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SOUTHAMPTON UNIVERSITY HOSPITALS NHS TRUST 

RSH Service Strategy Full Business Case 
 

Report to: Trust Board – 26th September 2006 
 

Report from: Rob Elek 
 

Sponsoring Executive: Fiona Dalton 
 

Purpose of Report: 
 
 

To receive the full business case, with updated financial section. 
 
To approve the FBC. 
 

Review History to date: Regular updates at TB. 
 
TMB acts as Project Board for development of RSH Service Strategy. 
 
Detailed TB study session on 12th September included full debate of FBC. 
 

Recommendation: 
 

For approval 

Strategic context:  
Trust Strategy and related 
projects 

This Strategy is required to ensure the Trust meets its commitment to 
vacate the RSH site and hand it over to Southampton City PCT as set out in 
the Health Plan for Greater Southampton by April 2007. 

The Strategy contributes to the achievement of 2020 Vision and the Health 
Plan for Greater Southampton and enables significant improvements in 
service delivery. 

In particular, Level C at the RSH is currently planned to house the RSH-
based ISTC and must, therefore, be vacated quickly.  

 
Need and drivers for 
change 

 

This Strategy will contribute to the Trust’s disinvestment in routine activity 
and increasing focus on specialist and tertiary services.  It will do so in a 
way that allows costs to be reduced as services are redeveloped.   

Key stakeholders and 
nature of their  interest in 
the project 
 

Southampton City and New Forest/Hampshire PCTs and the South Central 
SHA as stakeholders in the Health Plan for Greater Southampton, and the 
PCTs as recipients of the RSH site and a number of services located there.   

Internally, most operational and support departments are affected by the 
shift in services.   
 

Investment objectives, 
scope  and desired service 
outcomes 
 

The service models being developed will improve the patient and carer 
experience, further modernise services and increase efficiency as services 
transfer to the SGH/PAH sites.  

Investment in buildings and equipment will be required to accommodate the 
services that move, and to ensure that the right facilities are available to 
support good quality services following the changes.   

 
Constraints 
 

• Time – implementation must follow approvals in September, delays in 
approval / funding will delay the schemes 

• Planning – the business case has been developed extremely rapidly, 
detailed planning is required to ensure estates solutions deliver clinical 



 
2 

requirements 

• Procurement – to deliver schemes to programme SGH / PAH projects 
will be procured through Procure 21; RSH projects will be delivered 
through “traditional” procurement within negotiated commissions and 
contracts. Negotiation will be based on recently rendered contract rates 
to ensure value for money 

 
Fit with existing 
technological environment, 
e.g. IT strategy and 
existing arrangements if 
solutions are likely to 
include the use of 
technology 
 

 
New SGH endoscopy decontamination unit delivered. 
 
Breast imaging, radiology and most other equipment will transfer. 
 
IT solutions as per existing. 
 

PPI:  
Indicate patient and public 
involvement to date  

Pam Sorenson, the Head of Patient and Public Involvement has been 
briefed on the project content and will lead advice on detailed service 
consultation on a service-by-service basis.   

Chief Executive has given monthly RSH staff briefings. 

PFI Director has chaired fortnightly RSH staff management forum. 

Joint Hampshire, Isle of Wight, Portsmouth & Southampton OSC briefed. 

Southampton City PCT leading on communications. 

 

Plans for future 
involvement 

To be identified, as the Strategy is developed and potential outcomes 
become clearer.   

 

Financial Information:  
 
Costs, both capital and 
revenue; 
 

Included within Executive Summary (summary below). 
Revenue implications 

 
a) Site transfer increases contribution by £1.8m 
b) ISTC results in a loss of contribution of £6.3m 
c) Implementing Site Transfer & Do Minimum - RSH Level C Clearance 

(Phase 1) results in a net contribution loss of £4.2m, compared to 
current position 

d) Implementation of HPGS (Phase 2) option for transferring further 
services from RSH results in a net contribution loss of £2.5m, 
compared to current position 

 
Capital 
a) PAH enabling works will cost £931k, already funded & underway; 

funded by: StHA £930k / SUHT £30k 
b) Clearing RSH Level C will cost £6.2m; funded by: StHA £5.4m / 

Health Plan for Greater Southampton modernisation £0.7m for 
endoscopy / £30k SUHT 

£ millions: surplus / (deficit) Current Site transfer Do Minimum HPGS

Site costs -7.0 -5.2 -4.3 -2.5

Clinical & non-clinical costs 9.9 9.9 9.2 9.2

RSH 2.9 4.7 5.0 6.7

ISTC 0.0 -6.3 -6.3 -6.3

SUHT after ISTC 2.9 -1.5 -1.3 0.5

Reduction in contribution -4.5 -4.2 -2.5
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c) Theatre Capacity & Continuity Plan will cost £2.8m; funded by: 
Health Plan for Greater Southampton modernisation £1.7m / SUHT 
£1.1m 

 
The effect on the capital 
programme; 
 

£60k for replacement RSH & PAH dishwashers 
 
£1.1m incremental additional cost for permanent rather than temporary 
theatres at SGH, to enable theatre modernisation programme 
 

Agreement /approval  from 
Commissioners where 
appropriate  
(as at 20th September) 

� 
� 
� 

 
 

Ongoing development and “approval” process with SCPCT / SHA through 
weekly project team and fortnightly ISTC meetings 
 
The following shows the approvals programme: 
12th September – SUHT Trust Board Study session 
14th September – FBC submission to PCTs / SHA 
19th September – SCPCT Trust Board Study session 
21st September – SHA Capital Group 
21st September – NF & ETVS PCTs Trust Board 
25th September – SHA Executive Team 
26th September – SUHT Trust Board 
28th September – SCPCT Trust Board 
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1 Foreword 

The Royal South Hants hospital has a special place in the hearts and minds of the 
people of Southampton, but a renewed commitment from the NHS to grow the future of 
the site has been long overdue.  

Over the last two years, our Trust has worked closely with both Southampton City 
Primary Care Trust and the Hampshire Partnership NHS Trust to put this right by 
developing a new vision for the site. Our aim has been to understand the hospital better 
and gain a consensus around the range of services that it makes clear sense to offer in 
this location, and how they should be delivered.  

Our commitment was to take a fresh look at the hospital and start thinking about the site 
from the point of view of the residents of the City and their health needs. This simple 
change of perspective has revealed that the scale and location of the site make it 
perfectly placed to offer patients easy, quick and direct access to services that they need 
on a regular basis, which are routine and that do not require an overnight stay. 

In order to offer these kinds of services, the hospital needs to change from a 
‘kaleidoscope’ site where specialist tertiary care sits alongside nurse-led care, to a 
community health campus with a single focus: to support the regular, routine and 
preventive health needs of the population in which it is based. The organisation best 
placed to take this vision for the hospital forward is Southampton City Primary Care 
Trust and while we will remain a stakeholder in the site, we plan to transfer ownership of 
it to them in April 2007.  

Our own strategy, which we have outlined in our 2020 Vision document is to move our 
specialised hospital services back to our main campus at Southampton General Hospital 
where they will become part of our world-class centres of excellence in Gastro-intestinal 
services, breast surgery and cancer care. As we do this, we will take every opportunity 
to ensure that instead of simply duplicating our current practices, we will change where 
necessary to ensure that we deliver our services in a manner that first and foremost 
satisfies our patients. 

In many ways the plans set out in this business case reflect our determination to use 
every pound the taxpayer gives us wisely. We want to use our space more efficiently so 
that no clinic stands empty, we want to cut down on unnecessary journeys for clinical 
staff as they go about their work and we want to offer patients a faster route to recovery, 
because we are a Trust that is fundamentally committed to better care. 

 
 
Richard Keightley   Mark Hackett 
Chairman    Chief Executive 
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2 Executive Summary 

2.1 Introduction 

2.1.1 This Full Business Case (FBC) presents the Southampton University Hospitals 
NHS Trust’s (SUHT, the “Trust”) proposals to implement the first stage of the 
redevelopment of the Royal South Hants Hospital (RSH) in partnership with 
Southampton City Primary Care NHS Trust (SCPCT, the “PCT”). 

2.1.2 The FBC identifies appropriate service strategies and details solutions that 
enable the redevelopment of the RSH by reconfiguring services across hospital 
sites in Southampton City. 

2.1.3 The proposals within this FBC will enhance both local and regional services by 
delivering key components of: 

a) The health economy’s major strategic plan – the Health Plan for Greater 
Southampton (HPGS, the “Plan”)1 (presented in Appendix A). 

b) The PCT’s plans for service delivery – the Strategic Service Delivery Plan 
(SSDP) 2 

c) The Trust’s vision for the future of its services – the 2020 Vision 3 (presented 
in Appendix B 

2.1.4 This FBC ensures that patient care is delivered in the most appropriate 
setting, further implementing the key principles set out in the recent White Paper 
“Our Health, Our Care, Our Say” 4, by developing new models of care that may 
involve combinations of care within: 

• A specialist tertiary care centre 

• A local district general hospital or community hospital 

• Primary care  

•  Home 

•  Independent Sector Treatment Centres (ISTC) 

2.1.5 The implementation of this FBC will therefore result in: 

a) The completion of the first step towards redeveloping the RSH as a first-rate 
community hospital with a wide range of services for the population of 
Greater Southampton 

b) The continuing improvement of services at the Trust’s Southampton General 
Hospital (SGH) / Princess Anne Hospital (PAH) campus with the development 
of new world-class centres of excellence for its major “defining” services 
provided for the populations of Hampshire, the Isle of Wight, Dorset, the 
Channel Islands, and surrounding counties 

c) Services being provided in the most appropriate location, by the most 
appropriate organisation, according to patient need; not historic 
management arrangements 

                                            
1
 A Health Plan for Greater Southampton; Mid and South West Hampshire Local Health Community, 
March 2006.  

2
 Strategic Service Delivery Plan; Southampton City PCT, 2005 (under revision) 

3
 Vision for SUHT; Southampton University Hospitals NHS Trust, December 2005 

4
 Our Health, Our Care, Our Say: A New Direction for Community Services; Department of Health, 
February 2006 
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2.2 Background 

2.2.1 The redevelopment of the RSH site has been planned for some time; however the 
key drivers for change at this stage include: 

a) The transfer of the RSH site from SUHT to SCPCT ownership. 

The transfer of site ownership, and management, will take place on 31st 
March 2007 (to avoid any in-year financial impacts).  This is a key 
development for both organisations; and, whilst the transfer has been agreed 
in principle by the entire health economy, it is the subject of a separate 
business case.  

Although the transfer is a freestanding case, it is enabled by this FBC, and 
conversely this FBC enables the site transfer.  Therefore this FBC and the 
Site Transfer business case are linked and require simultaneous 
approval and implementation. 

b) The establishment of an Independent Sector Treatment Centre (ISTC) at the 
RSH to serve the population of Southampton and surrounding districts.   

This is a priority strategic development for SCPCT and its partners within the 
local health economy. 

The ISTC programme is a nationally driven initiative, which supports NHS 
policy to improve access, introduce choice and expand the involvement of the 
independent sector in healthcare delivery. ISTCs are an integral part of the 
Department of Health’s plans to refocus health services on the needs of the 
patient and significantly reduce the time that a patient waits for treatment. 

The Southampton ISTC is the largest initiative to date, and will play a key 
role in the delivery of contestability and choice agendas.   

c) The continuing requirement for all NHS organisations to modernise their 
services. 

The Trust and the PCT are continually striving to improve the patient care 
provided, in terms of the quality and range of services, whilst operating 
within a financially challenged health economy.  The current RSH service 
configuration is not the most optimal for either organisation. 

 
 
2.3 RSH Service Strategy 

2.3.1 The entire RSH Site Strategy is made up of the following components: 

a) SCPCT RSH Level C clearance 

b) SUHT Theatre continuity and capacity plan 

c) SUHT RSH Exit Strategy 

d) SCPCT RSH Redevelopment Strategy 

2.3.2 The above components enable: 

• The handover of RSH Level C to the ISTC provider 

• SUHT’s continuing ability to deliver commissioned surgical activity whilst the 
ISTC provider refurbishes the RSH Level C theatres 

•  The transfer of ownership of the RSH site from SUHT to SCPCT 

•  The continued implementation of the Health Plan for Greater Southampton 
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2.3.3 This service strategy is illustrated in the following diagram. 

Table 1 RSH Service Strategy 

 
 
 
 
 
 
       Transfer site to SCPCT 
       Enable ISTC and service modernisation 
       Level C clearance & theatre plan 
 
 
 
 
 
 

Transfer majority of remaining SUHT 
services, enable PCT redevelopment  
Exit Strategy 

 
 
 
 
 
 
 
       PCT service reconfiguration and 
       completion of community hospital 
       PCT RSH Redevelopment Strategy 
 
 
 
 
 
 
 
2.3.4 This business case includes components a) to c) of the overall site strategy – the 

“RSH Service Strategy”.  

2.3.5 The requirement to rapidly develop strategies and implement solutions to enable 
the first stage of the redevelopment of the RSH has resulted in the RSH Service 
Strategy business case (this FBC) that is a: 

• Combined Outline / Full Business Case for components a) and b); and 

•  Outline Business Case for component c). 

2.3.6 Implementation of components a) and b) will therefore follow immediately. 

2.3.7 The implementation of component c) will be subject to a separate FBC and 
subsequent approvals. 

2.3.8 SCPCT will develop its Redevelopment Strategy, component d), following the 
implementation of this business case. 

 

Current 
 

SUHT site 
Predominately SUHT services, mixture of 

local and specialist work, some PCT & HPT 

Short-term 
 

SCPCT site 
Majority SUHT clinical services, more PCT 

services with ISTC, and HPT 

Medium-term 
 

SCPCT site 
SUHT & SCPCT clinical services with ISTC, 

and HPT 

Long-term  
 

SCPCT site 
Community hospital with ISTC, and HPT 
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2.4 Strategic Health Authority 

2.4.1 NHS South Central (the “SHA”), the host Strategic Health Authority, has helped to 
facilitate the development of the service strategies detailed within the FBC. 

2.4.2 The SHA has been a key partner to the agreement of the solutions for the 
service strategies. 

2.4.3 The SHA has approved the methodologies that SUHT and SCPCT have followed 
in developing this business case, and have approved the approach of a 
combined OBC / FBC for components a) and b) and an OBC for component c) 
within a single business case document. 

2.4.4 The SHA hosts the Southampton ISTC Logistics Group (SLG), a forum for 
preparing the development of the ISTC.  This group has acted as a pre-approvals 
body, advising both organisations on business case content, and has assisted in 
the health economy’s agreement to the approvals programme. 

2.4.5 The SLG considered the FBC key principles, direction of travel and the options, in 
a concept paper presented on 2nd August 2006. That paper broadly summarised 
the content of this FBC. 

2.4.6 The SLG and the ISTC Project Team have subsequently agreed the 
conclusions of the RSH Service Strategy and endorsed the recommendations 
contained within this FBC. 

 
 
2.5 Programme milestones 

2.5.1 The key RSH Service Strategy programmed milestones are shown below:   

•  RSH Service Strategy FBC approval (components a-c) September 2006 

• Announcement of ISTC Preferred Bidder October 2006 

•  Southampton ISTC Financial Close December 2006  

•  Lymington PFI operational December 2006 

•  RSH Level C vacated March 2007 5 

•  RSH Site Transferred March 2007 

•  Lymington ISTC operational & transfer of SUHT workload April 2007 

•  ISTC RSH Level C refurbishment April to October 2007 

•  Southampton ISTC operational & transfer of SUHT workload October 2007 

•  SUHT RSH Exit Strategy implementation September 2006 – 2008 

•  SCPCT RSH Redevelopment  April 2006 – ongoing 

 
 
2.6 Key FBC Principles 

2.6.1 SUHT and SCPCT have been working collaboratively to develop the various 
components of the overall strategy.  The strategy represents the agreed 
position with respect to service locations and management, and forms an 
integral part of both organisations’ overall strategic visions.   

2.6.2 SUHT, SCPCT and the SHA have agreed that each component must:   

                                            
5
 Excepting Breast Imaging which will remain until 30

th
 June 2007 
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•  Deliver its target AND enable subsequent components. 

•  Reflect the most cost effective solution whilst maintaining, or ideally 
improving, the quality of patient care provided. 

•  Be fully aligned with the Health Plan for Greater Southampton, the SCPCT 
Strategic Service Delivery Plan and the SUHT 2020 Vision.   

2.6.3 Other key FBC principles include:   

• Service relocations should be minimised and ideally services should move 
once. 

•  Non-ISTC works should be minimised and be as self-contained as possible. 
Ensuring the continued functioning of operational hospital sites; minimising 
the environmental impact on patients, carers and staff; and to prevent 
confusion over service locations. 

•  Each component and sub-component should be self-contained, requiring no 
additional works should strategies or priorities change. 

 
2.7 Project Structure 

2.7.1 The SUHT Trust Management Board acts as the RSH Service Strategy Project 
Board, with derived authority from the SUHT Trust Board.   

2.7.2 The Project Team includes representatives from SUHT and SCPCT.   

2.7.3 Staff consultation, led by SUHT, has included:   

•  Open staff meetings at the RSH 

•  Regular project (Chief Executive) bulletins 

•  Individual service meetings 

•  Divisional engagement 

•  Staff forum for service representatives 

2.7.4 Public communications will be led by SCPCT and will include Southampton 
wide and RSH residential communications.   

2.7.5 Public Patient Involvement (PPI) consultation is being undertaken by the 
relevant organisation on a service-by-service basis. 

2.7.6 The above structure has been approved by SUHT Trust Board and represents an 
appropriate project management structure. 

 
 
2.8 Service Strategy Options 

2.8.1 Due to the complex nature of the project’s requirements all service strategy 
options will require an element of sequencing; however it rapidly became 
apparent during the initial development that the work streams fell into a series of 
discrete phases. 

2.8.2 These phases consisted of:   

•  Phase 0  Service reconfigurations already planned 

•  Phase 1  Service reconfigurations required to enable the ISTC, i.e. the
   Level C clearance business case and the theatre continuity 
   and capacity plan 
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•  Phase 2  Service reconfigurations required to enable SUHT to exit the 
   site, creating space for the PCT to develop its community 
   hospital , i.e. the exit strategy 

•  Phase 3  The PCT site redevelopment 

2.8.3 In view of the timescales required for the development of this FBC, the range of 
options for change was restricted from the outset to those deemed likely to be 
achieved in the required timescale.    

2.8.4 This meant that some options, which would otherwise have been at least 
considered at a long-listing stage, were discarded from the outset and 4 service 
strategy scenarios were developed as a shortlist.  These are intended to achieve 
the long-term reconfiguration of services, to be in place once the ISTC is running.   

2.8.5 All scenarios considered take account of changes in service configurations that 
are already planned.  

2.8.6 The short-listed service strategy options are:   

a) Do Nothing        Phase 0 

This is included as a baseline for comparison and delivers only the planned 
service reconfigurations. 

b) Do Minimum        Phase 1 

This incorporates the changes necessary to vacate Level C at the RSH and 
deliver the theatre continuity and capacity plan, whilst not destabilising the 
delivery of services provided by SUHT both before and after any relevant service 
transfers to SCPCT.   

c) Health Plan for Greater Southampton (HPGS)  Phase 2 option a 

This identifies the changes that will best fit the overall delivery of the agreed 
strategic vision for the area, the HPGS.  Under this option, SUHT would 
continue to provide some of its services from the RSH site through the use of 
facilities there which would, by then, be owned by SCPCT. A range of clinical 
services would pass from SUHT to SCPCT management. This would leave 
sufficient accommodation vacant to allow the PCT to proceed with its 
redevelopments. 

d) Do Maximum       Phase 2 option b 

This option would transfer all SUHT services off the RSH site, leaving only 
those services run by other organisations at the RSH.  The only exceptions to this 
would be where SUHT provides services to the PCT on an SLA basis, such as 
outreach pharmacy or diagnostic imaging.   

2.8.7 The Do Nothing and Do Minimum service strategy options (Phases 0 and 1) will 
need to be implemented regardless of the eventual decision on Phase 2.  
Accordingly, and in line with the key FBC principles, the Do Minimum option is 
self-contained.   

2.8.8 Five options were considered for the delivery of the Do Minimum option (Phase 
1).  These would all allow the vacation of Level C at the RSH to free it for 
occupation by the ISTC.   

2.8.9 The options, which are described in detail in this business case, were the subject 
of a detailed option appraisal process, which identified that Option 5 was the 
preferred option both in terms of the benefits it offers and value for money.   

2.8.10 The HPGS and Do Maximum options were considered at the options appraisal 
and the HPGS option was identified as being preferable. 
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2.8.11 The key service changes delivered by the preferred sub-option - Option 5 are:   

a) GUM transfers from RSH Level C to B into space created by transfer of 
Gastro-intestinal (GI) and breast outpatients & endoscopy to SGH 

•  Develops new world-class GI centre of excellence at SGH including 
inpatient, outpatients & endoscopy 

•  Reprovides existing SGH endoscopy room with new decontamination 
facilities, resolving key clinical risk, with additional room provided for 
transferring RSH activity 

•  Creates sustainable community endoscopy service at RSH through 
reconfiguration 

•  Breast outpatients transfer to PAH, integrated with women’s outpatients, co-
located with breast surgery and imaging 

b) Breast Imaging transfers from RSH Level C to PAH 

•  Breast Imaging (clinical) co-located with women’s and breast outpatients & 
breast surgery on main entry level (E) creating an integrated breast service 

•  PAH space created by PAH catering remodelling, admin reconfiguration, 
Level E new reception and cafe 

•  Breast Imaging admin integrated with Breast Surgery admin 

Breast Imaging will remain on RSH Level C until 31st June to avoid the 
requirement for temporary solutions, as the creation of suitable space at PAH 
cannot be completed until June. The ISTC providers have confirmed that they can 
work around the Breast Imaging service. 

2.8.12 These service changes represent significant improvements to key clinical 
adjacencies, will provide a better patient & carer environment, and will assist 
the Trust in improving health outcomes and providing better value for money 
services, improved estate utilisation and backlog maintenance reduction. 

 
2.9 Phase 1 Preferred Option Capital Costs 

2.9.1 The total capital cost for the Phase 1 preferred option is £7.1m. 

2.9.2 This will be funded as follows: 

• £0.9m already provided by SHA for the reconfiguration of PAH 

• £5.5m to assist with the development of the GI centre of excellence and 
integrated breast services from the SHA in relation to the vacation of Level C 

• £0.7m for the reprovided SGH endoscopy room from the SHA in relation to 
HPGS modernisation 

• £0.1m for new RSH and SGH dishwashers from SUHT capital programme 

 
2.10 Phase 2 

2.10.1 The capital costs for the Phase 2 options are less well developed as this business 
case seeks only OBC stage approvals, the preferred option costs range from £6-
9m, dependant on the final configuration of radiology and other support services.  

2.10.2 The FBC for Phase 2 will be developed in due course and will sit within the 
HPGS. Its prioritisation will therefore depend on the funding and completion of 
other business cases. 
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2.11 Theatre Capacity and Continuity Plan 

2.11.1 The Theatre Capacity and Continuity Plan is allied to the vacation of RSH Level 
C, but has been treated as a discrete component of the overall RSH Service 
Strategy.  The case for change, option appraisal and costs are detailed within this 
FBC. 

2.11.2 There are 4 theatres and 1 treatment room, located on RSH Level C, providing a 
mixture of local and specialist day and inpatient (23 hour) surgery. 

2.11.3 The Southampton ISTC provider wishes to refurbish Level C, SUHT must 
therefore vacate this area by 31st March 2007. 

2.11.4 The Level C refurbishment will take between 7-9 months; SUHT must therefore 
continue to provide the contracted surgical activity, in another location, whilst 
the ISTC provider refurbishes Level C, until at least October 2007, with 
contingencies in place should the refurbishment take longer. 

2.11.5 The Lymington and Southampton ISTCs will undertake high-volume, low risk, 
local elective surgical procedures. A proportion of their proposed activity will 
consist of surgery currently delivered by SUHT across the RSH and SGH / PAH 
sites.   

2.11.6 There is a requirement to provide additional capacity to deliver the 
commissioned activity within targeted waiting periods in the period prior to the 
ISTC workload loss. 

2.11.7 The options appraised for the additional capacity included the availability of other 
local NHS and private sector theatre provision. However, there is insufficient 
capacity available to provide the required workload within appropriate theatre 
timeslots. 

2.11.8 The additional capacity must therefore be provided at the SGH / PAH site. There 
are also clinical benefits for providing the capacity on the Trust’s main site, co-
located with critical care, sterile supplies and specialist surgical services. 

2.11.9 The additional capacity required is equivalent to 2 theatres, as the Trust is able 
to subsume the other 2 RSH theatres’ workloads within existing capacity. 

2.11.10 Temporary theatre capacity for the required 7-9 month period would cost 
approximately £1.7m. 

2.11.11 However, the Trust’s main centre block theatres are in urgent need of 
refurbishment, the engineering plant within the theatres are at constant risk of 
failure, and the subsuming of some RSH work leaves no spare capacity within the 
existing theatre suite should a failure occur. 

2.11.12 The Trust considers that the clinical and waiting time risks associated with a 
catastrophic theatre failure during and after the required temporary period are 
great, and that one of its key priorities is to enable its theatre modernisation 
programme. 

2.11.13 The provision of 2 permanent theatres, co-located with the existing theatre suite, 
therefore offers significant clinical and estate benefits. The capital cost for this 
facility is £2.8m.  

2.11.14 The SHA also considered that this additional activity was a key strategic priority, 
and will therefore fund £1.7m, the portion most directly attributable to the vacation 
of Level C, from HPGS modernisation monies. 

2.11.15 The Trust will fund the remaining £1.1m from its capital programme.  
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2.12 Revenue Implications 

2.12.1 The transfer of the RSH site to SCPCT would benefit SUHT by £1.8m per year. 

2.12.2 This is because at present, the site costs £9.5m to run, with income of £2.6m – a 
net £7.0m cost to the Trust.  Transferring ownership of the site will reduce 
equivalent costs to £5.2m and income to £0. 

2.12.3 The associated RSH Site Transfer business case contains the detailed 
financial picture and makes the case for change. 

2.12.4 The revenue implication of the site transfer and RSH Service Strategy phases are 
shown in the following table. 

Table 2 Revenue Implications 

£ millions: surplus / (deficit) Current Site transfer Do Minimum HPGS 

Site / premises costs -7.0 -5.2 -4.3 -2.5 

Clinical & non-clinical costs 9.9 9.9 9.2 9.2 

RSH 2.9 4.7 5.0 6.7 

ISTC 0.0 -6.3 -6.3 -6.3 

SUHT after ISTC 2.9 -1.5 -1.3 0.5 

Reduction in contribution  -4.5 -4.2 -2.5 

 
2.12.5 Currently the services provided at the RSH by SUHT, after site costs and 

corporate overheads, generate a £2.9m surplus. 

2.12.6 The loss of workload to the ISTCs result in a £6.3m contribution reduction to 
the Trust’s financial position. 

2.12.7 The net impact following the transfer of the site and the loss of activity, the Do 
Nothing position, is therefore a reduction in contribution of £4.5m, with the 
RSH site generating a deficit of £1.5m. 

2.12.8 The implementation of the Do Minimum option, the preferred Level C vacation 
option and the theatre continuity and capacity plan, results in a net reduction in 
contribution of £1.3m; i.e. a £0.2m improvement on the Do Nothing. 

2.12.9 The completion of the RSH Service Strategy, following the implementation of the 
HPGS option, results in the services generating a surplus of £0.5m; i.e. a £1.8m 
improvement on the Do Minimum and a £2.0m improvement on the Do Nothing. 

2.12.10 However, the net change from the current to the HPGS position entails a loss of 
contribution of £2.5m. 

2.12.11 The implementation of the RSH Service Strategy therefore mitigates the ISTC 
contribution loss but does not mitigate it entirely. 

 
2.13 Summary & Recommendations 

2.13.1 The RSH Service Strategy represents a significant opportunity to proactively 
further the Trust’s strategic vision for service improvement in delivering world-
class centres of excellence, whilst enabling the ISTCs. 

2.13.2 The RSH Service Strategy is coherent, joined-up and assists with the delivery of 
the HPGS and the ongoing redevelopment of a first-class RSH community 
hospital. 

2.13.3 The RSH Service Strategy mitigates the financial impact of the ISTC. 

2.13.4 The RSH Service Strategy is recommended for approval. 
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3 Introduction 

3.1 Background to the Project 

3.1.1 This project flows from the Health Plan for Greater Southampton. The Plan 
proposes that SUHT provides and develops the activities of its Foundation Trust 
core business on the SGH / PAH campus only, and exits the RSH. 

3.1.2 The RSH site will then be passed to SCPCT, which will redevelop the site to 
include an ISTC as well as a number of primary-care facing services and facilities 
and, eventually, a Community Hospital for Southampton. 

3.1.3 The Plan, which has been agreed by all stakeholders, cannot be implemented 
without the changes described in this document and it thus forms the strategic 
context for this FBC.   

3.1.4 The Trust has developed a Vision for its future that is consistent with the Plan.  In 
order to achieve the vision set out, the document identifies that the Trust: 

‘becomes less centred on traditional DGH services and on fewer hospital sites, 
becoming more globally externally focused, larger for regional and sub-regional 
services, more integrated with the University of Southampton and other 
universities, more of a service to our customers rather than a producer of them.’ 

3.1.5 The proposals included in this case are informed by and consistent with both the 
Plan and the Vision.   

3.1.6 The RSH is a 12-hectare site in the Southampton city centre. The site provides 
mainly outpatient services, the elective treatment centre for the Trust and part of 
the Trust’s cancer services.  In addition a number of health partners use the site. 
The main adult acute mental health unit is located there, along with inpatient and 
administrative services for SCPCT.   

3.1.7 In exiting the site, the Trust is likely to: 

• Relocate some of this activity, principally to the SGH/PAH sites.   

•  Leave some services on the site and transfer the managerial responsibility for 
them to the PCT  

•  Reduce its provision of  some elective activity, as  the new ISTCs on the RSH 
site and at Lymington Hospital become operational.   

•  Move some elective activity will to the new ISTCs on the RSH site or at 
Lymington Hospital.   

3.1.8 In some instances, a range of possible outcomes have been identified for the 
eventual location or management of services.  This is detailed in Appendix C.   

3.1.9 The position for SUHT is changing in 2006 with the: 

a) Transfer of all radiotherapy treatment services to the SGH site as part of the 
Cancer Care Phase 2A and 2A+ developments.  

b) Impact of single surgery and service modernisation saw the development of a 
23-hour facility in the treatment centre and the closure of the remaining 
inpatient surgical ward in 2006. 

3.1.10 Following these changes, a range of clinical and other activity continues to be 
carried out at the RSH site  

3.1.11 The scope of this business case includes: 

• The identification of the services and activity which will transfer from the Trust 
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to the PCT or ISTCs 

• The identification of the services and activity which will move from the RSH to 
the SGH/PAH site 

•  The identification of a preferred option for service changes in 2006 and 2007, 
and in the longer term 

•  The identification of accommodation at the SGH/PAH site which is sufficient 
to accommodate the services which are to move as a result of the preferred 
option 

•  The identification of the capital works and major equipment needed to enable 
the transfer of services from the RSH to the SGH/PAH site.   

•  The identification of the financial implications of the preferred option for 
change.   

 
  
3.2 Project Objectives 

3.2.1 This project aims to ensure that the RSH site is transferred from SUHT to 
SCPCT.  In doing this, the Trust will: 

• Identify services which will be removed from the site and transfer them in an 
orderly way without adverse impact on patients; 

• Identify the capital works needed to enable the transfer; 

• Carry out the capital works following approval and allocation of capital and 

• Ensure that services and activity which are to transfer to the management of 
SCPCT and remain on the RSH site or to transfer to ISTCs are identified and 
agreed 

3.2.2 This FBC identifies the services to be transferred to the SGH/PAH campus and 
shows how this can be achieved.  Plans for the detailed implementation of the 
transfer will be developed over several months, following FBC approval.   

 
 
3.3 Links to other Projects and Initiatives 

3.3.1 The most significant link between this and other projects relates to the plans to 
develop an ISTC at the RSH site.  This project involves very challenging 
constraints in terms both of timescales and the way in which the exit strategy is 
delivered.  These constraints are: 

a) This FBC must be delivered and approved by the Trust Board and other 
relevant Boards by the end of September 2006.  The need to produce a Full 
Business Case rather than to follow the Outline to Full Business Case route 
was agreed by the SHA in view of this timescale.   

b) RSH Level C must be cleared by the end of March 2007, with the exception of 
Breast Imaging that must move by the end of June 2007, to allow access to 
the ISTC provider.  A separate business case for the delivery of SCPCT 
elements of this objective has been developed by SCPCT and is included at 
Appendix E to this case for ease of reference.   

3.3.2 The transfer of the ownership of the RSH site to Southampton City PCT must be 
achieved by 31st March 2007.   
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3.3.3 This project is also set in the context of a number of other processes within the 
Trust.  These include the: 

a) Implementation of the Trust Financial Recovery Plan (FRP) 

b) Implementation of the Single Surgery Project with Winchester & Eastleigh 
NHS Trust. 

c) Reduction (nationally required) in diagnostic waiting times, and overall access 
times  

d) Completion of Cancer Care Phases 2a and 2a+, along with the development 
of the PFI scheme for Phase 2B 

e) Opening of the new Cardiac Revascularisation facilities and a range of minor 
schemes 

f) Trust disinvestment plans for 2006/07 - 2007/08  

g) Implementation of the Vision for SUHT 

3.3.4 Other external projects impacting on this process, apart from the ISTC program at 
the RSH, are the: 

• Second ISTC at Lymington Hospital. This will carry out some of the activity 
currently provided by SUHT at the RSH and SGH, allowing patients from the 
New Forest to choose to be treated much closer to home. 

• Diagnostic ISTC. This will provide additional diagnostic capacity locally to be 
accessed directly by GPs. 

• SW Hants LIFT scheme. This will provide a new Adult Mental Health Unit, to 
replace the existing, outmoded, Department of Psychiatry building at the 
RSH. 
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4 Current Situation 

4.1 Southampton University Hospitals NHS Trust  

4.1.1 SUHT is the 8th largest acute trust in England and operates across four sites in 
Southampton.  

4.1.2 The Trust provides a general hospital service to 500,000 people of Southampton 
and South West Hampshire.  

4.1.3 SUHT also provides specialist services to more that 3 million people in Central 
Southern England and the Channel Islands. 

4.1.4 The Trust is one of the largest in the UK and patient volumes are expected to 
grow further as the local catchment population grows.   

4.1.5 SUHT is a large and complex organisation that employs around 7,000 people and 
spends in excess of £350 million on treating one million patients each year. 

4.1.6 The Trust delivers some of the highest quality clinical outcomes in the UK; and 
has fulfilled the key government promises of seeing all patients referred for the 
first time to a consultant within 13 weeks, treating patients within 6 months and 
seeing, treating and either admitting or discharging people who attend A&E within 
four hours.  

 
4.2 Current Service Locations 

4.2.1 The services of the Trust are provided from the following sites: 

a) Southampton General Hospital 

This is located slightly north of the city centre in a densely populated area of 
the city.  It has 1,000 acute beds, and the vast majority of acute care is 
delivered on this site.  It provides the main A&E and trauma, orthopaedic, 
cardiac, neurosciences, paediatrics, surgery, obstetrics and medicine 
together with the elective work for each of these specialties. Acute Cancer 
wards as well as speciality intensive treatment units for Neurosciences and 
Cardiac are also housed on the SGH site. 

b) Princess Anne Hospital (PAH) 

The PAH is adjacent to, but separated from the SGH site, by a public road. 
PAH provides Obstetrics and Gynaecological services.  It has 125 beds / cots 
and also houses the neonatal intensive care unit.  Community midwifery 
services are also provided from this site covering the city of Southampton and 
further afield. 

c) Royal South Hants Hospital (RSH) 

Centrally located within the centre of Southampton, the RSH has 26 elective 
day surgical beds and theatre space managed by SUHT as well as being the 
main surgical, medicine and cancer outpatient centre for the Trust.  As noted 
above, the Hampshire Partnership Trust and SCPCT also provide a number 
of services at or from this site.   

d) Countess Mountbatten House (CMH) 

CMH is on the western fringes of Southampton in the grounds of Moorgreen 
Hospital.  CMH provides an acute specialist palliative care service to all of 
Southampton, Fareham and Gosport, Eastleigh and Test Valley, and part of 
the New Forest.  It has 25 in-patient beds, a team of Community Palliative 
Care CNSs and an education centre. 
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4.2.2 The location of the acute (SGH and RSH) sites is shown on the following map. 

Table 3 SUHT acute sites 

 
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.3 Southampton Healthcare 

4.3.1 Three NHS organisations currently provide healthcare to the population of 
Southampton.  All operate some services at the RSH site.  The organisations are:    

•  SUHT; 

•  SCPCT – serving a population of approximately 217,000 people; and 

•  Hampshire Partnership NHS Trust – providing specialist mental health and 
learning disability service across Hampshire. 

 
 
4.4 Trust Services and Activity Affected by this Project 

4.4.1 In order to assess the activity that is affected by this project, individual services 
currently provided – or which might in future be provided - by SUHT at the RSH 
site were reviewed.   

4.4.2 The detailed results of this Service Review are presented in Appendix C, 
including details of the current and future status of each service, in terms of 
management and location.  This shows which services currently run by SUHT at 
the RSH will remain on that site, and which organisation will manage them in 
future.  It also shows which services will transfer from the RSH to SGH/PAH.   

4.4.3 As the Service Review has been developed, and in the context of the plans to 
place an ISTC on level C of the RSH site, the proposals for the SUHT services on 
the RSH site have been shared and discussed with both internal stakeholders at 
SUHT and SCPCT.   

4.4.4 In many cases, early agreement was reached about the proposed future 
configuration.  In other cases, a detailed analysis of the activity involved in the 
relevant service and the commissioning PCTs was needed. 

4.4.5 The proposals shown in this case have been agreed by both SCPCT and SUHT.   
A small number of issues have been identified as requiring further work, these are 
identified in the Service Review.   
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4.4.6 On a more detailed level, the activity within the RSH services that will be affected 
by this project has been identified and assessed.   

4.4.7 The assessment process is depicted in the following diagram. 

Table 4 Activity assessment process 

 
4.4.8 This shows that of the SUHT activity currently carried out at the RSH, some: 

• Remain at the RSH site, under SUHT management  

• Transfer to the management of SCPCT 

• Transfer to one or other of the two planned ISTCs 

• Move to the SGH/PAH site 

• May move to peripheral clinics  

4.4.9 The activity moving to SGH/PAH has been reviewed in order to ensure that rather 
than simply duplicating current practices, service models will provide modern, 
effective and efficient care for patients.   

4.4.10 At present, approximately 9,300 elective admissions and 150,000 outpatient 
attendances take place each year at the RSH.  The activity projections are shown 
in detail in Appendix D. 

4.4.11 The activity picture is complex because of the changes to the services on site 
noted earlier in this case. 

4.4.12 It is clear, however, that the scale of activity to be considered in this process is 
significant.   
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4.4.13 Following the process outlined above, the following activity changes have been 
identified:   

Table 5 Activity Summary 

 Daycases  Inpatient  New OP Follow Up OP 

Current RSH  7,772 1328 45,156 101,124 

ISTCs 3,617 556 6,394 5,830 

To transfer to SGH/PAH 4,155 772 38,672 89,233 

To transfer from SGH to ISTCs  4,475 849 1,856 1,670 

 
N.B. follow up totals do not match because of changes in ratios  

 
 
4.5 Options for Service Transfers 

4.5.1 The options for transferring the services and activity identified above to the 
SGH/PAH site are necessarily linked to the plans to develop an ISTC on Level C 
of the RSH site.   

4.5.2 The timescales for the implementation of the ISTC require that Level C be 
vacated before the end of March 2007 for most services, and by the end of June 
2007 for Breast Imaging.   

4.5.3 Accordingly, this case focuses on the options specifically for the relocation of 
SUHT services currently on Level C, with a broader overview of the other Trust 
services at the RSH.  This has limited the options that need to be appraised.   

4.5.4 The Trust has sought to ensure that the early vacation of Level C does not 
adversely impact on the attainment of a robust medium term plan for the 
successful relocation of services.   

4.5.5 The vacation of Level C has, therefore, been seen as the first stage in the 
development of the RSH Exit Strategy, the subject of this FBC.   

4.5.6 SUHT services currently located on Level C are:   

•  Breast Imaging and Screening 

•  Inpatient and Day Surgery  

•  Non-invasive Cardiology  

•  GUM  

•  Orthopaedic and Surgical Pre-op Assessment 

•  Nutrition and Dietetics 

•  Dermatology consultants and secretaries  

•  Medical Clinic Preparation 

4.5.7 The early discussions referred to above between SCPCT and SUHT identified 
that the GUM service should remain at the RSH site and transfer to the 
management of SCPCT.   
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4.5.8 Plans for the transfer of Cardiology services into the East Wing Cardiac Centre 
with the completion of the North Wing Cardiac Revascularisation Development at 
SGH were already in discussion.  This transfer has been accelerated so that it will 
take place before the end of February 2007, but with some capital works to 
ensure that the transfer can take place in the required timescale.   

4.5.9 Plans for the transfer of pre-operative assessments to the SGH site are also 
already in place.     

4.5.10 The vacation of the Inpatient and Day Surgery area of Level C presented specific 
challenges, given the need to continue to provide surgical and day treatment 
services in accordance with the current LDP and national targets.   

4.5.11 Accordingly, a separate Theatre Capacity and Continuity Plan has been 
developed to address this issue, and to ensure that the Trust meets its 
commitments.  Whilst this is a discrete issue it is further described in this FBC . 
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5 Option Appraisal 

5.1 Service Strategy Scenarios 

5.1.1 To assist with the deliverability of the business case, the consequential 
implementation of the RSH Service Strategy and therefore the Level C vacation, 
service strategy scenarios and delivery options for the achievement of the 
scheme objectives were restricted from the outset to those deemed likely to be 
achieved in the timescale required. 

5.1.2 This meant that some scenarios and options, which would otherwise have been 
at least considered at a long-listing stage, were discarded from the outset and 
options were developed as a shortlist.   

5.1.3 The Theatre Capacity and Continuity Plan was the subject of a separate process 
from other services, as they presented specific challenges for the Trust during the 
implementation phase of the ISTC.  This plan is detailed as a discrete 
component. 

5.1.4 All the options considered take account of changes in service configurations that 
are already planned or could be accelerated to assist in the transfer of services 
from Level C.  These include reconfigurations supporting the Trust’s FRP, and 
consist of the: 

a) Transfer of pre-operation assessment clinics from the RSH, and their 
integration with clinics at the SGH 

b) Transfer of surgical clinical preparation from RSH Level C, and integration 
with trauma clinical preparation at RSH Level D 

c) The transfer of inpatient and breast day surgery from the RSH to the 
SGH/PAH 

d) The transfer of breast outpatients from the RSH, and their integration with 
women’s outpatients at PAH 

5.1.5 Following these changes, the sequenced service strategy scenarios are: 

a) Do Nothing.  This is included as a baseline for comparison.  In the revenue 
costings for this business case this has been taken one stage further, in 
assessing the impact of transferring the RSH site to SCPCT without making 
any service changes.   

b) Do Minimum.  This incorporates the changes necessary to vacate Level C at 
the RSH whilst not destabilising the delivery of services provided by SUHT 
both before and after any relevant service transfers to SCPCT.  Options for 
achieving this have been appraised and are detailed later in this chapter. 

c) RSH Exit Strategy. The SUHT plan for exiting the site. Two viable options 
were identified: 

o  Health Plan for Greater Southampton.  This identifies the changes 
that will best fit the overall delivery of the agreed strategic vision for 
the area, the HPGS.  Under this option, SUHT would continue to 
provide some of its services from the RSH site through the use of 
facilities there which would, by then, be owned by SCPCT. 

o Do Maximum.  This option would transfer all SUHT services off the 
RSH site, leaving only those services run by other organisations at 
the RSH.  The only exceptions to this would be where SUHT 
provides services to the PCT on an SLA basis, such as outreach 
pharmacy or diagnostic imaging.   
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5.2 Sequencing and phasing of scenarios 

5.2.1 In order to assist in the process of understanding and evaluating the options 
identified, the RSH Service Strategy has been identified through a series of 
discrete phases. 

5.2.2 The planned service configuration changes, the Do Nothing scenario, are thus 
Phase 0 of the RSH Service Strategy.   

5.2.3 Phase 1 of the RSH Service Strategy is the Do Minimum scenario.  This includes 
the removal of all services and staff occupying Level C at the RSH. This phase 
has been worked through in detail as it is a pre-requisite for the development for 
the ISTC and thus a priority for both implementation and funding. 

5.2.4 The final scenario achieves Phase 2 of the RSH Service Strategy. The two 
previously described options offer alternative ways to deliver this.  This could be 
done either through a process leaving some Trust services on the RSH site in 
space leased from SCPCT; or through a more comprehensive relocation of 
services that would vacate the site almost completely. In this FBC, these options 
have been identified and broadly assessed.  

 
 
5.3 Option Appraisal Panel 

5.3.1 The option appraisal panel met on 5th September to formally appraise the 
scenarios and options. 

5.3.2 The panel consisted of: 

• Les Judd, Southampton Logistics Group chair / HPGS director 

•  James Rimmer, Senior Finance Planning Manager, SCPCT 

•  Sandra Attrill, ISTC Project Manager, SCPCT 

• Fiona Dalton, Director of Strategy, SUHT 

•  Keith Dowell, Director of Estates and Capital Projects, SUHT 

•  William Pate, Division 1 (Surgery), SUHT  

•  Sarah Wright, Project Accountant, SUHT 

• Rob Elek, PFI Director and RSH Service Strategy Project Director, SUHT 

5.3.3 The panel considered that it had a range of appropriate membership.  (The SHA 
was invited to attend but was unable to do so). 

5.3.4 The option appraisal process was facilitated by Lynda Atkins (external 
consultant).   

 
5.4 Level C Content 

5.4.1 The following SUHT services on Level C are required to be reprovided: 

•  Operating Theatres and associated activity 

•  Nutrition and dietetics 

•  GUM (service to be transferred to SCPCT) 

•  Breast Imaging and Breast Screening 

•  Non-invasive Cardiology 
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•  Surgical Pre-assessment  

•  Medical and Surgical offices, Clinic Preparation services and other support 

5.4.2 In addition, the SCPCT and Southampton City Social Services Central 
Rehabilitation team is based on Level C.   

 
 
5.5 GUM option appraisal 

5.5.1 SCPCT will be responsible for the management of the GUM service; therefore the 
PCT undertook an option appraisal exercise. This is detailed in the SCPCT 
Business Case for the Clearance of Level C, which is presented in Appendix F. 

5.5.2 The PCT appraisal resulted in a preferred option that transferred GUM from RSH 
Level C to Level B, the main outpatient level. 

5.5.3 This preferred option therefore results in a requirement for SUHT to release 
sufficient space on Level B to accommodate the reprovision of GUM. 

 
5.6 Provision of GUM space option appraisal 

5.6.1 A range of options for releasing sufficient outpatient accommodation from Level B 
was considered; a summary of the main options and the appraisal conclusions 
are presented below. 

5.6.2 Level B contains the majority of outpatient activity. SUHT provides clinics for a 
range of its services arranged in service ‘blocks’. The feasibility of moving an 
entire ‘block’ was considered and rejected as follows: 

•  Trauma and Orthopaedics – the high cost of moving the entire service (to free 
up sufficient space), when a significant proportion will then be removed just 
months later to the ISTC, and also the requirement to reprovide imaging 
facilities at the SGH site to support outpatient orthopaedics.   

•  Medicine – it would be necessary to move all of the medical outpatient work 
to free up enough space for GUM, but some elements of the service will be 
transferred to SCPCT from April and would thus have to move back to the 
RSH subsequently.  

•  Surgery - it would be necessary to move all of the surgical outpatient work to 
free up enough space for GUM, but significant elements of the service will be 
transferred to the ISTC from next summer and space would thus have been 
created for them unnecessarily.   

•  Oncology – oncology clinics will be moving in any event into phase 2B of the 
Cancer Centre, so this would mean the Trust moving them twice.   

•  Radiology – there would be an extremely high cost to moving the Radiology 
service from Level B, and it would not be possible to support the remaining 
outpatient clinics at the RSH from the services left if enough space was 
released for GUM 

5.6.3 A range of further options was therefore considered, including transferring various 
combinations of outpatient services.  An analysis of these options is presented in 
Appendix O. 

5.6.4 The conclusion of this appraisal was that that the most clinically and functionally 
appropriate combination of outpatient services to move from RSH Level B was 
Medical and Surgical Gastro-intestinal (GI) clinics. 
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5.6.5 The transfer of the GI clinics results in an associated requirement to reprovide 
some endoscopy activity. This requirement has been tested and validated 
through service and commissioner discussions. 

5.6.6 The SGH endoscopy service has no spare capacity, is located in environmentally 
unsuitable accommodation, and its decontamination facilities do not comply with 
current regulations.  This service is currently one of the Trust’s most significant  
clinical risks. 

5.6.7 The necessity to transfer some RSH endoscopy activity to the SGH therefore 
results in a obligatory requirement to provide both additional capacity and to 
reprovide the existing SGH facilities within appropriate and compliant 
accommodation. 

5.6.8 The creation of a new SGH endoscopy and decontamination suite is therefore 
driven by the requirement to release sufficient RSH Level B space for GUM; 
however the financial consequences of the new suite are clearly not entirely 
attributable to the overall objective of clearing RSH Level C. 

5.6.9 As the reprovision of the current SGH endoscopy unit is a strategic priority within 
the HPGS, the PCT and SHA have agreed that it is appropriate for the Trust to 
utilise the opportunity offered by the RSH Service Strategy to resolve this key 
clinical risk. 

5.6.10 The transfer of GI and endoscopy enable the Trust to develop a world-class 
centre of excellence for GI services at SGH by integrating outpatient, daycase, 
and inpatient functions and developing new models of care. This new facility will 
provide an innovative and flexible, patient-centred environment. 

5.6.11 The linking of the GI outpatient clinics with endoscopy will ensure that the 
potential to further develop one-stop clinics, which promote new models of 
service, with patients making fewer visits to hospital for combined appointments 
will not be lost.  This is in accordance with the principle agreed with the SHA that 
the quality of existing clinical services would not be reduced.  

5.6.12 In summary, the transfer of GI services represents the least worst option for 
enabling the GUM reprovision; it delivers significant benefits, is supported 
clinically and enables the HPGS. 

5.6.13 The risks around programme deliverability and in progressing options that were 
not clinically supported include: not delivering the theatre continuity plan, failing to 
revise theatre and outpatient schedules, and would lead to insufficient Level B 
space vacated, and performance issues. 

 
5.7 Breast Imaging options 

5.7.1 In order to vacate Level C, the Breast Imaging Unit will also need to be relocated. 

5.7.2 This service occupies accommodation that has only recently been refurbished to 
a very high standard. 

5.7.3 The unit provides a range of specialist services and is closely linked to breast 
outpatients and surgery, and to subsequent oncology services. 

5.7.4 A range of options for location of the unit was considered; however following the 
transfer of breast surgery and outpatients to PAH, and the lack of a suitable 
alternative, the only feasible option identified was to transfer this to the PAH site. 

5.7.5 This option has the benefit that the unit would form part of a women’s services 
facility to be developed and integrated with the existing services already on site in 
line with the 2020 Vision.      
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5.8 Do Minimum (Phase 1) Option Short-listing   

5.8.1 Two stages of option appraisal have been applied to this case.  For the Phase 1 
move of services from Level C, a formal appraisal process has been followed for 
the non-financial aspects of each option.  For the SCPCT services involved, this 
is detailed in the PCT Business Case for the Clearance of Level C, in Appendix F.   

5.8.2 A formal option appraisal scoring process was undertaken for SUHT services, in 
accordance with the Capital Investment Manual (CIM) this was carried out to 
assess the options identified. 

5.8.3 The key services included within each option were:   

5.8.4 Option 1: 

•  GUM to Level A RSH 

•  Central Rehab to Level A RSH  

•  Medical Prep to Nursling 

•  Breast Imaging to Level E at PAH 

 
5.8.5 Option 2: 

• GUM to Level D RSH 

• Central Rehab to Level B RSH  

• Medical Prep to Level A RSH  

• Breast Imaging to Level E PAH  

• All Endoscopy to SGH  

• Surgical OPD to SGH 

 
5.8.6 Option 3: 

• GUM to RSH Level B 

• Central Rehab to Level A 

• Medical Prep to Level A RSH  

• Breast Imaging to Level E at PAH 

• Some surgical and medical OPD from Level B to SGH West Wing 

• SUHT Endoscopy to SGH 

 
5.8.7 Option 4:   

• GUM to RSH Level B 

• Central Rehab to Level A RSH  

• Medical Prep to Level D RSH  

• Breast Imaging to Level E at PAH 

• GI OPD from Level B to SGH West Wing – combined with Endoscopy area  

• SUHT Endoscopy to SGH 
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5.8.8 Option 5: 

• GUM to RSH Level B 

• Central Rehab to Level A RSH 

• Medical Prep to Level D RSH  

• Breast Imaging to Level E at PAH 

• GI OPD from Level B to SGH West Wing 

• SUHT Endoscopy to SGH – within medical/surgical GI areas  

 
5.8.9 The 5 options were considered by the Appraisal Panel: 

a) Option 2 was discarded as it was deemed to create a number of service 
dislocations that would result in unacceptable standards of care and would be 
very expensive.   

In particular, the conversion of the Endoscopy area on Level D to 
accommodate GUM would be inappropriately expensive as it would mean 
converting clinical areas to consultation space and then creating further 
clinical areas at SGH, while moving procedures for pain, dermatology and 
community dental services off the RSH site and thus splitting them from the 
relevant main service.  

b) Option 4 was also discarded, as it was only slightly different from Option 5 
and the costs were similar. As Option 5 arose from discussions with relevant 
clinical services about the implementation of Option 4, and a clear clinical 
preference had been expressed for the configuration of outpatient and 
Endoscopy areas in Option 5, it was agreed that it would be pointless to 
appraise both options.   

c) Options 1, 3 and 5 were therefore short-listed. 

 
   
5.9 Do Minimum (Phase 1) Option Appraisal   

5.9.1 Options 1, 3 and 5 were then assessed against the following criteria, which were 
derived from those agreed with the Southampton Logistics Group and SCPCT as 
key to the success of this project. 

5.9.2 The criteria stated that each option should: 

•  Deliver its target in releasing Level C by the end of March 2007 (except 
Breast imaging which will need to move by the end of June 2007) 

• Maintain or ideally improve the quality of patient care within a VFM solution  

•  Be fully aligned with the Health Plan for Greater Southampton, the SCPCT 
Strategic Service Delivery Plan and the SUHT 2020 Vision and act as an 
enabling scheme for subsequent components. 

•  Minimise service relocations and ideally services should move only once. 

•  Ensure the continued functioning of operational hospital sites;  

•  Each phase and 'package' of capital work should be self-contained, requiring 
no additional works should strategies or priorities change. 

•  Maximise the environmental benefit for patients, carers and staff; 
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5.9.3 The Appraisal Panel considered the criteria and identified weights for each to 
ensure that the relative importance of each criterion was reflected in the scoring 
process.  The weights identified are shown in the following table. 

Table 6 Criteria and Weighting 

 

   
 
5.9.4 The results of the option appraisal (out of a maximum of 1,000) were: 

• Option 1  410 

• Option 3  525 

• Option 5  720 

5.9.5 The detailed results of the option scoring process are presented in Appendix G. 

5.9.6 These show that Option 5 best met the identified criteria, scoring a total of 720 
points, and was therefore the preferred option.  

5.9.7 Key factors in the scoring process were: 

a) Option 1 

This option would require significant work on both Level A and Level B of the 
RSH site, as elements of both the catering and some operational areas on 
Level A would need to be moved to accommodate GUM. 

It would also leave no further flexibility for the use of space on Level A, thus 
constraining the potential further development of a community hospital. 

Access to GUM would be sub-optimal. 

The option would not contribute to the implementation of the HPGS and 
would not appreciably improve the patient environment. 

 Criterion Weight 

1 Deliver its target in releasing Level C by the end of March 
(except Breast imaging end of June)  

25 

2 Maintain or ideally improve the quality of patient care within a 
VFM solution  

25 

3 Be fully aligned with the Health Plan for Greater 
Southampton, the SCPCT Strategic Service Delivery Plan 
and the SUHT 2020 Vision and act as an enabling scheme 
for subsequent components.  

20 

4 Minimise service relocations and ideally services should 
move only once.  

5 

5 Ensure the continued functioning of operational hospital sites.  10 

6 Each phase and 'package' of capital work should be self-
contained, requiring no additional works should strategies or 
priorities change.  

5 

7 Maximise the environmental benefit for patients, carers and 
staff.  

10 
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The move of Clinical Preparation to Nursling would be doubtful in VFM terms. 

The implications of changes to the catering area would include significant 
changes to engineering plant, which would introduce major risks both for the 
overall project timetable and for patient services on the RSH site during the 
construction period.   

The option does, however, ensure that only single service moves are required 
and it restricts major construction work to the RSH and PAH sites.    

  

b) Option 3 

This option would have a much more limited impact on catering, and would 
result in a better location for GUM with appropriate access arrangements. 

 Office moves would be simplified, with significantly less disruption to Level A 
services, most of which would remain where they are with no changes.  This 
would, in turn, retain greater flexibility for the site to become a community 
hospital and thus contribute to both the HPGS and the PCT vision for the 
future.   

GI outpatients would move to a single location on Level F of the SGH site, 
which would introduce some inflexibility and would necessitate the location of 
outpatient services in a predominantly inpatient area.  It would, however, 
create a single integrated GI/Endoscopy service that would again contribute 
to the HPGS.   

Refurbishment and other construction work under this option would be on 3 
sites – RSH, SGH and PAH – but would not require major changes to 
engineering plant.  

It would, therefore, be less risky in terms of timescale than Option 1.  A larger 
number of services would move, but the overall environment would be 
improved for more services.   

 
c) Option 5 

This option allows an earlier move of GI outpatients, and is less complex to 
achieve on the SGH site because the areas to be refurbished are smaller and 
closer now to their eventual configuration. 

It is, therefore, less risky in terms of achieving the required timescale for 
completion.   

It shares some advantages with Option 3, but is better in terms of providing 
GI outpatient areas adjacent to but not within existing inpatient facilities, and 
linking these into the relevant surgical and medical clinical areas.  This 
horizontal integration for medicine and surgery is complemented by vertical 
integration of GI/Endoscopy services within the West Wing at SGH, thus 
providing a better environment for patient care.  The co-location of services in 
this configuration will also make them easier and more flexible to manage.    

As for Option 3, this option does entail more service moves than Option 1.   
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5.10 Cost Benefit Analysis 

5.10.1 Outline capital costs for the 3 short-listed options were assessed as follows: 

• Option 1  £7.064m 

•  Option 3  £7.207m 

•  Option 5  £7.117m 

5.10.2 A 12% planning contingency has been applied in accordance with Optimism Bias 
guidance, and is included in the above costs. 

5.10.3 This is at the upper end of the range for an FBC, which reflects the speed at 
which this case has had to be developed and the decision to proceed directly to 
FBC without an initial OBC.   

5.10.4 In each case, a total of £0.961m (including planning contingency) has already 
been committed for enabling works at PAH to support the move of breast 
imaging.   

5.10.5 The non-financial option scores for each option were compared with the above 
capital costs to derive a benefit per £m spent. 

5.10.6 The results of the cost benefit analysis are as follows: 

• Option 1  58 benefit points per £m spent 

•  Option 3  73 benefit points per £m spent 

•  Option 5  101 benefit points per £m spent 

5.10.7 These comparisons showed that Option 5 achieved considerably more in terms of 
benefit for the money spent than either of the other options.   

5.10.8 The cost benefit analysis reaffirmed the selection of Option 5 as the preferred 
option. 

 
 
5.11 Sensitivity Analysis 

5.11.1 In order to ensure that the option appraisal was not skewed by the weights 
allocated, the results were subjected to a sensitivity analysis process.  The results 
of this analysis are included in Appendix G.   

5.11.2 The weights awarded to the highest and lowest scoring criteria were reversed, so 
that the criteria weighted 25 were adjusted to 5, and those weighted 5 became 
25. 

5.11.3 The resulting scores were: 

• Option 1  530 

•  Option 3  505 

•  Option 5  640 

5.11.4 This shows that Option 5 would be preferred even if a radically different view of 
the relative importance of the criteria were taken.  Options 1 and 3 would become 
similar in terms of the overall benefits delivered.   

5.11.5 The sensitivity analysis on cost shows that even if costs for Option 1 reduced by 
25% and those for Option 5 increased by 25%, Option 5 would remain the 
preferred option in terms of value for money. 
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5.11.6 The switch point where the options become equally cost effective in terms of the 
benefit achieved is a 45% change in the costs – Option 1 is 45% cheaper and 
Option 5 is 45% more expensive. 

5.11.7 The same comparison between Option 3 and Option 5 would require a switch of 
just over 15% in costs before Option 3 became more cost effective.   

5.11.8 The sensitivity analysis reaffirmed the selection of Option 5 as the preferred 
option. 

 
 
5.12 RSH Exit Strategy -  Phase 2 Option Appraisal 

5.12.1 Two options were developed for the Phase 2 OBC option appraisal. 

a) HPGS option 

The first option will achieve the implementation of the HPGS.  This option will 
ensure that in vacating the RSH site and transferring ownership to SCPCT 
the delivery of services is reconfigured in a way that meets the aims of the 
Plan, but does leave some SUHT services at the RSH.  

The services remaining at RSH would be accommodated under rental 
agreements such as those that exist currently between SUHT and SCPCT for 
PCT occupied space at the site.  

The following services would remain at the RSH site: 

o  Audiology/ ENT outpatients   

o  Cancer / Chronic Pain outpatients (to be supported jointly at RSH, 
then Cancer outpatients to transfer to SGH when Cancer Care 
Phase 2B is completed) 

o  Interface outpatient clinics  

o  Dermatology 

o  Diabetes Resource Centre 

o Elderly care outpatients 

o  Direct Access Therapy services 

o  Some diagnostic imaging 

o  Support pharmacy services 

The following services would transfer to SGH / PAH: 

o  Specialist outpatients – some to existing departments, some to a 
specialist area created within SGH / PAH 

o  Diagnostic activity supporting specialist outpatients.  This might 
include MRI and/or CT scanners and as a minimum would require 
additional ‘docking’ facilities for mobile equipment.  

This option would require capital investment at SGH / PAH to accommodate 
the transferring outpatient work which cannot be merged into existing 
departments.  Some additional general imaging and ultrasound capacity may 
be required,. 

The indicative capital costs for this option are in the range of £6-9m, 
dependant on the final configuration of radiology and support services. This 
excludes site infrastructure costs. 
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b) Do Maximum option 

This option would remove all SUHT activity from the RSH site. 

As well as the changes in the HPGS option, this would include: 

o  Audiology/ ENT outpatients  

o Dermatology outpatients 

o  Cancer outpatients  

o  Non-specialist outpatients 

o  All diagnostic imaging 

o  All pharmacy services 

This option would require more extensive building at the PAH site in 
particular, to accommodate the wider range of activity.  

The indicative capital costs for this option are in the range of £12-15m, 
dependant on the final quantum of new build accommodation required. This 
also excludes site infrastructure costs that would be considerably higher than 
those for the HPGS option. 

 
 
5.12.2 For Phase 2, the generally accepted process of scoring each option against 

weighted criteria was not possible in the time available as the options could not 
be developed in sufficient detail and, in any event, the SHA (through the 
Southampton Logistics Group) had identified that a further FBC will be required to 
secure funding for either option. 

5.12.3 It is, therefore, at that stage that a formal option appraisal will be carried out. 

5.12.4 As a proxy for that process, the short-listed options were discussed as they were 
developed with:   

a) Stakeholders within the Trust  

b)  PCT representatives  

c) Members of the Southampton Logistics Group engaged in the process of 
establishing the two ISTCs.   

5.12.5 Taking the views expressed into account, the options were assessed by the 
Project Board, (extended Trust Management Board) at its meeting on 16th August 
and a formal decision to identify the HPGS option as the likely preferred option 
was made.   

5.12.6 The options were also discussed by the Appraisal Panel during the formal option 
appraisal and the HPGS option was again agreed to be preferred. 

5.12.7 The selection of the HPGS option as the preferred option is subject to review 
through a formal option appraisal process in a subsequent FBC.   

5.12.8 The actual capital costs for the Phase 2 options will depend on a range of factors, 
several of which cannot be accurately assessed at present.  These include the 
final impact of the transfer of activity to the ISTC, the decision on the location of 
new or refurbished facilities within the SGH and PAH sites and the impact of the 
other strategic processes underway in the Trust identified earlier in this business 
case.   
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6 Theatre Capacity and Continuity Plan 

6.1 Background 

6.1.1 While the options for the vacation of Level C were being developed, significant 
work was also carried out on the need for operating theatres to replace the 
theatres and treatment room at the RSH, which are also on Level C.  

6.1.2 This was to inform the decision about which would be the best option regarding 
theatres capacity and continuity.  

6.1.3 There are 2 phases to this process: 

a) While the ISTC theatres are being constructed on Level C, when the Trust will 
need to continue to carry out the existing workload from the RSH and 
subsequently 

b) When the activity identified at Appendix D will have been transferred and the 
number of procedures carried out by the Trust reduced accordingly.  

This will be balanced by the increase in the volume of tertiary work that the 
HPGS identifies that the Trust will gain, so the overall need for operating 
theatres will not be reduced as much as might be envisaged.  

6.1.4 These issues were described in the Theatre Capacity and Continuity Plan 
produced by the Trust that was presented to the Project Board and the 
Southampton Logistics Group.  

 
 
6.2 Introduction 

6.2.1 The Theatre Capacity and Continuity Plan identified that there are 4 theatres and 
1 treatment room, located on RSH Level C, providing a mixture of local and 
specialist day and inpatient (23 hour) surgery. 

6.2.2 The Southampton ISTC provider wishes to refurbish Level C, SUHT must 
therefore vacate this area by March 2007. 

6.2.3 The Level C refurbishment will take between 7-9 months.  SUHT must therefore 
continue to provide the contracted surgical activity in another location, whilst the 
ISTC provider refurbishes Level C, until at least October 2007; with contingencies 
in place should the refurbishment take longer.   

6.2.4 The Southampton ISTC surgical activity transferring from SUHT consists of a 
mixture of work, with approximately 50% currently undertaken at the RSH and the 
remainder at SGH / PAH. 

6.2.5 The Lymington ISTC will become operational in April 2007. The surgical activity 
transferring from SUHT to this ISTC is predominantly Ophthalmology, with some 
Orthopaedics; of this activity, 31% is already at Lymington, 16% is at the RSH 
and the remaining 53% is at SGH / PAH.   

 
 
6.3 Service Background 

6.3.1 The surgical activity at RSH is viable in terms of critical mass and appropriate in 
terms of medical and anaesthetic cover; however the impact of split site working 
leads to increased staff costs. 

6.3.2 Withdrawal of elements of RSH surgical workloads could quickly result in 
sustainability issues in terms of critical mass, staff cover and affordability. 
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6.3.3 The 3 PAH theatres are under-utilised, analysis has shown there to be some 
unused capacity.   

6.3.4 The SGH theatres are better utilised from a sessional context; however there is 
some scope to better use theatre time within allocated sessions.   

6.3.5 SUHT is already proactively improving utilisation as part of its modernisation 
plans; however much of the released capacity is being used to cope with 
increasing workload and increasing complexity; i.e. the growth in specialist work. 
For example, the centralisation of Upper GI (cancers) and increased activity to 
deliver reduced access times.   

6.3.6 There are already significant service risks with SGH theatres in terms of both 
capacity and environmental standards.   

6.3.7 Recently one of the ageing SGH theatres failed and the consequential emergency 
rescheduling resulted in surgical cancellations, as there was insufficient capacity 
to absorb the workload.  All the central theatres remain at risk of continued failure.   

6.3.8 The SGH theatres do not meet current guidance and the Trust strategic planning 
requires them to be refurbished and modernised on a phased basis over a 2-3 
year timeframe.   

 
 
6.4 Impact of ISTCs 

6.4.1 The surgical activity transferring to the ISTC from each SUHT site has been 
calculated by HRG specific analysis of current workload location mapped to the 
proposed ISTC workloads. This is shown at Appendix D.   

6.4.2 Activity has been translated into theatre sessions per week by assuming a directly 
proportionate requirement for transferring activity from the RSH, and a 3:1 
proportion for SGH / PAH activity; i.e. 100% loss of RSH surgical activity equates 
to 100% of the theatre sessions, 100% loss of SGH surgical activity equates to 
33% of the theatre sessions.  

6.4.3 This difference in theatre throughput is due to the nature of SGH / PAH workloads 
for services split across both sites; i.e. majority of complex workloads with much 
longer average case lengths; whilst RSH workloads are predominately short and 
less complex.   

6.4.4 The impact of the workloads transferring to each ISTC is shown in the following 
sections.   

a) Southampton ISTC 

Table 7 Southampton ISTC workload transfer 

Specialty RSH 
Sessions 

SGH / PAH 
Sessions 

Total 
Sessions 

Breast 1.0 0 1.0 

ENT 0 0.9 0.9 

General Surgery 4.0 0.2 4.2 

Gynaecology 0 0.7 0.7 

Oral Surgery (NB dental chairs) 2.0 0.9 2.9 

T&O 7.8 1.5 9.3 

Urology 2.8 0.2 3.0 

Vascular 1.1 0.1 1.2 

Total 18.7 4.5 23.2 
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The overall impact of the Southampton ISTC is therefore broadly equivalent 
to a loss of approximately 2.3 theatres worth of activity, with 1.8 theatres lost 
from the RSH and 0.5 from the SGH / PAH sites.   

 
b) Lymington 

Table 8 Southampton ISTC workload transfer 

Specialty RSH 
Sessions 

SGH / PAH 
Sessions 

Total 
Sessions 

Ophthalmology 0 1.8 1.8 

T&O 2.5 0.5 3.0 

Total 2.5 2.3 4.8 

 
The overall impact of the Lymington ISTC is therefore broadly equivalent to a loss 
of 0.5 theatres worth of activity, equally split across the RSH and SGH sites.   

 
 
6.5 Current RSH Theatre Position 

 
6.5.1 The surgical activity currently provided at the RSH is shown below. 

6.5.2 Activity is annualised last 6 months of 04/05 and first 6 months of 05/06. Theatre 
sessions are weekly lists.   

Table 9 Current RSH Surgical Activity  

  
Specialty Daycase Inpatient Total 

 
Theatre 

Sessions 

General Surgery 1776 360 2136 8 

Endoscopy 0 8 8  

Breast Surgery 180 228 408 4 

Vascular Surgery 252 8 260 2 

Urology 3980 360 4340 8 

T&O 980 248 1228 12 

ENT (in outpatients) 60 0 60  

Ophthalmology 0 0 0  

Oral Surgery 264 0 264 2 

Total 7492 1212 8704 36 

 
 
6.5.3 The overall capacity requirement for the current RSH theatre activity is 

approximately 3.5 theatres. The treatment room activity is approximately 
equivalent to a further 0.5 theatres. 

6.5.4 Therefore the net requirement for additional theatre capacity to be delivered at 
SGH / PAH following the vacation of the RSH theatres and the loss of the 
Lymington ISTC workload is approximately 3.5 theatres. 

6.5.5 The final net theatre requirement on the following loss of the Southampton ISTC 
workload is approximately 1.2 theatres.   
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6.6 Theatre Capacity Solution 

SGH / PAH capacity 

6.6.1 There are currently 21.6 theatres (excluding cardiac and obstetrics) available at 
the SGH / PAH sites.  

6.6.2 Consolidation of current workloads could free one theatre, with utilisation 
improvements and extending days freeing an additional theatre's worth of 
capacity.   

 
Component A – Existing Capacity 

6.6.3 The first component of the plan involves the transfer of all inpatient / 23 hour (also 
including breast day surgery) activity currently undertaken at the RSH into the 2 
SGH / PAH theatres, made available as described above.  

6.6.4 This would result in 2 theatres worth of day surgery remaining at the RSH. This 
activity is sustainable in the short-term but would not be viable in the longer-term.   

6.6.5 A recovery team would remain at the RSH, with a recovery / ward team 
transferring to the SGH / PAH.   

6.6.6 The transfer of the inpatient activity would require changes to job plans, 
rescheduling and resource changes across all the theatre suites. 

6.6.7 The transfer would enable the closure of the over-night RSH surgical ward, 
delivering FRP savings. 

6.6.8 The transfer would facilitate the later transfer of all theatre activity from the RSH, 
and could be achieved with minimal investment as part of SUHT’s overall 
modernisation programme. 

6.6.9 However the inpatient transfer already planned will utilise all available SGH / PAH 
theatre capacity.   

6.6.10 This first component would therefore be contained within Phase 0 of the RSH 
Service Strategy.  As described above, these are pre-planned reconfigurations 
that assist the clearance of RSH Level C outside of the SUHT and SCPCT 
business cases.   

 
Component B – Additional Capacity 

6.6.11 The final component of the vacation of RSH theatres involves the transfer of the 
remaining RSH day surgical activity to the SGH / PAH site or a suitable 
alternative. 

6.6.12 As identified above, this would require 2 additional theatres to cope with the 
workload and provide some flexibility across the entire SUHT theatre stock. 

6.6.13 The loss of 0.5 theatres workload to Lymington in April 2007 would provide some 
additional flexibility and might result in a reduction in the additional theatre 
requirement. This may be limited, however, as the work is in the Ophthalmology 
theatres, which has limited utility for other specialities.   

6.6.14 Community dental work currently carried out under general anaesthesia at the 
RSH will also need to be accommodated.  This has arisen because GA dental 
procedures will need to be carried out at the SGH site for clinical governance 
reasons.   
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6.7 Theatres Options 

6.7.1 There is a range of options open to SUHT in terms of the need identified above 
for additional theatre capacity.  

6.7.2 These options include using NHS, private sector and mobile operating theatres. 

6.7.3 In an initial review of what might be possible, hospitals north of Winchester, west 
of Bournemouth and east of Portsmouth were discounted because of the 
distances involved. 

6.7.4 The following options were then considered more fully:   

Table 10 Theatre Options 

  
Hospital Feasibility and Availability 

Short- 
listed? Cost 

Long-term 
Benefits Risks 

1 
Winchester 
Hospital 

No capacity (currently struggling 
to identify any sessions for the 
single surgery project). 

No N/A N/A   

2 
Bournemouth 
Hospital 

Trust has confirmed they have 
no capacity. 

No N/A N/A  

3 
Portsmouth 
Hospital 

Trust has confirmed they have 
no capacity. 

No N/A N/A  

4 
St. Mary's 
Hospital, IOW 

Trust has not been approached; 
assumed that it would be 
unacceptable to patients 

No N/A N/A  

5 
Lymington 
Hospital 

Current PCT plans are to 
decommission the old theatre 
and sell the site 

No   None  

6 
Lymington New 
Hospital 

Capacity already taken into 
account to deliver the theatre 
capacity above. 

No N/A N/A   

7 
BUPA, 
Chalybeate 
Hospital 

Some sessions possible, 
additional theatre capacity 
planned  

Yes   None High cost, 
reliability of 
supply  

8 
Wessex Nuffield 
Hospital 

Nuffield have confirmed they 
have no capacity. 

No   N/A  

9 
Sarum Road 
Hospital 

No response from the hospital to 
date 

No   None  

11 
SGH existing 
(reconfiguration) 

Feasible in the very short term Yes None 
(?) 

  Maintaining 
activity 
levels 

12 SUHT - two new theatres 

a 

SGH site: New build in North Block Yes £2.5m Capacity for 
the theatre 
refurbishments 
and expansion 
of tertiary work 

Cost 

b 
 Temporary theatres in North 

Block 
Yes £1.5m None   

c 
  Mobile theatres in car park. 

Discounted as impact on car 
parking unacceptable 

No   N/A  

d PAH site:  In remodelled area on level E No      

e   On a roof No       

f 
  Mobile theatres in car park. 

Discounted as impact on car 
parking unacceptable 

No N/A N/A  

g 
RSH site: mobile theatres in car park  Yes £1.5m None Impact on 

LIFT 
programme 

 
 N.B. Above costs exclude contingencies 
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6.7.5 The short-listed options were therefore:   

• Option 7  BUPA, Chalybeate Hospital 

• Option 11  SGH existing (reconfiguration) 

• Option 12a New build in SGH North Block  

• Option 12b Temporary theatres in PAH North Block 

• Option 12g Mobile theatres in RSH car park.   

6.7.6 When the short-listed options were further considered, the risks identified for 
options 7 and 11 led to these options being discarded. 

6.7.7 In the case of option 7, both the cost of the capacity and the potential that, for a 
variety of reasons, it might either reduce or cease to be available were untenable. 

6.7.8 In the case of option 11, it was agreed that the existing theatre capacity at SGH 
would not be able to absorb the RSH workload for the required time of at least 6 
months.   

6.7.9 In discussion with the SHA, it was agreed that the overall need for two temporary 
theatres to cope with the workload while Level C at the RSH is being refurbished 
by the ISTC provider would require expenditure of £1.5m (£1.68m including 
planning contingency), as only options 12b or 12g could realistically be expected 
to meet the identified need in the timescale with sufficient reliability of availability. 

6.7.10 As the table shows, however, there are significant benefits to SUHT and the 
health economy in providing additional theatre capacity in the longer term; 
specifically to mitigate risks and to enable the SGH centre block theatre 
modernisation. 

6.7.11 It has, therefore, been agreed that funding equivalent to that required for 
temporary operating theatres will be provided by the SHA, but that SUHT will 
supplement this from Trust capital resources (by £1.12m including planning 
contingency) to enable permanent rather than temporary facilities to be provided 
at a total cost of £2.8m. 

6.7.12 Option 12a was therefore identified as the preferred option for delivering the 
Theatre Capacity and Continuity Plan. 
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7 Preferred Option 

7.1.1 The preferred option for Phase 1 of the RSH Service Strategy, the vacation of 
RSH Level C / the Do Minimum scenario, was identified as Option 5 following a 
detailed option appraisal process. 

7.1.2 This option, described in detail below, best fits the agreed selection criteria and 
advances both the HPGS and the Trust’s 2020 Vision. 

7.1.3 The provision of world-class facilities for GI services, and for Breast Imaging 
linked to breast surgery, outpatients and other women’s services is a clear 
contribution to the 2020 Vision, while the changes at the RSH will allow the 
eventual development of a first-rate city centre community hospital, in line with 
the HPGS.   

 
 
7.2 Detailed Option Content 

7.2.1 The preferred option includes the following service reconfigurations: 

• GUM to RSH Level B 

• Central Rehab to RSH Level A 

• Medical Prep to Level D RSH  

• Breast Imaging to Level E at PAH 

• GI outpatients from Level B to SGH West Wing Level E and F 

• RSH endoscopy (part) to SGH West Wing Level E in new integrated medical / 
surgical GI centre 

• 2 new operating theatres at SGH North Wing Level F 

• Breast surgical admin to Level C at PAH 

• Admin offices from Level E at PAH to Level J at PAH 

• Nutrition and Dietetics offices to Level A at RSH 

• Breast Imaging support to Level C at PAH  

• Medical and Surgical offices to Level A at the RSH 

• Dermatology to RSH Level D and Radiotherapy building 

• Catering reconfigurations at both RSH and PAH 

 
7.3 GUM 

7.3.1 The decision on the relocation of GUM within the RSH site is pivotal. 

7.3.2 The service needs a location that is both discrete and discreet.  It must be 
accessible to clients, and provided in a non-stigmatising way. 

7.3.3 As part of this process, it must also be reprovided in a cost-effective way. 

7.3.4 The move to a remodelled part of Level B allows the GUM service to be in the 
main outpatients area of the site, but within a specific, designated area of Level B, 
appropriate for the service provided.   

7.3.5 Further details of the changes to GUM are included in the SCPCT Level C 
Clearance Business Case at Appendix F.   
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7.4 RSH Treatment Room 

7.4.1 The vacation of the operating theatre area on Level C creates two issues:  firstly, 
procedures carried out in the theatre area under local anaesthetic for the services 
that are to remain on the RSH site and secondly, the elective surgical work has to 
be accommodated.   

7.4.2 The need for treatment room space at the RSH, such as that currently provided in 
the operating theatre complex on Level C, for the Pain and Dermatology services 
will continue to exist.  The most cost effective way to provide this is to relocate the 
work to one of the rooms currently used for endoscopy on Level D.  

7.4.3 This room is already configured to relevant clinical standards, so few if any 
changes would be needed.   

7.4.4 The endoscopy suite would still be available for the GP direct access activity and 
any future service changes.  

 
 
7.5 GI Centre 

7.5.1 The GI centre will include: 

a) A 2-room endoscopy suite on SGH West Wing Level E, including a new 
decontamination facility. 

b) A further treatment room, to accommodate the Cystoscopy element of the 
work transferring from the RSH and moving within SGH will be situated 
adjacent to the Urology ward, F7 so that patients do not have to be 
transferred between floors for investigations. This will be delivered as part of 
Phase 2 of the RSH Service Strategy. 

The 2 endoscopy rooms and the Cystoscopy treatment room will all be 
suitable for use for both inpatient and outpatient investigations, to ensure the 
most flexible provision of services.   

c) New integrated GI outpatient consultation areas will be created on Levels E 
and F of the West Wing at SGH. 

These areas will be in close proximity to the new Endoscopy suite, thus 
allowing patient-centred one-stop clinics and ensuring staff are able to use 
the two facilities efficiently.  

At least 10 consulting rooms will be created, so that the clinics relocating from 
the RSH can be accommodated with sufficient space for consultants and their 
medical and nursing teams.   

7.5.2 The provision of outpatient consultation rooms on the 2 floors of the SGH West 
Wing will allow a new model of care to be implemented, with patients being 
treated according to need in an area focused on clinical need rather than 
organisational and administrative concepts. 

7.5.3 These will provide integrated specialty-specific care centres, without artificial 
divides between ‘outpatients’, ‘daycases’ or ‘inpatients’.   

7.5.4 GI services are one of the Trust’s six ‘defining’ services, and this project creates a 
true GI Centre for the Trust in a modern and innovative configuration.   

7.5.5 This option and the resulting model of care has strong clinical support.   
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7.6 Breast Imaging Unit 

7.6.1 The Breast Imaging Unit currently on Level C at the RSH provides both a 
screening function for local women (as part of the national breast screening 
programme); an imaging service for women with symptomatic imaging needs; 
and a processing and reporting service for the mobile Southampton and Salisbury 
Breast Screening programme . 

7.6.2 The imaging services includes the localisation of areas of the breast for surgery. 

7.6.3 This service works in close conjunction with the Breast Surgery service, with 
combined clinics providing a ‘Gold Standard’ service.  The area has recently been 
the subject of a major remodelling and re-organisation programme.   

7.6.4 In order to maintain the standard of service provided, the Breast Imaging and 
Breast Surgery functions need to be co-located, while the Breast Screening 
service is much more efficient if provided as an element of Breast Imaging – 
hence the recent amalgamation of the two functions. 

7.6.5 It was necessary, therefore, to identify an area in which the whole Breast Imaging 
/ Breast Screening service and the Breast Surgery service could be 
accommodated, including: 

• Operating facilities,  

• Inpatient and day case patient areas,   

• Imaging (including occasional access to MRI scanning) 

• Consultation 

• Administration functions.   

7.6.6 The Trust Vision includes the reconfiguration of the PAH site, enabling better 
utilisation of available space. 

7.6.7 The requirement to relocate Breast Imaging to the PAH offered an opportunity to 
deliver this reconfiguration, allowing Breast Imaging to be provided at Level E, the 
main entrance level, alongside and integrated with obstetric and gynaecology 
outpatients. 

7.6.8 The PAH functions delivered, and the enabling works to achieve them are: 

•  Creation of Breast Imaging department on Level E; enabling measures: 

o Admin and management functions to Level J  

o  Remaining admin and records to Level C 

o  Relocating the Level E outpatient reception area 

•  Creation of integrated obstetric, gynaecology and breast outpatients on Level 
E; 

•  Creation of Breast Imaging and Surgical support areas on Level C; enablimng 
measures: 

o Kitchen reconfigurations on Level C (to create space for Breast 
Imaging and Surgical support functions) 

o  Development of ward kitchens (consequential to main kitchen 
reconfigurations) 

o  Development of cafe area on Level C 
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7.6.9 The configuration of the Breast Imaging department will be informed by the 
detailed planning carried out for the recent refurbishment of the department at the 
RSH, and the experience of running the new department. 

7.6.10 At present, the availability of only one waiting area and the need for symptomatic 
and non-symptomatic patients not to be mixed has led to inefficiencies in the use 
of facilities. 

7.6.11 The increase in waiting areas in the new facility at PAH will allow both types of 
patients to be seen in the same clinical session, without interaction.  This will 
provide a much more flexible and thus efficient use of the imaging facilities.  

 
 
7.7 Radiology 

7.7.1 The quantum of service transfers will also require the reprovision of one 
fluoroscopy machine from the RSH into an existing room at SGH, leaving one at 
the RSH. A digital X-Ray machine will also need to be moved into a space that 
can be created by splitting a further existing room into two areas, thus avoiding 
the costs of creating a new room elsewhere on the site. 

7.7.2 An analysis of the current Radiology activity at the RSH is at Appendix E.   

7.7.3 Beyond the services identified under Phase 1, other SUHT services will remain 
on the RSH site pending approval, funding and implementation of an FBC for 
Phase 2.  This will include the CT and MRI scanners and remaining Plain Film X-
Ray machines.   

 
 
7.8 Other Level C Services  

7.8.1 The Medical Preparation service located on Level C is to be moved into Level D 
of the RSH, where it will be integrated with the existing Orthopaedic Preparation 
service.  This will allow some operational efficiencies to be achieved as well as 
achieving the release of space required.  

7.8.2 The Nutrition and Dietetics outpatients and offices on Level C will be relocated 
within the RSH to the Level B outpatient area and to existing office space on 
Level A respectively. 

7.8.3 The Medical and Surgical administration offices on Level C will also relocate to 
Level A at the RSH. 

7.8.4 Dermatology will relocate to RSH Level D office accommodation and the 
Dermatology unit in the Radiotherapy building. 

7.8.5 The Central Rehabilitation Team on Level C will move to Level A at the RSH – 
this is described in detail in the SCPCT Business Case at Appendix F. This 
transfer is enabled by the reconfiguration of the RSH kitchen and restaurant, 
resulting in a smaller, more efficient catering service. 
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7.9 Identification of Estates Projects 

7.9.1 The service changes described above have been broken down into two parallel 
estates projects. 

7.9.2 The first comprises projects to be undertaken at the RSH.  As the RSH site will 
transfer to the SCPCT by 31st March 2007, these schemes are designated PCT 
capital expenditure.   

7.9.3 The second part includes projects to be undertaken at the SGH and PAH.  These 
schemes are designated SUHT capital expenditure.   

7.9.4 Due to the very short timescale for delivery, the specific RSH knowledge held by 
SUHT, and the critically integrated nature of the schemes involved in vacating 
level C, it has been agreed that the SUHT Estates and Capital Development 
department will lead the estates implementation of the whole Programme.   

 
 
7.10 SCPCT Programme 

7.10.1 There are 8 projects to be undertaken at the RSH, which fall into 3 groups:   

• The move of the GUM clinic from C level to B level, is enabled by the transfer 
of GI outpatients to the SGH. The B level outpatient services remaining need 
to be reconfigured (operationally) to contain all the activity remaining at the 
RSH.   

•  The Central Rehab offices relocate from level C to level A.  This is enabled by 
the remodelling of the oversized main kitchen, so that space is created within 
which Central Rehab can be placed.  SUHT will be contributing £30k from its 
maintenance funds for the replacement of the dishwasher, which is already 
due for replacement.    

•  The last group comprises office accommodation. 100m2 of office space is to 
be provided on Level A by remodelling and rationalising former pathology 
labs and offices, and reallocating some office functions better.  The services 
to be moved here include: Nutrition and Dietetics with their patient function 
absorbed into B level outpatients; the balance of Medical and Surgical Admin 
not relocated into existing accommodation at SGH West Wing; and IT 
Support offices.   

 
7.11 SUHT Programme 

7.11.1 There are 6 projects to be developed at the SGH and 11 projects at PAH.   

7.11.2 The SGH projects will deliver the theatre and GI solutions. 

7.11.3 The PAH projects all focus on the relocation of the Breast Imaging and Surgery 
services.   

7.11.4 The SGH the projects are:   

• The GI outpatient accommodation will be integrated into the Surgical 
Division’s West Wing facilities on levels E and F.  

•  Surgical Pre-Assessment and Orthopaedic Pre-Assessment will both be 
absorbed within the existing facilities on West Wing Level F.  

• Endoscopy, relocated from level D at RSH, will have 2 rooms and 
decontamination, and will be placed adjacent to the GI outpatient facilities 
and the GI ward on E level West Wing.  
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• Non-invasive Cardiology from C level RSH, will be incorporated in an 
enlarged scheme on D level East Wing, with this service being delivered 
under the Cardiac Revascularisation project, currently in the last phases of its 
development.   

• The 2 theatres will be located on the F level roof of the new North Wing (the 
latter is designed to take 2 additional floors) immediately alongside the 
existing Centre Block Theatres.   

7.11.5 The projects at PAH are all focused on accommodating the Breast Services and 
include enabling schemes designed to release sufficient space for the specialty in 
appropriate clinical and support adjacencies within the women’s hospital 
environment.  The projects are as follows:   

•  The Breast Imaging clinical service is to be located immediately adjacent to 
the obstetrics and gynaecology outpatients on E level PAH.  This space is 
currently occupied by Medical Records offices which are to be relocated 
down to C level PAH into space released by the closure of the TSSU and 
Admin & Management offices which will be moved up to J level of PAH.   

• There are two minor clinical support schemes: Breast Surgical OPD requires 
the creation of 3 clinic rooms, whilst the integration of the Breast Imaging 
within the O&G OPD results in the need for a new O&G Reception.   

•  The Breast Imaging Support and Breast Surgical Support are to be relocated 
onto level C PAH, into space released by the Catering Remodelling Project 
and the provision of a cafe on E level PAH.   

•  To enable the above changes there are 3 minor supporting schemes.  These 
are: Modify Ward Kitchens, Provide new Entrance Lobby and Information 
Point  

 
 
7.12 Early Funding For Critical Path Schemes 

7.12.1 A number of the projects at PAH have been designated as enabling schemes that 
lie on the critical path of the vacation of C level at the RSH. Because of this, 
capital funding of £931k has been allocated by the SHA to SUHT, prior to the 
approval of this FBC at the end of September 2006. These projects are therefore 
already proceeding, and will complete in January 2007.   

7.12.2 In recognition of this early funding, SUHT has underwritten the advanced design 
fees (£50k) to develop the Central Rehabilitation and Catering Remodelling 
projects on behalf of SCPCT. 

 
7.13 Functional Content 

7.13.1 The total functional content for the various elements of this project are shown in 
the FB forms at Appendix H. 

7.13.2 Floor plans showing how services will be relocated and the functional links 
between them are at Appendix M to this case. 

 
7.14 Financial Assessment  

7.14.1 The capital costs for the preferred option have been assessed in the FB forms at 
Appendix H.  The revenue consequences have also been considered and are 
shown at Appendix I.  These are discussed in detail in the following chapter.   
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8 Financial Analysis 

8.1 Capital Expenditure 

8.1.1 The capital costs of the preferred option excluding the operating theatres are 
shown in the FBC forms at Appendix H(a) to this case.   

8.1.2 The total capital cost for the various projects are separated into SCPCT projects 
at the RSH and SUHT projects at SGH /PAH. 

8.1.3 SCPCT projects, total project costs £1.593m, including a 12% planning 
contingency. 

8.1.4 SUHT projects, total project costs £5.524m, including a 12% planning 
contingency for all packages except GI outpatients at 15%. 

8.1.5 The total FBC capital costs are £7.117m.  This will be funded as follows: 

•  £931k has already been allocated by the SHA for enabling works at PAH 

•  £711k will be contributed by HPGS Modernisation Funding to the cost of the 
new Endoscopy area, to cover the cost of relocating the existing facilities 
within the SGH site 

•  £60k will be contributed by SUHT to cover the cost of replacing dishwashers, 
which will be done within this scheme but which was required in any event.   

8.1.6 The capital sum required to complete the non-theatre aspects of this scheme is, 
therefore, £5.385m.   

8.1.7 As previously described a sum of £1.68m (including planning contingency), would 
be required to provide 2 mobile or temporary operating theatres while Level C is 
unavailable but before the ISTC is up and running. 

8.1.8 Two permanent operating theatres would cost £2.8m (including planning 
contingency). 

8.1.9 The Trust has concluded that it should invest £1.12m in supplementing the SHA 
funding of £1.68m to enable two permanent, rather than temporary theatres to be 
provided.   

8.1.10 The capital costs for the Theatre Capacity and Continuity Plan is shown in 
Appendix H(b). 

 
 
8.2 Funding 

8.2.1 The SHA capital funding is described as “brokerage against site receipts”. 

8.2.2 However, as SUHT will have no ‘surplus’ land after the RSH site transfer, the 
health economy will need to prioritise its future capital expenditure from site 
receipts accordingly.  

 
 
8.3 IT Hub 

8.3.1 The IT hub located on Level C must be relocated to allow the ISTC provider to 
provide a new reception area. 

8.3.2 The SCPCT Level C Clearance Business Case details the proposed solutions 
that will be delivered alongside the RSH Service Strategy option. 
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8.3.3 The capital cost for the relocation of the IT hub is £100k; this will be met by the 
ISTC provider and is therefore excluded from the capital expenditure detailed 
previously. 

 
 
8.4 Capital Charges 

8.4.1 The capital expenditure described in this FBC has been calculated to create an 
annual capital charges cost of £376k, (£29k at RSH and £347k at SGH) for the 
Do Minimum preferred option. 

8.4.2 The impact on SUHT would, therefore, be £347k per year following the transfer of 
the RSH site to SCPCT.  

8.4.3 The capital charges implications of the Phase 2 options for SUHT are a further:  

•  £159k for the HPGS option, total £506k 

• £511k for the Do Maximum option, total £858k  

8.4.4 These costs are included in the revenue forecasts described in the following 
section.   
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8.5 Revenue Consequences 

8.5.1 The revenue consequences of this project need to be seen in the context of the 
RSH site transfer.   

8.5.2 As identified above, this transfer has been considered separately by SUHT, but 
the financial consequences are linked to this case.   

8.5.3 A financial model has been developed to demonstrate the revenue impact of each 
major option and the site transfer.  This model is at Appendix I to this case and is 
summarised below. 

Table 11 Revenue Implications 

£ millions: surplus / (deficit) Current Site transfer Do Minimum HPGS 

Site / premises costs -7.0 -5.2 -4.3 -2.5 

Clinical & non-clinical costs 9.9 9.9 9.2 9.2 

RSH 2.9 4.7 5.0 6.7 

ISTC 0.0 -6.3 -6.3 -6.3 

SUHT after ISTC 2.9 -1.5 -1.3 0.5 

Reduction in contribution  -4.5 -4.2 -2.5 

 
8.5.4 With the income and costs of services provided at the RSH, as well as the costs 

of owning and running the RSH taken into account, the site currently provides a 
surplus of income over expenditure of £2.9m per year.   

8.5.5 The revenue model shows that the transfer of the RSH site to SCPCT would 
improve SUHT’s financial position by £1.8m per year.  This is because at present, 
the site costs £9.5m to run, with income of £2.9m – a net £7.0m cost to the Trust.  
Transferring ownership of the site will reduce costs to £5.2m with no income.   

8.5.6 This demonstrates that the transfer of the RSH site to SCPCT ownership will 
deliver a financial benefit to SUHT.   

8.5.7 The creation of the ISTC and the transfer of work from SUHT to the ISTC will 
result in a loss of income to the Trust of £6.3m.  Of this: 

• £4.5m relates directly to the Southampton ISTC; 

• £1.4m relates directly to the Lymington ISTC; and 

• £0.4 relates to lost Service Increment for Training (SIFT) funding.   

8.5.8 The net financial impact of the ISTC, mitigated by the site transfer but with no 
other actions taken, would reduce to £4.5m. 

8.5.9 This generates an overall I&E loss to SUHT of £1.5m per year.   

8.5.10 The changes identified as the preferred option for the Do Minimum will result in a 
beneficial impact on the Trust of just under £0.2m.   

8.5.11 The bottom line I&E impact of the preferred option would be a net annual loss to 
the Trust of £1.3m, or a contribution reduction of £4.2m compared to the current 
position.   

8.5.12 The implementation of the preferred, HPGS option for Phase 2 of the Exit 
Strategy, when substantially more services are transferred to SGH or PAH will 
save a further £1.7m, so the net position following the implementation of the RSH 
Service Strategy will be a £0.5m surplus (breakeven).   

8.5.13 If the Do Maximum option were implemented, the impact of the additional capital 
charges would result in a lower overall surplus being generated resulting in a I&E 
outcome of a £0.1m loss.   
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8.5.14 The result of the implementation of the preferred option for the Do Minimum is, 
therefore, an improved financial position for the Trust when compared with the 
implementation of the ISTC with no further service changes.   

8.5.15 The implementation of the HPGS option for Phase 2 would have the best overall 
financial outcome for the Trust.  

8.5.16 However the net change from the current to the HPGS position entails a loss of 
contribution of £2.5m. 

8.5.17 Transfer of the RSH site to SCPCT will remove £5.076m (12%) of the SUHT’s 
backlog maintenance, thus helping the Trust to respond the 2005 Public Interest 
Report.  However the site transfer would reduce future year’s operational capital 
allocation proportionately. 
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9 Human Resources 

9.1 Introduction  

9.1.1 A number of Human Resource issues are relevant to this project.  These are: 

a)  The transfer of staff from the RSH site to the SGH/PAH campus, where the 
services they provide are to transfer 

b)  The transfer of staff from SUHT to SCPCT where the services they provide 
are to transfer 

c)  Reductions in staff numbers, where the overall volume of services delivered 
by the Trust is to reduce, but services are not directly transferring to another 
provider.   

9.1.2 The way in which these issues will be managed is outlined below.   

 
 
9.2 Staff Transfers between Sites 

9.2.1 Where a service is to transfer from the RSH to the SGH/PAH campus, some staff 
currently based at the RSH will need to move with the service. 

9.2.2 Staff contracts include provision for changes of base where this is necessary for 
service reasons. 

9.2.3 Staff affected will be informed of the planned change and consulted on relevant 
details as required by current Trust policies.   

9.2.4 Mileage or other travel allowances to compensate for changed locations will be 
payable for between 2 and 4 years, depending on the individual’s contract of 
employment for those staff whose travel distances will be increased by the 
change.   

 
 
9.3 Staff Transfers to SCPCT 

9.3.1 The services previously identified will be transferred to SCPCT as part of this 
project.   

9.3.2 The staff working in those services will also transfer to the management of the 
PCT.   

9.3.3 These transfers will take place in accordance with TUPE regulations.  As the 
transfers are from one NHS organisation to another, staff terms and conditions of 
employment and associated entitlements such as pensions will be unaffected.   

 
 
9.4 Staff Transfers to ISTC 

9.4.1 Within the overall project, there is scope for some staff to transfer to the ISTC.  
DH guidance on how this would be carried out is awaited.   

9.4.2 The responsibility for these staff rests with the ISTC HR groups. 
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9.5 Reductions in Staff Numbers  

9.5.1 Any requirement for reductions in staff numbers resulting from the RSH Service 
Strategy will be managed in accordance with relevant Trust policies. 

9.5.2 As noted above, this project is being planned and implemented in the context of 
other change programmes within the Trust, such as the FRP.   

9.5.3 Trust action across these programmes will be consistent.   

 
 
9.6 Staff Audit at RSH  

9.6.1 In order to ensure that staff numbers are assessed for each service based at the 
RSH, an audit of staff in each department was carried out.   

9.6.2 For staff on Level C, who will be affected by the changes outlined in this case 
most quickly, individual members of staff have been identified.   

9.6.3 In other areas, staff numbers have been recorded, as in many cases staff rotate 
between sites and, as outlined above, some changes in staffing are expected for 
other reasons.   

9.6.4 As changes approach, the audit record will be updated so that individual staff can 
be tracked through the change process.   

9.6.5 The Audit is attached as Appendix N.   
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10 Project Management and Implementation Plan 

10.1 Project Management Arrangements  

10.1.1 The Trust is committed to the following: 

• To deliver an approved business case for the RSH Service Strategy by the 
end of September 2006 

• To transfer the RSH site to SCPCT by 31st March 2007 

•  To working with the health economy, as local PCTs enter into contracts with 
two ISTCs in Lymington and Southampton, to begin work in 2007.  

10.1.2 Arrangements for the management of the project were agreed at the Trust Board 
meeting on 7th June 2006. 

10.1.3 These arrangements included the establishment of 3 distinct workstreams, one 
for each of the commitments detailed above.   

10.1.4 Although this FBC is primarily concerned with the RSH Service Strategy, the 
overall project management structure encompasses all 3 workstreams, each of 
which is detailed below.   

 
 
10.2 Project Board 

10.2.1 The Trust Board decided that the Trust Management Board (TMB) would act as 
the Project Board for the project; due to the fundamental impact this project would 
have on the Trust in the future.  

10.2.2 To facilitate this, TMB was extended by up to two hours on a monthly basis for 
the first meeting of each month, with additional members (including the Project 
Director and Director of Estates and Capital Development, Rob Elek and Keith 
Dowell respectively) co-opted onto the Board for these sessions. 

10.2.3 The Project Board met on 19th July, 16th August and 20th September 2006. 

10.2.4 The membership of the Project Board is shown below. 

Table 12 Project Board membership 

Name  Role  

Mark Hackett Chief Executive 

Wayne Cooper Director of Human Resources 

Fiona Dalton Director of Strategy 

Ben Lloyd Director of Finance 

Judy Gillow Director of Nursing 

Simon Jupp Director of Operations 

William Roche Medical Director 

Ian Bailey Divisional Clinical Director, Surgical Specialties 

Derek Waller Divisional Clinical Director, Unscheduled Care 
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Iain Simpson Divisional Clinical Director, Specialist Services 

Martin Stephens Divisional Clinical Director, Diagnostic and Therapies 

David Howe Divisional Clinical Director, Women and Children 

Claire Cole Divisional Director of Operations, Surgical Specialties 

Helen Lingham Divisional Director of Operations, Unscheduled Care 

Karen Baker Divisional Director of Operations, Women and Children 

TBC Divisional Director of Operations, Specialist Services  

Charles Mallo Divisional Director of Operations, Diagnostics and 
Therapies 

Caroline Ainslie Head of Nursing/Professions, Surgical Specialties 

Helen Neary Head of Nursing/Professions, Unscheduled Care 

Nicola Lucey Head of Nursing/Professions, Specialist Services 

Carla Hartnell Head of Nursing/Professions, Women and Children 

TBC  Head of Nursing/Professions, Diagnostics and Therapies 

Jane Hayward Director of Performance Management 

Adrian Byrne Director of IM&T 

Joanna Mountfield Director of Education 

William Rosenberg Director of Research and Development 

Iain Cameron Head of School of Medicine 

Joy Surtees Trust Board Business Manager 

Alison Ayres Head of Communications 

Keith Dowell Director of Estates and Capital Development 

William Pate Project Manager, ISTC Response 

Pam Sorensen Head of Patient & Public Involvement 

Rob Elek PFI Director & RSH Service Strategy Project Director 

 
 
10.3 RSH Service Strategy Development 

10.3.1 It was agreed that Rob Elek, PFI Director, would act as Project Director for the 
delivery of a business case for the RSH Service Plan by the end of September 
2006.  

10.3.2 A Project Team was also established to manage the project in detail.  The RSH 
Service Exit Strategy Project Team consisted of:   
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• Core team - Fiona Dalton, Keith Dowell, Rob Elek and Lynda Atkins, of Under 
the Rainbow Ltd, who was appointed to produce this RSH Service Strategy 
Business Case.   (The project manager post was advertised internally with no 
success.  In order, therefore, to ensure the very challenging timescale for the 
project was not threatened this external consultancy support was put in 
place.) 

•  Charles Mallo, Director of Operations for Division 5, as representative of the 
Operational Divisions 

•  Sarah Wright as finance representation and support 

•  Other Trust, PCT, SHA support ad hoc and as required.  In particular, 
representatives from SCPCT attended the Project Team meetings held from 
July 2006 onwards.   

•  Technical, design and cost advice sourced through existing frameworks, 
utilised as appropriate 

10.3.3 Initially, the Project Team met fortnightly, however this was increased to weekly 
as it became clear that the links with the ISTC Southampton Logistics Group 
would impose additional project requirements in very tight timescales.   

 
 
10.4 RSH Site Transfer to SCPT 

10.4.1 Negotiations with SCPCT for the transfer of the RSH site were led by Roger 
Bardsley, Trust Property Manager.  

10.4.2 The negotiating team utilised additional knowledge and expertise from: 

•  Solicitors – Beachcroft LLP 

•  Valuation Office Agency 

in addition to the knowledge of specialist Trust staff in: 

•  Finance  

•  Estates 

•  Planning 

10.4.3 The scope of negotiations addressed both the early transfer of the site of the 
AMHU and the subsequent transfer of the remainder of the RSH and included:   

• The legal structure of the transfer with specific issues associated with the 
earlier transfer of the AMHU site  

• The scope of the transfer - in physical terms including not only all the existing 
buildings and land; but also all equipment (radiological, clinical & non-clinical), 
furnishings and stock balances.  

• Financial liabilities for impairment and write off of surplus assets (i.e. buildings 
plant and equipment which may be demolished or disposed of in connection 
with the LIFT Project Co. Development). 

• Existing contractual liabilities e.g. geothermal agreements; 
telecommunications facilities and car parking for SFC. 

• Site Liabilities including potential contamination hazards, easements and 
wayleaves etc. 

• Continuing responsibility and management of the transferred site including 
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systems for:  

o Telecommunications 

o  PACS 

o  IT 

 
 
10.5 The ISTC Response 

10.5.1 The ISTC Response will involve substantial work within the Surgical Division, HR, 
Estates and Clinical Support Division in particular. 

10.5.2 It was agreed that this work would be co-ordinated by a Project Manager, who will 
also lead the Trust’s approach to influencing other organisations.  William Pate 
was appointed to this role.   

10.5.3 It was further agreed that William Pate, as this Project Manager, would work 
within the Surgical Division, but will have a Trust-wide brief to ensure: 

• The co-ordination of responses from clinical (surgical, anaesthetic, 
radiological etc) and non-clinical (estates, HR etc) services 

• The development of the Trust’s strategy to working with the ISTC 

• Appropriate communication, including a weekly update to TMB members and 
developing communication plans for all Trust employees with the 
communications department 

• Appropriate actions are taken to influence external organisations in order that 
the process is to SUHT’s advantage where possible 

 
 
10.6 Public and Patient Involvement 

10.6.1 These projects present particular challenges to the principles of patient and public 
involvement due to the commercial in confidence nature of some of the 
proposals, and the timescales required of the Trust. 

10.6.2  Nevertheless it is important that the Trust maintains its commitment to PPI and it 
was therefore agreed that Pam Sorensen, Trust PPI Lead, be asked to devise an 
approach to PPI for this work.   

10.6.3 Pam was copied in to key internal RSH Service Strategy communications to 
facilitate this process and a meeting with her was held to agree specific steps on 
PPI.   

10.6.4 A group also worked across SUHT, SCPCT and the SHA to ensure that 
communications were coordinated appropriately.   

 
 
10.7 Project Timetable and Deliverability 

10.7.1 As noted above, this project is influenced by timescales for the implementation of 
the ISTC project at the RSH site.  This has resulted in the following requirements:   

• The delivery of this FBC by September 2006 

• The vacation of Level C of the RSH site by the end of March 2007, other than 
for Breast Imaging 



RSH Service Strategy  SUHT  

 

 

FINAL DRAFT 14
th
 September 2006  55 

• The transfer of Breast Imaging by the end of June 2007 

• The transfer of ownership of the RSH site to Southampton City PCT by 31st 
March 2007 

10.7.2 The Trust will meet these specific targets, utilising the overall project 
management structure outlined above to ensure robust and effective 
management of the process in order to do so.   

10.7.3 In addition, an Implementation Project Team will be established to carry out the 
detailed work associated with putting this project into effect.  The work of this 
RSH Service Implementation Project Team will include: 

•  Developing the detailed plans by service for transferring activity from the RSH 
to the SGH/PAH sites.  This will include the service issues identified as 
outstanding in Appendix C.   

• Developing detailed service models and operational polices for the services 
affected, based on the principles shown previously.   

• Developing clinic, operating theatre, outpatient department and other 
schedules to ensure the efficient and effective delivery of services from the 
facilities to be provided 

• Agree with SCPCT the detailed arrangements for the transfer of relevant 
services and staff to the PCT 

10.7.4 A parallel Project Team, led by Keith Dowell, the Director of Estates and Capital 
Projects, will manage the capital developments described previously.  

10.7.5 This Project Team will work on the basis of other capital projects successfully 
undertaken by the Trust in recent years.  A timetable for this work is at Appendix 
J.   
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11 Risk Management & Post-Project Evaluation 

11.1 Risk Management 

11.1.1 The Trust has a well-established process for identifying and managing risk.   

11.1.2 This is described in the Trust Wide Integrated Governance Strategy adopted in 
January 2006.  The risks involved in this project will be dealt with through that 
process.   

11.1.3 The key risks identified are: 

a)  The link to the ISTC programme, which imposes: 

o  Constraints on the content of the project 

o  Constraints on the timescale in which the project must be planned 
and delivered 

o Potential changes in programme or project content, as the ISTC 
arrangements are finalised after this case is approved 

b)  The implementation of a major series of changes, at a time when other key 
change processes are being planned and/or executed.  These include: 

o The Trust’s Financial Recovery Plan 

o The Single Site Surgery Plan  

o The Cardiac Expansion Project 

o Cancer Care Phases 2A, 2A+ and 2B 

o Centralisation of Major Cancer Surgery 

c)  The need for the capital funding outlined previously, at a time when capital is 
a scarce resource across the NHS 

d) The wide variety of demands already in place on Trust managers, who will be 
responsible for delivering the changes identified in this case 

 
 
11.2 Post Project Evaluation 

11.2.1 In accordance with current NHS guidance, this project will be the subject of 
structured and comprehensive post project evaluation (PPE).   

11.2.2 The purpose of PPE is to ensure that both the Trust and the NHS more widely 
benefit from any lessons learned from the project.   

11.2.3 The PPE process to be adopted is shown at Appendix L. 
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12 Recommendation 

12.1.1 The Southampton University Hospitals NHS Trust Board is recommended to 
approve this FBC. 

12.1.2 Following Trust Board approval, an extract from the relevant minute will be 
included at Appendix K to this FBC.   

12.1.3 Southampton City, New Forest and Eastleigh & Test Valley Primary Care Trust 
Boards are recommended to approve this FBC. 

12.1.4 South Central Strategic Health Authority Executive Team is recommended to 
approve this FBC.   

12.1.5 South Central Strategic Health Authority is recommended to allocate the required 
capital funds identified in this FBC.   


