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Purpose and Executive Summary (if paper longer than 3 pages): 
To provide the assurances requested by the Governing Body following the meeting 
30th July 2015 when the Governing Body agreed the recommendation to:  
 
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. 
 
Having endorsed the clinical model proposed, the main assurances sought by the 
Governing Body related to the following areas which have been addressed in this 
paper: 

 Bed modelling (p.5-7) 

 The ability of The Orders of St John Care Trust to meet the needs of the new 
model (p.8-11) 

 The capacity of community health and social care teams to support the new 
model (p.11-13) 

 Transition plans (p.13-17) 

 Financial modelling (p.20-21) 
  

 

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. There is a zero net operational cost impact anticipated resulting from 
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the proposed changes once fully implemented, however there are transition costs 
anticipated which will result in a cost pressure to the CCG in-year.   
 

 

Action Required: 
The Governing Body is asked to consider whether the assurances detailed within the 
paper are sufficient to enable a decision to be made to proceed with the proposed 
new service model for the new Townlands Health Campus.  
 
Recommendation: 
It is recommended the Governing Body approve the new model and that the CCG 
moves to implementation 

 

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 

 
 

Equality Analysis completed (available 
on request) 

Yes 
 

No 
 

Not applicable 
 

 

 
Author:  David Smith, Chief Executive 
 

 
Clinical Lead: Dr Andrew Burnett   
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Introduction 
Following the completion of a public consultation exercise on the proposed services for the 
new Townlands health campus, a paper was presented to the CCG’s Governing Body 30th 
July 2015 (http://www.oxfordshireccg.nhs.uk/wp-content/uploads/2015/07/Paper-15.63-
Townlands-Hospital-Henley.pdf). The paper set out the consultation process undertaken, 
the feedback received and presented three options for the Governing Body’s consideration:   
 

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 Rapid Access Care Unit (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.  

 
After a detailed discussion (http://www.oxfordshireccg.nhs.uk/about-us/work-
programmes/townlands-hospital-consultation/governance-and-hosc/), the Governing Body 
approved the recommendation and agreed option 3. 
 
 
Activities undertaken since the Governing Body 30th July  
In accordance with the Governing Body’s decision, the CCG has continued to work closely 
with the following local stakeholders to address the issues raised as part of the public 
consultation: 
 

 John Howell, MP 

 Councillor John Cotton, Leader of the Cabinet, South Oxfordshire District Council  

 The Henley Townlands Steering Group (TSG) 

 Royal Berkshire NHS Foundation Trust (RBH) 

 Oxford Health NHS Foundation Trust (OHFT) 

 Henley GPs 

 South Central Ambulance Service NHS Foundation Trust (SCAS) 

 Oxfordshire County Council (OCC) 

 The Orders of St John Care Trust (OSJ) 

 South East Locality Federation of Patient Participation Groups 
 

Since the last Governing Body meeting the CCG: 

 has reviewed historic inpatient activity and the nature of care provided at the 
Townlands under the current model of care to assess and inform transition 
requirements 

http://www.oxfordshireccg.nhs.uk/wp-content/uploads/2015/07/Paper-15.63-Townlands-Hospital-Henley.pdf
http://www.oxfordshireccg.nhs.uk/wp-content/uploads/2015/07/Paper-15.63-Townlands-Hospital-Henley.pdf
http://www.oxfordshireccg.nhs.uk/about-us/work-programmes/townlands-hospital-consultation/governance-and-hosc/
http://www.oxfordshireccg.nhs.uk/about-us/work-programmes/townlands-hospital-consultation/governance-and-hosc/
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 has reviewed delayed transfers of care (DTOCs) data with RBH and the parties are 
agreed that the number of Oxfordshire patients defined as a DTOC at any one time 
is 2-3 with a ratio of 2:1 health to social care.  

 has met regularly with local provider organisations to inform robust transition plans 
which support safe and timely transfer of services from the old to the new premises.  

 has continued to work with clinical and operational leads across local provider 
organisations to refine the RACU patient pathway and service specification 

 has progressed the proposed expansion of outpatient services with the RBH. 

 in partnership with OCC, has instigated discussions with the OSJ to discuss in more 
detail the intermediate care beds (step up and step down) to be secured from the 
Summer 2016 when the OSJ premises are scheduled to be opened on the 
Townlands health campus and;  

 continued to develop the financial and activity modelling for the RACU to ensure it is 
financially viable. 

 
The CCG has also met on two occasions with John Howell MP and the Henley Townlands 
Steering Group to address the concerns raised, namely;  

 the catchment area for the Townlands services,  

 the nature of care to be provided by the OSJ,  

 the capacity available in the community to support both the health and social care 
needs of patients seen at the Rapid Access Care Unit (RACU) and;  

 transition from the old to the new premises and from the existing to new service 
model 

 
The above items were discussed in detail in sub-group meetings held between the CCG, 
OHT, OCC and members of the TSG.  

 

 

Historic inpatient activity at Townlands 
There were concerns expressed and queries raised as part of the public consultation and 
by the TSG with regards to the existing utilisation of the Peppard Ward and the bed 
modelling as part of the consultation feedback and Governing Body discussion. To address 
these queries, the CCG has worked closely with OHFT to provide the following activity data, 
all of which pertains to inpatient activity provided over the course of a 39month period, from 
1st April 2012 and 30th June 2015.  
 
There have been a total of 479 inpatient episodes at Peppard Ward during the following 
periods: 

Number of episodes / patients 2012/13 2013/14 2014/15 2015/16 
(Q1) 

Total 

Total 145 165 137 32 479 

 
Source of referral: 
Of the 479 inpatient episodes: 

 47% of patients were referred from RBH  

 24% were referred from a patient’s home via their GP  

 22% were referred from Oxford University Hospital NHS Trust (OUHT) 

 And the remaining 7% referrals were from Emergency Multidisciplinary Units, Out of 
Hours and Out of County services.  
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78 (57%) of the patients admitted to Peppard ward in 2014/15 were registered with the  five 
GP practices in closest proximity to Townlands: The Bell Surgery, Red Cross Road 
Surgery, The Hart Surgery, Sonning Common Health Centre and Nettlebed Surgery.  
 
Inpatient length of stay: 

 217 (46%) had an inpatient stay of more than 31 days  

 89 (19%) had a length of stay of between 21-30 days  

 90 (19%) had a length of stay of between 11-20 days  

 The remaining 78 (16%) patients had a length of stay of 1-10 days  
 
Age distribution of patients admitted to Peppard Ward: 

 321 (67%) were 81years of age or older  

 108 (22.5%) were 71-80 years of age  

 3 (0.6%) were 50 years old or less  
 
Nature of care provided: 

 450 (94%) of patients admitted to the Peppard ward received rehabilitation – 
Rehabilitation in this context is the same as intermediate care, the beds have been 
used to support both step up and step down need, as indicated by the source of 
referral data referred above  

 21 (4%) of patients received end of life care. However it is understood from OHFT 
this was not the primary reason for these patients’ admission, but that the patient 
was either already on an end of life pathway or transitioned to the pathway on 
discharge.    

 The remaining 2% of patients were treated for fracture neck of femur or stroke.  
However this care was only provided at the Peppard ward in 12/13 and reflects the 
changes in how these conditions are now treated.   

 
99% of all patients treated at Townlands were registered with an Oxfordshire GP practice (1 
patient in 2012/13 and 1 patient in 2013/14 was registered with a non-Oxfordshire GP 
practice).  
 
 
Bed modelling 
Following the Governing Body discussion 30th July, further due diligence has been 
undertaken to assess the number of beds required to support the new model. The bed 
modelling paper issued as part of the public consultation was in response to a specific 
question from the TSG regarding community bed utilisation of Henley residents and by 
those patients registered with the 5 GP practices in closest proximity to the Townlands.  
 
The exact same methodology has since been applied to all Townlands inpatient activity for 
2014/15. This has confirmed an anticipated need of 5-8 beds step up and step down beds 
to accommodate activity historically provided at the Townlands.  
 
 
Delayed Transfers of Care (DTOCs) and the need for step down beds 
As part of the consultation, RBH expressed concerns that the new model would 
detrimentally effect the Trust’s DTOC position and patient flow through the hospital. As a 
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result of the concerns raised, the CCG has worked with the Trust to establish a shared 
understanding of the DTOC position for Oxfordshire patients at RBH.  
 
A DTOC from an acute or non-acute (including community and mental health) care occurs 
when a patient is ready to depart from such care and is still occupying a bed. A patient is 
ready for transfer when:  
a.) A clinical decision has been made that patient is ready for transfer AND  
b.) A multi-disciplinary team decision has been made that patient is ready for transfer AND  
c.) The patient is safe to discharge/transfer.  
 
A DTOC may be waiting for a health or social care placement.  
 
When comparing the monthly national returns with the weekly local “snapshots”, RBH, 
OCCG and OCC are in agreement there are 2-3 Oxfordshire DTOCs within the Trust at any 
one time. Typically there is a ratio of 2:1 health to social care DTOCs. 
 
This position confirms that the methodology applied in the bed modelling exercise 
undertaken by OHFT during the public consultation was correct and that two additional 
beds should be accommodated in the numbers. The 5-8 beds proposed are to support the 
RACU step up requirements and continued provision of step down beds from an acute 
setting.  

 

Non elective short stay admissions and the need for step up beds 
Experience from the implementation of the Emergency Multidisciplinary Unit (EMU) which 
supports a higher acuity of patient indicates: 

• 80% of all patients attending the EMU are discharged home on the same day 
• 10% are admitted to a community hospital bed  
• 10% are transferred and admitted to an acute hospital bed 

 
When considering the activity that could reasonably be undertaken by the RACU, the CCG 
has also considered the short stay non elective activity provided by RBH. Whilst the RACU 
is available to anyone aged 18years and over, it is likely the majority of patients will be aged 
over 65 years of age and it is on this basis the CCG has concentrated its analysis. 
 
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
In 2014/15 271 patients who were from Oxfordshire and over the age of 65 were admitted 
to the RBH for a non-elective short stay, 254 of these 271 patients (94%) were registered to 
the five Henley GP practices considered to benefit most from the introduction of the RACU 
unit (The Bell Surgery, Red Cross Road Surgery, The Hart Surgery, Sonning Common 
Health Centre and Nettlebed Surgery).  
 

An analysis of A&E attendances at the RBH shows that  in 2014/15 there were 2,118 A&E 
attendances relating to Oxfordshire patients over the age of 65yrs, 1,989 of which were 
registered with the five Henley GP practices (as detailed above). 

 

Whilst it is recognised not all short stay admissions and A&E attendances can be avoided 
(for example the nature of the attendance may form part of the exclusion criteria of the 
RACU, i.e. fracture, suspected stroke, head injury), it is anticipated a reasonable proportion 
could be diverted to the proposed RACU or Minor Injuries Unit at the Townlands. 
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The RACU has the capacity to see 1,248 new patients a year based on the clinic 
configuration proposed (p.18). It is anticipated less than 125 (10%) patients a year will 
require a short period of step up care (up to 3 days). This equates to 2.4 patients a week. 
 
This means that our prudent view of the number of patients likely to need a step up beds 
following assessment and treatment at the RACU is 415. This total number comprises:  

• 254 (who would otherwise be admitted to the RBH for a short stay non 
elective admission) 

• An annual average of 36 GP referrals for step up care 
• 125 resulting from 10% of all RACU attendances requiring admission to a step 

up bed 
Based on an average length of stay of 3 days, this indicates 3.4 beds are required per year 
for the purpose of step up care from the RACU/diverted activity from the RBH. 
 

 

Work with the Henley Townlands Steering Group (TSG) 
Following the CCG Governing Body meeting, the CCG has worked closely with the TSG to 
address four principle areas of concern expressed by the Group, which had also been 
reflected in the feedback received during the public consultation: 
 
The following topics were discussed in detail in the sub-group meetings held between the 
CCG, OHFT, OCC and members of the TSG. 
 
1) The catchment area for the proposed Townlands services: 

The purpose of this sub-group meeting was to;  

• establish the catchment area for the services provided by Townlands,  
• to explore patient flow from neighbouring areas,  
• to establish the difference in catchment between the health needs assessment and 

the catchment area for the RACU and step up/step down beds.   
 

The health needs assessment used a catchment area with a radius of approximately 5 – 10 
miles around the Townlands hospital site in Henley-on-Thames. This included residents 
living in 18 electoral wards or registered at 11 general practices across three counties.  
 
The population catchment used to inform the modelling of services to be provided at the 
Townlands health campus is determined by the nature of the service provided and the 
natural/existing patient flows. The following sets out the commissioning arrangements for 
each of the main services at Townlands and clarifies the access arrangements for each. 

 Inpatient services are commissioned for and provided to patients registered with an 
Oxfordshire GP practice only. 

 The Out of Hours service is commissioned for and provided to patients registered 
with an Oxfordshire GP practice. 

 Outpatient clinics are accessible to all patients and chargeable to the patient’s host 
CCG for example, the outpatient charge for a patient registered with a Berkshire GP 
practice will be charged to a Berkshire West CCG, in the same way an outpatient 
appointment for a patient registered with an Oxfordshire GP practice would be 
charged to Oxfordshire CCG. The outpatient charge is made to the patient’s host 
CCG on a cost and volume basis.  



Paper 15/83 24 September 2015 Page 8 of 34 

 The Minor Injuries Unit is accessible to all patients and the attendance will be 
charged to the patient’s host CCG, for example a patient registered with a Berkshire 
GP practice is able to access the service and the cost for doing so will be charged to 
a Berkshire CCG. 

 X-rays will be available to all patients with the attendance charged to the patient’s 
host CCG. 

 Social care services are provided by Oxfordshire County Council for Oxfordshire 
residents only. 

 

With regards to community inpatient services and the RACU, this is an Oxfordshire model 
developed and paid for by Oxfordshire CCG for those patients registered with an 
Oxfordshire GP practice. 

  

There are established patient flows which show where those patients living near to the 
Oxfordshire CCG boundary receive treatment. For example, those registered at the 
Pinkney’s Green surgery travel to Maidenhead’s RACC service which is closer and similar 
to the RACU. Those at Medmenham, Bisham, Marlow, Ibstone, Lane End and Northend 
travel to Marlow Hospital. 

 

Because patients living in Berkshire and Buckinghamshire do not receive community 
inpatient care in Oxfordshire, there is no established need for community based inpatient 
beds on the Townlands campus for non-Oxfordshire patients.  

 

There has been no indication that other CCGs would like to commission the RACU services 
or the intermediate care bed service proposed under the new model of care. This also leads 
us to take the view that there will be no future need to provide facilities for patients 
registered with a non-Oxfordshire GP.   

 

2) The nature of care to be provided by the Order of St John Care Trust 
The purpose of the group was to:  

• establish the nursing requirements of the care to be provided at the OSJ care home 
(step up/step down beds), particularly the qualifications of nursing  staff and; 

• nurse to patient ratio requirement 
 
The OSJ was established in 1991, with its charitable aims being defined as: “the support of 
the sick, aged and infirm through the provision of serviced, residential facilities or in 
community care”. 
 
The OSJ provides the following portfolio of services: 

 Independent living 

 Residential care 

 Day care 

 Respite care 

 Dementia care 

 Nursing care and: 

 Intermediate care – “when someone leaves hospital, to help them recuperate and 
assist in rehabilitation before a return home, or it can, sometimes, be used to avoid 
an admission to hospital” (http://www.osjct.co.uk/). 

http://www.osjct.co.uk/
http://www.osjct.co.uk/
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In December 2001, the OSJ was successful in its bid, through a formal tender process, to 
take over responsibility for the management and reprovision of Oxfordshire County 
Council’s 19 care homes. This included the requirement to provide 11 new, state of the art 
care homes. 
 
The OSJ operates some 70 care homes and seven extra care housing schemes. It is 
responsible for the care of over 3,500 residents and employs nearly 4,000 staff. 
 
The CCG and OCC will commission 5-8 intermediate care beds (to provide step up and 
step down care) from the OSJ as indicated by the bed modelling undertaken, with a view to 
securing additional capacity of up to 14 beds should it be required, through well-established 
spot purchase arrangements 
 
Intermediate care beds are defined as “short term beds commissioned in care homes that 
are supported with therapy inputs, aimed at maximising the patient’s independence and 
capacity to undertake activities of daily living”. 
 
The purpose of intermediate care beds in care homes is to provide a structured programme 
of therapy-led supportive and enabling care to patients in order to: 

• Assist and enable patients to achieve and maintain an optimum level of health and 
independence at home or in another community setting. 

• Reduce inappropriate or avoidable admissions to, and facilitate prompt discharges 
from hospital (i.e. step up/step down). 

• Enable a full assessment of the patient's needs and future care requirements to be 
carried out in a non-acute environment where the focus is on promoting 
independence and a return home. 

 
People admitted to an intermediate care bed are more likely to display some of the 
following characteristics and as such care home staff are trained and equipped to meet 
these needs: 

• General to extreme frailty 
• Complex health and social care needs 
• Requirement for double-handed care (i.e. care that needs to be provided by two 

members of staff) 
• Dementia  
• May require medical review  
• Need for recovery and recuperation following an acute inpatient stay 
• Sensory impairment 
• Communication difficulties including speech impairment 
• Cognitive impairment, general confusion or disorientation which may at times give 

rise unusual and occasionally challenging behaviour 
 
As part of their contractual terms, providers of intermediate care beds in Oxfordshire are 
required to deliver services that: 

• Provide nursing supported intermediate care bed(s) to meet a range of patient 
needs, 24 hours per day, 7 days per week.  

• Actively promotes the health and independence of all those admitted 
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• Ensures patients are cared for in an appropriate setting, with respect to personal 
privacy, dignity, choice and independence, and are provided with opportunities for 
rehabilitation and recovery throughout their stay 

• Provides a holistic care experience which addresses the physical, psychological, 
cultural and social needs of patients, their family and informal carers 

• Facilitates timely discharges from hospital and prompt admissions from the 
community 

• Comprehensively assess the risks associated with the patient's needs and care, 
including any pressure damage and potential to fall, to take action as necessary and 
develop and document a plan to manage these risks.  

• To develop and deliver an effective, person-centred, documented care plan(s) that 
provides enabling care and support to assist patients who are recovering from an 
acute episode or period of ill health to regain their confidence, motivation and ability 
to undertake activities of daily living. 

• Complete and deliver the therapist(s)’s therapy care plan for the patient, in 
accordance with its requirements day and night on a 7 day per week basis. 

• Identify a named and suitably qualified key worker(s) to support the patient and act 
as a point of contact for other members of the Multidisciplinary Team (MDT) and the 
patient's family and informal carers. 

• Provide services that are compliant with the Essential Standards of Quality and 
Safety.  

 
Whilst the contract for the provision of intermediate care beds does not specify the banding 
of nurses employed to support the beds, the contract asks the provider to determine the 
appropriate level of staffing within the home. Typically there is one registered nurse 
supported by two health care assistants for 13 beds. However, it is the service provider’s 
responsibility to ensure the level of staffing is appropriate to meet the needs of patients, as 
would be the case for any provider, whether NHS or otherwise.  

 

OCC adopts a rigorous quality management process to ensure providers of intermediate 
care beds deliver quality services. It uses dependency tools to assess resource 
requirements for patients and employs Quality Maintaining Officers to ensure compliance 
against regulated standards. 

 

Any organisation contracted by OCC and the CCG to provide intermediate care beds is 
required to provide a team of staff who are skilled, experienced and equipped to care for 
patients with a range of complex medical care needs. The nursing skills and capabilities 
required of the provider's staff include the following non-exhaustive list: 
 

• Recognise, record and report any change in patients' conditions in a timely manner 
and take the correct action to meet changing needs. This may include use of specific 
equipment such as syringe drivers. 

• Take appropriate action in response to emergency situations; including choking, 
cardiac events, seizures and anaphylaxis.  

• Continence care - including male and female catheterisation and the development of 
strategies to maintain and improve continence. 

• Assess patients’ potential to fall and to implement preventative actions to prevent 
falls, including thorough documentation, engaging support from other professionals 
and monitoring. 
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• Competently carry out Venepuncture. 
• Assess, monitor and apply correct dressings to wounds, including identification of 

signs of infection.  
• Use of correct preventative pressure relieving equipment.  
• Compliance with Nursing and Midwifery Council standards for medicine 

administration  
• Manage patients with type 1 and 2 diabetes, including monitoring of blood sugars. 
• Adhere to the Health and Social Care Act 2008 Code of Practice for infection control 

and decontamination of equipment in accordance with medicine and healthcare 
products regulatory guidance. 

• Utilise a validated pain assessment tool to assess a patient's level of comfort and 
implement evidence based pain management strategies. 

• Whilst it is not intended that the service will be used for end of life patients, the 
provider should be able to sensitively and competently manage end of life care, 
including the provision of the appropriate level of care and support for the patients 
and their families. 

 
Whilst the OSJ will be responsible for the day to day care of patients admitted to an 
intermediate care bed, the service provided by the OSJ will be further enhanced through 
the in-reach support provided by the RACU service and medical cover arrangements 
proposed to mirror those already established to support community hospitals. 
 

In discussions with the OSJ, it has confirmed that it is keen to provide the required 
intermediate care service at its facility on the Townlands health campus in Henley.  
 
A meeting will take place within the next month to discuss the service requirements in 
further detail and move to contract negotiations in the event the Governing Body approves 
the proposal. 
 
3) The capacity available in the community to support both the health and social care 
needs of patients seen at the RACU 
The purpose of the group was to establish and explore the capacity available to support 
timely provision of care/care packages under the proposed RACU model 
 
Community provision - The experience of OHFT of implementing the Emergency 
Multidisciplinary Units (EMU) in Abingdon and Witney indicates the implementation of an 
ambulatory care pathway does not increase demand on community services. Delivering 
ambulatory care means patients are treated earlier, the volume requiring treatment does 
not increase.  
 
Whilst the need for additional community staff is not anticipated, in developing the staffing 
model, the CCG has adopted a prudent approach to ensure additional capacity during 
implementation and mobilisation of the model. It is anticipated this will be reviewed and 
refined as the service is bedded in. 
 
The Integrated Locality Team (ILT) working in the South East Locality will work with the 
RACU service to manage any longer term needs of patients seen by the RACU team. 
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The ILT works closely with a group of GP practices to deliver joined up support and care to 
people in their own home. The team is made up of health and social care professionals with 
a wide range of skills, including:  

 District Nurses  

 Physiotherapists  

 Occupational Therapists – across physical health, mental health and social care • 

 Older people’s mental health nurses  

 Palliative Care Matrons  

 Integrated team practitioners and support workers  

 Social Workers  

 Reablement Service staff 

 Care Home Support service  

 Falls Prevention service  

 Co-ordinators  

 Health and Well Being Centres. 
 

There will be a base at Townlands Hospital for these ILT professionals to run clinics and 
group sessions, while most of their work will be with people in their own homes. 
 
The ILT will also work with the local organisations that already provide a wealth of support 
and care in Henley and the surrounding villages. For example there are 15 residential care 
homes, three day centres and numerous groups and clubs run by volunteers, churches and 
organisations such as Oxfordshire Mind and Age UK, providing information, advice and 
support.  
 
The benefits of joint work between the RACU and ILT include: 

 Co-location on site at Townlands Hospital 

 Rotation across the two teams to cross-share knowledge and skills 

 Shared care records 

 Sharing information with the Out of Hours service 

 Ensuring there is one identified key-worker for each patient.  
  
Social Care - There is a statutory responsibility on the county council to ensure that people 
who meet the criteria for social care will have their needs met. OCC has invested an 
additional £5m every year in the last few years to support adult social care needs. This has 
been further enhanced by the transfer of £9m from the CCG to the county council under the 
Better Care Fund arrangements, offering further financial stability to the county council and 
protecting existing services. 
 
For Oxfordshire residents within a 10 mile radius of Townlands Hospital, for whom OCC 
has responsibility, the following was being commissioned by OCC as at 31st March 2015 for 
Oxfordshire residents: 

• 378 people receiving long term support from Adult social care at 31st March 
2015; 245 in community setting and 133 in a care home 

• 127 additional people started long term support; 86 in community setting and 
41 in a care home 

• In 2014/15, 206 people received care from the Reablement service 
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The reablement service commissioned by OCC from OHFT provides patients’ with a 
programme of care and support designed to help a patient become as independent as 
possible by enabling them to carry out everyday tasks themselves. The nature of this 
service naturally compliments the RACU model which aims to keep people well and living at 
home. 
 
OHFT is commissioned to support 10 new patients each day and year to date the Trust 
has, on average, supported seven new patients a day, which indicates there is capacity to 
serve any additional demand anticipated resulting from the proposed RACU pathway. 
 
If a patient who has been seen by the RACU requires an amendment to an existing 
package of care or requires a new package of care to be implemented, the following 
options are being explored by OCC for adoption with existing providers to secure the 
additional capacity required: 

• Employing an incentivisation model 
• Ensuring the availability of the county wide 'Discharge to Assess' service as an 

additional option for those requiring 24hr care at home for up to 28 days following a 
hospital admission 

 
4) Transition from the existing to new service model and from the old to the new 
premises 
The purpose of the group was to: 

• review and inform the proposed service/building transition plans, ensuring services 
remain safe, clinically viable and financially affordable throughout the transition 
period and; 

• identify any risks and mitigations 
 
When considering the transition plans and longer term viability of any service change, in 
order to provide an effective and viable service, the following three components need to be 
considered and in equilibrium: 

 Clinical – what is the most appropriate clinical care for the patient? Is it safe and 
deliver positive patient outcomes? 

 Operational – what are the staffing implications? Can it be delivered within the 
required timescales? 
Financial – is it affordable and ensures value for money? 
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The group was unable to address all the areas raised by the TSG in the time available, 
however the following provides a summary of the respective transition expectations as 
discussed at a meeting held by John Howell MP on the 1st September and the appraisal 
outcome of the options presented against the above criteria. 
 
 
The TSG’s position: 

 The TSG stated it would like a transition plan which sees the inpatient facilities 
originally planned provided in the main Townlands hospital combined with the 
implementation of the RACU and enhanced diagnostic unit.  

 The introduction of a ward for long stay patients for a period of 6months from 
December, to be in place until patients are safely discharged home.  

 After securing intermediate care beds at the OSJ, the TSG would envisage a 
phasing out of the first floor inpatient beds over a two year period, once the new 
model had been fully tested.  

 

 
 
OCCG’s position: 

 Beds transferring from the Townlands to Wallingford Community Hospital in 
November 2015 as a transitional arrangement. 

 Inpatient facilities being provided at Wallingford Community Hospital until the Order 
of St John Care Home provision is available from the Summer 2016.  

 Transport to be arranged for friends and family unable to travel from Henley to 
Wallingford on their own during the transition period.  

 Introduction of the RACU model from December 2015, enabling redeployment of 
staff into the RACU and Integrated Locality Teams. 
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It was agreed the main distinction between the two parties was the length of transition being 
offered. Following further discussion facilitated by John Howell MP, the CCG agreed to the 
proposal that 5-8 beds would be contracted on a more permanent basis in accordance with 
the bed modelling, with a view to commissioning up to a total of 14 beds as demand 
required using established spot purchasing arrangements, therefore maintaining the current 
bed base for a longer period of transition to enable the model to be fully embedded.  
 
 
Transition plans 
In parallel with the discussion held with the TSG, the CCG has been working closely with 
local providers to ensure robust transition plans are in place to support the safe and timely 
transfer of services.  
 
The transfer of existing services and the expansion of services 
The CCG continues to work with all providers on the transition plans to support transfer of 
existing services and the expansion of others, such as the minor injuries unit and 
outpatients. All providers are working to the go-live date of 7th December for the transition of 
existing services and the CCG is working with both RBH and OHFT to establish the go-live 
dates for the additional services anticipated as part of the wider proposal, for example the 
expansion of outpatient specialties. 
 
OHFT and RBH are working closely with NHS Property Services (NHS PS) to ensure 
transition plans are aligned with key building completion dates. OHFT are putting in place 
plans to support ongoing provision of the minor injuries unit and out of hours service during 
the weekend of transfer to the new premises (4-6th December). OHFT are working with 
NHS PS to support earlier completion and move for these services where possible to 
minimise disruption. 
 
NHS PS is liaising directly with NHS England as the commissioner of dental services to 
ensure these too are transferred in accordance with the transition timetable.  
 
Mobilisation of the proposed RACU model and intermediate care beds 
Informed by the constructive dialogue held with John Howell MP, John Cotton Leader of the 
Cabinet for South Oxfordshire District Council and members of the TSG, the CCG in 
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partnership with OHFT have made the following provisional arrangements with regards 
transition: 

 The beds within the existing Peppard Ward will be vacated during November to 
ensure the ward is completely empty by the cut-off date of 7th December. This is the 
date when the ownership of the building will officially transfer to the property 
developers for demolition, enabling commencement of phase two of the campus 
build.  

 Patients will be discharged home as appropriate or transferred to the 8-10 beds to be 
made available at Wallingford Community Hospital. These beds will be ring-fenced 
for those patients registered with the five Henley GP practices (The Bell Surgery, 
Red Cross Road Surgery, The Hart Surgery, Sonning Common Health Centre and 
Nettlebed Surgery) in the first instance, but accessible to other patients registered 
with Oxfordshire GP practices as necessary. This is consistent with existing practice 
which sees approximately 77% of all patients admitted to the Townlands from the 
South East locality of Oxfordshire CCG which comprises 10 GP practices (5 of which 
are those in closest proximity to the Townlands) and approximately 89,000 patients.      

 The additional 8-10 beds will be available at Wallingford Community Hospital until 
the OSJ beds on the Townlands health campus are available, this is anticipated to 
be in the Summer of 2016.  

 Recognising the importance visits from friends and family play in a patient’s 
recovery, during the transition period transport will be arranged for friends and family 
unable to travel from Henley to Wallingford on their own.  

 In the event additional beds are required to meet demand during transition, well 
established spot purchasing arrangements for intermediate care beds will continue to 
be used to ensure anyone in need of a bed has access to one. 

 During the transition period and in response to the concerns expressed by RBH with 
regards access to step down beds, OHFT will operate a system which gives 
preferential access to the ring-fenced beds to RBH. This is on the proviso that 
confirmation of the need for a bed is received by OHFT within 4hrs of its availability 
being offered. In the event the RBH is unable to meet the 4hr timeframe, the bed will 
be offered to OUHT to use.   

 It is anticipated that the RACU will start operating from December, once the new 
premises are opened. There may be a phased implementation to allow for staff 
training and the recruitment of the medical lead for the service, once secured, the 
RACU will operate 7days a week, 8am-8pm with a medic lead clinic running 
Mondays-Saturdays. On the basis of the above, it is likely the RACU will be fully 
mobilised early in the New Year. 

 When the OSJ opens in the Summer of 2016, following discussions with the TSG 
facilitated by John Howell MP, it has been agreed the CCG will contract for 5-8 beds 
(in accordance with the bed modelling), with a view to commissioning up to a 
maximum of 14 beds should demand require. This arrangement will enable the 
model to be tested and provide further assurance that the current level of beds will 
be available should they be required, as the model embeds.     

 

The table below shows the key milestones in the transition plan for the buildings as 
agreed with the developer. In the event there is any slippage to the building works, 
services will continue in their current form and plans updated accordingly. The CCG and 
providers are working closely with NHS PS to ensure any changes to the below dates 
are communicated swiftly.   
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RACU developments and the provision of intermediate care beds 
The CCG has continued to develop the RACU service specification together with key 
clinical and operational leads from RBH, OHFT, Henley GPs, SCAS and OCC. 
 
Whilst the proposal remains that the RACU service operates 7days a week and is open 
8am-8pm, the additional work has resulted in further refinements being made. The full 
service specification is detailed in Annex 1.  
 
The following summarises the key changes and updates made since the Governing Body 
meeting 30th July: 

 Clinical discussions about the best skill mix have led to a view that the RACU can be 
led by a General Practitioner or Acute Medical Physician. This change reflects the 
broader range of medical input available to support such a service. There is a 
consensus amongst clinical colleagues that a medic with experience in the delivery 
of ambulatory care would be as capable of delivering the service as a Consultant 
Gerontologist.   

 There has been clarification that patients requiring further support are most likely to 
be seen by the Integrated Locality Teams in their own home. However there may be 
cases that require a patient to revisit the RACU for follow-up attendance on the 
Townlands site.  

 There has been clarification that a Social Care Coordinator will form part of the 
RACU multi-disciplinary meetings rather than a Social Care Worker. This is because 
the Social Care Coordinator role is more critical to updating and setting up of 
packages of care.  

 
 
 
 

Date Milestone Definition  

6
th

 November  Practical 
Completion  

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

7
th

 November to 

23
rd

 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  

23
rd

 November Sign-off Operational sign-off  

23
rd

 November to 

27
th

 November  

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

27
th

 November to 

6
th

 December 

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

7
th

 December Full vacancy Final date for full vacancy of existing buildings  

7
th

 December New Townlands 
hospitals open 

New Townlands Hospital open for first patients  

8
th

 December Demolition Demolition contract commences  
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 A detailed daily schedule for the RACU has been developed: 
 

 
 There has been revalidation of the proposed exclusion criteria and clarification 

regarding the operation of the next day service. It was agreed that as the RACU will 
predominantly be a next-day service, the default referral criteria will ensure that it is 
clinically safe for patient to wait. It is expected that for each patient, a clinician to 
clinician discussion will take place to identify the most clinically appropriate course of 
action. 

 It has been confirmed that the OSJ Intermediate Care beds will be supported by the 
OHFT Care home Support Service which uses a multi-disciplinary team to work with 
care homes to aid them and support the management of more complex patients. 
This is in addition to the RACU in-reach service and medical cover provision.  
 
 

 
 
 
 

Proposed: Monday to Saturday Clinical Scheduling for the RACU 

Time Activity: 

08:00 - 09:00 
Morning MDT (with medical input) to review patient cases before clinic commences to 
assess likely treatment requirements and therapy input 

09:00 - 09:40 First outpatient appointment (new patient) 

09:40 - 10:20 First outpatient appointment (new patient) 

10:20 - 11:00 First outpatient appointment (new patient) 

11:00-11:40 First outpatient appointment (new patient) 

11:40 - 12:00 Follow up appointment  

12:00 - 12.20 Follow up appointment 

12:20 - 13:00 
MDT to agree any further changes/input required by the MDT in the afternoon before 
patient discharge/transfer 

Afternoon 

Therapies, treatment and diagnostics continue to be provided by the RACU MDT after 
the Medic has concluded morning clinic and left for the day. In addition the MDT may 
follow-up more patients that don’t need to be assessed by an Acute Medical Physician 
or GP.  

On-call arrangements are proposed in the event further medical input/support is 
required by the team in the afternoon 

Note: It is proposed slots will be used flexible to accommodate same day referrals where  capacity allows 
and where clinically appropriate 
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The revised RACU care pathway is as follows: 
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Financial modelling 
RACU & intermediate care beds 
Excluding the lease/estate costs, indicative costs for each of the models are provided 
below: 

 
 
When considering the costs and volume of activity available through each of the models, 
the average unit cost per patient is as follows: 

 14 bedded Peppard ward – £1.73m, providing care to an average of 151 patients 
(2013-15) = £11,456 per patient 

• 18 bedded Unit – £2.2m, providing care to 194 patients (straight line projection of 
2013/15 average) = £11,448 per patient 

• New Model - £1.75m, providing care to 1,248 patients (4 new patients each day 
Monday-Saturday, 52wks a year) = £1,402 per patient 

• 18 bedded unit & new model – £3.97m, providing care to 1,442 patients = £2,754 
per patient 
 

Whilst the new model of service has not been developed on the basis of saving money, 
the CCG does have an obligation to ensure the fixed sums available to it are put to best 
use for the population as a whole. For the money available, the new model provides care 
for more than 8 times more patients than the existing Peppard Ward inpatient model.    
 
The CCG does anticipate some transitional service costs occurring during the first 8 
months of operation. This results from an element of double running the inpatient beds at 
Wallingford Community Hospital and the RACU. The associated costs are estimated to be 
in the region of £576k.  
 
Estate and Equipment costs 
Excluding pass through costs (i.e. insurance, rates, FM) there is a £722k lease cost 
pressure to the Oxfordshire system resulting from the transfer to the new premises. The 
vast majority of this is likely to be borne by OCCG, however work continues with NHS PS 
to mitigate this as far as possible. 
 
There are non-recurrent equipment set up costs anticipated resulting from the transfer to 
the new premises and delivery of the new model of care. The CCG has submitted a capital 
bid to NHS England on behalf of providers to secure funds to support this.  
 

Second floor of the new Townlands building 

Following confirmation in December 2014 that palliative care provider, Sue Ryder, was no 
longer interested in occupying the second floor of the hospital, the CCG and NHS PS have 
been working to identify other possible healthcare providers to occupy the space. The 
CCG’s preferred solution is to relocate the Hart Surgery and Bell Surgery General 

RACU (£'000)

Intermediate 

Care Beds (OSJ) 

(£'000)

Direct Costs 1057.8 1360 988 430 2778

Indirect Costs 512.6 659 213 0 872

Overheads (@ 10%) 157.04 201.9 120 0 321.9

Subtotal 0 0 1321 430 0

Total 1,727.44                  2,220.90                  3,971.90                  

18 Bedded Unit & 

New model 

(£'000)

New model14 Bedded 

Peppard Ward 

(£'000)

18 Bedded Unit 

(£'000)
Costs

1,751.00                                                         
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Practices to the second floor of the new premises following expressions of interest being 
received from both practices.  
 
The CCG and NHS PS are working closely with the practices to consider the logistical and 
financial implications of the move and are seeking to expedite this work in order to assess 
whether or not this is a viable option and if so, to secure occupation of the second floor as 
soon as possible. 
 
 
Operational and financial risks and mitigations 
The below table identifies the three biggest risks to delivery and details the mitigations in 
place to address them. 
 

 Risk Mitigation  

1. Implementation of proposed new model of 
care has significant impact on the layout of 
the building. 

 Initial review of space needs for new and 
expanded clinical services conducted to 
understand space implications and building 
requirements.  

 Application of space needs to have minimal 
impact on current design and floor layout to 
reduce any financial impact.  

 Walk-round of new building conducted with 
providers to assess implications on the 
layout. 

 Following Governing Body decision, 
commence detailed health planning 
exercise to review floor plans, current 
stacking of hospital and both physical and 
operational layout of the building.  

2. Practical completion is not achieved due to 
unforeseen delays during construction.  

 Regular communication and engagement 
with NHSPS to understand any potential 
delay to construction of the facility.  

 Development of robust transition plans by 
CCG and Providers to ensure and maintain 
clinical service delivery for the South East 
Locality if a delay to the implementation of 
the new clinical services was incurred (e.g. 
temporary relocation of inpatient services to 
Wallingford Community Hospital or 
maintaining use of existing buildings whilst 
new building is completed) 

3. Implementation of new model of care does 
not achieve desired benefits including 
reduction in un-planned acute admissions, 
improved quality of life through maintaining 
patients care in the community and 
improved patient clinical outcomes.   

 Agree evaluation and assessment strategy 
of the new model of care with all key 
stakeholders to understand how the service 
is embedding and performing and whether 
improvements or changes are required.  

 Regular review and management of the 
Benefits Realisation Register by Townlands 
Programme Board 

 
A risk register is in place and regularly reviewed by the Townlands Programme Board. 
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Recommendation 
On the basis of the information provided in this paper which seeks to address the concerns 
and issues raised as part of the public consultation and Governing Body discussion, the 
Governing Body is asked to note the financial pressures detailed and support the transition 
of existing services, expansion of services and implementation of the RACU and 
associated intermediate care beds to be commissioned from the OSJ. 
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Annex 1  

 Proposed Service Specification for the Rapid Access Care Unit 

Townlands Hospital, Henley-on-Thames 

Version – 17th September 2015 

1 SERVICE DESCRIPTION 

1.1.1 The Rapid Access Care Unit (RACU) is an ambulatory service that provides integrated, 
multidisciplinary care with access to intermediate care beds. The RACU will be led by a 
Medic (Acute Medical Physician or General Practitioner (GP)) who will work as part of a 
multidisciplinary team (MDT) including a wide range of health and social care professionals. 
The RACU will be based at the new Townlands Hospital in Henley-on-Thames and have 
access to a large number of health and social care services both in in the community and 
on the Townlands Hospital campus. 

1.1.2 The purpose of the RACU is to 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. The 
RACU will aim to intervene at an early stage along a patient’s pathway so that the patient 
can remain at home and independent for longer.   

1.2 SERVICE MODEL: 

1.2.1 The following presents the RACU service model for Townlands Hospital:  

a) 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.  

b) On opening, the RACU will be available 7 days per week, 365 days per year and 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 Townlands hospital 

users and the Integrated Locality Teams (ILTs). During the course of the service 

ramping-up and embedding, local Providers and Commissioners may review the 

opening hours dependent on presenting patient demand. 

c) The RACU is a next day service, however the appointment times will have flexibility to 

accommodate same day referrals if clinically appropriate. In the majority of cases, new 

appointments will be referred to the RACU and seen by the Medic and MDT the next 

morning.  

d) Patients will have access to one-stop diagnostics and treatments, meaning patients 

will be seen, assessed and treated on the same-day 

e) The Clinical cover (Acute Medical Physician or GP) will be available for the morning 

session, 6 days a week (Monday – Saturday). By providing Clinical assessments on a 

Saturday morning, it is anticipated that this would prevent some admissions to the 

acute sector on a Friday afternoon. During the afternoon session (between 1pm to 

8pm) where there isn’t on-site Clinical cover, the RACU will be supported by either the 

Royal Berkshire NHS Foundation Trust (RBH) Elderly Care Physician on-call team or 

local GPs.  
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f) The RACU will ensure there is a consistent model of medical cover so that referring 

clinicians receive a similar clinical approach throughout the cause of the week. There 

will be continuity where possible, of the clinicians overseeing the patients care 

particularly when looking for subtle signs of improvement or deterioration over a period 

of time. In addition, the RACU will ensure that the medical staff looking after frail, 

complex and a mostly elderly patient population have the experience and training to 

manage their complexity and make appropriate decisions about treatment, escalation 

of care needs and importantly when to de-escalate care.  

g) Patients are likely to be followed-up in their own home by the RACU or ILTs. Where 

follow-up treatments or planned appointments have been scheduled, patients will be 

referred back to the RACU at Townlands Hospital and are likely to be seen in the 

afternoon session by the MDT.   

h) The RACU will facilitate two MDT Meetings Monday to Saturday: 

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

previous day  

 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.  

i) The MDT will comprise of different healthcare professionals with specialised skills and 

expertise. The team will discuss and review patient cases and treatment 

recommendations to facilitate quality patient care. Social Care Coordinators will attend 

in person or via video conferencing tools. 

1.2.2 The following table outlines a proposed schedule for the RACU:  

Proposed: Monday to Saturday Clinical Scheduling for the RACU 

Time Activity: 

08:00 - 09:00 
Morning MDT (with medical input) to review patient cases before clinic commences to 
assess likely treatment requirements and therapy input 

09:00 - 09:40 First outpatient appointment (new patient) 

09:40 - 10:20 First outpatient appointment (new patient) 

10:20 - 11:00 First outpatient appointment (new patient) 

11:00-11:40 First outpatient appointment (new patient) 

11:40 - 12:00 Follow up appointment  

12:00 - 12.20 Follow up appointment 

12:20 - 13:00 
MDT to agree any further changes/input required by the MDT in the afternoon before 
patient discharge/transfer 

Afternoon 

Therapies, treatment and diagnostics continue to be provided by the RACU MDT after 
the Medic has concluded morning clinic and left for the day. In addition the MDT may 
follow-up more patients that don’t need to be assessed by an Acute Medical Physician 
or GP.  

On-call arrangements are proposed in the event further medical input/support is 
required by the team in the afternoon 

Note: It is proposed slots will be used flexible to accommodate same day referrals where  capacity allows 
and where clinically appropriate 
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1.3 INTEGRATED LOCALITY TEAMS: 

1.3.1 Oxfordshire Clinical Commissioning Group, Oxford Health NHS FT and Oxfordshire County 
Council are working together to deliver a locally based community health and social care 
team in Henley. Each ILT will be working closely with a group of GP practices, to deliver 
joined up support and care to people in their own home. ILT’s will include:  

 District Nurses  

 Physiotherapists  

 Occupational Therapists – across physical health, mental health and social care • 

 Older people’s mental health nurses  

 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. 

 

1.3.2 There will be a base at Townlands Hospital for the ILT professionals to run clinics and 
group sessions, while most of their work will be with people in their own homes. 

1.3.3 The ILT will work with the local organisations that already provide a wealth of support and 
care in Henley and the surrounding villages - there are 15 residential care homes, three day 
centres and numerous groups and clubs run by volunteers, churches and organisations 
such as Oxfordshire Mind and Age UK, providing information, advice and support.  

1.4 STAFF MIX:  

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

 Acute Medical Physician/GP  

 Triage Nurses 

 Ward Nurses 

 Occupational Therapists 

 Physiotherapists  

 Community Psychiatric Nurses (CPNs)  

 Social Care Coordinators  

1.4.2 The RACU staff will rotate across the RACU base at Townlands Hospital and the ILTs in 
the local community. In addition, the RACU team will provide in-reach treatment in patient’s 
homes to compliment the ILT offering.  

1.4.3 All staff at RACU will be trained in Dementia Care.  
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1.5 EXCLUSION CRITERIA:  

1.5.1 Patients referred to the RACU will only be refused using objective criteria. As the RACU will 
predominantly be a next-day service, the default referral criteria will ensure that it is 
clinically safe for patient to wait to be treated. It is expected that a clinician to clinician 
discussion will take place to identify the most clinically appropriate course of action. 
Patients may be refused where the following exclusion criteria apply:  

a) Is not aged 18 years and over unless a younger person needs can be met within the 

RACU setting and it is clinically appropriate.  

b) Is not resident within Oxfordshire or not registered with a GP located within 

Oxfordshire unless required by system escalation 

c) Requires emergency / critical care or a level of support only available within an acute 

hospital setting on an ongoing basis (e.g. suspected stroke, seizures, sepsis, chest 

pain or significant head injuries) 

d) Requires a surgical procedure most suitably provided within an acute setting 

e) If a patient is haemodynamically unstable 

f) Is suffering from serious alcohol withdrawal, substance misuse or overdose and more 

appropriate clinical interventions are available  

g) Requires access to specialist bariatric equipment (e.g. Bariatric Beds or Trolleys) or 

where the patient is bed bound - however following the clinician to clinician referral an 

assessment will be made as to whether the RACU facility is appropriate for the 

patient. Hoist facilities will be accessible at the RACU and staff will be appropriately 

trained to use them. 

h) If there has been a break-down of the patients social care package/environment only 

(e.g. no medical or physical / mental care requirements) and solely requires Social 

Care Worker intervention. 

i) Requires intervention to support End of Life care in last stages of life. Palliative care 

patients will be accepted at the RACU where there is an exacerbation of an 

ambulatory issue and interventions or treatment provided by the RACU may be helpful  

j) Has an 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. 

k) Has an unstable condition and requires specialist investigations and treatments that 

cannot be met by the RACU 

l) Has had a serious fall and may have a potential fracture  

 

1.5.2 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. 

1.5.3 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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1.6 PATIENT PATHWAY: 
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2 REFERRAL 

2.1.1 It is anticipated that the following service providers will be able to refer into the RACU for a 
new appointment providing the referral criteria is met: 

a) GPs 

b) Integrated Locality Teams  

c) South Central Ambulance Service – Paramedic Teams 

d) Acute Sector – Royal Berkshire NHS Foundation Trusts and Oxfordshire University 

Hospital NHS Foundation Trust  

e) Minor Injuries Unit / Out of Hours service 

2.1.2 It is recognised that the majority of referrals are likely to come from GPs.  

2.1.3 The initial catchment area for RACU referrals will be all South Eastern Oxfordshire GPs. 
Patients who are registered with a Berkshire GP will be excluded at the time the RACU 
service opens, however the catchment area may be expanded as the service develops and 
in the event Berkshire West CCGs wish to commission the service.  

2.1.4 The RACU will be supported by a dedicated and secure telephone and mobile system for 
initial referrals to be made, further information and details regarding the patient can be sent 
securely through email or fax if required. The referral will be a clinician to clinician discussion 
between the Referrer and the receiving Clinician, which may be a senior and experienced 
Triage Nurse.  

2.1.5 It is expected that the RACU team, upon accepting a referral, will cross-check with the ILT to 
assess whether the patient is already known to the ILT and whether attendance at the RACU 
is necessary, or an ILT home visit could be instigated.  

2.1.6 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. If clinically necessary a referral to the acute hospital will be made.  

2.1.7 Although there will not be referrals through the Single Pont of Access (SPA) service, both 
the ILT and RACU teams will use the SPA as a source to keep patients at home prior to their 
attendance at the RACU.  

2.1.8 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. The following identifies the minimum information required when a patient is 
referred to the RACU: 

a) Personal information - name, home address, contact numbers, NHS number, Date of 

Birth, local GP and next of kin.  

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

c) Medical information - presenting condition, recent medical history, past medical history, 

current prescriptions or treatments, allergies, other services / specialties involved and 

ceiling of treatment  
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2.1.9 The review and acceptance / rejection of the referral will take place on the same day as the 
referral is made.  

2.1.10 Where the Triage Nurse receives the referral, they will have access to the on-site medic, 
RBH Geriatric on-call team or local GPs in the event there is a query about the 
appropriateness of the referral.  

2.1.11 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.  

2.1.12 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.  

2.2 SOUTH CENTRAL AMBULANCE SERVICE: 

2.2.1 999 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 the Medic or Triage Nurse 

and make appointment for the next day.  

2.2.2 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 an emergency slot for a patient to be 
seen that morning providing transport is available if the patient meets the patient transport 
eligibility criteria.  

2.2.3 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. 

2.2.4 Patient Transport Service (PTS) – the RACU will have responsibility for booking and 
arranging patient transport in line with current CCG guidelines for both travel to and from the 
Townlands Hospital site. 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. 

2.3 ACUTE SECTOR: 

2.3.1 There will be two possible referrals from the Acute Sector: 

a) Diverts or bypass from the Emergency Department e.g. referral may be made via the 

Elderly Care Physician on Call (ECPOD) to the RACU, preventing initial attendance at 

ED/AMU/ MAU 

b) Step down referral to the Intermediate Care beds or to facilitate / expedite a discharge 

from the acute setting.  

2.3.2 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 A&E.  
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3 TREATMENT & DIAGNOSTICS  

3.1.1 All referrals to the RACU will be discussed in the MDT at 8am prior to the first patient 
appointment. A representative from the ILT will 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.     

3.1.2 All new patients will have a planned arrival time on the next day and be assessed by an 
Acute Medical Physician or GP during the morning clinic. 

3.1.3 It is envisaged that new appointment times will be between 30 and 45 minutes as some 
patients may have a complex set of needs. Follow-up appointments will be 20 minutes. If 
demand exceeds clinic appointment availability or there is significant increase in demand for 
same day appointments, the Triaging Nurse will be able to use the clinic slots flexibly.  

3.1.4 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. 

3.2 PRESCRIBING:  

3.2.1 The RACU will stock simple drugs on site – the governance of this will lie with OH. It is likely 
that the RACU will be required to make prescribing changes and drug adjustments using 
FP10s. It is likely that some patients will be discharged home with filled prescriptions and in 
some instances, the RACU will obtain the medication for patients prior to the patient going 
home.  

3.2.2 The RACU will agree NOMAD changes directly with the chemist and the Patient’s GP will be 
notified within 24hours.  

3.3 SERVICE DELIVERY / TREATMENTS:  

3.3.1 Nursing – Nursing care will be available at the RACU from 8am to 8pm and provided by 
Oxford Health NHS Foundation Trust. In addition, nursing care will also be available through 
the ILT teams and the Order of St John Teams providing dedicated nursing care for the 
Intermediate Care beds.  

3.3.2 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 
also be co-located at Townlands Hospital.  

3.3.3 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 
Intermediate Care beds.   

3.3.4 Near patient testing – Blood tests, ECGs, ECHOs, Urinalysis and other near patient testing 
will be carried out on site in the RACU  

3.3.5 Other treatments will include: 

a) Intravenous antibiotics at the RACU, at the patients home via the Hospital at Home 

Service or through the ILTs.  

b) Intravenous Diuretics   

c) 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.  
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d) Intravenous Iron and Treatment for Hypercalcemia – as part of “next day” treatment plan 

or as planned appointments  

e) Rehydration if I-Stat machines are available 

3.4 TOTALITY OF SERVICES AT TOWNLANDS: 

3.4.1 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.  
For example: 

a) Integration with MSK Physiotherapy pathways and support with falls clinic 

b) Access to Neurological support and stroke teams 

c) SALT  

d) Diabetic Nursing Team 

e) Heart Failure Nurses 

f) Dietetics 

g) COPD Team 

h) Referral to RBH Outpatient Clinics 

3.5 SOCIAL CARE: 

3.5.1 The Social Care Coordinator will be collocated and work directly with the RACU to facilitate 
implementation or expansion of packages of care. In addition, the RACU will have access to 
Social Care Worker as part of the existing on-call arrangements.  If a patient attends the 
RACU with a Social Care package of care already in place, it is expected that this package 
of care will be retained in place and updated upon discharge from the RACU if required.   

3.6 MENTAL HEALTH: 

3.6.1 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. 

3.6.2 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. 

3.6.3 All RACU staff will be required to have level 1 or 2 dementia training 
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3.7 OTHER REQUIREMENTS FOR TREATMENTS:  

3.7.1 It is recognised that patients receiving any type of transfusion are likely to be at the RACU 
facility for the duration of the day and therefore require a comfortable setting to 
accommodate them. This would include an open plan environment with the necessary 
mobile screens to support privacy and dignity.  

3.7.2 Treatment rooms will be furnished with fully reclining chairs should a patient need to lay flat. 
Hoist facilities will be accessible to the RACU and staff will be appropriately trained to use 
them. 

3.7.3 Facilities will be designed to accommodate dementia patients (e.g. good signage and access 
to toilets).  

3.7.4 There will be access to light refreshments on the hospital site such as tea, coffee and 
snacks.  

3.7.5 The RACU will have direct access to rehabilitation facilities such as a gym and kitchen to 
support patient’s recovery.  

3.8 EQUIPMENT  

3.8.1 The RACU equipment required on site includes 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  

3.8.2 There will be a provision of simple domiciliary equipment kept on site at Townlands Hospital 
for immediate use / access. A robust strategy will be put in place to obtain more complex 
equipment, especially out of hours / weekends.  

3.9 GOVERNANCE FRAMEWORK: 

3.9.1 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.  

3.9.2 The Intermediate Care beds accessed through the RACU will be managed through a Quality 
Management process that is in place to maintain quality, including the implementation of 
dependency tools to assess resource requirements for patients and recruitment of Quality 
Maintaining Officers to ensure compliance against regulated standards. 

3.9.3 In addition, the Intermediate Care beds will be supported by the OH Care home Support 
Service which uses a multi-disciplinary team to work with care homes to aid them and 
support the management of more complex patients.  

3.10 COMMUNICATIONS & ENGAGEMENT: 

3.10.1 Detailed communications and information regarding the aim of the RACU service, the total 
packages of care available and the referral criteria will be disseminated to all health and 
social care professionals in the South East Oxfordshire Locality  
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4 DISCHARGE:  

4.1.1 Once assessment and treatment at the RACU is complete, there will be a MDT decision to 
agree that the patients is ready for discharge and the care plan will be agreed with the 
patient and communicated to the GP within 24hrs. The following methods of discharge will 
be available to the RACU 

a) Discharge home – no follow-up required 

b) Follow-up with GP 

c) Same day referral to ILT 

d) Review 1-3 days later at RACU or with Integrated Locality Team – face-to face or via 

telephone if clinically appropriate  

e) Update existing / implement new package of care 

f) Discharge with Hospital at Home services  

g) Referral to reablement service for same day appointment / assessment  

h) Admission to intermediate care beds 

i) Admission to acute sector via A&E or direct access to ward 

j) Referral for Outpatient appointment 

4.1.2 Where ongoing care is required, all services will have access to the required training and 
shared care protocols to facilitate a quick transfer of care.  

4.2 DISCHARGE CRITERIA: 

4.2.1 [To be developed with Oxfordshire Health NHS Foundation Trust in advance of mobilisation]  

 

4.3 INFORMATION MANAGEMENT: 

4.3.1 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. 

4.3.2 The technology in the RACU will enable the team to be prepared to make decisions for 
patients when the Acute Medical Physician isn’t around (e.g. Skype) & E-Health.  

4.3.3 The preferred IT system is EMIS (through Oxford Care Summary) 

4.4 TRAINING: 

4.4.1 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). 

4.4.2 There will also be opportunities for placements to audit the outcomes of the RACU. 

4.5 ACCESS TO INTERMEDIATE CARE BEDS: 

4.5.1 If the RACU identifies the requirement to admit patients to the Intermediate Care beds, 
patients will be transferred from the RACU within 2 hours. The Intermediate Care beds will 
be provided by Order of St John (OSJ) in an on-site facility and have a lead RCN registered 
nurse with healthcare assistant support. The RACU team will in-reach to these beds to 
support treatment plans where necessary.  
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4.5.2 The Acute Medical Physician at the RACU would provide follow-up for the Intermediate Care 
beds and Out of Hours Medical Cover will be provided by one of the local GPs 

4.5.3 OSJ will be responsible for the admission paperwork as the “admitting team” however the 
RACU MDT will support and in-reach where necessary.  

4.5.4 If a patient requires a package of care on discharge from the Intermediate Care Beds, this 
will be determined through input from the OSJ, RACU and ILT teams 

4.6 SOCIAL CARE PACKAGES: 

4.6.1 The timeframe / turnaround for submission of information to the ILT / Social Care teams 
upon patient discharge from the RACU will be 30mins. Once the package of care decision 
has been made there will be a 2 hour timeframe for the packages of care to be implemented.  

4.6.2 Reablement services will be available on the same day. 

4.6.3 Liquid logic – the social care IT/notes system, will be available on site for access by the 
RACU social care worker 

4.7 ADMISSION TO OTHER BEDS: 

4.7.1 Admission to an acute bed would be facilitated through the bed co-coordinator 

4.7.2 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.  

4.8 OTHER SECTOR: 

4.8.1 There will be significant opportunity to work with voluntary sector organisations – linking 
isolated patients with local care/support facilities. 

 


