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Annex E 
 

Approach to fixed points 
 
 
1. Purpose 
 

1.1. The Hospital Services Review recommended that the South Yorkshire and 
Bassetlaw and North Derbyshire (SYB(ND)) system should look at the configuration 
of hospital services for maternity, paediatrics and emergency out of hours GI bleeds. 
The Review recommended looking at making changes to the clinical model on 1 or 2 
sites for maternity and paediatrics, and moving to having out of hours GI bleed 
services on 3-4 sites. 

 
1.2. Work was taken forward with the Clinical Working Groups to look at a range of 

clinical models, and identify the implications of applying these to different sites in 
SYB(ND). 

 
1.3. In taking forward the modelling, commissioners needed to 

 Confirm and agree how options will be assessed against each other (evaluation 
criteria) 

 Agree whether they wished to rule out any sites altogether, and say that the 
system will definitely not make changes to the clinical model on those sites (fixed 
points).  

 
1.4. Commissioners were asked to give their views on this in December 2018. All the 

commissions involved (Barnsley, Bassetlaw, Doncaster, North Derbyshire, 
Rotherham and Sheffield) agreed the approach outlined below, agreeing to 
designate Sheffield Children’s Hospital as a fixed point for paediatrics, and Sheffield 
Teaching Hospital for maternity services.  
 

 
 
 
2. Evaluation criteria 
 

2.1. The evaluation criteria for the configuration options were developed during the 
Hospital Services Review, based on prioritisation by system leaders, clinicians, 
members of the public and people from the seldom heard groups. 

 
2.2. They were reviewed during the autumn 2018 to make sure that issues which had 

been raised by Governing Bodies, Boards and members of the public in relation to 
the Hospital Services Review and the Strategic Outline Case were captured within 
the evaluation criteria.  

 
2.3. A small number of amendments were made which were agreed by Collaborative 

Partnership Board on 19th October 2018, and reviewed by clinicians in Clinical 
Working Groups.  

 
2.4. Following agreement by the CPB the evaluation criteria have also been discussed in 

public forums such as the Travel and Transport Advisory Panel.  
 



2.5. Some very small amendments were made following the CPB e.g. to re-order the 
points (putting quality at the top, in response to clinician feedback), to clarify some 
points (e.g. to make it clear that the contribution to closing the financial gap will be 
assessed on a net basis) and to correct some typographical errors. 

 
2.6. The final agreed set of criteria (figure 2) was agreed by commissioners in January 

2019: 
 

 
Figure 2: Final agreed evaluation criteria 
 

 
 

 
3. Fixed sites 

 
3.1. Methodology 

 
3.1.1. In looking at changes to clinical models, there are large numbers of potential 

clinical models, which could be applied to large numbers of sites. 
 

3.1.2. CCG Accountable Officers said in the November meeting of the ICS 
Executive Steering Group that they wish to consider a wide range of options, in 
order to ensure that the process was fair. 
 

3.1.3. However, commissioners also said that they would wish to rule out sites 
where it is very obvious that there will be no change, to avoid spending time and 
resource on unworkable options.  
 

3.1.4. It is legally possible as part of the evaluation approach to identify sites where 
there is wide consensus that the clinical model should not change. These are 
known as ‘fixed sites.’ Systems can designate fixed sites where the evidence is 
very clear, and fixing them is “self-evident”.  
 

3.1.5. The Hospital Services programme team reviewed a number of reconfiguration 
processes around the country. They found several criteria that were frequently 
used to justify identifying a site as ‘fixed’ (see annex A). These were the levels of 



activity, which dictated amongst other things the cost of capital; the number of 
interdependent services; the condition of the estate; geographical position; and 
self-selection. 
 

3.1.6. In a meeting of the JCCCG on 28th November, commissioners stated that the 
criteria that they considered most relevant to South Yorkshire and Bassetlaw, 
and North Derbyshire, were: 
 

 Levels of activity, and thus the capital costs of reproviding services 
elsewhere. The availability of capital in SYB(ND) is very constrained so 
options which would involve reproviding services for particularly high 
numbers of patients should be ruled out. These options would also affect 
the highest numbers of patients. 
 

 Interdependencies. SYB(ND) contains some sites which provide high 
complexity tertiary services which are interdependent with maternity, 
paediatrics or gastroenterology. These would also have to be reprovided, 
further increasing costs and the impact of any move.  

 
3.1.7. Both of these criteria appear within the existing SYB(ND) evaluation criteria, 

identified above.  
 

3.1.8. Commissioners noted that activity levels were less key for GI bleeds, from a 
capital perspective. The numbers out of hours were so low that the capital impact 
would be minimal. We might still wish to avoid options which impacted on greater 
numbers of patients.    
 

3.1.9. The JCCCG considered whether geographic location should be used to fix 
sites. Commissioners considered that, while access will be an important criterion 
for evaluating options, there were no sites at present where travel to the nearest 
alternative site had been considered by commissioners or providers to be 
clinically unsafe. Therefore it was not considered relevant while setting fixed 
sites.  
 

3.1.10. The JCCCG noted that the condition of the current estate was not a major 
concern for SYB(ND), and that self-selection would not ensure that decisions 
were taken in the best interests of the population.  
 

3.2. Recommendations on fixed points 
 

3.2.1. Annex D shows the analysis of the sites in SYB(ND) against the three 
evaluation criteria of levels of activity (as a proxy for capital costs), and clinical 
interdependencies and estates / cost of capital.   
 

3.2.2. Based on the numbers presented in Annex D, there were some sites which 
stood out clearly from the rest: 

 Maternity: In 2017-18 Sheffield Teaching Hospitals (the Jessop Wing) 
had 6,723 births per year, more than twice that of the next largest unit 
(3,297 at Doncaster Royal Infirmary). In addition it has large numbers of 
interdependent specialist services which are not provided elsewhere in 
SYB(ND). 
 

 Paediatrics: Sheffield Children’s Hospital had 10,043 inpatient stays in 
2016-17 (approximated from reference cost data), considerably larger 
that of the next largest unit at 4,838. The 2017-18 HES data shows a 



similar pattern, with 3,404 long stay inpatient stays at SCH compared with 
2,313 across the next largest trust (Doncaster and Bassetlaw combined). 
In addition it has large numbers of interdependent specialist services 
which are not provided elsewhere in SYB(ND). 
 

 Out of hours GI bleeds: On activity, Sheffield Teaching Hospitals and 
Doncaster Royal Infirmary both treat more GI bleeds than other trusts. 
STH also undertakes more complex surgeries which may give rise to a GI 
bleed. However the levels of activity for out of hours emergency bleeds 
which require transfer are low, and so the Hospital Services Steering 
Group did not consider that activity was a sufficient driver to fix either site.  

 
On interdependencies, STH and DRI offer vascular Interventional 
Radiology out of hours, which was identified by the Steering Group as the 
main interdependency. Since this was only one interdependent service 
the Steering Group did not consider it a sufficient driver to fix a site. 
Therefore we propose not to fix any sites for out of hours GI bleeds. 
 

3.2.3. The CCGs therefore agreed to fix STH for maternity and  SCH for paediatrics, 
and not to fix any sites for GI bleeds. 

. 
 
 
  



 
Annex A 

 
Criteria used to identify fixed sites in other reconfigurations 

 
 

 
 
  



 
Annex D 

 
Recommendations against the criteria for fixed sites:  

 
Commissioners identified two criteria which were of the greatest relevance when assessing 
fixed sites: 

- Levels of activity, as a proxy for cost of capital 
- Interdependencies 

  
Analysing the activity data 
 
The Hospital Services team have reviewed the activity levels in each trust. Depending on the 
clinical model, not all of the activity would be transferred; what the activity levels show is the 
comparative sizes of the units and thus the approximate, comparative impact of changing 
the relative sites. 
 
The comparative size of the units indicates the comparative level of reprovision that would 
be required. It thus indicates the comparative scale of capital costs that the system would 
face in reproviding that capacity elsewhere. The specific capital costs have not been 
modelled at this stage as they would depend on the exact implications on the receiving site.  
 
GI bleeds 
 
For GI bleeds, the levels below indicate all activity rather than the number of bleeds 
overnight, but they give an indication of the relative scale of GI bleed activity on the sites.  
 
Capital costs are a less significant issue for GI bleeds since the number of out of hours 
transfers is low. The Steering Group discussed whether comparative activity levels would 
still be relevant because of the indication of comparative impact on numbers of patients, but 
concluded that the numbers were small overall and so this was not a sufficiently ‘self-
evident’ reason for fixing a site. 
 
Paediatrics 
 
For paediatrics, the analysis presents two years’ worth of data in order to capture the 
comparative size of the units prior to changes to the clinical model being introduced at 
Bassetlaw. The analysis for the two years is presented using different data (reference costs 
rather than HES data which was not provided for 2016/17) and has been adjusted to 
compensate for the change to the Bassetlaw model in January 2017.  
 
The pattern of the comparative sizes of the units remains clear.  
 
 
Analysing the data on interdependent services 
 
There are two types of interdependent services: 
 

 Some interdependent services are common to the majority of District General 
Hospitals, and would have to move or be adjusted if changes were made. For 
example, most paediatrics services are interdependent with neonatology services 
since most DGHs currently have a single rota of consultants covering both services. 
The team proposes that these interdependent services should not be seen as a 
reason for establishing a fixed site because they are widespread across most sites.  

 



 There are some interdependent services which are highly specialised, and are 
currently provided in only one or two sites in SYB(ND). These have been identified as 
reasons for establishing a fixed site because they are essential and unusual, and 
would require specialist reprovision.  

 
 
Maternity  
 
Figure 6: levels of activity in maternity services 
 

 
 
 

 
 
Figure 7: interdependencies in maternity services 
 

 
 
Paediatrics 
 
Figure 8: levels of activity in paediatrics services 
 

 
 



 
 
Figure 9: interdependencies in paediatrics services 
 

 
 
Gastroenterology 
 
 
Figure 10: levels of activity in Gastroenterology services 
 
 

 
 

 
 
 
Figure 11: interdependencies in Gastroenterology services 
 

 


