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EXECUTIVE SUMMARY: 
Aim to provide a Consultant of the week ward cover in-patient provision with 
Gastroenterologists covering in-patient services for 2 weeks (Monday to Friday) in a 12 
week rota. This overall does not require additional Consultants and at least neutral to OP 
service sessions (no detrimental impact to RTT position). 
This will provide an inpatient service that meets SAFER standards. The Gastroenterology 
team will provide in-reach services into acute admission areas & an ambulatory hot clinic. 
To facilitate this, Deene C Ward will need to reduce its bed base from 29 to 20, conversion 
of 3 bays of 6 patients into bays of 4 patients. Bay of 5 and 3 siderooms will remain. 
A bay of 3 patients converted to an ambulatory assessment area (results in admission 
avoidance and an income stream).  
Change of name from “Deene C” Ward to “Digestive Disease Unit”. 

ACTION REQUIRED: To approve the changes to Deene C ward to facilitate the 
changes for in-patient care provision to proceed 
 

RISK TO THE TRUST (include reference 

to BAF or Corporate Risk Register) 

Not applicable 

WORKFORCE ISSUES: 
(including training and education implications) 

Change of Consultant working to a Consultant of the Week 
model for in-patient care 

DIVERSITY & INCLUSION: 
  

Equality Impact is Neutral 

FINANCIAL IMPLICATIONS: 
Specify No/Yes (Detailed within the report). 

Yes - detailed within the report 

COMMUNICATION/CONSULTATION 
ISSUES 
(including patient and public involvement) 

Not Applicable 

STRATEGIC OBJECTIVE: 
(specify trust strategic objective) 

To meet the SAFER standards for in-patient care 

CQC DOMAINS 
• safe. 

• effective. 

• caring. 

• responsive to people’s needs. 

• well-led 
Please indicate which domain the report is providing 
assurance on 

Meets all CQC domains 
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CHANGING INPATIENT WARD CARE PROVISION FOR GASTROENTEROLOGY SERVICE 
 
1.  BACKGROUND 

 
1.1 Gastroenterology is a predominantly ambulatory specialty. The majority of the service 

workload is concentrated around outpatient (OP) clinics and endoscopy which delivers a 
large volume of patient care episodes with an associated significant income stream.  

 
1.2 The Gastroenterology team covers inpatients on Deene C Ward (DCW). This has three 

side-rooms, three bays of 6 beds, one extension bay of 5 beds and another of 3 beds 
(total of 29). The service also covers medical outlier patients on Deene B Ward (DBW), 
which can be as many as 6-12 patients. Of the 29 to 40 in-patients (typically 35 patients), 
only 15-20 have Gastroenterology disorders with the rest being general medical patients. 
 
DCW environment is challenging. The bays of six have only two oxygen supply points. 
The extension bays of five and three were never designed for patient beds and hence are 
not ideal as patient bays. Only one of the three siderooms has an ensuite toilet and the 
overall patient to toilet ratio is poor and breaches the national recommendations for 
Gastroenterology wards (in-patients with inflammatory bowel disease – IBD standards).  

 
1.3 Less than 10% of medical inpatients have a primary Gastroenterological disorder. 

However, these patients are often unwell with a high acuity and/or are complex needs 
requiring many services and intensive senior clinician input. A measure of acuity is 
illustrated by 27 intensive care outreach referrals being made from DCW in February 
2017. The high acuity is a major stressor on the nursing staff, many of which are 
inexperienced. There are vacancies requiring utilisation of agency nurses.  

 
The junior doctor establishment has been reduced from six to five in 2016. A minimum of 
three are required to staff the ward safely with an optimal number being four. This is often 
impossible due to on-call commitments, mandatory training and leave. A number of junior 
doctor vacancies exist, absences due to illness or maternity leave are usually uncovered. 
At a registrar (middle grade) level, there should be three training specialty registrars and 
two trust grade registrars. It is unusual to have a full quota due to difficulties in recruiting 
and retaining trust grade doctors. As registrars cover outpatient sessions for training and 
service, registrar vacancies lead to patchwork cover / support of inpatient services. 

 
1.3 In 2015-17, the emergency care and intensive support team (ECIST) suggested 

measures, which have been implemented as internal professional standards. To meet the 
“SAFER” standards, gastroenterology cover for inpatient services needs to evolve without 
compromising lucrative outpatient activity or referral to treatment (RTT) position. 
 

2. OVERVIEW 
 
2.1 There are currently 6.5 WTE Gastroenterologists (5 full time substantive Consultants, one 

full time long term locum, and one part time sessional Consultant) working at Kettering 
General Hospital, contributing 6-8 PAs DCC to Gastroenterology IP services. The current 
cover arrangements are sub-optimal to meet the SAFER standards and are even weaker 
when the Consultants and registrars are on-call for general medicine or away on leave. 
This model of care originated in the last century and is no longer fit for purpose. 
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2.2 The proposal focuses on new model of care, which involves the rotation of one 
Gastroenterologist to cover inpatient services for two weeks. During that period of time 
that focus will be on inpatient activity only (not Outpatients). 

 

• The 6-8 inpatient PAs will be converted to outpatient sessions (clinics or endoscopy lists). 

• For two weeks consecutively, a Gastroenterologist would cancel all outpatient sessions.  

• The Consultant will perform daily Consultant led board rounds and ward rounds (Monday-
Friday), the registrars will support the Consultant of the week.  

• To meet the SAFER standards, from 9am to 1pm, the Consultant can lead a 30 minute 
board round and allows an average 10 minutes per patient on the subsequent ward round.  

• The will be a daily Gastroenterology in-reach service onto medical admission wards to 
review unwell gastroenterology patients and to identify suitable patients for the 
Gastroenterology ward. They would also see Gastroenterology referrals from other wards 
& ED to give prompt speciality opinion. In the afternoon, this service will continue to be 
provided by gastroenterology registrar and/or Consultant. 

• The registrar and/or Consultant will be able to potentially see 1-3 acutely unwell 
ambulatory Gastroenterology patients in a hot clinic setting per day. This will prevent 
admissions and facilitate rapid diagnosis and management of these patients. 

• This plan will be staffed on a rota basis with the existing 6 consultants rotating for 2 weeks 
at a time covering inpatients and 10 weeks for outpatients. 

• The reconfiguration current inpatient DCCs on job plans (6-8) to OP endoscopy and clinic 
sessions will cover the sessions cancelled weekly to cover the ward (6-7 OP sessions). 
This results in no net impact on OP sessions and RTT position.  
 

2.3 The ensure the quality of care is of a minimum standard, the bed base covered by 
Gastroenterology in-patient services needs to be reduced, 9 beds on DCW will need to 
close, outliers on DBW will no longer be covered. This improves the safety of the 
environment by reducing the demands on resources and provides an ambulatory clinical 
area with one trolley and two chairs. Twenty beds are sufficient to accommodate all in-
patients requiring specialist Gastroenterology care. We also suggest the ward be renamed 
“Digestive Diseases Unit”. 

 
During this two week period covering inpatient services, Consultants will not take leave or 
be on-call for General Medicine. As the rota involves 2 weeks’ ward cover in a 12 week 
period, a Consultant will only be on the ward for 8 or 10 weeks per annum; allowing ample 
time to take leave. This situation will improve as Consultant base expands over time. 

  
3. POLICY 

 
3.1 Implementing the proposal will have a profound effect on the quality of inpatient services 

with no loss of outpatient activity. This will result in daily Consultant led board rounds and 
ward rounds in full compliance of the SAFER standards. This will improve length of stay, 
timing of discharge in the working day and early awareness of unwell patients.  

 
Secondary outcomes of a more intensive Consultant presence will include improved 
support and training episodes for trainee doctors, an improved tolerance of rota gaps, 
clear delineation for patients and their families on who their named Consultant is and 
smoother working relationship with the nursing staff. 
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Nursing staff establishment would remain unchanged during the day to cover the in-
patient beds and the ambulatory area. At night, the ambulatory area closes and less 
nurses will be required then we have currently – reducing expenditure on agency nurses. 
The in-reach service and hot clinic will improve the care of patients with Gastroenterology 
specialist needs who have been admitted to the trust or are unwell but ambulatory. This 
will improve length of stay, patient satisfaction and provide a much better acute 
gastroenterology service. Hot clinic attendances will attract a tariff which will provide an 
income stream as well as prevent admissions. 

 
Closing of beds on DCW makes the environment safer and also makes the acuity more 
manageable for the nursing and junior Doctors team. There would be a loss of 9 beds but 
this will be compensated for by better flow, reduced length of stay and timely discharges. 
This will be neutral (worst case) for capacity and likely an improvement. The overall quality 
and safety of care will be markedly increased. 

 
4. RISK 
   
4.1 Leaving one Consultant on the ward would be a risk if that individual became unwell. 

Longer term absences could be mitigated for by rearranging the rota but short term 
absences would need to be covered by utilising other Consultants to cover (by rearranging 
or cancelling OP activity) and by utilising Registrars until the Consultant returns.  

 
4.2 The risk is that the new care arrangements do not improve patient flow and discharge 

rates to counteract the loss of 9 inpatient medical beds. 
 
5. DATA QUALITY 
 

Not applicable 
 

6. FINANCIAL IMPLICATIONS 
 
6.1 Estimated costs of £10k to make the changes to the bays and ambulatory area (anti-

ligature curtain railings, changes to the entrances of ward and, and new equipment). 
Significant savings in agency nurse spend – envisage this will be significantly reduced. A 
further income stream will be generated from a tariff raised for patients seen in the 
ambulatory clinic area. Overall financially likely to be cost saving, worst case is neutral. 

 
7. ACTION REQUIRED BY THE TRUST MANAGEMENT COMMITTEE 
   
7.1 TMC to approve changes to DCW to facilitate Consultant of the Week care model. This 

would allow a six week period to commence. Enabling the necessary ward changes and 
set up the Consultant of the Week rota. 
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