley GPs in the development of the 
proposals; 

 The model would increase the social isolation of elderly people; 

 Lack of trust in the ability of the NHS to deliver the proposed model of care; 

 Pressure would increase on parking arrangements; 

 Lack of public transport to support families and carers who may have to travel 
further afield to visit those being cared for in other community hospitals. 

 
Following conclusion of the consultation exercise a RACU service specification task and 
finish group was convened to develop a detailed specification, taking into account the 
feedback received from stakeholders and representations subsequently made by John 
Howell MP.  
 
The task and finish group included clinical and managerial representation from the CCG, 
Royal Berkshire Hospital NHS Foundation Trust (RBH), Oxford Health NHS Foundation 
Trust (OH), The Hart Surgery and The Bell Surgery. The group developed each of the three 
components of the RACU care pathway; Referral, Treatment and Discharge.  
 
This culminated in a final workshop with additional representation from Oxfordshire County 
Council (OCC), South Central Ambulance Service NHS Foundation Trust (SACS - both 999 
and Patient Transport services) and OH attendees from the Reablement team, therapy 
services and Urgent care services.       
 
 
 
 



 

15 

 

Changes made to the RACU model 
As a result of the consultation exercise, clinical engagement and representation from John 
Howell MP, the resulting refined service specification proposed is detailed in Annex 1 and 
reflects the following key developments and revised proposal: 

 The service will be accessible from 8am-8pm, 7days a week 

 Whilst the service is predominantly for those aged 65 years and over, the service is 
not exclusively for over 65 year olds, any patient suitable for ambulatory care will be 
accepted by the service (with the exception of patients 17years of age or younger). 

 Referrals will be accepted from GPs, ILTs, Acute Trusts, the Ambulance Trust and 
the Out of Hours service  

 A consultant Gerontologist will be on site and hold a pre-booked clinic Monday - 
Saturday  

 Four new appointments and two follow appointments will be available each day  

 Appointments may be used flexibly to accommodate same day referrals where 
capacity allows  

 The multidisciplinary team supporting the RACU will deliver packages of care during 
the afternoon, this will include in-reach services to patients homes or the Order of St 
John as applicable 

 Timely care packages will be arranged to support safe discharge home  

 The RACU will have access to improved x-ray access, ultrasound and near patient 
testing 

 Diagnostic services will be accessible to local GPs and the community teams to 
inform patient care plans in advance of referral to the RACU  

 Patient transport will be commissioned for eligible patients to transport them to and 
from the RACU – this will be arranged and pre-booked by the RACU service 

 The RACU will issue prescriptions and liaise directly with the patient’s local 
pharmacy to enact changes to NOMAD boxes where applicable   

 Discharge/treatment information will be shared with the Patient’s GP on the same 
day 

 A step up bed will be secured within 2 hours of the decision being made to admit the 
patient to the Order of St John.  

 The RACU service will be supported by a detailed clinical governance framework 
ensuring clarity roles and responsibilities across component services. 

 
Reflecting on concerns that the new model of care may result in elderly patients being 
isolated, the CCG and local providers are keen to work with voluntary sector organisations 
to establish how we can best address this concern. 
 
The improvements set out above should be considered in the context of the integrated 
community and social care service approach to ambulatory care. It is anticipated staff will 
work flexibly and rotate across services to support integration and the delivery of better co-
ordinated and more effective care. It is felt the changes proposed respond to the clinical 
and non-clinical stakeholder feedback received as part of the consultation exercise.   
 
Suggestions for future services and potential utilisation of the second floor of the 
Townlands Hospital 
60% of those who responded to the question about what services could be provided on the 
second floor of the Townlands building answered that they would like to see the space used 
for the 18 beds originally planned. 
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Further detail is included in the Appendices of the full consultation report 
(https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome) suggestions 
for future services, which included: 

 Mental health services 

 End of life care 

 Youth and maternity services 

 Prevention and wellbeing services 

 Diagnostics 

 Therapies 

 Primary care services 

 Community facilities / services 

 Specialist services 

 Urgent care services 

 Surgery 
 
Initial conversations held with local providers indicates it may be possible to provider both 
adult and children’s and adolescent mental health services, memory clinics, extended 
diagnostics (including near patient testing), minor procedures and a falls service to be 
provided in the new premises. This would be in addition the expansion of existing services, 
for example Speech and Language Therapy and outpatient clinics, already proposed. The 
CCG will continue to work with providers and NHS Property Services to optimise the NHS 
service offering within the new premises. 
 
Transition 
The feedback from the consultation raised several concerns regarding the transition 
arrangements and ability to deliver the full range of services proposed, namely: 

 The capacity of community nursing teams 

 The availability of qualified nursing staff to support the beds at the Order of St John 
Care Home beds 

 The ability to secure the number of step up and step down beds required to meet 
demand where the modelled numbers of 5-8 beds are exceeded 

 The level of clinical engagement and support for the model 

 Social isolation resulting from the proposed model 

 Parking and transport considerations. 

 Financial sustainability of the service 
Further work is required to ensure actions and plans are fully developed to address these.  
 
Financial planning assumptions 
Consistently there has been concern raised regarding the financial viability of the new 
model and as part of the programme of work informing the process as detailed financial 
analysis has been undertaken. 
 
For the purpose of financial planning there are four cost categories associated with service 
delivery as summarised below: 

 
1. Transfer of existing services 

There are no additional costs anticipated, in this instance it refers solely to the 
transfer of existing services from the old to new premises, for example the Minor 

https://consult.oxfordshireccg.nhs.uk/consult.ti/Townlands/consultationHome
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Injuries Unit and out of hours, neither service is changing, purely relocating to the 
new premises and as such there are no changes to patient volumes or additional 
cost pressures anticipated. 
 

2. Extension of existing services  
There are no additional costs anticipated with regards cost and volume activity, for 
example outpatient attendances. Where RBH has indicated a wish to transfer 
existing services and extend the range and number of outpatient clinics offered, 
there are no cost pressures anticipated on the basis patients who would have 
typically been treated at the RBH site, will instead be treated at the new Townlands 
site, closer to the patients home. The extension of choice is not expected to meet 
unmet demand, but to simply provide more convenient access to services for 
Oxfordshire and Berkshire residents.  
 

3. Redeployment of existing resource/investment  
The introduction of the RACU model and supporting step up/step down beds to be 
commissioned from the Order of St John Care Home will require the redeployment of 
existing funds and resource. The Peppard Ward will be decommissioned and the 
associated funds and staff redeployed to implement the new model. 
 

4. New costs  
The lease costs of the new premises are considerably higher than those paid for the 
current Townlands site and there may be asset costs resulting from the 
expanded/new services proposed. Both elements will result in new cost pressures to 
the system. 

  
When considering points 1-3 of the above, there is deemed to be a zero net operational 
cost impact to the CCG when taking into account the anticipated reduction in non-elective 
short stay admissions and A&E attendances at the RBH. 
 
With regards item 4, the new costs associated with Townlands are attached to the lease 
and equipment costs. The annual lease cost for the existing premises is £239k; the lease 
cost of the new premises is anticipated to be £961k resulting in a net increase of £722k. 
Whilst the cost of the lease will sit with the tenants, where NHS providers take up 
occupancy, it is anticipated providers will seek to recover this through the service costs 
charged to the CCG. This cost pressure will exist within the system regardless of the model 
of care adopted.  
 
At present the CCG estimates the ground and first floor will be occupied by NHS providers 
delivering services directly to Oxfordshire CCG. The anticipated lease cost for these two 
floors is £677k and the CCG has made provision for some of this cost being passed on to 
the commissioner.   
 
The other new costs are those associated with new equipment for the building and the CCG 
has made provisions to support this expenditure.   
 
The CCG has little opportunity to control or mitigate the additional lease and asset costs 
resulting from the move to the new premises.  
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Transition from the old to the new premises  
It is important to highlight the timescales attached to the move to the new premises and our 
contracted obligations. There are contractual and financial penalties if there is a delay in 
Amber being able to access the site and these will commence 7 December 2015  
 
The following milestones are to be honoured if the CCG is not to incur financial penalties 
from the developer if there are any delays to the contract agreed between NHS Property 
Services and the Developer.  
 
 

Date Milestone Definition  

September to 6 
November 

Ramp Down Ramp down of admission to beds on Peppard 
Ward and patients admitted to Wallingford  

24 August to 28 
August  

Equipment Group 2 items delivery 

6 November  Practical 
Completion  

Amber have completed the build of the hospital 
and have handed over the building to NHSPS. 

7 November to 23 
November 

Decant Phase Period for clinical cleans of the departments, 
getting the building ready for use (e.g. fitting 
phone lines, ICT) and moving in non-essential 
equipment  

20 November Last Date 
Patients  

Last day for patients to be treated on current 
Townlands Site 

23 November Sign-off Operational sign-off  

23 November to 27 
November  

Move Phase Period for physical move of all remaining 
equipment and services into the new building 

27 November to 6 
December 

Period of Float Unallocated time to absorb any delay in decant 
or move phase  

7 December Full vacancy Final date for full vacancy of existing buildings  

7 December New Townlands 
hospitals open 

New Townlands Hospital open for first patients  

8 December Demolition Demolition contract commences  
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The Governing Body is asked to consider the following three options and make a decision 
on the option to be adopted: 

 
1) To proceed with the proposal as outlined within the paper, reflecting the amendments 
following consultation.  
 
2) Reject the proposal the CCG has consulted on and implement the elements of the 
original 2012 business case within the gift of the CCG, for example 18 inpatient beds, but 
not the new services proposed and RACU model within the new premises. 
 
3) To endorse the clinical model proposed and to note the consultation responses but to 
recognise that further work is required to give the Governing Body full assurance on a 
number areas raised as part of the consultation; for example the transition plans, availability 
of qualified staff and clinical engagement, and to take the opportunity for further 
engagement with stakeholders in developing the responses to these issues, in order that 
the Governing Body can take a decision.  
 
Recommendation: 
It is recommended the Governing Body elect option 3. 
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Annex 1 
 

Proposed Service Specification for the Rapid Access Care Unit 

Townlands Hospital, Henley-on-Thames 
 
 
SERVICE DESCRIPTION 
The Rapid Access Care Unit (RACU) is an integrated, multidisciplinary service that provides 
an ambulatory model of care supported by step-up beds. The RACU will be led by a 
Clinician (Consultant Geriatrician) who will work with a wide range of health and social care 
professionals including community nurses, physiotherapy and occupational therapy 
practitioners, social care staff, mental health staff and hospital teams.  
 
The RACU will provide assessment and treatment of patients whose health or long-term 
condition has deteriorated or who have become physically or mentally unwell but do not 
require an emergency or urgent admission to an acute healthcare facility.  
 
SERVICE MODEL: 

 The RACU is for over 18 year old patients only. The majority of patients accessing 
the service are likely to be over 65, however this is not prescriptive.  

 The RACU will be available 7 days per week, 365 days per year.  
 The opening hours will be from 8am to 8pm, Monday to Sunday. There will be 

access to the RACU facilities and equipment at the weekend for the other hospital 
users.  

 The Clinical cover (Consultant Geriatrician) will be available for 1 morning session, 6 
days a week (Monday – Saturday). It is anticipated that providing Clinical 
assessments on a Saturday morning would prevent some admissions to the acute 
sector on a Friday.  

 For new appointments, patients will be referred to the RACU, to be seen by the 
Clinician the next morning. Follow-up appointments will be scheduled as and when 
required.  

 Patients will access one-stop diagnostics and treatments, meaning patients will be 
seen, assessed and treated on the same-day 

 During the afternoon session (between 1pm to 8pm) where there isn’t a Consultant 
on site, the RACU will be supported by either the Royal Berkshire NHS Foundation 
Trust (RBH) Geriatric on-call team or local GPs. 

 The RACU will facilitate two Multidisciplinary Team (MDT) Meetings Monday to 
Saturday: 

o 8am MDT – Purpose to review the referrals and appointments booked the 
previous day  

o 1pm MDT – Purpose to discuss and implement assessment and treatment 
plans of patients seen that morning with the MDT and review patients 
attending for follow-up treatments.  

 
STAFF MIX:  
The RACU will be delivered by a dedicated core team consisting of the following 
specialities. Input will be received from complementary services such as ILT’s including 
reablement services as and when required. The core RACU team will consist of: 

o Consultant 
o Triage Nurses 

o Ward Nurses 
o Occupational Therapists 
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o Physiotherapists  
o Community Psychiatric 

Nurses (CPNs)  

o Social Carers  
 

 
The RACU staff will rotate across the ILTs in the local community. And the RACU team will 
provide in-reach treatment in a patient’s home to compliment the ILT offering.  
 
All staff at RACU will be trained in Dementia Care.  
 
EXCLUSION CRITERIA:  
Patients referred to the RACU will only be refused using objective criteria, patients will be 
refused where the following exclusion criteria apply:  

 Chest pain  
 Suspected stroke 
 Head Injuries 
 Haematologically unstable   
 Alcohol withdrawal, substance misuse or overdose 
 Sepsis 
 Systolic less than 90 
 Bariatric patients  
 Where there has been a break-down in the social care package/environment – this 

service is for physical ambulatory care requirements, patients may have a secondary 
diagnosis of dementia, but this is a medical rather than social care facility. 

 End of life care, where purely palliative care is needed – however it is acknowledged 
access to diagnostics through the RACU may be helpful for palliative care treatment 

 Acute psychiatric illness / mental health crisis that requires the continuous input of a 
specialist team.  This does not include people with dementia whose needs must be 
individually assessed. 

 Has an unstable condition and requires specialist investigations and treatments that 
cannot be met by the RACU 

 Is aged 17 years and younger 
 If a patient requires hoist facilities or is bed bound - however following the clinician to 

clinician referral to the RACU an assessment will be made as to whether the RACU 
facility is appropriate for the patient. Hoist facilities will be accessible to the RACU 
and staff will be appropriately trained to use it. 

 Is not resident within Oxfordshire or not registered with a GP located within 
Oxfordshire unless required by system escalation 

 Requires emergency / critical care or a level of support only available within an acute 
hospital setting on an ongoing basis 

 Requires an inpatient elective care procedure most suitably provided within an acute 
setting 

 
Infection risk does not constitute refusal of referral acceptance to the service, but the 
decision to transfer will be supported though adherence to Oxfordshire Infection Control 
guidelines as established by the Health Protection Agency. 
 
All refusals of admissions should be logged and be appropriately investigated, reported to 
the commissioner as variances on the contract agreement and form the basis of learning for 
referrers.  
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PATIENT PATHWAY: 
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REFERRAL 
The success of the RACU will be predicated on the fact that all staff who can refer 
into the RACU understands the aim of the service and the total package of care 
available and a detailed communications and engagement will be completed to 
support this. 
  
A number of service providers will be able to refer into the RACU providing the 
referral criteria is met including: 

 GPs 
 Integrated Locality Teams (ILT) 
 South Central Ambulance Service – Paramedic Teams 
 Acute Sector 
 Out of Hours service 

It is recognised that the majority of referrals are likely to come from GPs.  
 
The initial catchment area for RACU referrals will be all South Eastern Oxfordshire 
GPs. Patients from Berkshire will be excluded however the catchment area may be 
expanded as the service develops and in the event Berkshire West CCGs wish to 
commission the service.  
 
The RACU will be supported by a dedicated and secure mobile, fax and email 
system for referrals to be made. The referral will be a clinician to clinician discussion 
between the Referrer and the senior and experienced Triage Nurse.  
 
Where a referral is made at the weekend – the ILT/RACU nursing team will visit and 
assess the patient in their home on the Saturday/Sunday and mobilise care where 
necessary within the community with a view to the patient being booked an 
appointment for the Monday at the RACU or referral to acute if clinically necessary. 
 
In order to ensure that the flow of patient information from any referring party is not 
inhibited, the receiving clinician at the RACU will complete a small proforma to 
capture the relevant information of the patient in a robust and efficient manner. The 
minimum information required when patient is referred including but not limited to: 

 Personal information - name, home address, contact numbers, NHS number, 
Date of Birth, local GP and next of kin.  

 Social information - home circumstances, social history and mobility 
requirements. 

 Medical information - presenting condition, recent medical history, past 
medical history, current prescriptions or treatments, allergies, other services / 
specialties involved and ceiling of treatment  

 
If a faxed or emailed referral is received within RACU operating hours, the receiving 
clinician at the RACU will make contact with the referrer within 30minutes and obtain 
more information or detail if required. 
 
The review and acceptance / rejection of the referral will take place on the same day 
as the referral is made.  
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Where the Triage Nurse receives the referral, they will have access to the on-site 
Clinician, RBH Geriatric on-call team or local GPs in the event there is a query about 
the appropriateness of the referral.  
 
Patients that are seen between 8pm and 8am will be assessed by the referrers and 
where appropriate, considered for attendance at the RACU the next day / same day 
– a confidential email / fax will be made to the RACU service and a RACU “ring 
back” will be made at 8am that day to assess the suitability for the patient to use the 
emergency RACU appointment of discuss an alternative care pathway.  
 
The RACU will ensure that all medical notes are recorded on the Oxfordshire Care 
Summary. It is recognised that the seamless transfer of information between 
organisations is key to the success of this model of care.  
 
SOUTH CENTRAL AMBULANCE SERVICE: 
999 Paramedics who have conducted an assessment of a patient and determined 
they may be appropriate for the RACU service will have two routes of referral: 

a) Contact the patients GP and discuss the presenting condition and agree 
referral to RACU or alternative care plan 

b) Refer to the RACU service directly to discuss the referral with Clinician or 
Triage Nurse and make appointment for the next day.  

 
There will be options for same day referral for patients who are seen by paramedics 
in the early morning (e.g. before 8am). The RACU will hold 1 emergency slot for a 
patient to be seen that morning providing transport is available if the patient meets 
the patient transport eligibility criteria.  
 
Where a patient is to be stabilised and maintained at home until attendance at the 
RACU the following day, a Care Management Plan must be put in place by the 
RACU team or GP to ensure the patient and / or relatives are safe and in the most 
appropriate setting. 
 
Patient Transport Service (PTS) – the RACU will have responsibility for booking and 
arranging patient transport in line with current CCG guidelines. PTS will be provided 
for patients who meet the eligibility criteria, it is envisaged that where possible 
patients will use public transport, relatives or friends. The RACU will also have 
access to the voluntary sector to support patient transportation. 
 
ACUTE SECTOR: 
The majority of referrals from the Acute Sector would be referral diverts rather than 
following treatment from the Acute Trust, e.g. referral may be made via the Elderly 
Care Physician on Call (ECPOD) to the RACU, preventing initial attendance at 
ED/AMU 
 
Some patients triaged in Acute Sector and seen in A&E or via on-call medical 
Consultant can be referred to the RACU and referrals will be accepted from AMU/ED 
 
Where the RACU is not able to accept a referral on the basis of clinical 
appropriateness, any onward referral into the acute sector would be via the bed 
manager or to the Admissions Unit to avoid attendance at ED.  
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TREATMENT & DIAGNOSTICS  
All referrals will be discussed in a MDT at 8am prior to the first patient outpatient 
appointment. A representative from the ILT would join the MDT and be accessible 
throughout the day. If there is a specific requirement / by exception, the patient’s GP 
or Practice Nurse would be invited to join. Tele-conference facilities will be available 
to primary care colleagues where it is not possible to join in person.     
 
Following acceptance into the RACU, all patients will have a planned arrival on the 
next day and meet with a Consultant Geriatrician during the morning clinic. 
 
New appointment times with Consultant Geriatrician would be between 30 and 45 
minutes as some patients may have a complex set of needs. It is envisaged the 
appointment slots will be 40 minutes in the first instance until the service has bedded 
in. Follow-up appointments will be 20 minutes. If demand exceeds clinic appointment 
availability, the Triaging Nurse will use the clinic slots flexibly.  
 
Following the morning clinics, the RACU will have a lunchtime MDT, the purpose of 
which is to discuss and implement assessment and treatment plans of patients seen 
that morning and review patients attending for follow-up treatments. 
 
PRESCRIBING:  
It is likely that the RACU will be required to make prescribing changes and drug 
adjustments using FP10s.  
 
The RACU will agree NOMAD changes directly with the chemist and the Patient’s 
GP will be notified the same day.  
 
The RACU will stock simple drugs on site – the governance of this will lie with OH.   
 
SERVICE DELIVERY / TREATMENTS:  
Nursing – Nursing care will be available at the RACU from 8am to 8pm and provided 
by Oxford Health NHS FT (OH). Nursing care will also be available through the ILT 
teams and the Order of St John Teams providing dedicated nursing care for the 
Step-Up beds.  
 
Therapies – Both Physiotherapy and Occupational Therapy will be provided by OH. 
This will be a flexible resource that will receive support from the Physiotherapy / 
MSK Service that will be co-located at Townlands Hospital.  
 
Diagnostics – The RACU Clinicians will have direct access to the x-ray facilities in 
Townlands Hospital, currently provided by RBFT. In addition, there will be access to 
ultrasound services if required and Bladder Scanning will be made available for the 
Step Up beds.   
 
Near patient testing – Blood tests and other near patient testing will be carried out on 
site in the RACU  
 
 
Other treatments will include: 

 Intravenous antibiotics on the same day at home or through the ILTs.  
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 Intravenous Diuretics   
 Blood transfusions administered by two clinicians (as a minimum two trained 

Band 5 nurses). Blood will be pre-ordered for planned appointments for next 
day or day after.  

 Intravenous Iron and Treatment for Hypercalcemia – as part of “next day” 
treatment plan or as planned appointments  

 Rehydration if I-Stat machines are available 
 
TOTALITY OF SERVICES AT TOWNLANDS: 
As part of the total service offering at Townlands, patients may need to be referred to 
other services on the site or have direct access to other services across the 
healthcare network. The service and facility will support patient movement and 
clinical adjacencies.  This may include: 

 Integration with MSK Physiotherapy pathways and support with falls clinic 
 Access to Neurological support and stroke teams 
 SALT  
 Diabetic Nursing Team 
 Heart Failure Nurses 
 Dietetics 
 COPD Team 

 
SOCIAL CARE: 
Social Care services will be provided through the ILT. An ILT base will be located at 
Townlands and ILT members will participate in RACU MDTs. 
 
MENTAL HEALTH: 
The RACU MDT will include CPN input - access to this mental health service will 
happen once the physical issue had been identified and treatment underway.  It will 
be important that the CPNs take immediate action for those referred through RACU 
to deliver the ambition of the service and impact on patients’ wellbeing. 
 
The RACU will have direct access to mental health services – especially for 
dementia care, memory clinics and for crisis support that needs to be established.  
There will be opportunities for RACU to refer directly to the nearest memory clinic 
rather than back to the GP. 
 
All RACU staff will be required to have level 1 or 2 dementia training 
 
OTHER REQUIREMENTS FOR TREATMENTS:  
It is recognised that patients receiving any type of transfusion are likely to be at the 
RACU facility for a long period of time and therefore required comfortable settings to 
accommodate them. This would include an open plan environment with the 
necessary mobile screens to support privacy and dignity.  
 
Treatment rooms will be furnished with fully reclining chairs should a patient need to 
lay flat.  
 
Facilities will be designed to accommodate Dementia patients (e.g. good signage 
and access to toilets). In addition, there will need to be access to refreshments such 
tea, coffee and snacks.  
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Hoist facilities will be accessible to the RACU and staff will be appropriately trained 
to use them. 
 
The RACU will have direct access to rehabilitation facilities such as a gym and 
kitchen to support patient’s recovery.  
 
Equipment required: bladder scanner, Doppler, ECG and blood pressure machines, 
improved access to X-rays, blood fridge plus a SLA to know where blood supply will 
be coming from, blood analysers (i-STAT) which will need cartridges and a fridge for 
them, best to use same system as RBH  
 
GOVERNANCE FRAMEWORK: 
A robust governance framework will be established between multi-agencies 
specifically including RBFT, OHFT and local GPs. The framework will ensure that 
GPs get the feedback of the management/treatment plan the same day as the 
patient is seen and treated. An escalation framework will be put in place that sits 
behind the management plan and identifies who to contact / who to seek advice 
from. This will be carried out on a case by case basis.  
 
 
DISCHARGE:  
The following methods of discharge are available for the RACU: 

 Discharge home – no follow-up required 
 Follow-up with GP 
 Review 1-3 days later at RACU or with Integrated Locality Team 
 Update / new package of care 
 Admission to intermediate care beds 
 Admission to Nursing home 
 Admission to community step-up beds  
 Admission to palliative care 
 Admission to acute sector via A&E or direct access to ward 
 Referral for Outpatient appointment 

 
DISCHARGE CRITERIA: 
The RACU will adopt a RAG rating system (Red, Amber, Green) for patients at point 
of discharge (e.g. Red = requires primary care follow up and high risk of unplanned 
care attendance) 
 
INFORMATION MANAGEMENT: 
The RACU will have a dedicated nhs.net email address in order to ensure 
information is transferred to the GP quickly post discharge. All discharges will be 
electronic. 
 
The technology in the RACU will enable the team to be prepared to make decisions 
for patients when the Consultant Geriatrician isn’t around (e.g. Skype) & E-Health.  
 
The preferred IT system is EMIS (through Oxford Care Summary) 
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TRAINING: 
The RACU will facilitate training through all clinicians working together in a multi-
disciplinary setting. The model will use Registrars to support education and training 
through placements at the RACU from local GP surgeries (Registrars currently 
undertake placements from local GP surgeries to the Townlands Minor Injuries Unit 
and the Ward). 
 
There will also be opportunities for placements to audit the outcomes of the RACU. 
 
ACCESS TO STEP UP BEDS: 
If the RACU identifies the requirement to admit patients to the Step-Up beds, 
patients will be transferred from the RACU within 2 hours.  
 
The Step-Up beds will be provided by Order of St John in an on-site facility. The 
beds will be staffed by nursing staff and the RACU team will in-reach to these beds 
to support treatment plans where necessary.  
 
The Consultant Geriatrician at RACU would provide follow-up at the step-up beds 
and Out of Hours Medical Cover will be provided by one of the local GPs 
 
SOCIAL CARE PACKAGES: 
The timeframe / turnaround for submission of information to the ILT / Social Care 
teams upon patient discharge from the RACU will be 30 mins. Once the package of 
care decision has been made there will be a 2 hour timeframe for ILT packages of 
care to be implemented.  
 
Reablement will be available on the same day. 
 
Liquid logic – the social care IT/notes system, will be available on site for access by 
the RACU social care worker 
 
ADMISSION TO OTHER BEDS: 
Admission to an acute bed would be facilitated through the bed co-coordinator 
 
There will be an in-reach/outreach arrangement in place for those patients referred 
into an intermediate care bed by the RACU team or an acute step-down patient 
requiring support.  
 
On occasion, where required, admission to palliative care beds would be through the 
current hospice referral system.  
 
OTHER SECTOR: 
There will be significant opportunity to work with voluntary sector organisations – 
linking isolated patients with local care/support facilities. 
 
 


