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From the STPN 

Clinical Director
2020 will always stand out as the year that COVID-19 disrupted our plans. It was also a year in 

which the South Thames Paediatric Network (STPN) delivered significant changes for our 

patients’ benefit.

Each of the Operational Delivery Networks (ODNs) within the STPN heard the challenges 

expressed by families and clinicians and responded effectively. 

Key examples include: 

• Changes to the NHS online messages and the national 111 system, which were 

implemented  following an alert regarding a cluster of delayed paediatric presentations to 

A&E in our region. No additional paediatric delays were noted in the region after the alert 

and enhanced messaging 

• A clear and comprehensive set of responses to FAQs from parents and carers looking after 

children on Long Term Ventilation during the pandemic

• Identification & international notification of a new condition (PIMS-TS) associated with 

COVID-19 in children, in conjunction with North Thames Paediatric Network. A live webinar 

explaining this condition was attended by approximately 1,000 viewers from around the 

world. 

• Regular wellbeing webinars to support staff who expressed anxiety and distress 

• Pooled surgical waiting lists and shared theatre capacity to minimise the impact of disrupted 

elective services during the pandemic 

The goals and vision for the STPN commenced back in 2018 with workshops attended by 

patients, clinicians, managers and commissioners.

In 2020 the implementation of that shared vision through collaboration across the region has 

reduced unwarranted variation in care, identified opportunities for cost savings and 

implemented projects to enhance the quality of care throughout the network. These are listed 

throughout this report.

An African proverb states that ‘if you want to go fast, go alone; if you want to go far, go 

together’.

In 2018/19 and 2020 the STPN leadership team met patients, clinicians, managers and 

commissioners across the whole network to build a strong foundation. These relationships, 

built on mutual respect, will enable the ODNs to deliver sustained effective change in order to 

improve patient care and cost efficiency. Ongoing financial support from NHSE/I and close
working relationships with all our clinical partners is fundamental to 

ensuring the vision is realised so that we can continue to deliver 

outstanding care for our patients.

STPN has demonstrated the benefit of ODNs during a time of immense 

uncertainty and disruption. The lessons learned and relationships created 

during the COVID-19 pandemic will continue to improve delivery of care. 

This Annual Report details the achievements of each ODN and outlines 

the ongoing ambitions of the STPN.

Dr Marilyn McDougall

Clinical Director, South Thames Paediatric Network
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Introduction

South Thames Paediatric Network (STPN)

The South Thames Paediatric Network was established in September 2018. We bring 

together people working in all areas of healthcare across South London, Kent, Surrey and 

Sussex, to ensure that children in our region receive the highest-quality specialist care at the 

right time and in the right place. 

Within five years, we will ensure:

• Children in the network will have access to high-quality specialist paediatric care in the 

place most suitable to their needs, at the appropriate time

• Care will be standardised across the network, governed by quality standards and 

agreed pathways

• Network partners will share learning on valuable aspects of service delivery and 

development, clinical best practice, service transformation, new models of care and 

workforce solutions

• Economic benefits for both providers and commissioners achieved through improved 

efficiency of services

Why work as a Network?

Clinical networks are an NHS success story and have been responsible for some significant 

and sustained improvements in the quality of patient care and the outcomes of their 

treatment. Combining the experience of clinicians, the input of patients and the 

organisational vision of NHS staff they have supported and improved the way we deliver 

care to patients in distinct areas, delivering true integration across primary, secondary and 

tertiary care. 

Paediatric services often work within networks, with multiple professionals across numerous 

organisations involved in meeting the needs of children. Establishing networks for children in 

our region was therefore a natural step – and so the South Thames Paediatric Network was 

founded in Autumn 2018. Following the NHS England review of Paediatric Critical Care and 

Surgery in Children, which recommended the establishment of Operational Delivery 

Networks (ODNs) for Paediatric Critical Care and Surgery in Children, our network was 

funded by NHS England London Specialised Commissioning, and we began developing its 

work programme. 

Recognising the need to address other areas of paediatric care, as well as taking an 

overarching view of the development of paediatric services in the region, the network team 

has taken on a broad remit to include additional clinical networks and work programmes. 

This Annual Report summarises our work to-date across all these areas of paediatric care, 

highlights what we will be doing next, and how children and their families will experience 

improved care when they require it. 



High-quality care

Children in the network will have access to 

high-quality specialist paediatric care in the 

place most suitable to their needs, at the 

appropriate time

Efficient service delivery

Care will be standardised across the 

network, governed by quality standards and 

agreed pathways

Value for money

We will realise economic benefits across the 

healthcare system, achieved through 

improved efficiency of services

Strategic goals

Deliver national and regional priorities 

including the NHS Long Term Plan, the 

National Review of Paediatric Critical Care 

and Surgery, and Getting It Right First Time

Stakeholder engagement

Partners will share learning on valuable 

aspects of service delivery and development, 

clinical best practice, service transformation, 

new models of care and workforce solutions
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How we work
Our region

Our governance

Our Board is committed to:

• Placing children and their families at the centre of decision making

• Listening to and supporting providers within the network

• Acting independently of organisations, think as a network partner

• Sharing data, information, best practice and learnings to support network goals
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Our Networks

The South Thames Paediatric Network includes the Paediatric Critical Care ODN and

the Surgery in Children ODN, as well as an emerging Gastroenterology clinical

network. As well as managing ODNs, we also have responsibility for the strategic

development of specialist paediatric services in the South Thames region.

Our funding

We are funded by NHS England & Improvement London. For the 2019/20 year, this was

£350,000. This funds our team as well as our workshops, training events and regional

travel.

Our team
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Who we are



The STPN, along with all parts of the NHS and our society, experienced 

the devastating impact of the COVID-19 pandemic. Many team 

members are frontline clinicians and were directly involved in treating 

acutely sick patients – both adults and children. 

Aside from the team’s clinical work, the team delivered an exceptional 

amount of work to the supporting management of the pandemic – both 

an initial response to the huge demand for staff, equipment and bed 

capacity and then later on a programme of work to support restoration of 

paediatric work across the region. 

Here are some highlights of the work the team delivered – you will find 

more detail in the individual ODN reports:
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COVID-19: How STPN 

responded

Weekly call with all network 

partners:

Understanding of regional 

pressures, communication of 

regional guidance, service 

consolidation planning, 

exceptional communication 

between Trusts

Daily dashboard for inpatient and 

surgery activity:

Regional demand and capacity view, 

incident reporting, identified issues to 

escalate nationally

Surgery and diagnostic management:

- Daily coordination of capacity in 

tertiary centres during peak

- Coordination of all waiting lists 

across all Trusts for move towards 

restoration

- Assessing capacity shortfall

- Arranging mutual aid between Trusts 

/ coordinating independent sector 

capacity – 500 children treated in the 

Portland Hospital in July and August
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Wellbeing webinars:

identified gaps in wellbeing provision across the 

network, and many teams struggling. Ran multiple 

webinars live, and available permanently, on YouTube 

at Pan Thames Paediatric Wellbeing Hub. Topics 

covered included bereavement during covid, 

supporting children during covid and protecting your 

wellbeing – each webinar watched by up to 1,000 

people

National guidance and response input:

First identifiers of PIMS-TS, encouraged111 

Paediatric service development, national 

communication campaign for to encourage 

necessary A&E attendance

Guidance documents as 

requested by network

- Outpatient scheduling principles

- Website and FAQs

- LTV guidance, including 

parental video, circuit change 

guidance

- Medical daycase procedures 

SOP

COVID-19: How STPN 

responded



Paediatric Critical Care ODN:

2019/20 Year in review



Introduction

Variation in 

treatment of 

bronchiolitis in 

DGHs

Why do we need a Paediatric Critical Care ODN?

Challenges in providing 

critical care for children 

in our region

Increasing demand: children 

are surviving longer with 

complex conditions, and 

requiring increased specialist 

input

Insufficient information on 

care currently being provided 

outside PICUs

We do not have sufficient 

beds for children 

requiring care: during 

winter our units 

consistently operate 

above 100% capacity

Variation in the care provided by units across 

the region, resulting in inequity of access

Access to education, and 

training delivered, varies 

across the region

Lack of standardised 

guidelines, leading to 

variations in care and 

inefficient service delivery

Variation 

in nursing 

training



New guidelines to improve patient care and flow, and staff competence 

Face to face meeting with ten network 

centres from Oct to March

Three scoping workshops with 

more than 150 attendees

• To establish key professional relationships

• Encourage engagement

• Further understand the needs of the 

network

• Gather unit-specific data and information

Pre-

network

guideline

Now

Hospital used HHFT on 

wards

70% 100

%

Hospital had HHFT 

guideline

40% 100

% 

Hospital measured staff 

competency in using 

HHFT

50% 92%

Nursing confidence in 

using HHFT

68% 80%

Medical confidence in 

using HHFT

63% 78%

• To engage all Trusts within the region

• MDT attendance to ensure all voices 

heard

• Regional data reviewed to identify 

early priorities for ODN

• Humidified High-Flow Treatment guideline and education pack launched September 2019

• Infection Control Guideline for:

• Children who require a cubicle for PIC or infection susceptibility reasons

• Children who may require a cubicle for non-infection control reasons

• Children with conditions that may be cared for with careful IPC measures in an open 

ward / bay / cohorted area

What we have done 

so far (1/2)

Emergency Airway management

• STPN was alerted to local concerns following a child requiring emergency airway support 

and a lack of a guideline to support units in managing these situations

• We completed an audit of all units and their guidelines and policies, as well as any 

concerns and incidents related to emergency airways

• Only 8 Trusts had an existing guideline, but they weren’t standardised across the network

• Some units have excellent guidelines in place, that can be adapted for the region

• Agreed to establish guideline and training programme development group



What we have done 

so far (2/2)
All units submitting staffing and competency data, to be used to identify 

future priority areas and need for new models of care

Established daily PICU report to capture regional demand & capacity

0%
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40%

60%

80%

100%

120%

140%

160%

180%

PICU operating capacity Jan-Feb 2020

Target safe 

capacity = 80%

0

5

10

15

20

Nurse staffing vs. nurses 
required to achieve PIC 
standards Jan/Feb 2020

Nurse Staffing

Nurses required to meet PIC standards

• Critical care questionnaire for each unit, to gather information on staffing, competencies, 

equipment and activity

• All Trusts taking part in Getting it Right First Time review

Natalie Oliver-

Hendy, Matron

Kamal Patel, Paediatrician

Emma Pavitt, 

Physiotherapist

Darren Ranasinghe, 

Paediatrician

Arunava Kundu, 

Paediatrician

Stacey Bedford, Nursing 

Lead, PICU Educator

Tushar Vince, Paediatrician

Jacqueline Agyekum, AHP 

Lead, Occupational Therapist

Matthew Norridge, Educator

Sachin Patil, Clinical Lead, 

Paediatrician

Samantha Black, 

Anaesthetist

Sarah Levitt, Matron

Paula McQueen, 

Paediatrician

Joanna Campion-

Smith, Paediatrician

Guideline development and Education Working Group launched June 2020 

with multi-disciplinary representation from across the network
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COVID-19: How STPN responded

PIMS-TS:

First identifiers of PIMS-TS, escalated 

to national team, developed triage and 

referral pathway,  supported 

development of protocol for ongoing 

follow-up of patients

Ran webinar attended by more than 

1,000 international clinicians

Incident escalation: 

Identified incidents related to children presenting 

late / avoiding attending A&E due t fears around 

COVID-19. 

Escalated to national CYP team for support.

Resulted in establishment of new 111 service staffed 

by Paediatricians, changes to NHS website to 

remove ‘stay at home’ advice for CYP, and national 

campaign encouraging CYP to attend A&E

Dashboard: 

For every Trust to submit 
daily information on bed 

availability, children requiring 
critical care, incidents and 

concerns

Weekly call with all network partners:

Understanding of regional pressures, 

communication of regional guidance, service 

consolidation planning, exceptional 

communication between Trusts

Wellbeing webinars: 

Following identification of high levels of staff stress and distress in PICU, 

STPN joined with partners across London to establish the Pan-Thames 

Paediatric Wellbeing Hub.

Webinars were run fortnightly throughout Summer 2020 to address key 

requirements for support. Topics included:

- Protecting your team’s wellbeing (1,000 views)

- Leading and responding to uncertainty (100 views)

- Bereavement during COVID (260 views)

- Supporting children during COVID (400 views)

- C&YP Mental health for non-MH staff (15/07/2020)

PICU teams that had been particularly affected by COVID-19 had 

targeted team support sessions.

Site

Current Bed 

Numbers

PICU Capacity in 

Covid Surge

Increase / 

Decrease

% 

Reductio

n

1 23 30 7

2 16 0 -16

3 12 0 -12

4 10 0 -10

5 15 0 -15

6 20 0 -20

7 48 81 21

Total 144 111 -33 23%

COVID Surge plan:

Developed  pan-Thames surge plan to ensure the 

continued provision of PICU and retrieval capacity.

Identified capacity, staff and equipment that could 

safely be released to support adult services, whilst 

maintaining essential services such as Paediatric 

Oncology, Cardiology and Liver surgery



• Use network data and engage with 

providers to understand workforce gaps 

across the region

• Develop plans for rotation and 

experiential learning for all network staff

• Develop new roles and expand existing 

innovative roles such as Advanced Nurse 

Practitioners

• Explore opportunities to enhance 

workforce strengths and take a network 

approach to overcome weakness and 

threats to workforce 

What will we do next?

What is 
already 

delivered, 
and where 
are there 

gaps?

How can the 
Network 

quality assure 
existing 

activities?

How can we 
share and 

pool 
resources?

How can we 
build on what 

is good? 

1. Education

5. Winter surge

4. Workforce

3. Future models of care

2. Governance

• Education, governance and quality 

assurance working group established

• Development of new standardised 

guidelines for whole network

• Quality assurance dashboard to assess 

care delivery and identify areas for 

intervention

• Use the group to influence a positive 

network learning culture

• Gather data on Level 1 & 2 activity in 

the region

• Implement new data collection 

process for all Trusts, with Network 

oversight

• Develop new Level 2 model of care 

that increases system-wide capacity

• Use Level 3 data to assess current 

capacity and work with providers and 

commissioners to increase capacity 

where required – especially staffing

• Gather data on Level 1 & 2 activity in the 

region

• Implement new data collection process 

for all Trusts, with Network oversight

• Develop new Level 2 model of care that 

increases system-wide capacity

• Use Level 3 data to assess current 

capacity and work with providers and 

commissioners to increase capacity 

where required – especially staffing

• Standardise and quality assure current 

education offers

• Develop competency frameworks for key 

roles and teams

• Standardised curriculum for network

• Encourage and support a culture that pools 

and shares educational resources to create 

efficiency, overcome hurdles and 

limitations and celebrates excellence

• Build on activities already delivered in 

network approach, such as the KHP PICU 

and PANiCC courses, where resources 

would cross over well into other areas

• Use the launch of the adapted STOPP tool 

to promote safe transfer practice of Level 1 

& 2 children between units



High-quality care

• Reductions in current variations in care quality with 

standardised treatment guidelines and regular audit 

of implementation and outcomes.

• Children seen closer to home if appropriate, 

improving patient and family experience of care. 

Efficient service delivery

• Improved sustainability of services and equity of 

access across the network

• Children’s services more joined up with children’s 

needs at the core of regional planning

Value for money

• Children only treated in specialised centres when 

absolutely necessary, optimising the use of level 3 

critical care for children with the highest need

• Personalised care according to children’s needs, 

meaning funding is better spent

Workforce

• Workforce gaps addressed through opportunities to 

expand the workforce (such as by adopting new 

roles)  

• Standardised competency framework for all network 

staff, along with curriculum covering core critical 

care delivery

• Network passport in place alongside rotation 

programmes to enable cross-site working and

experiential learning

• Workforce modelling report will provide a 

framework by which units can ensure they maximise 

the use of their workforce to improve agility and 

ability to respond to surge

• Support teams to integrate patient facing clinical 

support workers and Nurse associates 

What will change?



Long Term Ventilation:

2019/20 Year in review
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Introduction
• Children on Long Term Ventilation (LTV) require high-resource, intense and

multidimensional care to manage one or more chronic conditions and their related

developmental, social and psychological needs.

• In March 2019, there were approximately 379

children on LTV in the STPN (estimated

population of 2.5 million CYP). National data

from PICUs shows 50% (£115m) of specialised

resources is used by 10% of CYP with complex

care needs, such as LTV.

• Over time, increases in the number of CYP on

LTV and their associated complex medical

and social care needs, has changed the

nature of Paediatric Intensive Care unit (PICU)

admissions. Additionally, in order to improve

their quality of life outcomes, these children

can require high levels of support within the

community setting from a range of nursing and

therapeutic services.

There has been a dramatic increase in the number of CYP reported to be receiving LTV in the

UK from only one child in 1975 to almost 1,400 in 2013. Comprehensive care packages have

ensured that the majority of these children can be cared for at home, however when they

present to their local District General Hospitals staff are unfamiliar with the ventilation

equipment and therefore the majority of children are referred to tertiary centres regardless of

their clinical condition. For example, South Thames Retrieval Service data 2018 demonstrated

that 72% of LTV referrals were transferred compared to 50% of other referrals.

A higher proportion of children remain in

PICU for extended periods in order to

manage their medical complexity and

facilitate appropriate social care. From

2011 to 2015 the number of PICU bed

days across England increased from

85,000 to 104,000 while the number of

children treated was unchanged at

15,000.

Increased number of LTV children under the care of 

one of the Tertiary Centres in the STPN for the years 

2012 to 2018



What we have done so far (1/2)

Two scoping workshops with 

more than 100 attendees

Mapped existing work

Took part in 

national LTV 

Forum with 

providers 

from across 

the country

National level

Regional level

Pan-London Ethical Framework Group

Pan-London LTV Group

Analysed regional data

Agreed the operational definition 

of LTV

Any child who, when 

medically stable, 

continues to require a 

mechanical aid for 

breathing – both 

tracheostomy and NIV –

after an acknowledged 

failure to wean, or slow 

wean, three months after 

the institution of 

ventilation

Numbers 

increase year-on-

year, with more 

patients on LTV 

requiring 

intensive support

Contributed to the LTV 

NCEPOD report to identify 

areas that LTV care could be 

improved

We heard from parents, patients, healthcare 

workers, social care and charities about what 

means most to them in LTV care, and the work 

they feel we should do. Their feedback formed the 

basis of our LTV work plan.

 Developing 

shared competency 

documents

 Developing a 

Pseudomonas 

eradication protocol

 Reviewing 

criteria for 

escalation 

 A research project developing an ethical 

framework for the initiation of LTV

 Creating operational pathway for 

professionals to be aware at which points of the 

patient journey the ethical framework can 

support decision making 

 Exploring consent process
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What we have done so far (2/2)

Our work programme

What matters to families

What matters to professionals

What matters to organisations

Paid 

carers

• Model of care for step-down, readmission and 

follow-up to ensure patients are treated in the 

most appropriate setting and to reduce delays 

in transfers

• Ethical framework to support decision-making 

and consent  regarding initiation and 

continuation of LTV 

• Transitions: NICU to PICU and Child to Adult 

services

• National database of all patients to enable 

monitoring and identify areas for improvement 

and best practice

• Coordinate and increase access to 

education, training and data for healthcare 

professionals, care workers and families

• Standardise documentation and practice

• Share / develop best practice

• Align purchasing, use of and maintenance of 

equipment across region

• To translate into action all the data we collected during the 

workshops, we developed a thee-part work programme:

1. What matters to families

2. What matters to professionals

3. What matters to organisations

• Paid carers: standardisation of care 

packages

• Equipment: develop central equipment 

store, generate savings through 

centralised equipment procurement, 

improve access to training for families

• Housing: standardise access to and 

availability of housing, reduce delays 

to discharge

• Patient and family voice



COVID-19: How STPN 

responded

1. Providing advice and 
support to DGHs on LTV 

patient management during 
COVID-19

Guideline for DGHs 
on patient 

management

Fortnightly calls with  
Tertiary centre 

Respiratory teams to 
discuss concerns, 

identify support 
required and progress 

work areas

Resource containing 
specialist advice from 
the STPN, including 
responses to FAQs 
from DGHs, social 
care and families 

http://stpn.uk/ltvfaqs/ 

2. Providing advice and 
support to families of 

children with LTV needs 
during COVID-19 

Discussions with 
Children’s LTV 

services regarding 
training requirements 

for families, and 
support for families 
and hospitals from 

hospices

Advice for families 
with FAQs and advice 

on consumables

Webinar together 
with WellChild for 

children on LTV, and 
complex children, 

returning to school, 
attended by more 

than 100 patients and 
families

https://www.wellchild.
org.uk/events/back-
to-school-webinar/ 

3. Providing advice and 
support to community 

teams, hospices and care 
agencies on discharge/ 

place of safety options, PPE 
and training

Letter to CCGs and 
STPs to highlight risks 

around delayed 
discharges and 

preventable hospital 
admissions, with 

suggested mitigation 
plans

Creation of a single 
referral point and data 
reporting for hospices 

accepting children 
whose care packages 

broke down, or to 
facilitate earlier 

discharge from acute 
settings

Development of PPE 
guidelines for 
community

http://stpn.uk/commun
ity_ppe_guidance/ 

LTV patients have frequent admissions to hospital and often long lengths of stay in tertiary

centres.

As the pressure across the NHS increased, it was clear that the following two priorities were

essential, in order to support hospitals managing children on LTV, as well as supporting adult

services managing COVID patients:

1. Moving children from acute to community settings as quickly and safely as possible

2. Preventing unnecessary readmission to hospital, by providing support in the community.

As part of our Covid-19 response, we delivered the following work
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What will we do next?
1. Health packages 2. Optimising flow

3. Training and education

5. Patient and family

4. Transition

6. Service specification for LTV & commissioning health, education and 

social care

National 
continuing 

care 
framework

Paid carers 
training and 
supporting 

admissions to 
hospital

Standardising 
equipment

Ethical 
framework

Regional protocols for transitioning into 

Adult services

The seven London hospitals, where there is also a paediatric intensive care unit, are commissioned

against the NHS England LTV Service Specification. This is being revised in light of the national review 

and of Integrated Care System population funding. Some of the areas under revision:

Capture the experience of care for patients 

and families along the journey and identify 

together further areas for improvement:

Equipment provided by different agencies

Pathway and the interface between Tertiary Centres, DGHs and community

Discharge package with WellChild:

1. Discharge planning proforma

2. Escalation plan

3. Home assessment 

4. Competencies for parents and carers

5. Criteria for ordering equipment

Best practice principles for the expected 

level of care in Tertiary Centres, DGHs and 

community

Data strategy for capturing numbers, 

delayed discharge and re-admissions

Referrals and transfers pathways

Standardised 
competencies for 
family members & 

paid/un-paid carers

Standardised 
competencies for 

DGHs

LTV in CYP Central 
Team keeps 

oversight of gaps 
and delivers training

Prepping 

DGHs for 

winter with 

PCC 

Network

Parents 

coffee 

mornings

Future Scope of the Central Team 
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What will change?

High-quality care
Reductions in current variations in: 

• Accessing and providing care packages

• Carrying out home visits

• Paid carers’ skills and confidence

• Initiating children on LTV

• Transitioning young people to adult services

Efficient service delivery
• Improved sustainability of services through financial 

incentives and a training model for the region

• Coordinated and networked children’s services, with 

children’s needs at the heart of regional planning

Value for money
• Children only treated in specialised centres when 

absolutely necessary, optimising the use of level 3 

critical care for children with the greatest need

• Joined-up procurement across the region through bulk 

purchasing of standardised equipment list

Workforce
• Workforce gaps addressed through opportunities to work 

collaboratively with the regional central team and 

expanded workforce (such as by adopting new roles for 

specific tasks)  

• Standardised competency framework for all network 

staff, including parents and paid carers

• Network passport in place, alongside rotation 

programmes, to enable cross-site working and

experiential learning



Paediatric Surgery in Children ODN:

2019/20 Year in review



Project team

• The South Thames Surgery in Children Network is led by Mr Feilim Murphy, a 

Consultant Paediatric Surgeon from St George’s University Hospitals NHS FT. 

Miriam Cabib and David Taylor provide project management and informatics support, 

respectively. The Network was formed as a recommendation from the 2020 National 

Review of Surgery in Children  by NHS England

• A multi-disciplinary working group with representation from surgeons, anaesthetists, 

nurses and commissioners meets regularly. 

Their role is to:

• test the findings from the national Review of Surgery in Children

• provide an advisory role as to priority work areas

• contribute to, review and discuss regional 

data collection in order to inform decisions

• contribute to development of protocols and 

pathways

• ensure decisions  and protocols are 

embedded within local practice
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Introduction
Inconsistencies in the clinical and operational management of Specialist and General 

Paediatric Surgery services across the Network. Analysis, using SUS data and Getting It 

Right First Time submissions, of activity volumes, age ranges and length of stay show 

unwarranted variation.

Perceived patient risk in transferring acute children requiring surgery, reinforced by poor 

coordination in out-of-hours cover and unclear responsibilities during inter-hospital 

transfers

Bed capacity not being prioritised across the Network, both for transfers from, and back 

to, District General Hospitals

Feilim Murphy, 

Clinical Lead

Kathryn Evans, 

Paediatric Surgeon

Paolo Sorelli, 

General Surgeon

Lynne Mould, 

Matron

Rhys Thomas, 

General Surgeon

Kumuthan

Sriskandarajah, 

General Surgeon

Sally Renwick, 

Anaesthetist

Salil Umranikar, 

Urology Surgeon

Francoise Iossifidis, Anaesthetist

Matthew Jones, 

Anaesthetist

Erica Makin, 

Paediatric Surgeon

Iain Yardley, 

Paediatric Surgeon

Helen Burdett, 

Anaesthetist

Samantha Black, Anaesthetist

Matthew Berry, 

Anaesthetist

Fred Sage, 

Anaesthetist



What we have done so far (1/2)

Data analysis

Engagement with Network Trusts

Workshops

From January to May 2019 we held two workshops with 100 representatives, including anaesthetists, surgeons, 

nurses, managers and commissioners, from all Tertiary Centres and DGHs in the region. A data set, showing activity 

across the region and highlighting potential areas of focus, was reviewed, and attendees worked together to agree the 

future work areas we would focus on. They include:

The group also agreed the definition of Specialist 

Paediatric and General Paediatric Surgery that we 

would use for our work to ensure clarity:

A series of data analysis exercises were 

undertaken, to identify:

• areas of best practice

• areas for improvement,

• where standardised guidelines are needed

• where a new model of care may be required

Benchmark 10 
most common 
procedures for 
SPS and GPS, 

including 
appendicectomy

and torsions 

Benchmark 10 
least common 
procedures for 
SPS and GPS

Benchmark 
procedures for 
other surgical 

specialties

Inter-hospital 
transfers for SPS 

and GPS

(Lack of data. 
Developing 

standardised 
pathway)

Variation in 1) volume  and 2) age range of 

appendectomies carried out in each Trust (DGHs 

listed first, followed by tertiary centres)

Standardising the criteria – including minimum age –
on specific pathways: appendicitis, pyloric stenosis, 
intussusception, malrotation, intravenous morphine 
and common non-elective procedures e.g. scrotum 
exploration

Exploring viability for creating a 
‘coordination centre’ for inter-hospital 
transfers across the network to manage 
flow and analyse data retrospectively

Ensuring governance 
across the Network and 
engaging with DGHs
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Priority work 
areas

1. Pathways

2. Workforce

3. Patients and 
families

4. Flow

Identified priority areas

Develop local 

mechanisms to 

monitor surgical flow

What we have done so far (2/2)

Develop standard operating procedures for selected pathways 

to reduce operational and clinical variation. Implementation to 

be monitored through clinical audits. Initial focus areas:

• Appendectomy age ranges for DGHs and tertiary centres

• Testicular torsion age ranges for DGHs and tertiary centres

• Inter-hospital transfers SOP

Ensure there are 

processes in place 

to monitor and 

deliver safe staffing 

levels in surgical 

services

Review and assess patients and their 

families’ experiences of care

Clinical 

audits
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COVID-19: How STPN 

responded 

Development of 
elective Dental centre 

to address large 
number of children 
waiting for surgery, 

and potential to 
consolidate staffing 

and activity pan-
Thames

Principles for restarting 
outpatient clinics safely and 

appropriately

Weekly demand and capacity 
modelling to assess recovery of 

activity, children waiting for 
surgery, and the need for ‘mutual 

aid’ or new models of care

SOP for safely 
restarting elective 

surgery and 
diagnostic activity

Weekly calls with 
operational and clinical 
teams from across the 

network

Daily Situation 
reports to review 
demand, capacity 

and incidents

Escalation plan for 
major tertiary units 

in the event of a 
loss of capacity

Coordination of access to, and 
governance oversight of, 

Independent Sector for cases: 
around 300 children treated at 

Portland hospital in July to August 
2020 for surgery or diagnostics
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What will we do next?
1. Pathways for all specialties 2. Flow

3. Workforce 4. Patient and family experiences

Data analysis

Identify a 
specific 

issues to 
address

Agree 
Network’s 
standard

Baseline 
performance 

against 
standard

Monitor 
Network’s 

performance The Network’s 

approach to 

determine the 

model of care

Waiting lists 

and capacity 

across the 

Network

Cancellation 

of elective 

surgery

Time from 

referral to 

transfer

LOS before 

repatriation

The Network’s flow indicators

The Network’s approach to gaps in workforce

5. Formalise Networks for other 

paediatric surgical specialties

Development of Paediatric Orthopaedics, ENT, 
Plastics, Neurosurgery

Neonatal surgery consolidation review 

Role of Interventional radiology

1
•Agree Network’s standards

2

•Get baseline against existing staffing 
levels

3

•Identify themes around limitations for staff 
to meet the standards

4

•Develop Network’s strategy to enable 
staff to meet the standards

5
•Implement the strategy

6
•Monitor Network’s staff’s performance

Listening to patients and 
families about their 

experience of clinics, transfers 
between hospital and surgery
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What will change?

High-quality care: reduce unwarranted variation 
• Ensure consistent age for emergency procedures 

performed outside tertiary centres 

• Regular audit and review of surgical procedures in 

children throughout the network 

Efficient service delivery
• Clear referral pathways

• Safe transfer arrangements and documentation with 

audit of pathways

• Children’s services more joined up with children’s needs 

at the heart of regional planning

Value for money
• Reduction of unnecessary surgical transfers to Tertiary

Centres

• Optimal access for children with complex conditions/ co-

morbidities to specialist services /tertiary centres with 

appropriately co-located facilities

Workforce
• Workforce gaps addressed through better collaboration 

• Standardised competency framework for all network staff

• Network passport in place 

• Rotation programmes to enable cross-site working and

experiential learning



Jacqueline Agyekum,  AHP Lead: 

I am an Occupational Therapist by background, currently 

working in the community. I am also a registered brain injury 

case manager. I have always had a 

keen interest in how we can improve the 

patient journey and bridge gaps in care. 

Why AHPs…?

 We form the 3rd largest clinical 

workforce in health and care. 

 We play an integral role in ensuring that children and 

families receive the care and support they need to thrive. 

 We work across acute care as well as in community settings 

in health centres, homes and schools. 

 AHPs are multi-skilled and to some extent remain one of the 

best kept secrets within health and care. 

• What are the challenges…? 

 Staff recruitment and retention.

 The breadth of AHP roles are underutilised

 Inconsistent service provision.

 Varied waiting times for access to therapies and equipment.

 Access to training to support workforce development. 
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• What do children and families want…?

 Improved links between acute and community 

settings.

 Knowledge of, and access to, therapies and services 

that would be beneficial to their child. 

 Support to enable family members to carry out their 

roles. 

• What the network can provide...: 

 Clarity over the AHP roles within specialist children’s 

services across the network.

 Explore opportunities to consider how:

 Hospital admissions can be reduced.

 Hospital length of stay can be reduced.

 Access to and levels of care can be standardised.

 Develop opportunities for health promotion

Opportunities for innovation that improves patient 

care can be encouraged. 

 Advice around how the gap between acute and 

community care can be bridged. 
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The Aim: Ensuring patients can access care locally to home 

The Challenge: Understanding and resolving the barriers in the 

system

From time to time we become aware of specific issues due, for 

example, to historic anomalies related to service, funding, and 

organisational arrangements. As we are the link between services 

and NHS England we can investigate these in more detail in order 

to improve patient care and provide resolution.  

For example, a patient is prescribed a medication by the Specialist 

Consultant form a Tertiary Centre but this is not able to be 

dispensed locally by the DGH. This results in the family having to 

travel back to the tertiary centre just to collect the medicine.  

The Solution:  Working with all levels of care across the different 

organisations identified multiple issues in the process from the 

prescription being issued to the patient through to authorisation of 

payment for the medication. To help resolve this a Shared Care 

Agreement document has been developed.   

Plan:  Currently waiting for authorisation by NHS England, before 

being applied in one 

local area as a pilot.

In the future, we will 

use Shared Care 

Arrangements to 

underpin all network 

relationships in the 

region. 
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Spotlight on … Shared 

Care Arrangements
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Looking forward to 2020/21

Much of the STPN’s work in the first half of 2020/21 has been 

focused on responding to the COVID pandemic and its ongoing 

impact. This has necessarily delayed many areas of work that were 

planned to be completed during the year. 

Nonetheless, we have a busy work programme planned, and are 

particularly excited by the following highlights and the impact they 

will have on patient care:

1. Critical Care:

Education programmes

• Pre-winter

• PICU Nursing

• Paediatric Acute Nursing in 

Critical 

Care Guideline development

• Emergency airway 

management

• STOPP tool

Workforce

• New PICU staffing models

2. Long Term Ventilation:

Competency frameworks 

• Nurses

• Carers

Transition protocol

3. Oncology:

Network to be formalised

Review of POSCUs and 

alignment with other key services

4. Surgery in Children:

Launch of guidelines and 

protocols

• Inter-hospital transfers

• Appendectomy and testicular 

torsion

Release of Getting It Right First 

Time report and 

recommendations

New model of care for Dental to 

be launched

5. Gastroenterology:

Recruit Clinical Lead

Establish formal network

Complete regional self-

assessment
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www.networks.nhs.uk/nhs-

networks/south-thames-

paediatric-network

@thames_south


