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 In determining whether the centralisation of acute aortic surgery is likely to 
be implemented within a reasonable period from the merger, we have taken 
into account the following considerations: 

(a) The parties are currently reviewing the proposed new model and are 
calculating the impact on theatre scheduling and bed capacity, which will 
feed into the decision on site selection. 

(b) The parties claim that the additional costs associated with the treatment 
of patients who are not currently referred to either CMFT or UHSM (due 
to the lack of standardised pathways and protocols between the trusts 
and other local hospitals) is likely to be covered by the additional tariff 
income from treating these patients, and that any additional income may 
offset other costs that may emerge in the implementation of the 
proposed service reconfigurations in cardiology, vascular surgery or 
stroke.273  

(c) The centralisation of acute aortic surgery may require public consul-
tation. The parties told us that in their integration planning, they had 
allowed for a period of eight to 12 weeks for public consultation, and that 
it was for the local Health and Scrutiny Committee to determine whether 
such consultation was necessary and the nature of that consultation. For 
example, the consultation could be in the form of a formal consultation 
process or some form of public engagement process. Further, the 
parties told us that the CMFT management team had significant 
experience of achieving service change that required public consultation 
following its acquisition of Trafford Healthcare NHS Trust. 

(d) The parties have begun the planning work required to establish a rota for 
acute aortic surgery and have provided us and NHS Improvement with 
indicative rotas. 

(e) The proposals for acute aortic surgery have been developed by 
cardiology consultants from CMFT and UHSM and, therefore, there is 
clinical engagement and support for the proposed service 
reconfiguration. 

 We acknowledge that the parties are yet to undertake important elements of 
the planning work, in particular the selection of a site and the identification of 
any clinical interdependencies arising from the reconfiguration of the service. 

 
 
273 NHS Improvement is currently undertaking a detailed assessment of the financial impact of the merger. 



 

163 

and European guidance, and reduced anxiety for patients and their families 
while waiting for diagnosis. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 The proposed reconfiguration of the acute coronary syndrome service 
comprises three main elements: 

(a) Creation of a sub-specialty rota. 

(b) Setting up standardised pathways and protocols for patients referred to 
the merged trusts from other local hospitals. 

(c) Consolidation of the service onto a single site. 

 NHS Improvement found that: 

(a) the parties’ proposals to provide greater patient access by implementing 
sub-specialist rotas and introducing seven-day or out-of-hours working in 
cardiology appeared to be deliverable within the first year of the merger;  

(b) improving pathways from local hospitals to the merged trust appeared to 
be achievable within the first year of the merger; and 

(c) the consolidation of the acute coronary syndrome service onto one site 
required more work to show that it was likely to be delivered in a 
reasonable time frame. In particular, NHS Improvement noted that the 
parties had not yet identified an appropriate site for the service, 
determined how they would create additional capacity at the site if 
needed, and identified any clinical interdependencies arising from the 
reconfiguration of the service. 

 In determining whether the consolidation of the acute coronary syndrome 
service is likely to be implemented within a reasonable period from the 
merger, we have taken into account the following considerations: 

(a) The new service model will initially involve the redirection of out-of-hours 
and weekend NSTEMI patients to either Manchester Royal Infirmary or 
Wythenshawe Hospital (on alternating nights and weekends), as well as 
the operation of weekend lists for urgent surgery. This would allow 
seven-day services to be delivered across the two sites in line with the 
planned care model. The centralisation of services onto a single site will 
take place in the first or second year following the merger. 
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(b) The parties are currently reviewing the proposed new model and are 
calculating the impact on theatre scheduling and bed capacity, which will 
feed into the decision on site selection. The parties claim that the 
reduced length of stay (caused by the proposed changes to the acute 
coronary syndrome service) will create the bed capacity required to 
deliver the new model, although the parties acknowledge that the ability 
of the merged trust to flex capacity in times of higher demand is crucial 
to the maintenance of an effective emergency service. 

(c) The parties claim that the reduction in length of stay offers the potential 
to reduce bed capacity across the merged trust’s sites,278 and that, in 
combination with the reduced length of stay expected from the 
consolidation of cardiac rhythm management services (see paragraphs 
15.233 and following), this would give the potential to take a ward out of 
use. The parties estimate that this might achieve a net saving of 
approximately £1 million.279 Alternatively, the parties suggest that the 
additional capacity could be reutilised to provide care for another group 
of patients (either within cardiac services or in another specialty). 

(d) The centralisation of cardiac services may require public consultation. 
We discuss the implications of public consultation on the implementation 
of the parties’ proposed service changes in paragraph 15.128(c).   

(e) The parties have begun the planning work required to establish a rota for 
the acute coronary syndrome service and have provided us and NHS 
Improvement with indicative rotas. 

(f) The proposals for the acute coronary syndrome service have been 
developed by cardiology consultants from CMFT and UHSM and, 
therefore, there is clinical engagement and support for the proposed 
service reconfiguration. 

 We acknowledge that the parties are yet to undertake important elements of 
the planning work, in particular the selection of a site and the identification of 
any clinical interdependencies arising from the reconfiguration of the service. 
We consider that this reflects the greater scale and complexity of this 
element of the proposed service configuration. 

 However, we think the parties are well placed and suitably incentivised to 
undertake the required planning work and implement the necessary changes 
to centralise the service within a reasonable period following the merger, as 

 
 
278 The effect for acute coronary syndrome patients would be equivalent to about 23 beds. 
279 NHS Improvement is currently undertaking a detailed assessment of the financial impact of the merger. 
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there are a number of factors that support the parties’ plans for post-merger 
integration and realisation of benefits. We outline these factors in 
paragraphs 15.51 to 15.86. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that their proposals for NSTEMI patients could not be 
achieved without the merger, because neither trust would have access to 
sufficient patient volumes to justify recruitment costs if they were each 
required to take on the consultants necessary to develop their own seven-
day service. Moreover, the parties also suggested that any such recruitment 
would be hindered by the national shortage of cardiac physiologists. 

 The parties also argue that any form of collaboration other than a merger, 
such as a partnership, is unlikely to succeed, given the past difficulties of the 
trusts to work together. The parties told us that the establishment of 
cooperative arrangements for the treatment of STEMI patients in 2006 
involved protracted negotiations between CMFT and UHSM before it could 
be brought to a successful conclusion, and since then they have twice 
sought, unsuccessfully, to establish cardiology joint ventures in 2012 and 
2013. 

 We do not think that it is feasible for either CMFT or UHSM to develop their 
own seven-day acute coronary syndrome service, and we do not expect that 
the parties would be able to implement the reconfiguration in any other form 
of arrangement other than a merger, given their past difficulties to establish 
such arrangements in cardiology.  

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties absent the merger.  

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
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may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

Community midwifery 

 The parties claim that the existence of community midwifery zones280 across 
Greater Manchester creates organisational barriers and safety issues for 
those patients who choose to or, as a result of an emergency, are required 
to give birth outside of their community midwife zone. 

 Although the parties have in place safe information-sharing arrangements to 
ensure that important patient information is available for these patients, they 
argue that the merger will enable the easier and more efficient sharing of 
information. Further, they claim that the merger will enable the standard-
isation of maternity governance and training so that midwives can escalate 
emergencies to common standards across a large part of the Greater 
Manchester conurbation. This will improve the standard of care for the 1,500 
patients each year who give birth outside of their community midwife zone. 

 NHS Improvement found that the parties’ proposals relating to community 
midwifery did not represent an improvement for patients within the 
framework for assessing RCBs. 

 To demonstrate how the proposals represented an improvement for patients, 
NHS Improvement suggested that the parties could do more to explain how 
the merger would enable the parties to make measurable improvements in 
quality, choice or innovation in maternity services.  

 NHS Improvement considered that: 

(a) NHS trusts were expected to make arrangements to ensure that patients 
could move between maternity services as smoothly as possible; 

(b) paper records were maintained so that patients could carry important 
information with them; 

(c) some other providers have addressed similar issues by giving their 
community midwives access to handheld electronic devices that allowed 
them to record and share information electronically: these electronic 
records could be used to send information to hospital delivery units; and 

 
 
280 Antenatal care is provided to pregnant women by different community midwifery services in Greater 
Manchester according to the geographic zone area (ie the community midwifery zone) in which their GP surgery, 
or the clinic they first attended in relation to their pregnancy, is located.  
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(d) information governance requirements did not prevent sharing 
information with patients’ consent and (where necessary) for a patients’ 
care needs. 

 We agree with NHS Improvement’s view. Our view is that the benefits 
arising from the proposal to share information and standardise governance 
across community midwifery zones in Greater Manchester are not an RCB 
on the basis that the proposal does not represent a benefit to patients within 
the meaning of section 30(1)(a) of the Act. 

Elective orthopaedics 

Proposed service change 

 Both trusts currently provide non-complex elective orthopaedic services: 

(a) CMFT primarily delivers its routine non-complex elective orthopaedic 
services from Trafford Hospital. Complex elective orthopaedic patients, 
namely those who may need access to other services during their 
inpatient stay (such as intensive care), are treated at Manchester Royal 
Infirmary.281 The separation of non-elective and elective orthopaedic 
patients (commonly referred to as ring fencing) means that the trust’s 
ability to provide timely surgery for its elective orthopaedic patients is not 
impacted by non-elective activity.282  

(b) UHSM delivers both elective and non-elective orthopaedic services from 
Wythenshawe Hospital, and the lack of surgical theatre and bed capacity 
at Wythenshawe Hospital, along with the co-location of elective and non-
elective orthopaedics services, results in higher-than-average cancelled 
operations, failure to rearrange cancelled operations in a timely manner 
and an overall failure to meet the referral to treatment target for planned 
surgical procedures. 

 The merger will enable the consolidation of elective orthopaedic activity at 
Trafford General Hospital, including the transfer of approximately 2,500 
patients receiving elective surgery at Wythenshawe Hospital.283 These 
patients will benefit from reduced cancellations and reduced length of stay 
and reduced time to treatment. Further, all 5,000 elective orthopaedic 
patients treated at the merged trust each year will benefit from greater 

 
 
281 Non-elective orthopaedic services are also delivered from Manchester Royal Infirmary. 
282 Ring fencing is considered best practice. 
283 Related outpatient, diagnostic and follow-up services for patients currently treated at UHSM will continue to be 
delivered locally at Wythenshawe Hospital. Patients with more complex care needs will continue to receive 
surgery at Manchester Royal Infirmary or Wythenshawe Hospital. 
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workforce resilience brought about from having a larger number of 
consultants in each sub-specialty treatment area.  

Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement identified from the parties’ benefits submission two main 
improvements for elective orthopaedic patients:  

(a) Ring fencing elective care services by transferring existing elective 
orthopaedic surgical activity from UHSM to Trafford General Hospital. 

(b) Improved access to complex procedures and innovative treatments. 

 NHS Improvement found that the ring fencing of elective care services at 
Trafford General Hospital would likely lead to improved patient experience 
for some patients currently treated at Wythenshawe Hospital in the form of 
reduced cancellations and reduced time to treatment,284 which are also likely 
to lead to a reduced period of pain and inactivity and improved health-related 
quality of life for some patients.285 

 NHS Improvement noted that ring fencing would also enable UHSM to end 
the suboptimal strategies it currently employed to manage its elective 
capacity (such as placing non-elective patients on elective orthopaedic 
theatre lists and/or in elective care beds, resulting in cancellations of elective 
operations), thus reducing length of stay and improving patient experience 
for some patients. 

 NHS Improvement did not accept the parties’ proposal that the parties would 
have an enhanced ability to perform highly complex elective orthopaedic 
surgery and that this would represent an improvement for patients, on the 
basis that concentration of complex elective orthopaedic activity onto fewer 
sites is required to gain ‘critical mass’ and enhance quality of care. NHS 
Improvement noted that patients in Manchester were currently able to 
access complex orthopaedic surgery at Wrightington Hospital,286 and that it 

 
 
284 Following CMFT’s acquisition of Trafford Hospital in 2012 and the subsequent introduction of ring-fenced 
elective orthopaedic surgery on that site, CMFT has improved its theatre utilisation from 70% in the financial year 
ended 31 March 2016 to 87% in the financial year ended 31 March 2017, and reduced its orthopaedic surgery 
cancellation rate from 9.7% to 5.7% during the same period. 
285 NHS Improvement noted that it was unclear exactly how many patients would experience reduced time to 
treatment or the extent to which waiting times might be reduced. 
286 Wrightington Hospital is 27 miles from Trafford Hospital and is a Centre of Excellence for orthopaedic surgery. 
It is part of Wrightington, Wigan and Leigh NHS foundation trust, which is a medium-sized acute trust providing 
district hospital services for a population of around 320,000 people in and around Wigan and Leigh and specialist 
orthopaedics services to a wider regional, national and international population. 
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was not clear that the patient population could sustain two complex surgery 
centres.  

 Our view is that the proposed service change would likely deliver 
improvements for some elective orthopaedic patients in the form of improved 
patient access, outcomes and experience, and that UHSM patients would 
experience the greatest improvement. We note that, should proposals 
relating to complex elective orthopaedic surgery be implemented, the 
proposal could reduce the quality of service provision for complex patients 
receiving surgery at Wrightington Hospital. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 NHS Improvement found that the centralisation of elective orthopaedic 
services required more work to demonstrate that it was likely to be delivered 
in a reasonable time frame. 

 In determining whether the consolidation of elective orthopaedic activity at 
Trafford General Hospital is likely to be implemented within a reasonable 
period from the merger, we have taken into account the following 
considerations: 

(a) Trafford General Hospital currently has vacant ward accommodation that 
would be recommissioned to accommodate the elective work 
transferring from Wythenshawe Hospital. 

(b) The parties expect: 

(i) that theatre capacity at Trafford General Hospital would be secured 
by introducing extended theatre sessions and six-day working and 
possibly transferring some of the day-case work in other specialties 
away from the site; 

(ii) that nursing and clinical support resource required to support this 
work would be delivered by utilising the existing orthopaedic 
workforce that existed across the two trusts; and 

(iii) to generate additional revenue from improved productivity and 
reduced length of stay, although there may be some additional costs 
arising from the extended theatre sessions and six-day working at 
Trafford General Hospital. We note that NHS Improvement is 
currently undertaking a detailed assessment of the financial impact 
of the merger. 
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(c) The parties do not anticipate that additional workforce will be required to 
implement the proposal. However, existing staff from the merged trust 
may be required to work in different ways to support the delivery of 
elective services at Trafford General Hospital, and this will require a 
process of staff engagement and some formal HR procedures. The 
parties expect to maintain existing arrangements for orthopaedic on-call 
rotas, and medical and anaesthetic out-of-hours provision at Trafford 
General Hospital are already in place to support the delivery of an 
elective orthopaedic service. 

(d) The proposal has been endorsed by orthopaedic consultants at both 
CMFT and UHSM and, therefore, there is clinical engagement and 
support for the proposed service reconfiguration. 

 We acknowledge that the parties are yet to undertake important elements of 
the planning work, in particular, calculating the impact on theatre scheduling 
and bed capacity at Trafford General Hospital, as well as identifying any 
clinical interdependencies arising from the reconfiguration of the service. We 
consider that this reflects the scale and complexity of the proposed service 
configuration. 

 However, we think the parties are well placed and suitably incentivised to 
undertake the required planning work and implement the necessary changes 
to centralise the service within a reasonable period following the merger. 
The parties have undertaken a significant amount of planning work to date in 
respect of their proposal, including the selection of the site for the service, 
and the ring fencing of elective orthopaedic activity is in line with best 
practice. 

 Further, there are a number of factors that support the parties’ plans for 
post-merger integration and realisation of benefits. We outline these factors 
in paragraphs 15.51 to 15.86. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that the implementation of the proposal is dependent on 
the merger, as without the merger, it could not be expected that UHSM 
would transfer its elective orthopaedic activity to CMFT and lose this income. 

 The parties explained that the possibility of a Manchester Elective 
Orthopaedic Centre was explored in 2010, and although Trafford Healthcare 
NHS trust, UHSM and CMFT reached agreement on the clinical model, they 
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could not agree financial and governance arrangements, and UHSM 
subsequently withdrew from the discussions. 

 We think that under current arrangements or other forms of collaboration 
other than a merger, UHSM is not likely to transfer its elective orthopaedic 
activity (and corresponding income) to CMFT, as demonstrated by the failure 
to centralise elective orthopaedic activity in 2010. 

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger. 

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

Fractured neck of femur 

Proposed service change 

 Both trusts provide services to patients suffering from fractured neck of 
femur, commonly known as hip fractures. UHSM is more successful than 
CMFT in terms of meeting best practice tariff criteria for fractured neck of 
femur patients, ensuring that surgery takes place within 36 hours, and has a 
shorter average length of stay for these patients. CMFT, however, has better 
patient mortality outcomes. Both trusts lack a seven-day orthogeriatric 
service (orthopaedic care for frail and/or elderly patients) and the level of 
pre-operative input from orthogeriatricians is variable depending on the time 
and day of the week. 

 The parties claim that the merger will enable them to establish a dedicated 
hip fracture unit at either Manchester Royal Infirmary or Wythenshawe 
Hospital, offering seven-day services to 550 patients each year. These 
patients will benefit from reduced time to treatment and reduced length of 
stay, reduced risk of complications and improved mortality rates. 
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Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement found that the parties’ proposals relating to fractured 
neck of femur were insufficiently advanced to assess them under the 
framework for assessing RCBs.  

 NHS Improvement’s view was that the parties’ proposals represented 
complex service redesign and while the parties had set out their high-level 
vision for the service, they could do more work to develop each element of 
the proposal.  

 NHS Improvement advised that the parties could: 

(a) explain how and why consolidating patients and staff onto a single site 
would lead to increased access to an orthogeriatrician or facilitate 
delivery of a seven-day service; 

(b) demonstrate how orthogeriatric, therapy and trauma coordinator staff 
would work differently following the merger and why consolidation of the 
two services enabled this; 

(c) provide a workforce plan that set out in detail the new model of care and 
how this would be delivered; 

(d) when describing proposed outpatient clinics, explain how these arrange-
ments would represent an improvement over existing arrangements at 
UHSM and what changes CMFT patients may experience following the 
merger that would require access to outpatient clinics; and 

(e) explain the barriers that were currently limiting the parties from delivering 
the proposed daily multidisciplinary ward round and enhanced recovery 
model of care, and how consolidation onto a single site would remove 
these barriers. 

 In response, the parties told us that: 

(a) by concentrating specialist staff and patients in the same place, staff 
resource could be scheduled to cover a larger number of patients at 
critical points in their care pathways; 

(b) through the consolidation of the orthopaedic surgery lists from both 
trusts and the greater availability of orthogeriatrician support, it would be 
possible for specialist arthroplasty surgeons (who repair rather than 
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 In determining whether the consolidation of the CRM service is likely to be 
implemented within a reasonable period from the merger, we have taken into 
account the following considerations: 

(a) The parties are currently reviewing the proposed new model and are 
calculating the impact on theatre scheduling and bed capacity, which will 
feed into the decision on site selection. The parties claim that the 
reduced length of stay (caused by the proposed changes to the CRM 
service) is not sufficient to facilitate a material reduction in bed capacity, 
but that it would contribute to the potential closure of a cardiology ward 
in conjunction with the reduced length of stay caused by the proposed 
changes to the acute coronary syndrome services (see paragraph 
15.138).  

(b) The centralisation of cardiac services may require public consultation. 
We discuss the implications of public consultation on the implementation 
of the parties’ proposed service changes in paragraph 15.128(c). 

(c) The parties have begun the planning work required to establish a rota for 
the CRM service and have provided us and NHS Improvement with 
indicative rotas. 

(d) The proposals for the CRM service have been developed by cardiology 
consultants from CMFT and UHSM and, therefore, there is clinical 
engagement and support for the proposed service reconfiguration. 

 We acknowledge that the parties are yet to undertake important elements of 
the planning work, in particular the selection of a site and the identification of 
any clinical interdependencies arising from the reconfiguration of the service. 
We consider that this reflects the greater scale and complexity of this 
element of the proposed service configuration. 

 However, we think the parties are well placed and suitably incentivised to 
undertake the required planning work and implement the necessary changes 
to centralise the service within a reasonable period following the merger, as 
there are a number of factors that support the parties’ plans for post-merger 
integration and realisation of benefits. We outline these factors in 
paragraphs 15.51 to 15.86. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 
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Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that their proposals for CRM patients could not be 
achieved without the merger, because neither trust would have access to 
sufficient patient volumes to justify the cost of recruiting the consultants 
necessary to develop their own seven-day service. 

 The parties also argue that any form of collaboration other than a merger, 
such as a partnership, is unlikely to succeed, given the past difficulties of the 
trusts to work together. The parties told us that they had twice sought, 
unsuccessfully, to establish cardiology joint ventures in 2012 and 2013.305 

 We do not think that it is likely that either CMFT or UHSM would develop 
their own seven-day service CRM service, and we do not expect that the 
parties would be able to implement the reconfiguration in any other form of 
arrangement other than a merger, given their past difficulties to establish 
such arrangements in cardiology.  

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger. 

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

 
 
305 Please refer to Appendix D for a summary of these initiatives and the reasons for their delay, compromise or 
abandonment. 
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Kidney stone removal 

Proposed service change 

 Both trusts currently provide lithotripsy services.306 UHSM provides 
lithotripsy services 3.5 days a week at its dedicated lithotripsy unit at 
Wythenshawe Hospital. CMFT provides lithotripsy services fortnightly at a 
mobile unit located at Manchester Royal Infirmary.  

 The merger will enable the consolidation of lithotripsy services at 
Wythenshawe Hospital, where a permanent lithotripsy facility is located. This 
will significantly reduce waiting times for the approximately 60 patients each 
year who are treated at a mobile facility at Manchester Royal Infirmary. 

Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement identified from the parties’ benefits submission three 
main improvements for kidney stone patients: 

(a) Improved access to lithotripsy services (which would be centralised at 
Wythenshawe Hospital). 

(b) Increased choice of day and time of treatment. 

(c) Increased choice of treatment. 

 NHS Improvement found that: 

(a) centralised lithotripsy services would likely result in reduced time to 
treatment for a subset of CMFT patients, and although the reduction 
would be modest, it would result in reduced pain, which could have 
otherwise resulted in absence from work and difficulties in carrying out 
everyday tasks;307 

(b) centralised lithotripsy services would also mean that the unit may not 
have to close when staff took leave, representing an improvement for 
those UHSM patients who would have had to wait for the unit to reopen 
to receive their treatment under the current arrangements; 

 
 
306 Lithotripsy (or extracorporeal shock wave lithotripsy) involves locating the kidney stone using x-ray imaging or 
ultrasound scanning and then sending targeted shock waves to the kidney stone to break it up into small pieces, 
allowing the kidney stone to pass naturally from the body. Lithotripsy is usually performed by a technician or other 
individual with specialised training and is usually a day-case procedure, without the need for general anaesthetic. 
307 NHS Improvement noted that although it was unclear as to how many patients would benefit or the extent to 
which wait times would improve, it would be unlikely that waiting times for these CMFT patients would improve 
beyond the three- to four-week waiting time that UHSM patients currently experienced. 



 

189 

(c) the proposed operating hours of the lithotripsy unit (ie five days a week 
from 8am to 5pm) would represent an increase in the day and time of 
treatment offered for both CMFT and UHSM patients, although the 
improvement was likely to be most significant for CMFT patients; and 

(d) under the proposed arrangements, CMFT patients who require urgent 
treatment, and would otherwise have had to have alternative treatments 
due to lack of timely access to lithotripsy services, would now have the 
option of lithotripsy services if that was deemed the most clinically 
appropriate option.308 

 Our view is that that the proposed service change would be likely to lead to 
reduced waiting time for lithotripsy services for some patients currently 
treated at CMFT, improved choice of day and time of treatment for patients 
currently treated at both CMFT and UHSM, and improved choice of 
treatment for some patients currently treated at CMFT. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 NHS Improvement found that the parties’ proposal to share capacity and 
resources to increase access to lithotripsy services for kidney stones 
patients appeared to be deliverable in the first year of the merger. 

 The parties submit that the consolidation of lithotripsy services at 
Wythenshawe Hospital will require the coordination of specialist kidney 
stone nurses at UHSM and CMFT (through an expanded rota), in order to 
manage the lithotripsy machine. The parties intend to (as part of their 
implementation planning) assess patient requirements, in order to determine 
the optimum operating hours of the service, and this will include 
consideration of seven-day working. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 We do not think that, in the absence of the merger, CMFT is incentivised to 
transfer its lithotripsy patients (and the associated income) to UHSM. 

 
 
308 NHS Improvement noted that it was unclear as to how many of the approximately 140 kidney stone patients 
treated at CMFT per year received alternative treatments when lithotripsy services would have been preferable, 
and how much of an impact this would have on patients, as there were positive and negative factors associated 
with the different treatments for kidney stones. 
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 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger.  

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

Stroke 

Proposed service change 

 Neither CMFT nor UHSM currently offers seven-day stroke services in line 
with new guidelines on services for patients suspected of having had a 
transient ischaemic attack (ie a mini-stroke)309 due to a lack of sufficient 
consultants.  

 The merger will enable the parties to combine resources, as well as 
recruiting a small number of additional consultants, to offer seven-day 
services and meet the new guidelines. Approximately 900 patients each 
year, who currently wait longer than 24 hours for an assessment, will benefit 
from a reduction in the morbidity and mortality risks associated with 
subsequent larger strokes.  

Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement found that combining the parties’ services would result in 
the ability to develop new work plans for existing staff that would likely result 
in additional capacity to assess transient ischaemic attack (TIA) patients, 
particularly at the weekend. NHS Improvement found that this would be 
likely to reduce the time that patients waited to be assessed. In terms of the 
significance of the improvements for those patients affected, NHS 

 
 
309 The Royal College of Physicians’ guidelines require that all patients suspected of having had a mini-stroke 
should be assessed urgently within 24 hours by a specialist physician in a neurovascular clinic or acute stroke 
unit. 
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Improvement acknowledged that the Royal College of Physicians’ guidance 
in relation to TIA patients was aimed at reducing the risk of subsequent 
larger stroke and associated reduced mortality and improved morbidity 
outcomes. 

 NHS Improvement found that it was unclear exactly how many TIA patients 
would benefit from reduced waiting times or the extent to which their waiting 
times would reduce, but it expected that patients admitted late on a Friday or 
over the weekend could experience the greatest improvement, and that the 
reductions in waiting times would likely result in more TIA patients being 
treated within 24 hours. 

 Our view is that the proposed service change would likely lead to a reduction 
in time that some TIA patients waited for assessment and that the reduced 
time to assessment would likely result in reduced risk of a subsequent larger 
stroke. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 NHS Improvement found that the proposal to introduce seven-day working 
for the stroke service appeared to be deliverable in the first year of the 
merger. 

 In determining whether the proposal is likely to be implemented within a 
reasonable period from the merger, we have taken into account the following 
considerations: 

(a) The parties expect the cost of restructuring the service to be broadly 
neutral, as additional costs in some areas will be covered by savings 
elsewhere. We note that NHS Improvement is currently undertaking a 
detailed assessment of the financial impact of the merger. 

(b) The proposed change will not require commissioner approval. 

(c) The parties expect to have to recruit additional physicians to ensure a 
sustainable rota for weekend clinics, and although both CMFT and 
UHSM have previously encountered recruitment challenges, the parties 
claim that the merged trust will be a significantly more attractive 
proposition, which is consistent with the experience of other merged 
trusts in recent years. 

(d) The proposal for the stroke service has been endorsed by stroke 
physicians at both CMFT and UHSM and therefore there is clinical 
engagement and support for the proposed change. 
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(e) Clinicians and other members of the workforce appear to be committed 
to the merger and the proposed service change. 

(f) The merger is supported by key stakeholders across Manchester, 
including the commissioners responsible for the services subject to the 
change. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that their proposals for TIA patients could not be achieved 
without the merger, because neither trust would be able to recruit sufficient 
stroke physicians to operate a seven-day service, and, even if this was 
possible, the cost of recruitment would prove prohibitive.  

 The parties also argue that, in the absence of the merger, the introduction of 
a weekend clinic for TIA patients through, for example, the creation of 
shared rotas would require shared IT systems (to enable consultants across 
both trusts to review patient notes), and patients’ follow-up appointments 
would be fixed to one site (rather than across multiple sites in the merged 
trust). 

 We do not think that it is likely that either CMFT or UHSM would develop 
their own seven-day stroke service. 

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger.  

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 
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Urgent gynaecological surgery 

Proposed service change 

 CMFT currently operates two surgical lists for patients requiring urgent 
gynaecological surgery. UHSM does not have any dedicated lists for these 
patients and instead adds these patients to existing elective and emergency 
surgery lists. The current arrangements at both trusts result in delays and 
cancellations for patients who may be in significant pain and emotional 
distress. It can also result in the escalation of a patient’s condition such that 
emergency treatment becomes necessary. 

 The parties intend to improve access for approximately 400 patients each 
year requiring urgent gynaecology surgery by creating an additional 
dedicated urgent gynaecology surgery list and pooling their patient lists so 
that patients can access three scheduled lists each week, allowing for timely 
treatment and reducing the risk of urgent cases requiring emergency 
treatment. 

Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement identified from the parties’ benefits submission three 
groups of urgent gynaecology patients that could potentially experience 
reduced time to surgery through the proposals: 

(a) Patients requiring urgent surgical management of miscarriage; 

(b) Patients requiring urgent marsupialisation of Bartholin’s abscess;310 and 

(c) Patients requiring urgent laparoscopic salpingectomy surgery.311 

 NHS Improvement found that the increased access to planned urgent 
gynaecology surgery theatre time would be likely to lead to: 

(a) modest reductions in the time that some patients waited for urgent 
surgical management of miscarriage, although any reduction in waiting 

 
 
310 Marsupialisation is a surgical procedure used to drain the abscess to relieve symptoms. 
311 Laparoscopic salpingectomy surgery, for women diagnosed with an ectopic pregnancy, is keyhole surgery 
during which the entire fallopian tube containing the pregnancy is removed. 
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time for urgent surgery would be likely to lead to a reduction in 
psychological distress;312 

(b) modest reductions in the time that some patients waited for urgent 
marsupialisation of Bartholin’s abscess, although any reduction in 
waiting time for urgent surgery would be likely to lead to clinical and 
patient experience benefits, including reduced physical pain, reduced 
distress and reduced risk of recurrence;313 and 

(c) reductions in the time that some patients waited for urgent laparoscopic 
salpingectomy surgery, resulting in a reduced risk of their condition 
deteriorating prior to their surgery, reduced psychological distress 
associated with waiting for treatment and increased certainty of when 
their surgery would take place.314 

 Our view is that the proposed service change would be likely to lead to 
modest reductions in the time that some patients waited for urgent 
gynaecological surgery and that the reduced waiting time for urgent surgery 
would likely lead to reduced psychological distress, pain, risk of recurrence 
and risk of a patient’s condition deteriorating to an emergency status. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 NHS Improvement found that the parties’ proposal to share capacity and 
resources to create dedicated surgery lists for urgent gynaecology patients 
appeared to be deliverable in the first year of the merger. 

 In determining whether the proposal is likely to be implemented within a 
reasonable period from the merger, we have taken into account the following 
considerations: 

(a) The parties expect the cost of restructuring the service to be broadly 
neutral, as additional costs in some areas will be covered by savings 

 
 
312 Based on the information provided by the parties, NHS Improvement estimated that as many as half of CMFT 
patients and most UHSM patients could experience this reduced time to surgery, although it was unclear by how 
much waiting times were likely to reduce. 
313 Based on the information provided by the parties, NHS Improvement estimated that as many as one-third of 
CMFT patients and most UHSM patients could experience this reduced time to surgery, although it was unclear 
by how much waiting times were likely to reduce. 
314 Based on the information provided by the parties, NHS Improvement noted that it was unclear how many of 
the approximately 30 women receiving laparoscopic salpingectomy per year at the trusts may experience this 
improvement, although NHS Improvement noted that both CMFT and UHSM currently aimed to perform this 
surgery within 24 hours and that both estimated that half of patients did not currently receive surgery within this 
time frame. 
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elsewhere. We note that NHS Improvement is currently undertaking a 
detailed assessment of the financial impact of the merger. 

(b) The proposal will not require commissioner approval.  

(c) The parties do not expect a significant impact on the staff that are 
already treating these patients, and the impact of creating the additional 
urgent theatre session is dependent upon whether there is an 
opportunity to create the session from existing staff or whether additional 
recruitment will be necessary.315 

(d) The proposal has been developed by women’s health consultants from 
both CMFT and UHSM and, therefore, there has been clinical 
engagement and support for the proposed service reconfiguration. 

 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that CMFT has tried on several occasions to create 
exclusive theatre time each day to treat urgent gynaecology patients, but 
these attempts have failed due to insufficient patient volumes. The parties 
argue that UHSM would face similar issues, as it has fewer patients than 
CMFT requiring urgent gynaecology surgery. The parties claim that the 
combined patient volumes of the merged trusts would enable clinicians to 
make a stronger case for an additional theatre list. 

 The parties do not believe that the proposal could be delivered in an 
organisational form other than a merger due to governance and indemnity 
arrangements, as the transfer of patients between the trusts would result in 
clinicians at one trust treating a patient based on the decisions made by 
clinicians at the other trust, and both trusts are likely to have different 
policies and procedures. 

 We think that neither CMFT nor UHSM have sufficient patient numbers to 
create dedicated surgery lists for urgent gynaecology patients. Further, a 
merger is necessary to overcome the governance and indemnity issues 
attached to any other form of collaboration. 

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 

 
 
315 The considerations determining the creation of an additional urgent theatre session are included in the 
business case for the merger submitted to NHS Improvement as part of its merger assurance process. 
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absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger.  

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

Urology cancer surgery 

 Manchester Royal Infirmary and Wythenshawe Hospital are two of four 
specialist urology cancer surgery centres serving the population of Greater 
Manchester, Cheshire and High Peak.316 

 The parties claim that the merger will enable the consolidation of urology 
cancer surgery services at either Manchester Royal Infirmary or 
Wythenshawe Hospital. This can be expected to lead to significant 
improvements in patient outcomes for 400 to 500 patients each year (in line 
with the evidence supporting the relationship between increased patient 
volumes and improved patient outcomes). 

 The proposed service change is part of a wider commissioner-led service 
reconfiguration of urology cancer surgery services across Greater 
Manchester, which will consolidate specialised urology cancer surgery 
services at two high volume specialised urology cancer surgical centres in 
Greater Manchester (one centre will provide kidney and bladder resection 
surgery and the other centre will provider prostate robotic surgery).  

 Commissioners commenced the reconfiguration process in 2016 and expect 
the planned reconfiguration to result in lower mortality rates, reduced post-
operative complications, reduced length of stay and improved long term 
patient outcomes. 

 NHS Improvement found that as commissioners’ procurement exercise was 
already underway prior to the merger, the redesign of the services would 

 
 
316 The other trusts designated as specialist cancer centres for urology cancer services are Salford Royal NHS 
foundation trust and Stockport NHS foundation trust. 
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likely be implemented and deliver the expected improvements to patients 
even in the absence of a merger. 

 The GMHSCP subsequently told us that that it had designated UHSM 
(kidney and bladder resection surgery) and The Christie (prostate robotic 
surgery) as the two high-volume specialised urology cancer surgical centres 
in Greater Manchester. 

 Our view is that the benefits arising from the reconfiguration of urology 
cancer services are not an RCB on the basis that the service reconfiguration 
will take place absent the merger. 

Urology patient access 

 Both CMFT and UHSM provide day-case urology services. Patients referred 
to either CMFT or UHSM for their first outpatient appointment will generally 
continue with any subsequent treatment at that trust. This may include 
travelling to a different site for treatment if the provision of first outpatient 
appointment and subsequent treatment occurs at different locations. 

 The parties claim that the merger will enable the pooling of patient lists 
across the merged trust, thus allowing approximately 6,000 patients each 
year requiring day-case urology services to choose the hospital site that is 
most convenient for them. 

 NHS Improvement found that the parties’ proposals relating to urology 
patient access did not represent an improvement for patients within the 
framework for assessing RCBs. NHS Improvement noted that patients were 
already able to access urology day-case surgery at Wythenshawe Hospital 
and Withington Hospital (if they chose UHSM as their provider) or Trafford 
Hospital (if they chose CMFT as their provider). 

 To demonstrate how the proposals represented an improvement for patients, 
NHS Improvement suggested that the parties could talk to patients to 
understand their reasons for choosing a provider and whether travel time 
was an important factor in determining their choice.  

 NHS Improvement acknowledged that, for some patients, proximity of site 
and corresponding travelling time may be an important factor in determining 
their choice of provider. However, NHS Improvement considered that 
patients (together with their GP) may also choose their provider by taking 
into account a number of other considerations, such as hospital quality, 
reputation or waiting times, and some patients may be willing to travel further 
for outpatient appointments or day-case surgery for these reasons. 
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 In response, the parties told us that by pooling patient lists, patients would 
be able to choose the location of both their first outpatient appointment and 
their subsequent day-case surgery (irrespective of whether they chose 
CMFT or UHSM for their first outpatient appointment), and that it seemed 
reasonable to expect that patients would value the ability to choose the 
location of their day-case surgery independently of their choice of location 
for their first outpatient appointment.  

 Patients requiring urology day-case surgery services can already choose 
their provider and the corresponding site for their first outpatient 
appointment. Further, site location and corresponding travel time represents 
one of a number of factors that patients (and their GPs) are likely to consider 
when choosing their provider. 

 While we acknowledge that this proposed benefit might be a minor 
convenience to patients, we consider its potential magnitude to be very 
small. As our assessment of whether the benefits outweighed the SLC did 
not turn on an RCB of this size, we did not find it necessary to conclude 
whether it represented a benefit to patients within the meaning of section 
30(1)(a) of the Act. 

Urology seven-day services 

 Neither CMFT nor UHSM currently comply with urology seven-day service 
standards.317 The parties claim that the merger will enable the 
implementation of a combined seven-day urology rota in line with these 
standards. 

 NHS Improvement found that the parties’ proposals relating to urology 
seven-day services were insufficiently advanced to assess them under the 
framework for assessing RCBs. 

 NHS Improvement advised that the parties could provide information on: 

(a) why neither CMFT nor UHSM were currently able to make the necessary 
changes to enable the delivery of a second ward round at weekends (or 
why for UHSM this would require an additional ten Programmed 
Activities); 

 
 
317 The seven-day service standards require that every patient admitted to hospital must be seen by a senior 
decision-making doctor of consultant level skill and experience within 14 hours of admission and until they are no 
longer acutely unwell. 
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(b) whether the lack of a second ward round was the only way in which the 
services currently fell short of seven-day service standards (and how 
many urology patients were likely to be affected); 

(c) how and to what extent their ability to comply with the standards was 
compromised by their consultants’ elective duties; and 

(d) the changes they intended to implement following the merger (eg 
establishing new rotas). 

 Our view is that the claimed benefits arising from the implementation of a 
combined seven-day urology rota are not an RCB on the basis that the 
proposal does not represent a benefit to patients within the meaning of 
section 30(1)(a) of the Act. 

Vascular surgery 

Proposed service change 

 Both trusts currently provide vascular services. Manchester Royal Infirmary 
provides elective and non-elective arterial surgery and complex 
interventional procedures to patients referred from Trafford Hospital, Salford 
Royal and Bolton NHS Foundation Trust. Wythenshawe Hospital provides 
the same services to patients referred from Tameside and Glossop 
Integrated Care NHS foundation trust, Stockport NHS foundation trust, 
Macclesfield District General Hospital and The Christie. 

 The merger will enable the centralisation of arterial surgical services at 
Manchester Royal Infirmary, which will provide arterial surgery and complex 
interventional procedures for patients across Greater Manchester. This is in 
line with commissioners’ intention to consolidate vascular services in Greater 
Manchester onto a single hub with all other spoke hospitals networked to the 
single hub. Wythenshawe Hospital will continue to provide non-arterial day-
case surgery and day-case vascular interventional radiology. 

 The increase in patient volumes at the single site can be expected to 
improve outcomes for more than 3,300 patients who are admitted for 
treatment each year at CMFT and UHSM. These patients will benefit from 
improved morbidity rates, reduced length of stay, reduced complication 
rates, and reduced tissue loss and amputation (for patients with diabetic foot 
complications). 
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Is the proposed service change likely to improve patient outcomes? 

 NHS Improvement found that the increased number of patients served at 
Manchester Royal Infirmary would likely result in reduced mortality rates, as 
there was good evidence to support the link between higher volumes of 
vascular surgery and improved patient outcomes.318 

 NHS Improvement did not accept that the proposed service reconfiguration 
would result in a reduced length of stay and reduced complication rates for 
vascular surgery patients and reduced tissue loss and amputation for 
patients with diabetic foot complications. This was because NHS 
Improvement considered that the evidence to support these improvements 
was undeveloped and because, while acknowledging that frequency of 
senior medical review can influence length of stay or complication rates, 
NHS Improvement concluded that it was not clear how the parties’ proposal 
increased the frequency of senior medical review. 

 Our view is that the proposed service change would likely result in reduced 
mortality because of the increased patient volumes treated at the centralised 
vascular hub at Manchester Royal Infirmary, but that the proposals would 
not result in a reduced length of stay and reduced complication rates for 
vascular surgery patients and reduced tissue loss and amputation for 
patients with diabetic foot complications. 

Can the proposed service change be expected to accrue within a reasonable 
period from the merger? 

 NHS Improvement told us that the centralisation of vascular surgery services 
required more work to demonstrate that it was likely to be delivered in a 
reasonable time frame. 

 In determining whether the centralisation of vascular surgery at Manchester 
Royal Infirmary is likely to be implemented within a reasonable period from 
the merger, we have taken into account the following considerations: 

(a) Prior to the centralisation of services at Manchester Royal Infirmary, in 
the short term, the parties intend for all non-elective work to be 
performed at Manchester Royal Infirmary and for all elective work to 
remain at Wythenshawe Hospital, and elective arterial surgery will only 
transfer to Manchester Royal Infirmary when sufficient angiography 
suite, theatre and bed capacity is available. The parties claim that the 

 
 
318 NHS Improvement noted that data submitted by the parties demonstrated that they already achieved low 
mortality rates relative to other surgical centres. 



 

201 

merged trust will have sufficient flexibility to allocate services to sites in a 
way that will allow all vascular surgery to be accommodated at 
Manchester Royal Infirmary.  

(b) The parties expect the cost of restructuring the service to be broadly 
neutral, as additional costs in some areas will be covered by savings 
elsewhere. We note that NHS Improvement is currently undertaking a 
detailed assessment of the financial impact of the merger. 

(c) The establishment of a single arterial surgical site for vascular services 
at Manchester Royal Infirmary is consistent with commissioning plans for 
Greater Manchester.319 

(d) The proposals for vascular surgery have been endorsed by the vascular 
surgeons at both CMFT and UHSM and, therefore, there is clinical 
engagement and support for the proposed service reconfiguration. 

 We think that the centralisation of vascular services at Manchester Royal 
Infirmary is a complex process. We acknowledge that the parties are yet to 
undertake important elements of the planning work, in particular calculating 
the impact on theatre scheduling and bed capacity at Manchester Royal 
Infirmary, as well as identifying any clinical interdependencies arising from 
the reconfiguration of the service. We consider that this reflects the scale 
and complexity of the proposed service configuration. 

 However, we think the parties are well placed and suitably incentivised to 
undertake the required planning work and implement the necessary changes 
to centralise the service within a reasonable period following the merger.  

 The parties have undertaken a significant amount of planning work to date in 
respect of their proposal, including the selection of the site for the service 
and the formulation of a project initiation document. The centralisation of 
vascular services at Manchester Royal Infirmary is in anticipation of a wider, 
commissioner-led service reconfiguration of vascular services across 
Greater Manchester. 

 Further, there are a number of factors that support the parties’ plans for 
post-merger integration and realisation of benefits. We outline these factors 
in paragraphs 15.51 to 15.86. 

 
 
319 NHS Improvement told us that, although commissioners’ plans to reconfigure the service appear to be at an 
early stage, they have confirmed that they will build on existing arrangements, in particular sub-specialised 
services that are provided only at Manchester Royal Infirmary, and that the proposed single hospital for 
Manchester should permit the unification of the vascular surgical workforce of CMFT and UHSM in the future. 
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 Our view is that the proposed service change may be expected to accrue 
within a reasonable period from the merger. 

Is the proposed service change unlikely to accrue without the merger? 

 The parties claim that the dependence of this service reconfiguration on the 
merger is demonstrated by the previous difficulties to consolidate vascular 
services across CMFT and UHSM (and Pennine Acute).320  

 We note that a proposed reconfiguration of vascular surgery services is 
planned (which we consider insufficiently certain to be taken into account as 
part of the counterfactual for the merger). Nonetheless, we think that the 
past difficulties to consolidate vascular services across CMFT and UHSM 
demonstrates the difficulties in effecting large-scale change in the absence 
of the merger, and consider that these difficulties may not be overcome by 
the parties absent the merger, despite the planned reconfiguration. 

 There are also a number of considerations that are relevant to the merger 
transaction and our assessment of the proposed RCBs, which suggest that, 
absent the merger, effective implementation of the proposed service 
changes outlined in the parties’ benefit submission is unlikely. We outline 
these considerations in paragraphs 15.87 to 15.102. 

 Our view is that the proposed service change is unlikely to accrue through 
any form of collaboration between the parties other than the merger.  

Is the proposed RCB an RCB? 

 Our view is that the claimed benefits arising from the proposed service 
change are an RCB, as they are likely to improve outcomes for patients, 
may be expected to accrue within a reasonable period from the merger and 
are unlikely to accrue without the merger. 

Conclusion on RCBs 

 Our view is that the merger will give rise to RCBs in the following services: 

(a) Acute aortic surgery: improvements for patients with Type A aortic 
dissection currently being treated by CMFT or UHSM, and for patients 
currently being transferred to other centres. Further, the development of 
pathways and protocols between local hospitals and the merged trust 

 
 
320 Please refer to Appendix D for a summary of this initiative. 
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attend maintenance and development sessions in Manchester (rather than 
the nearest alternative, Liverpool).  

 NHS Improvement agreed that the greater availability of lithotripsy services 
would benefit the patients of both parties, but that it would be of more 
significance to CMFT’s patients (of which there were 61 in in 2015/16) than 
UHSM’s (of which there were 145 in 2015/16).325 NHS Improvement also 
agreed that approximately ten patients per year would benefit from the 
option of a Manchester prosthetics service, although it noted that some 
might choose to continue to travel to Liverpool.326 

 Patients will benefit from greater choice of treatment time for lithotripsy 
services, and from the availability of a local prosthetics service. Given the 
existing options for these services, and the number of patients benefiting 
from greater access, we found that this benefit was genuine but limited. 

Conclusion on balancing RCBs and adverse effects 

 We have found that the merger may be expected to result in an SLC in NHS 
elective and maternity services and NHS specialised services. This finding 
was based on the merger’s effects on competition between the parties in 18 
NHS elective and maternity services and five NHS specialised services.327 

Our consideration of the magnitude of the adverse effects which are likely to 
arise from our SLC finding is discussed in paragraphs 14.4 to 14.20. 

 As described in Section 14, we believe that, whilst the merger may be 
expected to give rise to an SLC in NHS elective and maternity services and 
NHS specialised services, any adverse effect resulting from such SLC is 
likely to be significantly constrained. 

 We have found substantial beneficial effects on clinical outcomes and 
patient care from the RCBs associated with the merger. In particular, we 
have given material weight to the reduction in mortality, and complications 
and morbidity for a significant number of patients which are likely to result 
from the merger, which we consider to be extremely significant benefits, in 
addition to the merger’s likely beneficial impact on patient access and on the 
hospital experiences for a significant number of patients. These, in our view, 
are likely collectively to amount to a substantial improvement in patient care 
in Manchester. 

 
 
325 Appendix to NHS Improvement’s advice to the CMA. 
326 Appendix to NHS Improvement’s advice to the CMA. 
327 See Table 6 and paragraph 14.2. 


