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Executive Summary

The Humber Acute Services programme commenced in 2018 to address challenges faced by Northern
Lincolnshire and Goole NHS Foundation Trust (NLaG) and Hull University Teaching Hospitals NHS Trust
(HUTH) and design hospital services that will be fit for the future.

This Pre-Consultation Business Case (PCBC) sets out proposals to provide urgent and emergency care
and paediatric hospital services differently across Northern Lincolnshire’s main hospitals — Scunthorpe
General Hospital (SGH) and Diana Princess of Wales Hospital, Grimsby (DPoW). These proposed changes
will be supported by improvements across the Humber that will enable us to provide more care outside
of hospitals, in a more joined-up way.

The proposals have been designed to ensure that high quality hospital care can continue to be provided
across the Humber now and in the future. They have been:

e developed following extensive engagement with over 12,000 people over the past two years.
e identified following a comprehensive evaluation exercise which has focussed on clinical
standards, quality and safety, travel and access, equalities, workforce and financial affordability.

The approach that has been taken over the past two years has been subject to:

e ongoing assurance reviews by NHSE England

e reviews by the ICB Executive Team and Board

e regular overview and Scrutiny Committee reviews

e two Clinical Senate Reviews of the proposed models of care

e an external assurance review by the Consultation Institute of the approach taken to Pre-
Consultation engagement.

The external assurance reviews have highlighted:

e The Clinical Senate concluded that the current models of care are not sustainable and that the
proposed models provide an improvement. The Clinical Senate has provided its highest level of
assurance “Reasonable” on the key areas it reviewed.

o The Consultation Institute have highlighted an exemplary approach to pre—Consultation
Engagement and have not highlighted any significant areas of concern.

Why services need to change

Our two hospital trusts — Northern Lincolnshire and Goole NHS Foundation Trust (NLaG) and Hull
University Teaching Hospitals NHS Trust (HUTH) — spend in excess of £1.3bn and employ more than
16,000 people.

On a daily basis:

e 775 people attend our emergency departments.

e 235 people are admitted, as an emergency, to our inpatient wards.
e 377 operations are performed.

e 3,000 outpatient consultations take place.

e 24 babies are born.

As a collective of hospitals working better, together, we can provide improved services and care for all.
But to do so, things need to change.
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We face a number of challenges, including:

e Rising Demand for Urgent and Emergency Care

Our emergency departments continue to experience
significant demand and we do not deliver national
standards on waiting times or ambulance handovers.

The needs of our population are changing, and our models
of care are outdated. High levels of deprivation and an
ageing population mean that more people are living with
one or more long-term condition, contributing to an
increase in demand care that needs to be metin a
different way.

e Delivering Clinical Standards

Our staff are spread too thinly across hospital sites, with
relatively small services provided from a number of
different hospitals; this means that we are not always able
to meet clinical standards set nationally.

We are duplicating 24/7 on-call teams across sites for
small volumes of patients and we are unable to provide 7-
day consultant reviews, meaning our patients spend
longer in hospital to get the same care and treatment than
in many other parts of the country. This impacts on ability
to manage patient flow and has significant impacts upon
our emergency department performance.

fLast month (May 2023), only\

two thirds of patients were
seen and treated within 4

hours in our Emergency

Departments (68.3% in NLaG,
62.2% in HUTH) and more

than 40 people a day waited
for over 12 hours (854 in

\_ NLaG and 386 in HUTH). Y,

4 )

The number of emergency
operations undertaken
overnight at Grimsby
(172/year) and Scunthorpe
(196/year) combined equates
to around one patient per
night yet both have fully-
staffed 24/7 on-call rotas for

overnight surgery.
\_ g gery )

Many of the patients treated overnight could be seen and treated in a Day case Emergency

surgery setting as effectively.

e Workforce, Agency and Locum Costs

We have difficulties recruiting and retaining enough staff with the right skills and expertise
and there are significant vacancy challenges in key services. Staffing challenges are not
spread evenly between services with some staff groups and teams experiencing much higher
vacancy rates (e.g. vacancy rates for Emergency Department specialty doctors in NLaG were
33% in 2022/23, vacancy rates for healthcare assistants in family services departments

ranged between 4% and 25%).

As a result of our structural challenges we often struggle to
recruit specialist skilled staff across multiple disciplines.
Many of these skills are in short supply nationally and roles
in our hospitals can be seen as less attractive due to low
numbers of patients and the consequent lack of
opportunity provided for research, education and training.
The impact of our vacancy position impacts significantly on
our financial performance.

The use of agency and locum staff not only impacts on our
financial sustainability but also impacts on patient and staff

(Last year (2022/23) HUTH and\
NLaG spent over £55 million
on temporary staffing
(agency and locum) and a
further £45 million on bank
staff, covering gaps in rotas
and ensuring services
continue to be delivered
safely.

- J

experience as there is limited continuity of care where agency staff are used.



Humber Acute Services PCBC_v3.1 DRAFT

e Ageing estate

— Our estate is ageing. Our accommodation does not meet modern clinical standards, a
number of our theatres, ward areas have had to be closed. Across both HUTH and NLaG we
have a backlog maintenance issue in excess of £200m.

- Within Scunthorpe Hospital we have in excess of a £69m critical infrastructure risk which
means we cannot make any changes to clinical models of care without significant external
capital investment

— This impacts upon our ability to treat patients effectively and also on our ability to recruit
and retain staff.

The challenges we face are significant.

The Clinical Senate have identified that our current clinical models are not sustainable and that we need
to work differently if we are to continue to meet the acute healthcare needs of our population.

We can improve this situation by working differently, joining up with other parts of the NHS, local
councils and other partners, and organising our services in different ways.

Developing the Models of Care

Over the past two years a dedicated team have focussed on developing the potential options for change
that could address the challenges faced locally and deliver improved care for patients. The process has
been clinically-led, open and transparent throughout. In developing the models of care the team have
engaged with over 12,000 people through a mixed approach of workshops, focus groups and speciality
one to one discussions. The groups have involved patients, staff and partner organisations.!

Over 120 potential options for change were identified in the original Case for Change.? These early ideas
were carefully considered and, through a comprehensive evaluation approach, were narrowed down to
the proposed model of care set out below. The evaluation framework was co-designed through
extensive engagement to ensure the models of care were evaluated against the things that matter most
to our population and stakeholders.?

The evaluation of the potential options for change looked at:

e The potential of different models of care to deliver national standards — with a focus on quality
and safety.

e The need to maximise the skills of our existing workforce and the potential of different models
of care to support plans to develop new skills and roles and build a resilient local workforce.

e The need to ensure that patients have access to local services for regular and ongoing care.

e The need to make best use of more specialist skills and maximise clinical time available to see
and treat patients.

e The need to deliver longer-term more sustainable services which are an improvement on the
current models of care.

e The need to deliver financial savings aligned with the need for any future model to be affordable
from an internally funded capital pot.

! The extensive engagement process undertaken is summarised in chapter 3 and set out in more detail in
appendices 10.6 to 10.15.

2 Humber, Coast and Vale Health and Care Partnership (November 2019) Humber Acute Services Review Case for
Change Case for Change; see also, Interim Options Report (January 2020) — see document library

3 This process is set out in detail in section 10.4.2
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External Assurance and Review

The potential models of care have been through multiple assurance reviews and have been assessed by
a number of external and expert bodies including Operational Delivery Networks, Royal Colleges and
Peer Reviews and finally by the independent Clinical Senate in March 2023.

The Clinical Senate provided their highest level of assurance (‘reasonable’) in all three areas they
considered and supported the proposed model of care:

“The Senate supports the development of an Acute Hospital and Local Emergency Model
with consolidation of Trauma on the Acute site. An Acute Hospital and Local Emergency
Hospital affords the opportunity to consolidate specialised skills and expertise on one site.”

The Clinical Senate concluded:

v' The options for the future models of care have been designed to address the challenges.

v' The proposals have been developed and refined through a robust process including in depth
clinical input discussions with Clinical Design Groups, specialty project groups, a citizens panel,
focus groups and workshops with elected members, representative groups and other
stakeholders.

v'  The proposed model affords the opportunity to consolidate specialised skills and expertise on
one site.

v' The proposed models of care are clinically coherent, more sustainable and would provide
quality care.

For Urgent and Emergency Care the Clinical Senate highlighted:

“The Senate was reasonably assured that models of care are clinically coherent, more
sustainable and would provide quality care.” ... “It remains concerned about the
sustainability of two critical care units from a workforce perspective. Guidance from the
Critical Care Network is advised.”

For Paediatrics the Senate highlighted:

“The Senate’s findings on plans for paediatric services provided it with reasonable assurance
that models of care are clinically coherent, more sustainable and would provide quality
care.” ...

The Programme has also undergone multiple Assurance reviews over the past 20 months including
monthly NHSE Review Meetings, regular Overview and Scrutiny Committee meetings and an external
risk review by the Consultation Institute (tCl) of the Engagement approach undertaken to date. The
Consultation Institute review provided assurance that the process undertaken was robust and
demonstrated meaningful involvement.

The Consultation Institute risk review concluded:

v' “The HASP team has delivered an effective pre-consultation engagement exercise, with
significant engagement having taken place over a number of years in preparation for public
consultation.”

v" The pre-consultation business case (PCBC) is robust and contains a clear summary of the work
undertaken to date and there is evidence of influence within this from the public engagement
undertaken.
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Meeting the key tests for service change

Based upon the work done to date and the assurance received we believe that our approach has
enabled us to demonstrate that the Humber and North Yorkshire Integrated Care Board has met its
Statutory duties under s242/244/13z2 and 14Q of the NHS Act and follows the relevant NHS
Reconfiguration Guidance as set out below.

How we are meeting them Evidence of approach

* Extensive engagement of patients, * ¢12,000 people engaged in pre-
Strong public and the public, staff and other consultation engagement and
patient stakeholders in design of proposals. evaluation.
engagement * Ongoing involvement of public * NHSE/OSC assurance.
representatives and OSCs. * Consultation Institute assurance.
* Extensive clinical and public * CCG/Place/VCSE/Community Rep
i i fl MVP
e engagemen_t in design, re gf:ts Group engagement/
understanding of communities and engagement
current and . . .
. . impact of any changes on choice. * Evidence base on engagement
prospective need . . . P
for patient choice * Detailed population health analysis substantive if cited in any future
P underpins modelling and challenge for SoS/IRP or JR
engagement.
* Extensive clinical involvement in * Clinical Senate provided
design and evaluation of proposals. reasonable assurance on
Clear, clinical * Models of care reviewed by Clinical evidence base along with
evidence base and Professional Leaders Group, options.
Clinical Senate, ODN and other * Reports and supporting actions
independent clinical experts. from all reviews.
* CCG (clinical and managerial) * Executive Oversight Group and
Support for . .
involvement in development and programme governance.
proposals from . . .
clinical evaluation of proposals * Working Groups/Place Directors/
* |CB approval required to go to Place Boards/ICB briefings etc.

commissioners .
consultation

What we are proposing to change and what will be the same

Our evaluation and formal external reviews have highlighted a set of proposals — or a preferred option —
for the delivery of (hospital-based) urgent and emergency care and paediatric services across Northern
Lincolnshire.

The proposed changes would enable us to address critical shortages in workforce, consolidate rotas
and improve patient access, waiting times and length of stay, whilst maintaining the majority of
services locally.

The proposed changes maximise our recent investment of £58m in our two emergency departments and
acute assessment units, whilst also providing an opportunity to consolidate some specialist and
inpatient services to improve the quality and safety of services and ensure they are sustainable into the
future.
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What will be the same?

The proposals recommend that other services, including urgent and emergency care for most
patients, should continue to be provided as locally as possible and should remain at both hospitals.

The diagram below highlights what will be the same under our proposals for change.

Focus: UEC + Paediatrics What remains the same

+ Both Hospltals will maximise the recent £58m investment In Emergency
Care and will have:
+ 24x7 Emergency Departments
« Co-located Urgenl Care Sarvices
« Acute Assessment Units/Same Day Emergency Care <72 hours
*» Pagdiatric Assessment Units <24 hours
« General Medicine Inpatients
+ Care of the Elderly Inpatients
Obstetric Led Unit
Critical Care/Anaesthetice
Outpatients
Ememency and Planned Day surgery

Diana Princess of Wales
Hospital, Grimsby

Scunthorpe General
Hospital

Services at Hull Royal Infirmary (HRI), Castle Hill Hospital (CHH) and Goole and District Hospital (GDH)
would also continue as is.

What will be different?

To improve the quality and safety of services and make sure they are sustainable into the future,
the proposals recommend that some specialist services at our hospitals in Northern Lincolnshire
(Diana Princess of Wales Hospital, Grimsby and Scunthorpe General Hospital) should be
consolidated and in future be delivered from just one site.

The diagram below provides a summary of the changes that we propose to make:

What would be different

Focus: UEC + Paediatrics

Diana Princess of Wales
Hospital, Grimsby

+ Diana Princess of Wales Hospital only will provide:
+  Trauma services
« Speciality medical inpatients > 72 hours -
Gastroenterology/Respiratory and Cardiology
= In-reach services in Scunthorpe for <72 hour Length of Stay
« Acute Surgery Inpatients >24 hours or requiring an ovemniaght stay
« Paediatric Inpatients for > 24 hours

Scunthorpe General
Hospital

10
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In evaluating the options we have considered:

e The potential maximum number of patients impacted per day — assuming no other pathway
changes

e The travel time impact on patients and staff

e The travel impact on ambulance journeys

e The financial affordability of each option — recognising that we are required to undertake any
capital investment from internal resources.

It is important to note that during the evaluation of the Options both scenarios with specialist services
being provided at either Diana Princess of Wales Hospital, Grimsby (DPoW) or Scunthorpe General
Hospital (SGH) were considered.*

The “Preferred Option” of providing services at Diana Princess of Wales Hospital Grimsby has been
identified because:

e Itis the only option that satisfies the NHSE financial requirement to fund capital investment
internally.

e Based upon the capital affordability analysis, only one of the two site scenarios — where the
specialist services are provided at Diana Princess of Wales Hospital, Grimsby (DPoW) — can be
delivered within the capital available to the system. The capital cost to deliver this site option is
c.£25m, whereas the cost to deliver the site options where services were consolidated at
Scunthorpe would cost ¢.£89m, which cannot be delivered from internal capital resources.®

There are some additional advantages to consolidating services at DPoW rather than Scunthorpe,
including:

e The travel analysis highlighted that it is closer to more patients from deprived areas, who would
otherwise have to travel further, and DPoW provides services for many deprived communities
living on the East Lincolnshire coast.

- Overall, fewer people would be impacted by having to travel to a different hospital site
(c.20 per day, compared to c.22 per day if services were consolidated at SGH — based on
post code analysis to nearest service).

- Overall, fewer people would be impacted by longer journeys to hospital (c.10 per day,
compared to c.13 per day if services were consolidated at SGH — based on post code to
nearest site).

e The ambulance travel and journey time mapping has highlighted that it has the least impact on
ambulance services, requiring only % of a Dual Crewed Vehicle extra, which could be delivered
through productivity/efficiency improvements in the emergency care pathways.

4 The evaluation process and outcomes are set out in detail in section 10.4.
5 Details of the financial analysis undertaken are provided in section 10.4.3.4.
11
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A number of potential alternative solutions were also evaluated and discounted, including:

e Creating a new central hospital in Northern Lincolnshire. This idea was considered and
discounted due to the impact on patient travel times, the impact on neighbouring providers,
the economic impact and the level of capital investment that would be required.

e Providing all emergency and unplanned care, maternity, neonatal and paediatric services at
one Northern Lincolnshire hospital and all planned care at the other. This idea was
discounted due to the significant impacts on patient travel times and the impact on
neighbouring providers.

e Consolidating other urgent and emergency care services — specifically, General Medical and
Care of the Elderly inpatient care. This was considered and discounted due to the impact of
transfers on elderly or frail patients and the potential impact on delayed discharges from
hospital.

Pathway changes and services outside of hospital

The proposed changes do not stand alone. The changes proposed will require improvements to be made
within a number of community and out of hospital services. We have worked with Place teams and
partners to identify out of hospital work programmes that will support implementation, and to identify
what needs to be in pace, how it will be resourced and when it can be implemented.

The proposed model of care is underpinned by fundamental changes to pathways (in and out of
hospital) and supported by a number of out of hospital enabling changes that would be put in place
across the Humber to maximise the benefits of the proposed changes and help as many people as
possible to avoid going to hospital if they don’t need to.

These changes include:

e Clinical assessment closer to home to reduce conveyance rates to hospital and help more
people to access the right service, first time.

e Co-located urgent care service (UCS) within the Emergency Department (ED). To treat people
with more minor injuries and illnesses more quickly and reduce pressure on the ED.

e Integrated acute assessment model and same day emergency care (SDEC) to improve flow
within the hospital and reduce overall levels of acute inpatient admissions.

e Integrated frailty services across all localities in the Humber to provide more proactive support
for people who are frail and help them to stay well and avoid injuries (e.g. falls).

e Virtual wards, Hospital at Home and other innovative approaches that will bring more care
that is currently provided within our hospitals to peoples’ own homes.

e New staffing models across a range of services, including the development of new roles to
provide long-term sustainable solutions to our workforce challenges.

e Improved use of digital to support remote monitoring, provide more responsive services (e.g.
patient initiated follow-up) and reduce the overall need for patients to travel to hospital.

12
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Summary of benefits and impacts

The proposed models of care have been assessed by the Clinical Senate, who have confirmed they will
provide better, more sustainable services for our population. The models of care have also been
subject to a rigorous travel and transport mapping exercise aligned to a comprehensive Integrated
Impact Assessment.®

Proposal

v

The proposed configuration
for urgent and emergency
care and paediatric
services, would:

retain 24/7 Emergency
Departments in their
current three locations
(Hull, Grimsby and
Scunthorpe).

deliver a range of
benefits —improving
quality and
sustainability of
services.

maximise the benefits
gained from the recent
£58m investment in
our Emergency
Departments.

Change

Co-located Urgent Care Services
would be developed within the
Emergency Departments to enable
patients with minor illnesses or
injuries to be streamed away from
ED and treated appropriately within
and Urgent Care pathway.

Benefit

Over 300 people a day who
attend our Emergency
Departments would be seen
and treated more quickly
within an integrated Urgent
Care Service across our hospital
sites.

Trauma services for Northern
Lincolnshire patients would be
provided at Diana Princess of Wales
Hospital, Grimsby (DPoW), with Hull
Royal Infirmary (HRI) remaining as
the regional Major Trauma Centre
(MTC). Patients would be taken by
ambulance directly to DPoW or HRI
Hospital based on their clinical
needs. Patients who self-present to
Scunthorpe General Hospital and
require trauma services would be
transferred to DPoW.

The centralisation of trauma
services would provide access
to more specialty skills on the
Acute hospital site 24/7 and
allow for more rapid patient
intervention potentially
reducing length of stay and
improving the experience for
patients.

It is estimated this change may
impact up to 2 patients per day,
which could be mitigated
though improved ambulance
transfer protocol and advice and
guidance for crews prior to
conveyance.

Speciality inpatient services
(Gastroenterology, Cardiology and
Respiratory) for Northern
Lincolnshire patients who require
admission post-72 hours or require
a higher level of specialist clinical
input would be provided at Diana
Princess of Wales Hospital, Grimsby
(DPoW).

We would be able to provide
specialist dedicated 7-day per
week care for gastroenterology,
cardiology and respiratory
medicine improving the quality
of patient experience, reducing
our lengths of stay and
supporting patients to go home
more quickly.

It is estimated that the number
of patients requiring transfer for
specialist care would be up to 3
per day. This could be mitigated
and potentially reduced as
many patients could be cared
for via a General Medical

6 Detailed outputs are provided in appendices 10.16 to Error! Reference source not found. and contained within
the document library.
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Physician or Geriatrician on site
with specialist in-reach.

Emergency surgery would be
provided across all sites, but on a
day case basis at Scunthorpe
General Hospital. Northern
Lincolnshire Patients requiring out
of hours surgery or an acute
surgical admission for >24 hours
would be treated at Diana Princess
of Wales Hospital, Grimsby (DPoW).

The consolidation of emergency
surgery with 24/7 teams
including surgeons, theatre
teams, nursing staff on the
Acute site will reduce out of
hours on-call and support
future sustainability of
workforce.

This could impact up to 6
patients per day. A proportion
of these patients could be seen
and treated on a day case basis
(e.g., fractured hip pathway)
and therefore the daily impact
should be less as surgical
pathways and protocols change
in line with the model of care.

Paediatric inpatient care would be
provided at Diana Princess of Wales
Hospital, Grimsby (DPoW) for
Northern Lincolnshire patients.
Children and young people could
continue to attend their local
hospital Emergency Department as
required and be treated in the
Paediatric Assessment Unit.

Children in Scunthorpe who require
admission post-24 hours would be
transferred to DPoW for ongoing
care supported by a dedicated team
to ensure safe transfers.

The consolidation of Paediatric
inpatient services would
improve training and
development opportunities and
support the future
sustainability of the workforce.

We estimate that this may
impact on up to 2 patients per
day. This could be reduced as
the Hospital at Home model of
care for paediatric cases
becomes embedded. Hospital at
Home has been seen in its pilot
form to reduce the need for
admission and support earlier
discharge, reducing length of
stay.

Table 1.1 Summary of changes, benefits and impacts

The proposals for change will improve the quality of care, by enabling services to deliver against more of
the nationally set clinical standards, reduce reliance on expensive agency and locum staff and ensure
services will be more sustainable in the long term. The proposed changes will support us to deliver
more services outside of hospitals — in GP surgeries, new facilities such as Community Diagnostic
Centres, and in peoples’ own homes — in a more joined-up way so that fewer people will have to travel
to hospital in the future and their care they receive will be better suited to their needs.

As a result of the proposed changes some patients would need to be transferred to a different hospital
to receive more specialist care, either directly by ambulance or by dedicated inter-hospital transport
services. A transport action plan has been developed to support timely transfers of patients between
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hospital sites, support people to return home after a stay in hospital and to consider ways to ensure
relatives, carers and friends can continue to visit and support their loved ones when they are in hospital.

Conclusion and Next Steps

The proposed changes will deliver significant benefit across our health and care system.

Our current models of care are not sustainable. We do not deliver national/constitutional
performance standards, we have significant vacancies and struggle to recruit specialist skilled staff,
our agency and locum use is significant as a result and we operate from an ever-deteriorating estate.
This impacts on our ability to recruit and retain as well as our ability to deliver high quality services
to the standards we would like.

We cannot stand still we must make urgent change. The Clinical Senate agree that our services are
unsustainable in their current form. We must take urgent action to address our short falls
recognising that any change we make has the potential to have an impact on the population we
serve and our staff.

Making changes to consolidate some specialist aspects of care will enable us to meet the required
clinical standards (e.g. 7-day services), diagnose and treat patients more quickly, improve training
and development opportunities for our staff and ensure our services are sustainable in the longer
term.

Through improved pathways of care and joint working across the system, we would be able to see
and treat patients more quickly and would expect to see 5 fewer patients each day needing to be
admitted on an emergency basis at our hospitals (8% reduction).

When taken together across the whole workforce, the proposed model of care would require the
equivalent of around 200 (WTE) fewer members of staff than our current position, helping to
significantly address the vacancy challenges across our hospitals and make better use of the valuable
and highly skilled workforce we do have. The proposed new model of care would also enable us to
provide better training and development opportunities and make future roles more attractive
helping to secure the workforce we need for the future.

This Pre-Consultation Business Case (PCBC) proposes undertaking statutory public consultation with
the public, patients and other stakeholders concerning potential changes to the configuration of
urgent and emergency care services (incorporating the assessment, treatment and inpatient care for
all patients who access services on an unplanned basis) and (hospital-based) paediatric care across
Northern Lincolnshire. So that the NHS Humber and North Yorkshire Integrated Care Board, can
make a decision about the best way to provide these services across Northern Lincolnshire on or by
March 2024. To allow Northern Lincolnshire and Goole NHS Foundation Trust, Hull University
Teaching Hospitals NHS Trust and health and care partners across the Humber to continue to
provide high quality, sustainable and safe, hospital services that meet the needs of patients across
the region now and in the future.
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Our Population and Strategic Context
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1. Our Population and Strategic Context

Our population has significantly poorer health outcomes than people living in other parts of the
country. Responding to these challenges requires a whole-system approach to deliver prevention,
early intervention, self-help and increased support at, or close to, home to improve the overall
health and wellbeing of our population.

Deprivation and health inequalities

e Some of the most deprived wards in the country can be found in the Humber region and
there are wide disparities in income, employment, education and training, which have a
strong correlation with poor health outcomes. We are seeking to address these underlying
health inequalities through provision of more integrated services and by working in
partnership to promote opportunities for people in our deprived neighbourhoods to
progress in careers in health and care.

e Due to the rurality of much of the region, many of those who live in the most deprived
communities also live furthest from existing hospital sites. The programme has undertaken
detailed analysis of the travel impacts to minimise the impact on those least able to travel.

Public Health Risk Factors

e A greater proportion of the Humber population has one or more long-term health
condition(s) such as heart disease or COPD. Improved pathways of care have been designed
to support patients with multiple co-morbidities to be treated more effectively in the
community and avoid emergency admissions through better, more joined-up care.

e In North Lincolnshire, around 1 in 5 children are living in poverty and in North East
Lincolnshire it is around 1 in 4 (compared with 1 in 6 nationally), which is linked to poor
health outcomes. Working with partners we can develop more responsive service models in
local communities to support children and families.

Barriers and inequity

e Rates of car ownership are lower than average in the Humber area. We have worked with
partners to develop a transport action plan to mitigate any impacts of changes on travel and
support people to access care and employment opportunities.

e Digital exclusion is an issue for many, particularly those in the most deprived areas. We
have developed the proposals in line with the Partnership’s digital inclusion principles to
ensure everyone can benefit from digitally-enabled changes.

The proposals within this business case have been developed in partnership with health and care
providers, local authorities and voluntary sector partners, focusing on specific pathways that will
help to tackle underlying inequalities faced by our population.

This pre-consultation business case (PCBC) is built upon a strong foundation of collaboration across
the Humber and North Yorkshire Health and Care Partnership. Collaboration between acute hospital
trusts, in local communities, places and across the whole system is supporting all partners to deliver
the aims and ambitions of the NHS Long Term Plan and other important national and local strategies.
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There is commitment from all partners to work together to address the challenges faced by our
population, supported through strengthened Place collaborative arrangements. Improved
pathways of care, delivered by a more flexible workforce that can move between organisations and
sectors, will result in a more integrated, approach to meeting the health and care needs of local
people. This, in turn, will help to address the stark health inequalities that are evident within our
population, by delivering care that is more tailored to the needs of each individual and reducing the
overreliance on secondary care settings that is evident within the Humber health and care system.

Summary Box 1.1

1.1 Background

The Humber Acute Services Programme commenced in 2018 to design future models of care for hospital
services that are safe, accessible and meet the needs of local people. The acute hospital services in
scope within this Pre-Consultation Business Case (PCBC) are provided by:

e  Hull University Teaching Hospitals NHS Trust (HUTH)
e Northern Lincolnshire and Goole NHS Foundation Trust (NLaG)
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Map 1.1 Hospital Catchment Area HUTH and NLaG

The map above shows the location of the five hospital sites and combined catchment area (purple line)
for both trusts for secondary care services in scope. Hull University Teaching Hospitals (HUTH) also
provides a range of specialist or tertiary services for a larger region, serving patients living across East
Yorkshire, parts of North Yorkshire and Northern Lincolnshire.
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Patients travel from outside of the Humber area, from Lincolnshire County Council area in particular, to
access secondary care services at our hospital sites — the combined catchment area with an extended
30km buffer is also displayed on the map (yellow line).

There are residents living within the Humber area who access secondary care services from other
hospital trusts, in particular at York and Scarborough Teaching Hospitals NHS Foundation Trust at York,
Scarborough and Bridlington hospitals. These services are not in scope for this programme.

The programme began with a clinically led review of hospital services which was evidence-based and
considered what is working well elsewhere. It also considered local health needs and reflected what has
worked, and what hasn’t, from similar changes in other parts of the UK. The review was undertaken
collaboratively with partners from across health and social care, the voluntary and community sector,
patients and the public.

Whilst the starting point for the review was a focus on those aspects of care traditionally provided
within acute hospitals, the programme team has worked with partners across the health and care
system to align with other aspects of care such as primary, mental health, community and social care.
This is essential as changes in one part of the health and care system cannot be made successfully
without other parts of the system also changing.

The review led to three inter-linked programmes of work, which sought to design proposals for change
over the short, medium and long term:

e Programme 1 (Interim Clinical Plan): This programme was about keeping services safe in the
here and now. During 2020 to Spring 2022, a programme of work was designed to stabilise
several services that had been identified as needing to change quickly. The programme’s aim
was to improve the safety and the quality of these services whilst keeping them as local as
possible, given key constraints — especially staff numbers and old estate. This work supported
the two trusts in the Humber to put in place some important building blocks for collaboration
(see section 1.2.4). The implementation is now being managed operationally within the acute
trusts and is referred to as the Humber Clinical Collaborative Programme (HCCP).

e Programme 2 (Core Hospital Services): This programme is about designing a future model for
hospital care that is fit for purpose for our population. The programme has looked at each of the
building blocks of the core hospital services — urgent and emergency care (services people need
right away), maternity, neonatal and children’s services, planned care (operations and other
procedures which are booked in advance) and diagnostics (X-rays, CT and MRI scans) — and
considered how and where they might be offered in a different way. This Pre-Consultation
Business Case sets out proposals for urgent and emergency care and paediatrics that were
developed through this programme. Other aspects of the work undertaken through this
programme (e.g. planned care strategy; maternity and neonatal care review) are continuing in
parallel with oversight provided by the Collaborative of Acute Providers (CAP) and the
Integrated Care Board.

e  Programme 3 (Building Better Places): This programme is about building the hospitals of the
future and using major capital investment as a catalyst for regeneration and revitalisation of our
region. Work was undertaken to develop a Strategic Outline Case for major capital investment
to address the significant issues with ageing infrastructure across the region. This wider
investment is not required to deliver the proposals within this business case but will be required
in the future to address issues with crumbling infrastructure across both trusts (see section 2.5).
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1.1.1 Principles

The programme was undertaken in accordance with a set of nine key principles, which were agreed at
the outset of the Humber Acute Services Review.’

e A commitment to provide acute hospital services that are patient-focussed, safe and
sustainable, meeting the needs of our population both now and in the future;

e The service review will be clinically-led;

e The review will be evidence-based and take into account best practice;

e The review will focus on hospital services rather than hospital buildings and organisations;

e The review will be cognisant of local developments in out-of-hospital care and work towards
solutions that support joined-up care across the system;

e Atransparent, collaborative and inclusive approach will be adopted at all stages of the review
process, ensuring engagement with key stakeholders from the outset;

e Plans for the future provision of acute hospital services will be developed in accordance with the
levels of human, physical and financial resource expected to be available;

e Plans for the future provision will include urgent and emergency care (UEC) and maternity care
in Hull, Grimsby and Scunthorpe;

e The review will be undertaken in accordance with an agreed programme plan that sets out
objectives, processes, timescales and resources.

The approach taken to the development of the potential future models of care presented in this
document has been iterative, based on good practice, data analysis, evidence and independent reviews
and has taken on board learning through the COVID-19 pandemic.

Our collective ambition is for everyone across the Humber to have access to the best possible
healthcare and opportunities to live healthy, happy lives.

This ambition is why we have developed proposals for change. Optimising opportunities across
the Humber unlocks a range of new possibilities for the region and its people.

Summary Box 1.2

7 Humber, Coast and Vale Health and Care Partnership (2017) Humber Acute Services Review Principles Review
Principles
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1.2 Context — the Humber Health and Care System

1.2.1 Health and Care in the Humber

Every year across the Humber region there are around 280,000 attendances at our Emergency
Departments, more than 9,400 babies are born in our hospitals, almost 150,000 operations and
procedures are performed and nearly 1.2 million hospital outpatient appointments take place.

These acute hospital services are only a small part of a much wider health and care system. Primary
care — GP services, dentistry and optometry — supports the vast majority of the population with their
healthcare needs on a day-to-day basis. Across the Humber there are 19 Primary Care Networks (PCNs),
which are made up of GP practices working together and with community, mental health, social care,
pharmacy, hospital and voluntary services in their local areas to meet the needs of local people. Across
the Humber there are around 315 residential care homes, just over 100 home care companies and
thousands of voluntary and community sector organisations (c.13,500 organisations and groups across
Humber and North Yorkshire).2 Many people are now living longer with long term conditions or suffer
with mental health issues and primary care networks enable more proactive, personalised, coordinated
and integrated health and social care to address these needs.

The health and care sector makes a significant contribution towards the local economy across the
Humber. Health and Social care jobs account for just over 14% of all jobs in the Humber local authority
areas.’

1.2.2 The Humber and North Yorkshire Health and Care Partnership

Following passage of the Health and Care Act (2022),%° the six Clinical Commissioning Groups (CCGs)
across the Humber and North Yorkshire merged to form the NHS Integrated Care Board (ICB) on 1% July
2022. The Humber and North Yorkshire NHS Integrated Care Board (ICB) assumed the statutory
responsibilities previously belonging to the Clinical Commissioning Groups (CCGs), including
responsibility for strategic planning and consultation on major service change.

The NHS Integrated Care Board (ICB) is part of a wider Integrated Care System (ICS), which includes all
partners from the NHS, social care, local authorities and the voluntary and community sector who have
been working together under the auspices of the Humber, Coast and Vale Health and Care Partnership
since 2016. This strong track record of collaboration and partnership working has enabled this Pre-
Consultation Business Case (PCBC) to be co-produced with partners from across the whole health and
care system in the Humber.

The ambition of the Humber and North Yorkshire Health and Care Partnership is: “for everyone in our
population to live longer, healthier lives by narrowing the gap in healthy life expectancy between the
highest and lowest levels in our communities by 2030 and increasing healthy life expectancy by five years
by 2035.”

To reach that ambition, our vision is to ensure that all our people “start well, live well, age well and die
well.” The impact of the COVID-19 pandemic has focussed the Partnership further on addressing the
health, social care and public health needs of our communities and through wider connections on issues

8 Chapman, Tony (2021) The structure, dynamics and impact of the voluntary, community and social enterprise
sector VCSE Sector Impact Report

9 Nomis (2020) Official census and labour market statistics Local Authority Profiles

10 HM Government (2022) The Health and Care Act The Health and Care Act
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such as inclusion, socio-economic development, housing, employment and environment we are
supporting our communities and levelling-up opportunities.

The Partnership’s priorities are:

e improving outcomes in population health and healthcare

e tackling inequalities in outcomes, experience and access

e enhancing productivity and value for money

e helping to support broader social and economic development

The Partnership is working to bring about a fundamental shift in focus from picking people up when they
fall ill, to helping to prevent people from becoming ill in the first place. This means delivering integrated
services and organisations that support patients, their families and carers to have a seamless
experience, wherever possible, providing care at or close to where people live, through new
technologies and flexible local services. For more specialist care and treatments that cannot be offered
everywhere, it means providing the highest quality care and supporting people to access it.

The Partnership is also focussed on the role it can play in supporting the communities it serves on wider
issues such as supporting the local economy, employment and the environment by working as a
collective of anchor institutions.

1.2.2.1 A catalyst for change — our anchor network

Anchor institutions are large, public-sector organisations that are unlikely to relocate and have a
significant stake in a geographical area. The size, scale and reach of the NHS means it influences the
health and wellbeing of communities simply by being there.!! One of the goals of our Partnership is to
leverage this influence, work closely with partners across each of our places to maximise the benefits we
can bring to the health and wellbeing of the populations we serve.

Hospitals are significant players in their local economies, contributing value to the economy through the
provision of jobs and wages that can be spent in local businesses, generating demand for (and spend in)
ancillary industries, providing training and development opportunities for local people by improving the
health and social wellbeing of those accessing the healthcare services provided.

In North East Lincolnshire, Northern Lincolnshire and Goole NHS Foundation Trust (NLaG) is the largest
single employer within the district. In North Lincolnshire it is the second largest after British Steel.
Across its three hospital sites and community services, NLaG employs nearly 7000 people. Hull
University Teaching Hospitals NHS Trust is similarly amongst the largest employers in the Hull and East
Riding area, employing over 8000 staff. Across the Humber, ‘Human health and social work activities’ is
the third largest industry by numbers employed (after manufacturing and wholesale trade), except in
East Riding of Yorkshire where it is the second largest (above manufacturing).?

Research by the Health Foundation explains that access to good quality employment opportunities can
significantly improve the physical and mental health and wellbeing of those who take up the roles.
Young adults who are unemployed are more than twice as likely to suffer from mental ill health than
those in work.™ In developing the potential models of care, we have worked with partners from across
health and care, local government and the private sector to develop models of care that will support

11 The Health Foundation (2019) Building healthier communities: the role of the NHS as an anchor institution
Building Healthier Communities

12 Nomis (2022) official census and labour market statistics Labour Market Profiles

13 The Health Foundation (2018) What Makes Us Healthy What Makes Us Healthy

22



Humber Acute Services PCBC_v3.1 DRAFT
Chapter 1 — Our Population and Strategic Context

new career pathways and enable local people to enter the workforce and provide the staffing our
services need now and in the future (see section 8.3.4).

In developing plans for capital investment and rebuilding our estate, we also focused on the wider
benefits that could be leveraged for the local economy by working in partnership with organisations
across the public and private sectors, who are leaders in education, economic development, R&D and
healthcare for our region. By taking a holistic approach to investment and embracing our role as anchor
institutions, we can create opportunities for jobs, growth, social impact, environmental protection and
innovation.'

1.2.3 Health and Care Partners in the Humber

The Humber is served by a complex and diverse health and care economy comprised of a wide
range of NHS organisations, social enterprises and other public, private and voluntary sector
providers. This diversity creates opportunities to deliver services differently, leveraging the
different assets of our social enterprises, voluntary sector organisations and wider health partners.

Health and care partners across the Humber® include:

e 19 Primary Care Networks

e 2 Acute hospital trusts?®

e 4 Community Services providers

e 4 Mental Health providers

e 2 Ambulance trusts

e Social Care providers, supported by 5 Local Authorities
e Secondary Care partners

e Voluntary and community sector partners

e Commissioners

e Neighbouring systems

Health and care organisations work together through Place-based partnerships in each of the four
places — North Lincolnshire, North East Lincolnshire, East Riding of Yorkshire and Hull — and through
sector collaboratives across the Humber and North Yorkshire area (covering the acute sector, mental
health, primary care, community and the voluntary sector). These collaborative arrangements together
form the Humber and North Yorkshire Health and Care Partnership or Integrated Care System (ICS). ¥’

A wide range of stakeholders were involved in the Humber Acute Services programme.

4 Humber, Coast and Vale Health and Care Partnership (2020) Building Better Places — Economic and Social Impact
Report (see document library)

15 A full list of organisations is provided in appendix 10.1

16 1n addition to the two acute trusts operating within the Humber area (Northern Lincolnshire and Goole NHS
Foundation Trust and Hull University Teaching Hospitals NHS Trust), many Humber residents also access acute
services at York and Scarborough Teaching Hospitals NHS Foundation Trust

17 A list of acronyms used within this document is provided in appendix 10.20
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Figure 1.1 Stakeholder Map

1.2.4 Acute Trust Collaboration

Despite operating under different systems of governance, both hospital trusts have increased their
levels of cooperation and collaboration over recent years, recognising the benefits of bringing together
the strengths of NLaG's position as a Foundation Trust and HUTH’s standing as a University Teaching
trust and tertiary centre. Both HUTH and NLaG are committed to further increasing collaboration to
meet the needs of the population. The trusts have strengthened their governance and leadership
arrangements to enable collective decision-making and joint ownership of challenges and solutions.
These changes have included, for example:

e The recruitment of a joint Chair to provide joined-up leadership and direction.

e The creation of Committee(s) in Common with delegated responsibility from both Trust Boards
for joint working.

e The creation of an Executive-led Joint Development Board to oversee increased levels of joint
working, performance management and leadership of fragile and vulnerable services.

e The development and agreement of a Memorandum of Understanding (MOU) and Service Level
Agreement (SLA) to enable joint working to take place.

e The appointment to a number of executive joint leads.

In November 2022, the Trust Boards made separate decisions to move to a group structure with a single
Executive Team overseeing both trusts. The group executive management model is increasingly being
adopted across the NHS and the boards of both organisations agreed that it is the right approach for the
two trusts serving the Humber, enabling them to address the challenges both organisations face more
effectively. In December 2022 a process began to appoint a Group Chief Executive, with an appointment
made in May 2023. Work is planned to take place over the summer of 2023 to finalise the structure of
the group, including any shared governance arrangements.
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This strengthened governance and leadership has enabled the trusts to develop and implement new
ways of working in a number of specialties where workforce challenges and demand pressures were
impacting upon the ability to provide safe and effective services for all. For example, from October 2021,
the trusts brought together existing neurology teams into a single service to provide more equitable
access to neurology services for patients from across the Humber. The service operates with a single
patient list and a single point of access for GP referrals, but with key clinics still offered at local hospital
sites. Working together in this way has provided greater resilience within the neurology workforce,
which can offer a better service to patients, particularly those in North and North East Lincolnshire who
previously faced longer waits and a less efficient pathway of care.

The continued development of the group leadership model and work through the Humber
Clinical Collaborative Programme (HCCP) to integrate clinical teams and acute hospital services
across the Humber will support delivery of the proposed new models of care.

1.2.5 Collaboration at Place

Collaborative working across different sectors — primary, secondary, community, mental health and
social care — has also increased in recent years and provides a strong foundation on which to build new
models of care that are better integrated and designed around the needs of patients and service-users.

Collaborative arrangements are organised around the four Places, which correspond to the four Local
Authority areas: North Lincolnshire, North East Lincolnshire, Hull and East Riding of Yorkshire. Place-
based partnerships, incorporating NHS organisations, local authorities and other public, private and
voluntary sector providers, are the key mechanism for delivering transformation for out of hospital care
as well as helping to shape the future of hospital-based care.

Examples of the positive impact of collaboration and new ways of working that have been developed
through Place partnerships, include the Connected Health Network model of outpatient care (see
section 7.1.3.1.1) that has radically reduced waiting times for cardiology outpatient appointments in
North East Lincolnshire, completely eliminating the waiting list in just four months and the innovative
approach to managing frailty implemented in Hull through the Jean Bishop Centre (see section 5.2.4.2),
contributing to a 3% reduction in emergency hospital attendances, an 8% reduction in admissions and a
28% reduction in occupied bed days for patients aged over 80.

Strong Place-based collaboration and shared learning across the region will support delivery of
the proposed new models of care. For example, we can reduce unnecessary admissions of frail
patients and support them better in, or close to, their own homes by developing effective frailty
models across the Humber, learning from the success of the approach in Hull.

This trajectory towards greater collaboration — both between the acute trusts and across the
wider health and care system — will support the delivery of new and improved models of care
across the Humber.
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1.3 Context — Policy and Strategy

The NHS is experiencing some of the most significant challenges since its inception. These were
compounded during the COVID-19 pandemic. Pressures within the system include increased levels of
emergency demand, shortages in key skills across a number of clinical specialties and increased waiting
times for planned care. Despite these challenges, the pandemic was also a catalyst for improved
collaboration across the health and care system and provided an opportunity to look at how we can
implement new models of care, in particular maximising the use of remote monitoring, virtual care and
new and emerging technologies.

The Government has set out its overarching priorities for Health and Social Care in three key documents,
which provide the framework within which we must deliver our services for the future:

e the NHS Long Term Plan (2019)
e the NHS People Plan (2020)
e the Health and Care Act (2022)

1.3.1 The NHS Long Term Plan

The NHS Long Term Plan (‘the Plan’), published in January 2019, outlined the key ambitions of the NHS
over the period to 2030.1® The Plan focuses on patients taking greater ownership of their care, with
improved disease prevention and support, more integrated and joined up care through collaboration,
increased use of digital technology and an emphasis on staff health and wellbeing.

The NHS has traditionally provided a hospital-based model of care, which has relied upon people visiting
hospitals for tests, clinical assessments and procedures. Advances in technology and clinical techniques
mean that significantly more care can be provided out of hospital in other settings or indeed at home,
but these opportunities are not being fully optimised at present. Working in new ways requires change,
to make improvements to technology and help our staff and service-users develop the skills they need.
In making these changes we need to understand the communities we serve and ensure we do not
inadvertently disadvantage some communities.'® The NHS Plan require us to focus on:

e Providing faster support to people in their own homes and improved NHS support for care homes.

e Funding new evidence-based NHS prevention programmes, including smoking cessation, obesity
reduction, reducing alcohol related emergency admissions and to lower air pollution.

e Setting out specific measurable goals and mechanisms by which we will contribute to narrowing
health inequalities in our region.

e Expanding the number of medical, nursing, midwifery, allied health professional (AHP) and other
staff by increasing training and international recruitment.

e Making the NHS a more attractive place to work with mandatory flexible rostering and increased
professional development funding.

e Making widespread upgrades in technology to allow clinicians to access patient records and care
plans wherever they are, and to allow patients and their carers to better manage their health
condition.

e Making reforms to diagnostic services including investment in new digital diagnostic imaging
services and creation of pathology and diagnostic imaging network

18 NHS England and Improvement (2019) The NHS Long Term Plan The NHS Long Term Plan
19 See Integrated Impact Assessment (IIA) for detailed analysis (see document library)
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The Plan sets out a number of areas of focus relevant to the potential models of care designed through
the Humber Acute Services programme.

1.3.1.1 Urgent and Emergency Care

Urgent and emergency care systems have seen unprecedented levels of demand over recent years and
face a number of challenges. The NHS Long Term Plan sets out key requirements in relation to urgent
and emergency care, including:

e Fully implement the Urgent Treatment Centre (UTC) (Urgent Care Services) model by autumn
2020, with the option for appointments booked through NHS 111 (this was achieved in some
areas across the Humber however, the operating model needs to be improved to increase
patient access)

e All hospitals with a major Emergency Department (ED) will:

o provide same day emergency care (SDEC) at least 12 hours a day (in place)

o provide an acute frailty service for at least 70 hours a week (in place)

o aim to record 100% of patient activity in ED, UTCs and SDEC units via Emergency Care
Data Set by 2020 (partially in place)

o test and begin implementing new urgent and emergency care standards arising from
the Clinical Standards review by October 2019 (national consultation response not yet
finalised)

o further reduce delayed transfers of care in partnership with local authorities.

e By 2023, Clinical Assessment Services will typically act as a single point of access for patients,
carers and health professionals (partially in place).

e Develop new ways to treat those with the most serious illness and injury to receive the best
care in the shortest time.

e Improve responsiveness of community health crisis response to deliver services within two
hours of referral in line with National Institute of Clinical Excellence (NICE) guidelines.

The Partnership strategic aim for urgent and emergency care is that “when needed, everyone within
Humber, Coast and Vale [sic.] will have 24/7 access to information, advice and direct care that will meet
their needs and that this will be outside of hospital wherever possible.” *°

Over the coming years, we will streamline access to care, with a focus on NHS 111 and ensuring this is as
effective as it can be at directing people to the appropriate service. The aim articulated in the
Partnership Long Term Plan was to reduce the number of people attending Emergency Departments
(EDs) in hospitals by 10% (by 2024), by offering more joined-up care and directing people to other
appropriate services. In developing our potential future models of care, we have been able to push this
target further still through the work to redesign urgent and emergency care pathways (see section
Error! Reference source not found.).

1.3.1.2 Paediatrics

The areas the NHS Long Term Plan highlights a need to focus on within services for children and young
people include:

e Expansion of mental health services for children and young people, growing funding faster than
overall NHS funding.

20 Humber, Coast and Vale Health and Care Partnership (2020) The Humber, Coast and Vale Health and Care
Partnership Long Term Plan HCV Partnership Long Term Plan
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e Action to tackle the causes of morbidity and preventable deaths in people with learning
disabilities and for autistic people, with reduced waiting times for specialist services.

e Offer all children with cancer whole genome sequencing and actively supporting clinical trials.

e  Prioritise improvements in childhood immunisation.

e Improve primary or community care treatment options to reduce attendance at ED.

e Clinical network roll out for children with long term conditions, including Critical Care and
surgical networks.

We are working together with partners to deliver these aims and strategic objectives through
developments in out of hospital care as well as developing the potential future models for hospital care
described in this document.

1.3.2 The NHS People Plan

Across the Humber, healthcare organisations employ c20,000 whole time equivalent (WTE) members of
staff across a range of disciplines — this includes social enterprise partners who deliver NHS services,
primary care networks and those employed by the Integrated Care Board. Our people are our greatest
asset. The NHS People Plan — created collaboratively between the NHS and its staff — outlines the NHS
commitment to look after its staff and foster a culture of inclusion and belonging, it also sets out actions
to grow our workforce, train our people, and work together differently to deliver patient care.?*

The commitments and priorities within the People Plan have helped to shape our plans for the future. In
particular the focus on new ways of working to deliver care has enabled new and innovative approaches
to be developed, working across sectors, to deliver more integrated services in the future. These new
workforce models and ideas are set out later in this document (see sections 8.3.4). Our proposed
models of care look at how we recruit, retain and develop staff along with identifying new skills that
could be developed to meet gaps within our workforce for both clinical and non-clinical staff at all
grades.

This PCBC is built upon a strong foundation of collaboration across the Humber and North Yorkshire
Health and Care Partnership. Collaboration between acute hospital trusts, in local communities, places
and across the whole system is supporting all partners to deliver the aims and ambitions of the NHS
Long Term Plan and improvements in experience, access and outcomes for our population.

Our plans have been developed in collaboration with staff, patients, elected representatives and the
public. They recognise the issues we face, the inequalities in our population base and the need for us to
work more collaboratively to deliver services that are clinically sustainable in the long term.

21 NHS England (July 2020) We are the NHS: People Plan 2020/21 — action for us all NHS People Plan
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1.4 Context — Our Population

1.4.1 The Humber Population

The Humber area has a diverse mix of industrial, urban, rural and coastal areas, encompassing the four
main local authority areas — East Riding of Yorkshire, Hull, North Lincolnshire and North East
Lincolnshire — and is home to just under one million people (935,900 people in 2021). Taken together,
Hull University Teaching Hospitals NHS Trust (HUTH) and Northern Lincolnshire and Goole NHS
Foundation Trust (NLaG) serve a population of around 1,045,700 people, including coastal communities
within Lincolnshire County Council area. Hull University Teaching Hospitals NHS Trust (HUTH) also
provides a range of tertiary (specialist) services for the wider region, serving a population of up to 1.25
million extending from Scarborough in North Yorkshire to Grimsby and Scunthorpe.

The Humber population is growing more slowly than the rest of the country. It is expected to increase
by around 1.5% over the next five years, compared with 5.5% nationally and 3.5% for the Yorkshire and
Humber region. Like in other parts of the country, our population is getting older. But people are not
always living well in their older age, with significantly lower than average healthy life expectancy —
which ranges between 53 and 58 years old across Northern Lincolnshire and Hull.

Summary Box 1.3 — Humber population overview

1.4.1.1 Age profile

The Humber’s age profile is trending towards an older population, and this is exacerbated by the slow
overall growth in the population and declining birth rate. Hull has a significantly younger population
than the national average, with more children and working-aged people. Neighbouring East Riding,
however, has a significantly older and aging population. In North and North East Lincolnshire, the older
population (65+) is higher in the rural fringes and the urban population is younger.

As the population across Northern Lincolnshire continues to age, it is more important than ever to
design pro-active, responsive services in communities to support older people with multiple long-
term conditions to prevent people spending time in hospital in response to an event. For example,
pro-active falls prevention, delivered through multi-disciplinary teams, can support more of our frail
population to access support they may not have known about and prevent the expense, stress and
inconvenience of travel and a potential admission to hospital.

North East
East Riding Hull ) North Lincs
Lincs

15 and under 18.8% 14.7% 16.9%
16 — 64 57.8% 64.8% 60.3% 60.2% 54.9% 57.9%
65+ 26.4% 15.3% 20.9% 22.0% 30.5% 25.2%

Table 1.1 Age profile by local authority - high level categories??

The forecast population change from 2020 to 2030, broken down across the four Humber local authority
areas, is as follows:

22 ONS (2022) Population and household estimates, England and Wales: Census 2021 Census 2021
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e adecrease of 0.22% in Hull

e anincrease of 2.96% in the East Riding of Yorkshire
e anincrease of 1.57% in North Lincolnshire

e adecrease of 0.68% for North East Lincolnshire??

A detailed analysis of the forecast increase highlights a significant increase in the older age range as set
out in the graphs below.

ERY Hull NEL NL

1 186

- 2030 2043 203 2043

Figure 1.2 Population projection — proportion of people aged 65 years and over by LA, 2018 — 2043%*

1.4.1.2 Ethnicity

The Humber population is less ethnically diverse than the country as a whole, however, some
neighbourhoods have a high concentration of Black, Asian and Minority Ethnic populations. 4.98% of the
Humber population is from a Black, Asian or Minority Ethnic background, with the largest group being
Asian/Asian British (2.06% overall but ranging up to over 30% in some local areas).?

Local Authority Asian / Mixed / Black / African/ | Other
Asian Multiple Caribbean / Ethnic
British Ethnic Group Black British Group
East Riding of Yorkshire 97.4% 1.1% 0.9% 0.3% 0.4%
Hull 91.8% 2.8% 1.7% 1.9% 1.8%
North East Lincolnshire 96.2% 1.6% 1.0% 0.5% 0.7%
North Lincolnshire 94.3% 3.3% 1.1% 0.5% 1.1%
Humber 96.4% 2.1% 1.2% 0.8% 0.9%
England 81.0% 9.6% 3.0% 4.2% 2.2%

Table 1.2 Ethnicity breakdown by Local Authority®®

The neighbourhoods (Lower Super Output Areas — LSOAs) with the largest concentration of Asian/Asian
British Population are all in North Lincolnshire:

23 ONS (2020) Subnational population projections for England: 2018-based Population Projections
24 ONS (2020) Subnational population projections for England: 2018-based Population Projections

25 ONS (2022) Census 2021, dataset TS021 Census 2021

26 ONS (2022) Census 2021, dataset TS021 Census 2021
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Asian/Asian Post Code Deprivation IMD Decile
British (1 = top 10% of
Overall % —
E01013333 33.33% North Lincs DN15 12.49 7
E01013332 32.39% North Lincs DN15 37.16 2
E01013300 22.63% North Lincs DN15 46.74 1
E01013296 21.26% North Lincs DN15 55.06 1

Table 1.3 LSOAs with highest %age Asian/Asian British population®”

The neighbourhoods (LSOAs) with the largest concentration of Black/African/Caribbean/Black British
population are all in Hull:

LSOA Black/African/ Post Code Deprivation IMD Decile
Caribbean/ Score (1 = top 10% of
Black British e
Overall %
E01012869 13.16% Hull HUS5 38.89 2
E01012854 9.61% Hull HU1 / HU3 70.60 1
E01012855 7.51% Hull HU3 78.37 1
E01012761 6.57% Hull HU3/HU5 53.36 1

Table 1.4 LSOAs with highest %age of Black/African/Caribbean/Black British population®®

Across all Humber localities, the largest minority ethnic group is ‘Other White’, making up 4.42% of the
Humber’s population (but ranging to over 30% in some neighbourhoods).

Local Authority White: English, Welsh, Scottish, White: Other White
Northern Irish or British

East Riding of Yorkshire 94.63% 2.28%

Hull 83.85% 7.43%

North East Lincolnshire 92.65% 3.29%

North Lincolnshire 88.72% 5.04%

Table 1.5 Ethnicity by Local Authority - White/Other White?

The neighbourhoods (LSOAs) with the largest concentration of communities identifying as ‘Other White’
populations are spread across the region, in Hull, Goole and Scunthorpe.

Other White Post Code Deprivation Decile
Overall % IMD Score ~ (1=top10%
of LSOAs)
E01012871 35.16% Hull HUS5 38.94 2
E01012999 32.52% East Riding of Yorkshire | DN14 29.37
E01012997 32.05% East Riding of Yorkshire | DN14 27.90

Table 1.6 LSOAs with highest %age of ‘Other White’ population®

27 ONS (2022) Census 2021, dataset TS021 Census 2021
28 ONS (2022) Census 2021, dataset TS021 Census 2021
29 ONS (2022) Census 2021, dataset TS021 Census 2021
30 ONS (2022) Census 2021, dataset TS021 Census 2021
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The majority of people living within these communities identify their nationality as belonging to an EU
country. Polish, Romanian and Lithuanian were the most common national identities and are also the
most widely spoken languages across the Humber region.

1.4.1.2.1 Addressing Health Inequalities in our BAME Communities

There is strong evidence that people from Black, Asian and Minority Ethnic (BAME) backgrounds face
greater health inequalities. This was highlighted through the COVID-19 pandemic, which had a
disproportionate impact on BAME populations in terms of incidence of disease and mortality. It is
important to understand the barriers and reasons for these structural inequalities. An example of how
we are responding as a system to these challenges is the targeted vaccine programme undertaken in
North Lincolnshire.

Case Study — North Lincolnshire Targeted Vaccination Programme

Following targeted engagement across communities, we knew we had to take vaccines to the
people. We learned some communities only felt safe within those communities and some lacked
trust in the NHS. We had to approach this differently to how we had done things historically.

We visited gurdwaras, mosques, homeless shelters and set up pop-up clinics in our most deprived
areas. These visits proved extremely successful in terms of vaccine uptake, with a number of strong
relationships being produced. Our pop-up clinics in Scunthorpe mosques and gurdwaras were
extremely well utilised. The team implemented similar pop-up clinics in workplaces where there is a
high number of Eastern European workers. We took an interpreter to build trust and saw hundreds
more vaccinated. It proved an opportunity to converse with Polish, Slovakian and Romanian
residents. We busted myths and developed relationships.

Thanks to ward-level nationality data, we could target our efforts in communities where uptake was
lower, providing information (including promotion videos) in the area’s most commonly spoken
languages. This was promoted by BBC Radio Humberside and BBC Look North — spreading the
message further. We took a GP and the North Lincolnshire Multi Faith Partnership so we could give
clinical advice and speak the correct languages tailored to who we spoke with in the street. The
initiative led to a surge of vaccinations at the nearby centre.

We quickly learnt that for many people they live in a community within a community. For some,
travelling past their local shop was intimidating. For others, leaving their street was intimidating.
Only conversations with these people helped us understand why this was. Often mental or physical
health issues were at the heart of it. For others, they only felt safe and comfortable in and around
their home/place of worship. We adapted to fit the needs of our population.

Following the success of taking the vaccine to the community through pop up sites in our deprived
areas, workplaces and places of worship to increase uptake, we are now adopting the same
approach with other remits of work such as our cardiovascular disease project to drive population
health management by following the blueprint created.

Summary Box 1.4 Targeted vaccination programme case study
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1.4.1.3 Life Expectancy

Our population can expect to live shorter and less healthy lives than those living in other parts of
England. In each of the Humber local authority areas (except for the East Riding of Yorkshire), life
expectancy rates at birth are significantly lower than the England average.

Developing more integrated pathways, with community-based supported targeted in deprived
communities across the Humber, will help to address these stark inequalities.

Life Expectancy at Birth (years), 2018-20

85 835 83.1
82.2 82.7 :
80.1 80
79.4
80 78 78.7
75.6
) I
70
East Riding of Hull North East North Lincolnshire England
Yorkshire Lincolnshire

W Male Female

Figure 1.3 Life Expectancy at Birth (years), 2018-2020%!

Not only do people within the Humber have a lower life expectancy when compared to the England
average but they are spending an increasing proportion of their lives living with serious health
conditions. The age to which people can expect to live a healthy life currently stands at 63.1 years for
men and 63.9 years for women in England. The figures for Hull, North Lincolnshire and North East
Lincolnshire show a marked variance for both males and females when compared to the England
average, with significantly worse outcomes in our region compared with the country as a whole.

Healthy Life Expectancy at Birth (years), 2018-20
70 67.9
65.3
65 63:1—63:9
60 57.9 £ T 58.7
56.4
55.2
55 53.8 I
. O]
East Riding of Hull North East North Lincolnshire England
Yorkshire Lincolnshire
H Male Female

Figure 1.4 Healthy Life Expectancy at Birth (years) (2018-2020)*?

31 Office for Health Improvement and Disparities, OHID (2022) Wider Determinants of Health — Life Expectancy at

Birth Fingertips
32 OHID (2022) Wider Determinants of Health — Healthy Life Expectancy at Birth Fingertips
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When looking at ‘healthy’ life expectancy at birth, women living in North Lincolnshire can, on average,
expect to live the last 26 years of their lives in ill health, while men in Hull can typically expect to live the
last 22 years of their lives in ill health.

The potential models of care were designed to meet the demographic changes that are forecast, paying
particular attention to meeting the needs of an older population with increasingly complex health and
care needs.

1.4.2 Deprivation and Health Inequalities

Some of the most deprived wards in the country can be found within the Humber region and there
are wide disparities in income, employment, education and training and levels of crime. Many
individuals and communities across the Humber are disproportionately affected by ill-health and
premature death.

Improving the quality and sustainability of hospital-based services will ensure we can better meet
the needs of those impacted by poor health in our communities by providing healthcare services that
meet nationally-set clinical standards. Our wider work with partners to improve access to skills,
training and employment will also help to address some of the underlying issues that lead to poorer
health outcomes in the first place.

1.4.2.1 Deprivation

The Indices of Multiple Deprivation (IMD) ranks each small area in England (Lower Super Output Area —
LSOA) from the most to the least deprived, taking account of many of the wider determinants of health
such as income, employment, education, crime, housing and living environment.*

The average Index of Multiple Deprivation (IMD) score for the Humber areas combined is 27.4, which is
higher (more deprived) than the England average of 21.7. There is also significant variation in
deprivation levels between and within the local authorities in the Humber region. The East Riding of
Yorkshire is classed within the least deprived areas of England, whilst Hull and North East Lincolnshire
are within the most deprived areas overall.

Average Index of Multiple Deprivation (IMD) Score 2019
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Figure 1.5 Average index of Multiple Deprivation Score (2019)3*

33 Ministry of Housing, Communities and Local Government, MHCLG (2019) The English Indices of Deprivation 2019
IMD 2019
34 MHCLG (2019) The English Indices of Deprivation 2019 IMD 2019
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Across the Humber, people live in poverty. This has ongoing impacts on their health and wellbeing and
use of healthcare services. More than half of all neighbourhoods in Hull (51%) and 40% of
neighbourhoods within North East Lincolnshire are classed as being among the 20% most income
deprived in England.

More than half of Hull’s residents live in the most deprived quintile meaning a greater number of
families are living in poverty and may experience poorer health outcomes. Within our less deprived
areas, such as the East Riding of Yorkshire, there is also significant variation across the places with
pockets of very deprived communities, notably in Bridlington, Withernsea and Goole.

Neighbourhoods Percentage of Local Authority Rank
(LSOAs) within 20% population that is for income deprivation
most income deprived income deprived (out of 316)

Hull 51% 22.7% 6

North East Lincolnshire 40% 19.0% 26
North Lincolnshire 20% 13.3% 106
East Riding of Yorkshire 10% 9.6% 194
East Lindsey 25% 16.2% 56
West Lindsey 17% 12.3% 123

Table 1.7 Summary of income deprivation across Humber**

1.4.2.2 Deprivation and Life Expectancy

Public health analysis highlights a strong correlation between income deprivation and poor health
outcomes. When income deprivation across the Humber is mapped against the standardised mortality
rate for deaths considered preventable, there is a clear correlation between the two indicators as shown
by the darker areas on the maps below.

1] Dustrs 200y Causes CONIIINNT proventade. 3008 TE pasTL. MIVECE) FOSINOaAd fING

ALTONS ©
D08 1B JRUN (RLINANEI MGy TN (SR

T M00me aprvanen. SNguEn maves of Dsprapon. 3898 (%) ASTONE

(]

SeOonM W iSes.) 2000 >

e — bacvepe st oaan g |
7207 Vs (20200 Craemt 7300 Weres (2009} e

Map 1.2 Income Deprivation v Deaths from Causes considered preventable®®

35 ONS (2021) Exploring local income deprivation ONS visualisation
36 OHID (2021) Local Health Local Health maps and indicators
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Premature mortality for all causes is significantly worse within the Humber than the national average.
The under 75 mortality rate from causes considered preventable is higher in three of the Humber local
authority areas, and significantly higher in Hull and North East Lincolnshire.

Deaths from causes

considered preventable,
under 75 years (2016-2020)

East Riding of Yorkshire 82.6
Hull 162.6
North East Lincolnshire 125.8
North Lincolnshire 112.4
England 100.0 Standardised mortality ratio (SMR) ‘

Table 1.8 Deaths from causes considered preventable, <75 years, Indirectly standardised ratio, 2016 to 2020°”

High rates of premature mortality, increased incidence of chronic illness and other impacts associated
with deprivation mean that there are significant disparities in life expectancy between those living in the
most affluent and most deprived neighbourhoods.

Inequality in life expectancy at birth (years), 2018-2020

Male Female
East Riding of Yorkshire 6.8 3.2
Hull 12.3 9.6
North East Lincolnshire 12.9 8.5
North Lincolnshire 10.9 8.1
England 9.7 7.9

Table 1.9 Inequality in life expectancy at birth, 2018-2020¢

1.4.2.3 Deprivation and impact on children

Deprivation is unevenly spread across the population and disproportionately affects children and young
people —around 16% of the Humber population is classed as income deprived but nearly 1 in 4 (22%) of
all children in the region live in poverty. There is also a higher concentration of younger people living in
the central wards in the major towns and cities where deprivation is higher and car ownership is lower.

Percentage of children Percentage of population

(under 16) living in poverty that is income deprived

Hull 28.20% 22.70%
North East Lincolnshire 23.50% 19.00%
North Lincolnshire 21.30% 13.30%
East Riding of Yorkshire 14.80% 9.60%

Table 1.10 Summary of income deprivation and impact on children>®

37 OHID (2021) Local Health Local Health maps and indicators
38 OHID (2022) Public health profiles Fingertips
39 ONS (2021) Exploring local income deprivation ONS visualisation and OHID (2022) Child Health Profiles Fingertips
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1.4.3 Public Health Risk Factors

A wide range of factors contribute towards people living within the Humber region being ‘less
healthy’ compared to the national average. Levels of smoking and obesity are higher than the
national average in Hull, North Lincolnshire and North East Lincolnshire and levels of physical activity
are lower than the national average in all four local authority areas.

We can improve community-based care for people in our communities with long term conditions
such as heart disease (CHD) and respiratory conditions (e.g. COPD) if we can release staff and other
resources from hospitals to provide more proactive care to help people to stay healthy and on top of
their conditions.

More than 1 in 5 adults in Hull and North East Lincolnshire are smokers, 21.8% and 20.1% respectively,
compared to 14.4% nationally (2021).*° In Hull this equates to over 45,000 current smokers and leads to
a smoking-attributable hospital admission rate almost twice that of England as a whole.** Furthermore,
20.3% of new mothers in North East Lincolnshire, 17.5% in Hull, 16.5% in North Lincolnshire and 10.9%
in East Riding are smoking at the time of delivery, compared to 9.1% nationally (2021/22).*> This is
closely associated with premature births, which are higher than the national average in all four Humber
local authorities.*®

The impact of alcohol and alcohol-related harm on our population is also significant. In Hull, hospital
admissions for alcohol-specific conditions are significantly higher (858 per 100,000 population) than the
England average (587).** This equates to 1,990 admissions per year, which when taken together with
East Riding admissions (1475) represents a significant source of pressure on hospital services.

Across Yorkshire and the Humber as a whole, 1 in 4 reception age children (24.1%) and over 1in 3 Year
6 children (35.8%) are overweight or obese. Rates are higher still in Hull (and) and North East
Lincolnshire, with 28.4% and 26.1% of reception age children and 37.6% and 37% of year 6 children
overweight or obese.”® There are wide inequalities in childhood obesity across our region, closely linked
to deprivation. England-wide data shows that in 2020/21, obesity prevalence was over twice as high
for children living in the most deprived areas (20.3% and 33.8%) than for children living in the least
deprived areas (7.8% and 14.3%) at reception age and Year 6 respectively.*® Childhood obesity impacts
on the long-term health outcomes we can expect as those children become older.

Levels of physical activity are lower than the national average across all four local authority areas. The
percentage of the population considered physically inactive is worse than the England average in all
areas.”

40 OHID (2022) Public health profiles Fingertips

41 OHID (2022) Public health profiles Fingertips

42 OHID (2022) Public health profiles Fingertips

43 OHID (2022) Public health profiles Fingertips

44 OHID (2022) Public health profiles Fingertips

45 OHID (2022) Obesity Profile Fingertips

46 NHS Digital (2021) National Child Measurement Programme, England 2020/21 School Year Deprivation
47 Office for Health Improvement and Disparities (2022) Public health profiles Physical Activity

37



Humber Acute Services PCBC_v3.1_DRAFT
Chapter 1 — Our Population and Strategic Context

East Riding 9y North North East

England

of Yorkshire Lincolnshire | Lincolnshire
%age of adults considered

physically inactive 24.6% 32.4% 31.8% 26.2% 23.4%

Table 1.11 Physically inactive adults (Humber)*

The conditions in which people live and work, combined with the impact of deprivation, mean that a
greater proportion of the Humber population have one or more long-term health condition(s) such as
diabetes and heart disease. Our prevalence of diabetes and coronary heart disease (CHD) is higher than
the national average in all four Humber local authority areas.

Diabetes Prevalence (17 years+)

8.2 8.1

8 7 7.8
78 7.6
7.6 7.4
7.4
7.2 7.1

7
B
6.6

East Riding of Hull North East North Yorkshire & England
Yorkshire Lincolnshire  Lincolnshire Humber

Figure 1.6 Prevalence of Diabetes across the Humber population (17+ years)*

CHD prevalence (all ages)
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Figure 1.7 Prevalence of Coronary Heart Disease (CHD) across the Humber population (all ages)*°

The higher prevalence of cardiovascular disease and diabetes puts increased pressure on both hospital
services (planned and unplanned care), by increasing the risk for our population of stroke, heart attacks
and diabetes-related complications.

48 Office for Health Improvement and Disparities (2022) Public health profiles Physical Activity
49 NHS Digital (2020) Quality and Outcomes Framework 2019-20 QOF Report
50 NHS Digital (2020) Quality and Outcomes Framework 2019-20 QOF Report
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1.4.4 Barriers and inequity®!

Many groups, families and individuals within our population face additional barriers to accessing

health and care provision, which can exacerbate existing inequalities in health outcomes. Our rural
and coastal geography, combined with high levels of deprivation, can make it difficult for people to
get around to access healthcare, visit loved ones in hospital and access employment opportunities.

Recognising that it is not possible to make changes without some impact, we have mapped travel
times to limit the impact on those facing barriers to access and worked with partners across the
voluntary and community (VCSE) sector to develop potential solutions (see transport action plan).

Whilst most of the Hull and North East Lincolnshire population lives in or close to a city or large town, a
large proportion of the Humber population lives within rural and sparsely populated areas, which
creates additional barriers to accessing care.

% population living in rural areas (including hub towns)

North East Lincolnshire 15.9%

North Lincolnshire 45.6%

.|

Kingston upon Hull

England 17.6%

0 10 20 30 40 50 60 70

Figure 1.8 Percentage of population living in rural areas*?

Furthermore, rates of car ownership are lower than the national average in many parts of the Humber
area. The number of households with access to a car or van varies considerably across the Humber
authorities, ranging from just 64.9% in Hull to 84.2% in the East Riding of Yorkshire. Localised variation is
considerable and many of the more deprived wards have low household motor vehicle access rates. This
has implications for healthcare provision as a great deal of ‘need’ comes from wards with the lowest car
ownership and many people living in these areas are dependent on public transport.

In some neighbourhoods (LSOAs) in North East Lincolnshire, more than half of the population has no
access to a car or van and in a number of LSOAs in North Lincolnshire between 40 and 50% of the
population has no access to a car or van.>?

51 This is not an exhaustive list and there are many other barriers and challenges that have been identified through
our engagement work and have influenced the models of care that were developed.

52 Department for Environment, Food and Rural Affairs (DEFRA) (2014) Local Authority Rural Urban Classification
Rural Urban Index

53 ONS (2022) Census 2021, dataset TS045 Census 2021
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Household Car Ownership
Kingston upon Hull 35.1%
North East Lincolnshire 26.9%
North Lincolnshire 18.5%
East Riding of Yorkshire 15.8%
East Lindsey 16.7%

West Lindsey 14.1%

0% 20% 40% 60% 80% 100%
B No cars or vans in household = 1 or more cars or vans in household

Figure 1.9 Car ownership rates by local authority>*

Due to the rurality of the population, many of those who are living in the most deprived communities
are also those who live furthest from our existing hospital sites. This can exacerbate existing healthcare
inequalities linked to the difficulties faced by people living in these communities accessing hospital care.
This is particularly pronounced in the coastal towns that are served by HUTH and NLaG, such as
Mablethorpe, Saltfleet, Withernsea and Hornsea.

Ruaral Dopravation ladex for Heatth scarr:

Lowest 1%

Map 1.3 Rural Deprivation and Access Times>®

>4 ONS (2022) Census 2021, dataset TS045 Census 2021
55 SHAPE Strategic Health Asset Planning and Evaluation SHAPE tool
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Within our region, caravan parks along the coastline are common and for some residents, despite the
restrictions on year-round living, it is their primary accommaodation. Static caravan parks present
challenges when designing health and care services because these are often the home for older citizens
with multiple health needs or migrant workers, but without the service provision to support them. The
East Lindsey coastline, for example, is home to more than 200 caravan sites and around 25,000 static
caravans, and it is estimated that there are around 3,500 households (6,600 people) who live for some
or all of the year in caravans or chalets. This population is often under identified as they are less likely
to be registered with a GP or be represented in the Census.

The East Yorkshire and East Lincolnshire coasts are popular holiday destinations, experiencing large
visitor numbers, particularly in the summer; East Lindsey, for example, sees over 1.3 million visitors each
year.>® Holidaymakers and seasonal residents create peaks and troughs in demand for hospital services —
urgent and emergency care, in particular — where these are often not the best or most appropriate
services for their needs. This can put additional pressure on hospital services, particularly in Grimsby.

Rates of homelessness are higher than the England average in some of our areas. The statutory
homelessness rate in North East Lincolnshire is 2.9 and in Hull it is 1.3, compared with an England
average of 0.8.>7 People without permanent, secure homes are at higher risk of poor health outcomes
and face significant barriers to accessing care.

Digital exclusion is also an issue for communities within the Humber, particularly those most deprived
areas. Nearly 40% of neighbourhoods (LSOAs) in Hull were classed within the least digitally able in work
undertaken to support delivery of the 2021 census.

HtC Digital

Most Able & Least Able
Local Authority [INumber of LSOAs 1 2 3 4 5
ERY 210(41% 40% 9% 7% 2%
Hull 166|5% 20% 13% 22% 39%
NEL 106|34% 42% 11% 13% 0%
NL 101|43% 47% 4% 6% 1%
Humber 583(30% 36% 10% 12% 12%

Table 1.12 Digital Exclusion - Digital domain of the Hard to Count (HtC) index for the 2021 Census>®

Whilst there are many reasons people experience digital exclusion, there is a strong correlation between
the LSOAs reporting higher levels of digital exclusion and areas with high levels of deprivation.

The map shows areas of deprivation, measured by the Rural Deprivation Index for Health, overlayed by travel
times (by car) to existing hospital sites. The areas outlined in red are the 10% most deprived LSOAs. Many of these
deprived communities are also in areas greater than 30 minutes travel time from the existing hospital sites.
Further details of the travel mapping undertaken to support evaluation can be found in appendix 0. Further details
of our work to develop transport solutions are set out in section 8.4.

56 vVisit Britain (2020) Destination Specific Research Local Authority tourism data

57 Office for Health Improvement and Disparities (2022) Local Authority health profiles Fingertips

58 ONS (2021) Hard to Count (HtC) Index for the 2021 Census — ability to respond, driven by access and use of digital
technology Census HtC Index — Digital
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1.4.5 Reducing Health Inequalities — the ‘Core20PLUS5’ approach

Core20 PLUS 5 is a national NHS England and NHS Improvement approach to support the reduction of
health inequalities at both national and system level.>® The approach defines a target population cohort
—the ‘Core20PLUS’ — and identifies ‘5’ focus clinical areas requiring accelerated improvement. This
approach has helped to shape the focus in developing the potential models of care and, in particular,
when evaluating the impact of the potential models on different populations. The aim of each of the
pathway changes described within this business case is to contribute to a continued drive to reduce
health inequalities within the Humber region and ensure those with the greatest needs have access to
the services they need to stay well.

The Core20 PLUS 5 approach identifies the target populations that systems should focus upon to ensure
they have equitable access to healthcare and consider targeted interventions to improve healthcare
access. In addition, working with partners, systems should seek to deliver improvements to the wider
determinants of health such as good quality housing and access to employment for these target
populations.

The Core20 described within this method refers to the most deprived 20% of the national population as
identified by the national Index of Multiple Deprivation (IMD). A significant proportion of the population
within the Humber region — and in the wider region served by the two hospital trusts — live within areas
of high deprivation, as set out in section 1.4.2.1.

REDUCING HEALTHCARE INEQUALITIES NHS
The Core20PLUSS approach fs designed to support Integrated Care Systems
conko o drive wrgeted action in health ineguatities smpruvement o mus
The mont depoved 20% of 105 -chmen popolason goupe
e natoss pepulatun | QT BUuiet D seen e
tdentibed try the ingwex of heslte sccel, expetienie andin

Multiple Deprvaton ‘ aairsres, whh may Ao be captured
wetkia the Cored slone ared woshd
besefit fram 2 wiored healthore

0eoadh 0.4 ndenioe heulth Qrasgn

it it
it di

Target population

¢ 2 CORE20PLUS 5

|
|
[ health
‘

MATERMITY @ AEVERE MENTAL
g (ARt HANESS (SMC
of Com o TSN ol PTG aneaal beatt

T af canes <%0 dew N nrereeiees

o 0 3 )

ORMONIC RESPIRATORY EARLY CANCER WYPERTENSION

DISEASE DIALNOAN CASE-AINDING
¥ o on Ohvorw

ecever Yor BANE Pecks for 6% of e dagrased of sagp | nptewse thood peessr e
v el eag wiid SV ey of Iy MM rawree P i ol

193 Ive oy WA = L with the oo Ty ML Ly TIee

gt ived uagn e b4 Lagreng Oueablit ) ad ke

Picture 1:A Core20Plus5 Infographic®

The PLUS aspect highlighted refers to specific population groups identified by Integrated Care Systems
(ICSs) because they experience poorer than average health access, experience and/or outcomes. This
segmentation should identify population cohorts experiencing poorer outcomes who are not captured
in the ‘Core20’ alone, based on ICS population health data.

9 NHS England and Improvement (2022) Core20PLUS5 — An approach to reducing health inequalities Core20PLUS5
80 NHS England and Improvement (2022) Core20PLUS5 — An approach to reducing health inequalities Core20PLUS5
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Work to fully define all population cohorts that fall within this definition is still ongoing within the
Humber and North Yorkshire Health and Care Partnership, however, some groups that have been
identified initially include coastal communities and people with learning disabilities. As noted above,
people living in coastal communities are impacted by a number of factors that have a detrimental effect
on their health and wellbeing, including poverty, ageing populations, lack of educational and career
opportunities, low rates of car ownership, poor public transport links, long distances to healthcare
facilities, and higher than average rates of co-morbidities and risk factors.

People with learning disabilities have disproportionately poor outcomes and lower life expectancy.
Some people with learning disabilities, autism or both encounter difficulties when accessing NHS
services and can have much poorer experiences than the general population.’? Nationally, the rate of
treatable causes of death is 403 per 100,000 deaths in people with a learning disability compared with
just 83 per 100,000 in the general population. It is important to consider these challenges when
designing the models of care for the future of acute hospital services in the Humber.

In developing this Pre-Consultation Business Case, we have sought to engage with different health
inclusion groups — including sex workers, vulnerable migrants and asylum seekers, people with learning
disabilities and unpaid carers — to ensure a clear understanding of their needs and the barriers they face
have fed into service design from the outset (further details of this can be found in section 3.2.2).

The final part of the Core20PLUS5 methodology sets out five clinical areas of focus, which are out of
scope for the proposed areas of service change.

Adopting the Core20 PLUS 5 framework to inform our approach to service redesign and to Consultation,
is helping to ensure reducing healthcare inequalities is at the heart of our proposals for the future shape
of hospital services across the Humber. In undertaking the programme, we have aligned with other
projects across the Humber and North Yorkshire system to ensure a joined-up approach to tackling
health inequalities is in place underpinning all plans as they are developed.

51 NHS Improvement (2018) The learning disability improvement standards for NHS trusts Improvement Standards
Report
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Our population has significantly poorer health outcomes than in other parts of the country. We
need prevention, early intervention, self-help and increased support at, or close to, home to improve
the overall health and wellbeing of our population —we cannot rely on hospital services alone.

In developing the proposals for change, we have considered the barriers to access faced by many
within our population, including physical, cultural and socio-economic barriers to improve access,
particularly those most in need of care and support. The pathways and site configuration proposed in
this pre-consultation business case (PCBC) will support our health and care system to deliver more
prevention, early intervention, self-help and increased support at, or close to, home and provide
better, more sustainable hospital services when people do need them.

The proposals seek to improve health outcomes for our population and minimise impact.

e We have developed proposals that will enable services to meet nationally-set clinical
standards, providing better care for those impacted by poor health in our communities.

e We have developed proposals for more integrated pathways, with community-based
supported targeted in deprived communities across the Humber, that will help to address
stark inequalities in health and outcomes.

o We have developed proposals that will help us to deliver more proactive care in communities
to help people to stay healthy and on top of their conditions.

e We have worked with partners to improve access to skills, training and employment will also
help to address some of the underlying issues that lead to poorer health outcomes.

e We have mapped travel times to limit the impact on those facing barriers to access and
worked with partners across the voluntary and community (VCSE) sector to develop potential
transport solutions.

Improved pathways of care, delivered by a more flexible workforce that can move between
organisations and sectors, will help to address the stark health inequalities that are evident within
our population, by delivering care that is more tailored to the needs of each individual and reducing
the overreliance on secondary care settings that is evident within the Humber health and care
system.

The next chapter sets out the challenges faced within our hospitals and why the way we deliver care
needs to change.

Summary Box 1.5
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2. Challenges and the Case for Change

Our health and care system, as currently configured, is not always meeting the needs of everyone
in the region and is not set up to do so in the future.

Our population and its health needs are changing

e Pressure on urgent and emergency care and planned care services is increasing as more
people live longer with multiple long-term conditions and demand is significantly higher
from those living in the most deprived areas (c.28% of the Humber population).

We are not providing the standards we should be in all our services

e Qur services do not deliver the NHS Constitutional Standards or performance standards,
particularly in relation to waiting times and patient access. Too many patients are waiting
too long to be seen and treated.

e We are struggling to meet a number of key Clinical Standards, due to workforce shortages
and the way in which services are configured — duplicating 24/7 on-call teams across sites for
small volumes of patients means we are unable to provide 7-day consultant reviews.

We don’t have enough staff to continue to do everything everywhere

e Gaps in rotas put pressure on existing teams and increase our reliance on agency staff,
increasing costs and impacting on patient experience — over £55 million was spent across the
two hospital trusts on temporary staffing (agency and locum) in 2022/23.

o With over 30% of our staff eligible to retire within the next five to 10 years, it is imperative
that we plan for workforce changes now.

Some of our buildings and equipment are falling apart and are not fit for the future

e QOur ageing estate, equipment and digital infrastructure is not fit for purpose and impacts
upon our ability to deliver effective care to meet the demands we face.

We face structural deficits and long-running finance and performance issues

e A structural deficit exists where we are providing the same service across multiple sites,
which creates pressure on staff, results in double running costs and low productivity.

To address these challenges we need to substantively change how we provide care for the
population of the Humber.

The proposals outlined within the PCBC seek to address these challenges through two main areas of
change — improved pathways and changes to the configuration of services (where and how they are
delivered). The pathway changes will improve outcomes for patients through better, more joined-up
care. They also create opportunities for the development of staff and new roles, working across
sectors, to improve recruitment and retention and reduce agency spend. The proposed
configuration changes would enable us to make better use of our highly skilled staff, reduce
double-running and provide services that meet key clinical and constitutional targets and that are
clinically sustainable in the long-term. The prosed changes — and estates changes that would be
required — can be delivered within existing financial resources, enabling many of the identified
benefits to be realised quickly.

Summary Box 2.1
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2.1 Organisational Snapshot: HUTH and NLaG

2.1.1 Overview of Service Provision

Hull University Teaching Hospitals NHS Trust (HUTH) and Northern Lincolnshire and Goole NHS
Foundation Trust (NLaG) provide a wide range of secondary care services from five hospital sites: Hull
Royal Infirmary (HRI), Castle Hill Hospital, Cottingham (CHH), Scunthorpe General Hospital (SGH), Diana
Princess of Wales Hospital, Grimsby (DPoW) and Goole and District Hospital (GDH). In addition, HUTH

provides a range of specialist (tertiary) services for the wider region and NLaG provides community

services in the North Lincolnshire area.®?

Organisational Snapshot

" dicator HUTH = HUTH  HUTH  NLaG | NLaG
20/21  21/22  22/23  19/20 @ 20/21

Turnover £000m | £630 £726 £600 £707 £413 £477 £478 £537
Staff (WTE) 8062 | 8390 | 7,920 | 8286 | 6282 | 6595 | 6695 | 6917
Emergency Dept | 13/ c90 | 106,563 | 126,369 | 121,689 | 148,503 | 123,895 | 147,849 | 152,856
Attendances
Births (excluding 4,869 4,828 4,900 4,798 3,955 3,605 3,802 3,652
home births)
Elective (day case | g0 19 | 54572 | 80,519 | 90,738 | 59,453 | 40453 | 54484 | 54,452
+ inpatient)
Outpatient 782,371 | 634,166 | 787,872 | 791,848 | 416,993 | 343,952 | 398,317 | 449,444
appointments

Table 2.1 Organisational Snapshot®?

24
Babies
are bomn

43

Children
are seen and
treated

Every day in our hospitals
across the Humber ...

Picture 2:A Summary of activity at Humber hospitals

62 A detailed description of the current configuration of services by site is provided in appendix 10.2.
8 Internal Trust data (updated June 2023)
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2.1.2 Overview of Challenges

The Humber Acute Services programme was established in response to a number of key challenges
faced by Hull University Teaching Hospitals NHS Trust (HUTH) and Northern Lincolnshire and Goole NHS
Foundation Trust (NLaG) in providing effective hospital services for the population of the Humber.

Key challenges:

Our population is getting older, and many people — including children — live in deprived
areas with increasingly complex healthcare needs.
— We need to join up better with services outside of hospital that can help people to
stay well and avoid coming into hospital in an emergency.

We are not meeting national clinical standards due to the way services are organised.
— We need to stop double-running trying to cover multiple small services across
different sites so we can deliver better, more sustainable services in the long run.

Our services do not deliver the NHS Constitutional Standards or performance standards,
particularly in relation to waiting times and patient access.
- We need to improve our pathways so that we can see and treat people who come to
our Emergency Departments more quickly.

Our staff are spread too thinly across our existing services, and we are not able to recruit
and retain the workforce we need.
- We need to change the way we deliver care to make roles more attractive and build
the workforce we need for the future.

Many of our buildings and much of our equipment is out of date, and we have limited
access to the investment we need to improve or replace them.

— We need to maximise the benefit we can derive from recent investments (e.g. new
Emergency Department buildings in Diana Princess of Wales Hospital, Grimsby
(DPoW) and Scunthorpe General Hospital (SGH) and Community Diagnostics Centre
in Scunthorpe town centre) and continue to seek further infrastructure funding
where we can.

We face significant financial challenges, and we are not delivering efficient services due to
their site configuration and service models.
— We need to reduce the amount we are spending on expensive agency staff to plug
gaps in rotas and look at other ways to make services more efficient.

Summary Box 2.2 - Overview of challenges
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Organisational Performance Snapshot

Target/ HUTH HUTH HUTH NLaG NLaG NLaG
Benchmark 20/21 21/22 22/23 20/21 21/22 22/23

CQC Rating Good

Indicator

Requires Improvement

10.3% 9.3% 11.4%*

Requires Improvement

Vacancy Rate 8.3%

Emergency
Dept (ED) 95% 81% 63% 60%
(4hrs)
Ambulance
Handover 0 3808 7552 639 5564 7088%
(+60mins)

ED Decision to
Admit + 12hrs
Diagnostic
Procedure 99% 37.1% 32.2% 64.2% 69% 71%
wait — 6weeks
Cancer 62
days to 85%
treatment®®
Cancer waits
+104 days

0 225 17,209 106 1802 12,949

18 weeks RTT 92%

Inpatient non-
elective 4.59
length of stay
Inpatient

elective 4.15 4.2 4.1 4.1 2.0 2.3 2.2
length of stay

rNe‘;:;f”a to 12% 10.9% 7.4% 23.1% ELEUAM  30.7%  24.3%

Bed
occupancy
Backlog
Maintenance -
(Em)
Table 2.2 Performance challenges HUTH and NLaG

<92% 82.4% 76.8% 92.0% 82.8% 92.5% 91.8%

4 Vacancy rate at Jan 2023

85 Data up to Jan 2023 (full year figures not yet available)

66 An additional standard was introduced in April 2021 for faster diagnosis of suspected cancer (within 28 days).
7 This is recorded as weekly snapshot data and therefore only represents the situation at a given time not the
overall trend. The data provided is for the first week in April 2020 and April 2021, respectively. 2022/23 data is
provided as a full year average.
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2.2 The Changing Needs of our Population

The nearly 1 million people who live in the Humber face a number of health-related challenges and
often face barriers to accessing services associated with living in rural or coastal communities
and/or in areas of high deprivation.

These challenges can lead to poorer health outcomes and increased demand for hospital care —
particularly urgent and emergency care services (see section 1.4).

The proposed changes have been designed to enable more care to be delivered closer to home to
support an older population with increasingly complex health and care needs and respond to what
children and families have told us is most important to them (see section 10.8). The proposed
changes will help to ensure we can deliver high quality care that is sustainable in the longer term.

Summary Box 2.3 Population health challenges

2.2.1 Changing levels of demand

The growing number of people living with one or more long-term condition is contributing to an
increase in demand for urgent and emergency care and planned care services that needs to be met
in a different way.

2.2.1.1 Urgent and Emergency Care - rising ED demand

Our hospitals are experiencing a significant rise in demand and acuity in the Emergency Departments.
At the onset of the COVID-19 pandemic, services experienced a substantial decrease in ED demand,
however, this has increased back to pre-pandemic levels in 2021/22. Overall, the trend has been one of
increasing Emergency Department attendances in most hospitals year on year.

Emergency Department attendances
(2018-2023)
140,000
120,000
134,59

100,000
80,000
60,000

40,000 59,619
20,000
0

HRI DPoW SGH

m18/19 m19/20 20/21 m21/22 m22/23

Figure 2.1 Emergency Department Attendances (2018-2023)%

%8 Internal trust data (updated June 2023)
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Furthermore, natural population growth suggests a further rise in Emergency Department (ED) demand
across the Humber in the next 10 years, with much of this expected amongst the growing frail and
elderly population. Projections are up to a 5% rise in ED attendances by 2026 if current patterns of ED
use continue with no change. This equates to approximately an additional 55 patients per day in both
DPoW and SGH and 100 patients per day in Hull.

2.2.1.2 Planned Care - rising demand

Planned care specialities across both trusts are experiencing year-on-year increases in referrals. Despite
the increase in referral volumes, staff and other resources have not increased in line with demand,
putting additional pressure on services.

ENT 27% 61% This data is patients who are referred to the two hospital
Gastroenterology | 5% 14% trusts. Independent sector providers also receive

General Surgery 21% 32% significant numbers of referrals especially in Orthopaedics
Orthopaedics 24% 17% and Ophthalmology without this additional capacity the
Ophthalmology -15% 9% two hospital providers would have experienced a greater
Urology 34% 44% increase.

Table 2.3 1st OP appointments Change between 2015/16 & 2018/19%°

Whilst referrals tailed off at the start of the COVID-19 pandemic, they began to rise again in late 2020
and have now returned to pre-pandemic levels. The disruption to planned case services during the
pandemic has compounded already high waiting times for many planned care specialties across the
Humber region. Long waiting times for planned care can have a knock-on impact on urgent and
emergency care if a patient’s condition worsens whilst awaiting treatment.

2.2.2 Impact of Deprivation

Across all service areas, the level of acuity of patients and the complexity of their healthcare needs
is increasing. This is driven by the population health challenges described in section 1.4 and the
impacts of deprivation on health. Deprivation is unevenly spread across the population and
disproportionately affects children and young people — around 16% of the Humber population is
classed as income deprived but nearly 1 in 4 (22%) of all children in the region live in poverty.

The proposed changes have been designed to ensure those living in the most deprived communities
will be able to access high quality healthcare that meets national clinical standards and will continue
to have access to a 24/7 Emergency Department when they need care unexpectedly.

2.2.2.1 Urgent and Emergency Care — High Intensity Users

Use of Emergency Departments is closely correlated with deprivation, with those living in the most
deprived areas accounting for a higher proportion of overall ED attendances and emergency admissions.
Nationally, figures show that there were nearly twice as many attendances to Emergency Departments
in England for the 10% of the population living in the most deprived areas (3.1 million), compared with
the least deprived 10% (1.6 million) in 2019/20.7°

8 Internal trust data (June 2021)
70 NHS Digital (2020) Hospital Accident & Emergency Activity 2019-20 A&E Activity 2019-20

51



Humber Acute Services PCBC_v3.1 DRAFT
Chapter 2 — Challenges and the Case for Change

Across the Humber and North Yorkshire region fewer than 1% of residents accounted for nearly 20% of
all ED usage in 2020/21: this equates to just over 5,000 people having around 37,000 ED attendances.
National evidence suggests that this small group of people also account for 29% of ambulance transfers

to Emergency Departments.

groups.

High intensity use — attending Emergency Departments North East North
(2021) East Riding Hull . . . .
Lincolnshire | Lincolnshire

Number of people who attended 5-10 times 1,004 1,735 876 942
Number of people who attended between 11-19 times 57 175 83 80
Number of people who attended more than 20 times 13 66 23 18
Total number of people who attended over 5 times 1,074 1,976 982 1,040
Actual ber of attend that th

ctual number of attendances that these groups 7112 15,197 7217 7,407
generated
Total ED attendances (all people) during this period 52,507 67,779 48,068 47,015
% of Populations who attended more than 5 times 0.35% 0.65% 0.58% 0.57%
% of Attendances that were generated by these

° 2 g 13.5% 22.4% 15.0% 15.8%

Table 2.4 High Intensity Users - Humber EDs’*

2.2.2.2 Child poverty

The number of children living in poverty is significantly higher in the Humber than in England as a whole.
1in 3 children in Hull (30.7%), 1 in 4 children in North East Lincolnshire (24.8%) and 1 in 5 children in
North Lincolnshire (20.8%) live in poverty. This impacts on children’s health and wellbeing and their

future health and life chances.

East Riding

Kingston

North

North East

National

Upon Hull

Lincolnshire

Lincolnshire

average

52:3?;0';’1'7;2';‘ poverty under 16 14.8% 28.2% 21.3% 23.5% 19.9%

Health and wellbeing of children in Better Worse Mixed Mixed N/A

area compared to England average

School pupils with social, emotional 0 o o o o

and mental health needs (2020) 1.8% 2.1% AL 2.3% 2l
hool chil f inori hni

chﬁ;’r:ur']:re" rom minority ethnic 8.3% 21.5% 15.9% 10.1% 33.6%

Levels of child obesity by Year 6 18.2% 23.4% 22.7% 22.6% 21.0%

Table 2.5 Child health profiles by Local Authority’?

Obesity and a wide range of other conditions that impact upon young peoples’ physical and mental
health and wellbeing are closely correlated with deprivation. High levels of child poverty and deprivation
create higher demand for health services, particularly in Emergency Departments and Paediatric
Assessment Units. Services for the future need to be designed to support the wider health and social
care needs of children and young people across the Humber.

7LHNY Urgent and Emergency Care Network (May 2022) Right Place First Time: How do we make it happen for
people who regularly use emergency departments to access health care Data pack (see document library)
72 Office for Health Improvement and Disparities — OHID (2022) Child Health Profiles Fingertips

52




Humber Acute Services PCBC_v3.1 DRAFT
Chapter 2 — Challenges and the Case for Change

We are also working to exploit the opportunities for our hospitals, as anchor institutions, to address
some of the wider determinants of health for young people and their families by providing good quality
employment opportunities and working with education providers to ensure those from more
disadvantaged backgrounds are able to take advantage of those career opportunities. The work we have
undertaken with partners in developing this PCBC will enable us to provide better entry routes for local
young people to develop fulfilling and rewarding careers in health and care.

2.2.2.3 Long-term conditions — planned care waiting times

The proportion of the population living with one or more long term condition is increasing, putting
further strain on our planned care services, with increasing demand for outpatient appointments
already evident within our system. Evidence shows that populations living in areas of higher deprivation
are increasingly likely to have multiple conditions, more likely to deteriorate while waiting for surgery
and are least likely to be able to engage with digital solutions.”® This puts pressure on our urgent and
emergency care services as people are more likely to turn up at A&E if their condition worsens and they
need help.

In addition, the impact of the COVID-19 pandemic on waiting times for planned care has been felt
disproportionately by those in the most deprived areas. A year after the onset of the pandemic, those
living in the most deprived areas were nearly twice as likely to wait more than a year for treatment
compared to those living in the least deprived areas.”

The growing number of people living with one or more long-term condition is contributing to an
increase in demand for urgent and emergency care and planned care services that needs to be met
in a different way.

The proposed changes have been designed to ensure those living in the most deprived communities
will be able to access high quality healthcare that meets national clinical standards and will continue
to have access to a 24/7 Emergency Department when they need care unexpectedly.

73 GiRFT (2022) Design and layout of elective surgical hubs — a guide for NHS systems and regions to support
planning of effective surgical hubs GIiRFT Report p.6

74 The Kings Fund (2021) Tackling the elective backlog — exploring the relationship between deprivation and waiting
times online article
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2.3 Meeting Clinical and Constitutional Standards

Our staff are spread too thinly across hospital sites, with relatively small services provided from a
number of different hospitals; this means that we are not always able to meet clinical standards set
nationally and that jobs for our staff are tougher than in other parts of the country. We also spend
more on agency and other temporary staffing than many other hospitals.

We are duplicating 24/7 on-call teams across sites for small volumes of patients and we are unable
to provide 7-day consultant reviews, meaning our patients spend longer in hospital to get the same
care and treatment than in many other parts of the country — impacting on the efficiency of our
services.

Our services do not deliver the NHS Constitutional Standards or performance standards,
particularly in relation to waiting times and patient access. Waiting times for routine surgery are
amongst the longest in the country and last year over 30,000 people waited more than 12 hours in
one of our Emergency Departments waiting to be admitted or treated and sent home.

Many of our services were not meeting key standards prior to the onset of the COVID-19 pandemic
when the Case for Change was written and published. In most areas those challenges have been
exacerbated by the pandemic and the situation has worsened.

Summary Box 2.4 Challenges meeting standards

There are two key sets of standards that we are required to deliver in our acute hospital services:

e Constitutional standards
e Clinical standards

In both cases, we are falling short across a range of services due to workforce challenges, limitations
with our buildings and, crucially, due to the ways in which services are configured and operate.

2.3.1 Constitutional Standards

The growing demand and rising acuity of patients attending our Emergency Departments and
waiting for treatment means that we are not meeting the standards we should be across a wide
range of hospital services.

The proposed changes have been designed to improve the efficiency and effectiveness of services,
through better, more joined-up pathways of care, enabling us to meet key waiting time standards in
the longer term.

The NHS Constitution’ sets out key waiting time and access standards for acute hospital services. In all
service areas, both hospital trusts face significant challenges delivering these standards.

75> NHS England (2021) The NHS Constitution for England NHS Constitution
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e Urgent and Emergency Care
o A maximum four hour wait in A&E from arrival to admission, transfer or discharge.”®
o Ambulance trusts response time targets.””

e Elective Care

o Patients have the right to start consultant-led treatment within a maximum of 18
weeks from referral for non-urgent conditions.”®

o Patients waiting for a diagnostic test should have been waiting fewer than six weeks
from referral.

o All patients who have operations cancelled, on or after the day of admission
(including the day of surgery), for non-clinical reasons should be offered another
binding date within 28 days, or the patient’s treatment to be funded at the time and
hospital of the patient’s choice.

e Cancer Care
o Theright to be seen by a cancer specialist within a maximum of two weeks from GP
referral for urgent referrals where cancer is suspected.
o A maximum one-month (31-day) wait from diagnosis to first definitive treatment for
all cancers and a maximum 31-day wait for subsequent treatment.
o A maximum two-month (62-day) wait from urgent referral for suspected cancer to
first treatment for all cancers. ”°

Summary Box 2.5 NHS Constitutional Standards

2.3.1.1 A&E Waiting Times and Ambulance Handovers

Our hospitals are not achieving the expected performance standards. An increased number of
attendances combined with new infection control measures have impacted on patient flow. This is also
combined with challenges around staffing. As a result, a greater proportion of patients are now waiting
for more than four hours to be seen and treated in our Emergency Departments across all three
hospitals. Performance was consistently below the 95% target throughout the whole of 2019/20 and
worsened significantly in 2021/22, with performance continuing to deteriorate through 2022/23.

The addition of an Urgent Care Service within Scunthorpe General Hospital (co-located with the
Emergency Department) has enabled Scunthorpe to perform better than Hull Royal Infirmary and Diana
Princess of Wales Hospital, Grimsby, but in all three Emergency Departments, performance has been
well below the national average most months.

76 A&E 4-hour standard requires that 95% of patients are seen and treated within 4 hours and that no patient
should be in the department for longer than 12 hours.
77 Emergency Departments are expected to enable ambulances to hand over patients within 15 minutes (100%
target).
78 RTT standard requires that 92% of patients begin treatment within 18 weeks of referral.
7% Cancer 62-day target requires 85% of patients begin treatment within 62 days of urgent referral.
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% Patients seen and treated in Emergency Department within 4 hours
(2019-23)
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Figure 2.2 Patients seen and treated in Emergency Department within four hours®°

There are instances where patients have waited more than 12 hours in our Emergency Departments due
to various factors from complicated clinical acuity, awaiting a bed to be admitted to a ward, transport to
either go home or be conveyed to another hospital. This is not good practice and does not support our
ambition to provide a positive patient experience. The position has deteriorated significantly over the
past 12 months and continues to be a challenge for Grimsby and Scunthorpe hospitals in particular.

Patients exceeding 12 hours in Emergency Department (2019-2023)
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Figure 2.3 Patients exceeding 12 hours in ED (2019/20 to 2021/22) %!

Pressures within the Emergency Department have a knock-on effect on ambulance handover times due
to space and staffing, which consistently fall below the 15-minute target in all three Emergency
Departments. This impacts on the ability of ambulance providers to meet their constitutional targets in
relation to response times to incidents as their crews and vehicles are tied up in hospital Emergency
Departments.

8 Internal trust data (updated June 2023)
81 Internal trust data (updated June 2023)
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All three hospitals have seen a spike in ambulance handover delays in the past year, worsening
performance, which was already well below the expected level in 2019/20. This is predominantly due to
excessive demand, workforce shortages and the departments being at full capacity.

% Ambulance handovers 15 minutes or less (2019-2023)
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Figure 2.4 Ambulance handovers within 15 minutes (2019 - 2022) 2

The development of integrated assessment pathways within the hospitals will help to improve the
flow of patients and tackle long waits at the front door. Improved pathways and interventions
outside of hospital will help to reduce the overall demand for our Emergency Departments and
wider hospital services.

2.3.1.2 Referral to Treatment (RTT) Performance

Similar challenges also exist in relation to meeting the constitutional standards for planned care. When
the Case for Change was published in 2019, both trusts were in the bottom quartile for performance
against the referral to treatment time (RTT) standard and had not met the standard for treating patients
within 18 weeks of referral from primary care in any of the six specialties identified within the Case for
Change for five years or more.

The situation has worsened significantly since 2020 and the impact of the pandemic. The total waiting

list size and numbers of patients waiting more than 52 weeks for treatment has grown significantly as a
result of the pandemic. Specialties that were previously meeting or getting close to delivering the RTT

standard are now consistently falling short.

As a result, people living in the Humber region are waiting longer for treatment than those in other parts
of the UK. This means, often, that they are living for longer with pain and/or uncertainty as well as the
knock-on effects waiting for treatment can have on an individual’s quality of life, mental health and
ability to be economically active. It also puts additional pressure on urgent and emergency care services
should a patient’s condition worsen whilst they are waiting for treatment. Waiting for treatment can
also impact on an individual's ability to work or learn and for older people it can make it harder to
maintain independence.

82 Internal trust data (updated June 2023)
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Nov Nov Nov May Nov Nov Nov May
2019 2021 2022 2023 2019 2021 2022 2023
Hull University
. . 52,843 | 61,513 | 69,066 | 69,236 0 5,558 5,362 3,848
Teaching Hospitals
Northern Lincolnshire
25,138 | 30,149 | 35,281 | 37,505 9 380 411 673
and Goole

Table 2.6 Total waiting list size (HUTH and NLaG) — Covid impact®?

In addition, we do know that there are “hidden” waiting lists due to delayed referrals and people putting
off seeking treatment. It is estimated that nationally there could be as many as 10 million patients who
might have otherwise come forward for treatment but did not.?*

Enabling plans and principles developed for planned care will help to ensure the impact of surges in
demand for urgent and emergency care is lessened in the future — enabling the system to better
meet constitutional targets for waiting times for care.

2.3.1.3 Cancer Waiting Times Performance

Pressures on our diagnostic services also impact on performance against key Cancer waiting time
targets, which is significantly below national targets in both HUTH and NLaG.

Cancer 62-Day Wait

Figure 2.5 Cancer 62-Day Wait (HUTH and NLaG)?**

Enabling plans for diagnostics will help to improve access to diagnostic services — enabling the
system to better meet constitutional targets for waiting times for care.

8 NHS England (2023) Consultant-led Referral to Treatment Waiting Times (monthly snapshot data) RTT waiting

times data

84 NHS England (2022) Delivery plan for tackling the COVID-19 backlog of elective care Delivering Elective Recovery
85 NHS England (2023) Cancer Waiting Times (monthly provider snapshot data) Cancer waiting times data
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2.3.2 Clinical Standards

Our staff are spread too thinly across hospital sites, with relatively small services provided from a
number of different hospitals, which means that we are not always able to meet clinical standards
set nationally. For example, specialty medical services currently provide senior review for patients
approx. 3 to 4 days a week only because they are spreading their rotas across two sites. This can lead
to delays to treatment and longer lengths of stay for those patients.

There are many important clinical standards that need to be met to ensure services can continue to be
provided safely on an ongoing basis. These can include services caring for a specific number of patients
or doing a set number of procedures or operations to ensure staff maintain the necessary level of skill
and competency. They can also relate to staffing levels, ratios of staff to patients and/or the skill mix of
teams caring for patients.

Clinical Standards are set by a range of organisations including Royal Colleges, regulators and advisory
bodies (such as NICE). Across the Humber region, many of our services are struggling to meet key
clinical standards, some or all of the time. Many of our services need trained staff to cover rotas 24/7,
365 days a year and we don’t have enough staff to do this for all our services, all the time. This means
that some staff are on the rota more than we would like them to be and gaps have to be filled with
agency or locum staff, increasing the risk to delivering services safely on an ongoing basis and also
having a potential negative impact on the quality of care that can be provided with unfamiliar or
transient staff. Current services are failing to consistently achieve the standards required across a range
of indicators.

Achieving Partially achieving _

Clinical Standards - Urgent & Emergency Care

HRI DPoW SGH

Patients to be seen and treated within 4 hours (95% standard)

Ambulance handovers within 15 minutes

Consultant assessment within 14 hours of admission to determine the
person’s care pathway

Daily consultant review, including weekend and bank holidays

More frequent consultant review, based on clinical need

Royal College workforce recommendations (Emergency Medicine,
Acute Medicine, Emergency Surgery)

Fractured neck of femur (hip fracture) to be operated on within 36
hours

Suspected stroke — thrombolysis within 60 minutes of arrival for eligible
patients

Adults with non-ST-segment-elevation myocardial infarction (NSTEMI)
or unstable angina who have an intermediate or higher risk of future
adverse cardiovascular events who are having coronary angiography
(with follow-on percutaneous coronary intervention [PCI] if indicated),
have it within 72 hours of first admission to hospital
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Support services to ensure transfer to community, primary and social
care and response to urgent and emergency mental health care 7 days
a week

Patients aged over 65 and frail or 80 or over should have
multidisciplinary input that includes early involvement of geriatrician
teams

Trauma Standards — CT within 30 / 60 minutes

Clinical Standards - Paediatrics HRI DPoW SGH

Consultant led care service seven days a week

Royal College workforce recommendations (e.g. Paediatrics - facing the _
future)

Table 2.7 Summary of performance against clinical standards (UEC/MNP)%6

2.3.2.1 Urgent and Emergency Care - key standards

We are not currently providing 7-day consultant-led services for all specialties, which means that
patients get a different response depending on whether their emergency occurs during the day or
overnight. This means that some patients stay longer than they need to and have poorer outcomes.

Changing the way in which the workforce is deployed, will enable us to deliver more of the key
clinical standards and improve outcomes for patients.

Emergency Departments are complex settings managing a wide range of patients and patient needs and
are required to deliver on a number of key clinical standards published by Royal Colleges, NICE and
other regulatory bodies.®’” Many clinical standards relate to specific conditions (e.g. fractured neck of
femur or stroke, which need to be treated within a specific time window) and others to specific patient
cohorts (e.g. patients aged over 65 and frail or over 80). For example, patients who require angiography
following a heart attack (NSTEMI) or because they are at increased risk should be treated within 72
hours, according to national guidance.® Currently such patients are admitted and monitored (often for
several days), because 7-day consultant cover is not available on either site. The proposals have been
designed to enable 7-day services to be provided, enabling patients to be reviewed by a consultant and
treated within this time window.

There are other clinical standards that relate to staffing levels, experience and skill mix of those working
in Emergency Departments.®? Within our existing Emergency Departments, services are not always
meeting these standards and other best practice guidance. In particular, it is extremely difficult to meet
the workforce requirements and deliver the right skill mix and level of specialist input within all three
Emergency Departments on a 24/7 basis. For example, within the Emergency Departments at Grimsby
and Scunthorpe, providing sufficient specialty doctors to run the departments requires three shifts per
day, seven days a week. Between the 14 staff currently employed in these roles, they are required to
work 1 in 4 (or 5) weekends and 1 in 4 (or 5) night shifts, which makes some of these rotas

8 summary table collated from internal trust data (updated June 2023)
87 Royal College of Emergency Medicine (2022) RCEM Clinical Standards RCEM Guidance
8 National Institute for Health and Care Excellence — NICE (2020) Quality Standard [QS68] — Acute coronary
syndromes in adults Quality Standard
8 Royal College of Nursing and Royal College of Emergency Medicine (2020) Nursing Workforce Standards for Type
1 Emergency Departments RCN Report
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unsustainable and impacts on training. The rota should be aiming for 1 in 8 to safely staff and reduce
the risk of tiredness and subsequent low morale.

The situation increases our reliance (and spend) on agency and locum staff to cover shortages and
leaves services more vulnerable and at risk of failing should existing members of staff become ill and
unable to work or move to another job. This has happened on a number of occasions in recent years
within both HUTH and NLaG due to the number of services operating with shortages in key specialisms.
We have, often at short notice, had to make changes to the way in which particular specialties are
delivered to ensure they can continue to operate and keep patients safe.

2.3.2.2 Facing the Future standards for Paediatric services

It is getting increasingly challenging to deliver key clinical standards for 7-day consultant-led
services for children and young people across our hospital sites. Meeting the requirements for
training rotas and ensuring trainees have sufficient exposure to enough complex cases is difficult to
deliver in smaller units.

Changing the way in which services are organised will enable us to deliver more of the key clinical
standards, improve training for staff and improve outcomes for patients.

The publication of the ‘Facing the Future’ standards in 2010 presented a vision of how paediatric care
can be delivered to provide a safe and sustainable, high-quality service that meets the health needs of
every child and young person, both in hospital and closer to home.

The report Facing the Future: Standards for Acute General Paediatric Services marked a move towards
services being delivered 24 hours a day, seven days a week with services organised around the child,
ensuring quick access to an expert opinion.*® The Royal College of Paediatrics and Child Health (RCPCH)
accepted that implementation of the standards would necessitate a greater degree of consultant
presence than had previously been the case but believed that these standards would bring a level of
consistency to what is currently quite a variable pattern of practice.

The standards for Acute General Paediatric Services include:

e A consultant paediatrician is present and readily available in the hospital during times of peak
activity, seven days a week.

e Every child who is admitted to a paediatric department with an acute medical problem is seen by
a healthcare professional with the appropriate competencies to work on the tier two (specialty
doctor) paediatric rota within four hours of admission.

e Every child who is admitted to a paediatric department with an acute medical problem is seen by
a consultant paediatrician within 14 hours of admission, with more immediate review as
required according to illness severity or if a member staff is concerned.

e At least two medical handovers every 24 hours are led by a consultant paediatrician.

e Throughout all the hours they are open, paediatric assessment units have access to the opinion
of a consultant paediatrician.

e All general paediatric inpatient units adopt an attending consultant system, most often in the
form of the ‘consultant of the week’ system.

% Royal College of Paediatrics and Child Health (2015) Facing the Future: Standards for Acute General Paediatric

Services Facing the Future
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e All general paediatric training rotas are made up of at least ten whole time equivalent posts, all
of which are compliant with the UK Working Time Regulations and European Working Time
Directive.

For children and young people requiring care outside of hospital, ‘Facing the Future — Together for Child
Health’ contains standards which apply across the unscheduled care pathway to improve healthcare and
outcomes for children. They focus on the acutely mild to moderately unwell child. These standards aim
to ensure there is always high-quality diagnosis (safe, effective and caring) early in the pathway,
providing care closer to home where appropriate (right care, right time and right place).

The standards aim to ensure specialist child health expertise and support are available directly into
general practice services, where the needs of the child and their family are known; and to build good
connectivity between hospital and community settings; primary and secondary care; and paediatrics and
general practice.

The standards for ‘Together for Child Health’ are:

e GPs assessing or treating children with unscheduled care needs have access to immediate
telephone advice from a consultant paediatrician.

e Each acute general children’s service provides a consultant paediatrician-led rapid access service
so that any child referred for this service can be seen within 24 hours of the referral being made.

e There is a link consultant paediatrician for each local GP practice or group of GP practices.

e Each acute general children’s service provides, as a minimum, six-monthly education and
knowledge exchange sessions with GPs and other healthcare professionals who work with
children with unscheduled care needs.

e Fach acute general children’s service is supported by a community children’s nursing service
which operates 24 hours a day, seven days a week, for advice and support, with visits as required
depending on the needs of the children using the service.

e Acute general children’s services work together with local primary care and community services
to develop care pathways for common acute conditions.

The impact of the Facing the Future Standards for paediatric services across the Humber is significant,
with a need for increased Paediatric Consultant resource to meet all of the recommendations. For
example, in HUTH in 2019 it was identified that, for a medium sized unit like that at HRI, the number of
consultants that exclusively provide acute general paediatric services would need to increase to 9.3
WTE, based on the assumption that all consultants would provide 7.4 programmed activities of acute
general work and no sub-specialty services. At that time, the shortfall in programmed activities
identified to ensure compliance with the Facing the Future Standards was 29.5 programmed activities.

Given the geographical isolation of the Humber and its impact on recruitment, and the shortage of
Consultant Paediatricians nationally, the continued provision of paediatric services from three hospital
sites would require significant expansion in consultant paediatric cover in order to maintain Facing the
Future compliant medical rotas. This requirement comes on top of existing difficulties in recruiting to
vacant consultant posts.
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2.4 Workforce Challenges

We have difficulties recruiting and retaining enough staff with the right skills and expertise and
there are significant vacancy challenges in key services, such as cancer care and midwifery, which
are often made worse by national or international shortages. Whilst for many years both trusts have
invested significantly in recruitment and retention initiatives, some of which have been very
successful, workforce challenges persist across the Humber’s hospital services.

Our staff are spread too thinly across hospital sites, with relatively small services provided from a
number of different hospitals; this means that we are not always able to meet clinical standards set
nationally and that jobs for our staff are tougher than in other parts of the country.

We are duplicating 24/7 on-call teams across sites for small volumes of patients, which increases
cost and puts additional pressure on staff, limiting opportunities for training, research and
development.

Last year (2022/23) HUTH and NLaG spent over £55 million on temporary staffing (agency and
locum) and a further £45 million on bank staff, covering gaps in rotas and ensuring services continue
to be delivered safely.

We do not have enough staff to continue to do everything everywhere.

Summary Box 2.6 - Workforce challenges

2.4.1 Workforce profile

Together HUTH and NLaG employ approximately 13,500 whole time equivalent (WTE) members of staff,
spanning a range of core skills.

Total workforce (establishment) by discipline

Nursing and Midwifery... 1469
Administrative and Clerical 1229
Additional Clinical Services 1197
Medical and Dental 612
Estates and Ancillary 500
Allied Health Professionals [JE58
Healthcare Scientists 198JPAY
Add Prof Scientific and Technic XN
Students 1}

0 500 1000 1500 2000 2500 3000 3500 4000
NLaG mHUTH

Figure 2.6 Total workforce (establishment) by discipline®:

This workforce is drawn primarily from the immediate population, with most residing within easy
commuting distance. This is especially true of NLaG where its teams come from the immediate North
and North East Lincolnshire communities. In contrast HUTH draws its workforce from communities both
to the north and south of the Humber estuary. Recruitment into the sector is drawn mainly from the

9 Internal trust data (updated June 2022)
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local population but there are some in senior or professional roles who do relocate into the area to take
up employment — this is especially true for many medical and Allied Health Professional (AHP) roles.

g |

Manchester

Shgffield

Map 2.1 Map of workforce by home postcode — HUTH®?

offa%ard  Leeds
o

Manchester

Sheffield

Map 2.2 Map of workforce by home postcode - NLaG**

The age profile of staff across both trusts is such that a large proportion of staff (over 30%) are eligible
to retire within the next five to 10 years. 32.8% of NLaG workforce are 50yrs+ and 29.6% of HUTH
workforce are 50yrs+. Some professions are eligible for retirement at 55 years.

e il

a s -

Figure 2.7 HUTH and NLaG Staff Group Age Demographics (2019/20)°*

92 Internal trust data (mapped May 2022)
% Internal trust data (mapped May 2022)
% Internal trust data (March 2022)
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Some services may be just about managing to deliver services now; however, we must plan now to
ensure we can recruit and retain sufficient workforce to deliver services in the future. On average it
takes three years to train a nurse and at least 13 years to train a consultant, so targeted action to
address shortages is critical to ensuring the sustainability of services over the long term.

2.4.2 Vacancy rates and skills gaps

We have difficulties recruiting and retaining enough staff with the right skills and expertise and
there are significant vacancy challenges in key services, which are often made worse by national or
international shortages. Where consultant posts are vacant, gaps in rotas are covered by SAS grade
doctors or locums, potentially impacting on the quality and sustainability of those services for the
longer term.

We need to organise our workforce differently to ensure we are making best use of the skills and
expertise we do have.

Whilst for many years both trusts have invested significantly in recruitment and retention initiatives,
some of which have been very successful, workforce challenges — vacancies and turnover of staff within
key skills areas — persist across the Humber’s hospital services. For example, last year (2022/23) there
was a vacancy rate of 39.8% within the Cardiology clinical team at Diana Princess of Wales Hospital,
Grimsby (DPoW) and a vacancy rate of 23.3% within the Gastroenterology clinical team at Scunthorpe
General Hospital (SGH). Trust-wide there was a vacancy rate for registered and unregistered nursing
staff of 12% within the medical specialties. Taken together these gaps put significant pressure on
existing teams to deliver high quality care on an ongoing basis.

Too often the staff we do have are spread too thinly, trying to cover multiple rotas across multiple sites
and are not always matched to the demand for services across the system. Duplication of services
across multiple hospital sites is not the most efficient or effective use of resources and dilutes the skilled
workforce. For the three main emergency hospitals, the majority of services for all specialities are
provided 24/7 on each of the hospital sites. Providing the specialist workforce needed across both
Grimsby and Scunthorpe sites for relatively small services, requiring duplicate rotas 24 hours a day is
difficult and makes it extremely challenging to ensure that senior decision makers/consultants are
present to provide care seven days per week. As a result, it is not uncommon for patients to be admitted
whilst they wait for review by a specialist. If services were consistently provided on a 7-day basis, those
patients could be assessed and treated the same day, significantly shortening their length of stay and
improving their outcomes.

We need to change how we organise services to maximise the number of patients existing staff can see
and treat. Our plans have been developed to ensure that we are looking to fill the areas of core skill
gaps, maximise the potential of new roles and to recruit locally where possible.

2.4.2.1 Urgent and Emergency Care

Vacancy rates for posts within the Emergency Departments, medical and surgical specialities fluctuate
over time but there continue to be challenges ensuring all posts are filled and that services are fully
staffed with the right grades and right skill mix at all times. Smaller departments like Scunthorpe and
Grimsby are often more difficult to recruit to due to more onerous on call rotas and less exposure to
more complex cases.
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Vacancy Factor — Emergency Departments

C— Specialty Registered Unregistered
Doctors Nurses Nursing (HCAs)

2019/20 16% 42% 13% 14%

HRI 2021/22 6% 30% 7% -1%
2022/23 6% 0% 0.5% 0%
2019/20 -8% 33% 18% 10%

DPoW 2021/22 34% 28% 7% 4%
2022/23 13% 30% 15% 15%
2019/20 34% -6% 25% 11%

SGH 2021/22 20% 14% 23% 27%
2022/23 18% 16% 12% -25%

Table 2.8 Summary of Emergency Department vacancy rates (HUTH and NLaG)*®

2022/23 Medical Staff Vacancy Factor — Acute Specialties

DPo de oole
Cardiology 39.8% 19.7% 28.7%
Gastroenterology -0.5% 23.4% 10.2%
Respiratory 19.1% -10.3% 5.5%
Surgery and Critical Care 12.2% 9.9% 11.4%

Table 2.9 Summary of Acute specialty medical vacancy rates (NLaG)*°

Our hospitals seek to compensate for these high vacancy rates by using temporary locum and agency
staff, which impacts on continuity of care and results in a significant financial pressure on the system. In
2021/22, NLaG spent £12.5 million on agency and locum cover for its two Emergency Departments. The
spend was lower in 2022/23, but still represented a significant cost pressure at £7.6 million, with a
further £2m spend over the same period on bank staff. When considering all medical and surgical
specialties, the spend across the organisation on agency, locum and bank staff was significant over the
past two years.

£000s Spend on temporary staffing (£k) — UEC

Medicine | Surgery | TOTAL | Medicine | Surgery | TOTAL
Agency Staff (Nursing and Medical) 19,481 11,049 | 30,530 12,544 6,672 19,216
Locum Staff (Medical) 6,163 3,476 | 9,639 3,296 1,780 5,076
TOTAL (Agency and Locum) 25,644 14,525 | 40,169 15,840 8,452 24,292
Bank Staff (Nursing and Medical) 11,001 | 23,337 | 34,338 | 12,590 17,072 | 29,662

TOTAL (all temporary staffing)
Table 2.10 Summary of spend on temporary staffing (NLaG) 2021/22 to 2022/23%

37,861

74,506

28,430

25,524

53,954

Our services are also supported by the good will of substantive members of staff working overtime. This
is not sustainable in the long run and leads to higher stress-related sickness due to overworked staff.

% Internal trust data (June 2023)
% Internal trust data (June 2023)
7 Internal trust data (June 2023)
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Our nursing staff sickness rates were higher than the national average (5.5% during 2022/23) in both
Grimsby and Scunthorpe Emergency Departments.

Emergency Department Sickness Absence % (2022/23)
8.00

7.00
6.00
5.00
4.00
3.00
2.00
1.00
0.00

DPoW SGH
I Medical Staff ~ @ Nursing Staff =~ e=== National Average

Figure 2.8 Emergency Medicine Staff Sickness (2022/23)%®

The accumulation of workforce issues has a significant impact on patient flow resulting in long length of
stay and deconditioning of patients’ health, waiting times, and the ability to meet the required
standards of care.

Workforce pressures within social care (affecting both residential care and domiciliary care) also have an
impact on the effective provision of urgent and emergency care due to the close interdependencies
between sectors. The latest data available shows that across the Humber local authorities, the vacancy
rate within the social care workforce ranged from 8.4% to 9.8% throughout 2021/22. There continues
to be high turnover of staff within the sector, ranging from 18.8% in North East Lincolnshire to 39.1% in
North Lincolnshire in 2021/22, posing a major risk to service delivery.” Feedback from the sector
suggests that high turnover is due to a range of factors, including post-pandemic burnout and a sense of
being undervalued, combined the availability of jobs in other sectors such as retail where staff can earn
as much, or more. To address this, the Humber and North Yorkshire Integrated Care Partnership are
focusing on recruitment as a key objective, with social care being a critical area of focus.

2.4.2.2 Paediatric services

Within the Paediatric workforce there is also a range of workforce challenges. The workforce is not
static, and vacancies fluctuate over time. The most pressing issue at present is a significant gap in
training grade doctors. Not only does this put strain on the consultant workforce but it also creates a
challenge for the long-term sustainability of the service as there are fewer new doctors coming through
the pipeline.

In 2019/20, there was a 19% vacancy rate within Paediatric training grade doctors on the South Bank,
which has improved slightly to an overall vacancy rate of 12% in 2022/23, however, these vacancies are
not spread evenly between the sites and an overprovision at DPoW masks the 35% vacancy rate within
training grade doctor roles in Scunthorpe. There are also gaps within the nursing workforce and in
specialist roles, such as play specialists (where there was a vacancy factor of 44% in 2022/23).

% Internal trust data (June 2023) and NHS Digital (2023) NHS Sickness Absence Rates Data Dashboard
9 Skills for Care (Oct 2022) Adult social sector and workforce — Local area comparison Workforce Intelligence
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2022/23 Staff Vacancy Factor — Children’s Services

Trust-wide (incl. Goole)
Consultants -8.0% -0.1% -4.5%
Training Grade Doctors -4.6% 35.3% 12.4%
Nursing (Registered) 5.6% 2.8% 4.4%
Nursing (Unregistered) 23.5% 8.5% 17.4%

Table 2.11 Summary of Children's services vacancy rates (NLaG)*®

These vacancies and gaps make covering paediatric services at two hospital sites problematic and it
becomes increasingly difficult to ensure compliant medical rotas and to meet clinical standards (see
section 2.3.2.2). For those staff in post, there is increasing pressure to work over and above their
contracted hours, which can impact on retention of staff and make posts less attractive to future
applicants.

Paediatric Staff Sickness % (2022/23)
10.00 8.67
8.00
6.00
5.5
4.00 2.49
2.00
0.00
DPoW SGH
mmm Medical Staff ~ sl Nursing Staff =~ === National Average

Table 2.12 Paediatric Staff Sickness - NLaG (2022/23)*%

In addition, gaps in rotas need to be filled with temporary staffing, which puts additional cost pressures
into the system. In 2021/22, temporary staffing created a cost pressure within paediatrics in NLaG of
nearly £2 million, which reduced in 2022/23 as a greater proportion of the work was undertaken by
bank staff rather than to external agencies, but this still amounted to nearly £1.4 million.

£000s Spend on temporary staffing (£k) — Paediatrics
Agency Staff (Nursing and Medical) 519 365
Locum Staff (Medical) 802 95
TOTAL (Agency and Locum) 1,321 460
Bank Staff (Nursing and Medical) 642 916

Table 2.13 Summary of termporary staffing spend (NLaG) 2021/22 to 2022/23%

The age profile of the paediatric workforce suggests there will be significant numbers of staff retiring
over the next 5-10 years. At NLaG 22% of paediatric staff are aged 50 years or over and at HUTH 30% of

100 internal trust data (June 2023)
101 Internal trust data (June 2023) and NHS Digital (2023) NHS Sickness Absence Rates Data Dashboard
192 Internal trust data (June 2023)
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paediatric staff are aged over 50 years.® This represents a potential loss of skills and experience to the
service unless action is taken to retain these staff and ensure a strong pipeline of trainees is in place for
the future.

2.4.3 Research, training and innovation

Because we spread our specialist staff thinly across small services on multiple sites, we are not
maximising opportunities for training and research. Gaps in rotas need to be filled to keep services
safe and so staff are not always able to be released to undertake additional training or research that
could improve services in the long run. This impacts on trainee satisfaction, which, over time, makes
recruitment harder.

The models of care have been designed with new staffing models, that will improve the training
offer and help us to build a more sustainable workforce in the longer term.

Challenges covering rotas means that some staff are often on the rota more than we would like them to
be. As aresult, there are fewer opportunities for training and development, innovation and research.
What’s more, not all our hospitals currently offer the research and teaching programmes that are
available at other hospitals because of their relatively small size. Operating small services — such as the
12-bed paediatric wards in Scunthorpe and Grimsby — does not provide the same exposure to complex
cases that trainees in other, larger hospitals can have. Not only are staff members not getting the best
opportunities to train and develop but our organisations and the population are not getting the benefit
of additional training and research. Limited opportunities for training and research also make roles less
attractive and compound our recruitment challenges.

The most recent trainee satisfaction survey results highlight a number of areas where trainee
satisfaction is lower within NLaG than other comparable trusts and with national average scores. The
main areas where concerns were highlighted related to workload pressures, facilities, supervision and
quality of care. Within Paediatrics, for example, those surveyed gave a score of 59% for overall
experience and 68% for quality of care, which was significantly below the national average.

Quality of Supervision Facilities Overall KEY
Care Experience

iatri Within Interquartile

Paediatrics 61.1% 57.1% 59.5% a
Range
Lower Quartile But

0,
74.0% Not Outlier
Medicine

Table 2.14 Summary of trainee satisfaction survey results - Nov 20221%

If we change what we do and how we do it, including investing in more research facilities and working
with our universities, further education colleges, commercial research partners and other allied
businesses, we will provide the best opportunity to be able to attract and retain more staff. Working
collaboratively with universities and commercial research partners could also open up and/or create
new jobs and opportunities, which in turn could help us to recruit more staff in the longer term.

103 Internal trust data (March 2022)
104 Health Education England (2022) National Education and Training Survey (NETS) NETS 2022 Reporting Tool
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2.5 Buildings and Infrastructure Challenges

Many of our buildings and much of our equipment and digital infrastructure is out of date and not
fit for the delivery of modern healthcare. We have limited access to the investment we need to
improve or replace them. This impacts on the care we can provide and makes it more difficult to
attract the staff we need.

The ageing condition of our estate limits the changes we can make within a capital affordability
envelope.

Summary Box 2.7 - Buildings and infrastructure challenges

2.5.1 Buildings

Whilst we have some fantastic new buildings on our sites, these are the exception rather than the rule
and many of our hospital buildings are not fit for purpose for the delivery of modern healthcare. As an
example, 82% of Scunthorpe General Hospital’s critical infrastructure is at risk of failing within five years
and we have already had to close parts of that hospital to patients because the buildings were not safe,
which has impacted on our capacity to treat patients.

The state of our buildings significantly impacts on our ability to provide good quality, efficient patient
care. For example,

e The HRI tower block suffers with poor ventilation and cooling (particularly in summer months).
Asbestos is present within the structure causing challenges for upgrading, and there are not
enough lifts and storage areas.

e Many of the wards across our hospitals are smaller than current specification and do not have
suitable ensuite facilities. Not only is this unpleasant and inconvenient for patients but also
makes it more difficult to effectively control the spread of infection. The layout of six beds per
bay does not meet modern standards.

e The obstetric units at Scunthorpe and Grimsby have only one dedicated obstetric theatre
meaning that planned caesarean sections sometimes have to be cancelled or postponed when
emergency c-sections need to take place.

e The CQC criticised the quality of accommodation for children within HRI, with concerns about
patient privacy, as well as a lack of parental accommodation.

e Significant fire safety issues were identified in relation to evacuation of patients due to the
layout of the Coronation Building at Scunthorpe General Hospital.

e Oxygen delivery systems are not up to modern standards and impact upon the ability to provide
oxygen to certain parts of the hospital sites.

The buildings we operate from today have not coped well during the COVID-19 pandemic. Infection
prevention and control measures have reduced the overall number of beds available and led to some
patients receiving their care in pop-up facilities or having to wait longer for care. It has been challenging
to adapt the current buildings to separate COVID and non-COVID patients effectively without losing
significant capacity within the bed base. Within Hull Royal Infirmary’s tower block, in particular, it is
extremely challenging to create separate ‘green’ or COVID-free areas due to the layout of wards, the
limited number of lifts serving the tower block and the configuration of particular wards within the
tower block. As a result, elective services within HUTH were particularly badly impacted by the
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restrictions brought about by COVID-19 and it was particularly challenging to maintain elective services
during the pandemic.

We don’t have enough operating theatres to do the number of operations we need to — which has a
significant impact on waiting lists and waiting times. Across the Humber hospitals, there are relatively
few dedicated day case facilities, with most sites operating mixed theatre lists and utilising shared
spaces for pre-op and recovery. This increases the likelihood of patients who were listed for day case
surgery being kept in hospital overnight and increases the overall length of stay.

In addition, some facilities are in such poor condition they can no longer be used. The operating
theatres at Scunthorpe General Hospital (SGH) have significant issues with the estate: Theatres F and G
within the coronation building have been closed due to issues relating to water supply and fire safety,
which has impacted upon the types and volume of elective surgery that is able to take place on the SGH
site.

2.5.1.1 Investing in our buildings

Critical infrastructure costs for both trusts significantly exceed the national median of £13.7m — within
NLaG alone, there is almost £80 million of critical infrastructure risk (CIR), the most significant
proportion of which sits within the Scunthorpe site. Over the next 15 years, if we did nothing to change
services, significant capital expenditure (>£100 million) would be required to increase capacity in our
existing hospitals in addition to the significant investment required to keep our buildings serviceable and
operational. The table below sets out some of the key infrastructure risks highlighted in recent six facet
surveys (2022/23) carried out in both trusts.

Description ‘ HUTH NLaG Total

Physical Condition £82,587,749 £103,135,699 £185,723,448
Statutory Compliance £2,007,534 £4,611,763 £6,619,297
Quality No data £3,139,560 £3,139,560
Functional Suitability No data £883,724 £883,724
Environmental No data £5,692,500 £5,692,500
Space No data 0 0

Total £84,595,283 £117,463,246 £202,058,529

Figure 2.9 Backlog Maintenance and Investment Requirements (HUTH and NLaG)*%

In September 2021, an Expression of Interest (EOI) was submitted to the New Hospitals Programme
seeking a total of £720 million (in April 2021 prices) across the Humber to deliver a radical improvement
in our local hospital infrastructure.'®® This EOl was not successful and a position on the New Hospitals
Programme was not secured. Both trusts are working together to develop alternative financing options
to address the significant buildings issues faced and deliver improved facilities across the region over the
long term — which could deliver significant additional benefits to the local economy thanks to the
partnerships we have developed to maximise the impact of investment locally. In the medium term,
however, we must find a way to deliver the clinical change that is needed within the limits created by

105 Internal trust data (March 2023)
106 HUTH and NLaG Trusts — Joint submission (Sept 2021) Expression of Interest submitted to the New Hospitals
Programme (see document library)
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the existing buildings and infrastructure because of the pressing clinical need to change. The proposals
within this business case would enable clinical changes to be delivered within existing financial
resources.?’

The clinical change proposals set out within this business case — and estates changes that would
be required — can be delivered within existing financial resources, enabling many of the identified
benefits to be realised quickly.

2.5.2 Equipment

In addition to the challenges our buildings present, the equipment available to our staff is not always
the best it could be and can hinder the potential of staff to deliver the best possible care for patients.
Due to limited funding available, both trusts prioritise equipment based on clinical and service risk.
Equipment replacement lists are behind with prioritisation given to the top risks only. This means that
we have inefficient equipment in a number of departments impacting on productivity due to slow
running and/or frequent repairs being required. It also restricts innovation and the ability to make
longer-term strategic investments to improve efficiency and ways of working. Within some
departments staff have reported shortfalls in the provision of basic medical equipment in our clinical
areas (e.g. blood pressure monitors, infusion pumps), which also impact on the timeliness and efficiency
of care provision.

Furthermore, there is a lack of standardisation with different types of equipment and different systems
in place not only between the two trusts but also sometimes within them. This creates an additional
barrier for staff working across sites as staff have to be trained on and comfortable using more than one
type of equipment or more than one approach.

Greater collaboration between HUTH and NLaG creates opportunities to improve our position on
equipment, with work underway to align procurement and finance processes, under the leadership of
the joint Director of Finance. Working together in this way will offer substantial opportunity for
economies of scale to be realised. Standardisation of equipment across the Humber will allow staff to
work on different sites more easily and will support the training and development of staff across sites
and across trusts. In addition, working together across both trusts to procure, manage and maintain
equipment using a standardised approach can contribute to financial efficiencies and improved use of
equipment budgets.

2.5.3 Digital infrastructure

Many of our digital systems are outdated and a lack of digital maturity is a significant barrier to
providing high quality, personalised care.

In designing the proposals for change, we have looked at opportunities to keep people out of
hospital supported by digital and ensured plans for pathway changes are linked to planned digital
investments across the system.

The main digital challenges facing hospital services across the Humber include:

107 See section 8.2.3 for further detail.
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Our systems do not talk to one another.

Over the years many systems have been deployed by different services, resulting in a myriad of
different digital systems that are not as interoperable as we require. In a world where activity is
increasingly interconnected not just between hospitals but across the wider system with
primary, community and social care we need our digital infrastructure to match.

Patients need to repeat histories when they meet multiple clinicians in different organisations
and clinical staff often do not have access to a comprehensive patient record. “‘Work around’
processes increase the likelihood of clinical risk if vital patient information is not available at the
point of care.

Some of our ways of working are very inefficient.

We are

Staff spend a large amount of their time manually filling in forms that could be automated,
freeing up more time to care for patients. The situation is not equal across both trusts, with a
greater proportion of paper processing continuing to take place within NLaG.

Patients receive communication in a disparate way — that does not support their understanding
of where they are on a waiting list or assure of timely communication with other professionals.
This is compounded by the use of outdated appointment systems that do not support intelligent
scheduling, coordination across departments and patient choice and control over appointment
times.

We do not optimise remote monitoring in patient care particularly for those people who have
multiple comorbidities, long term conditions or those in care homes. Furthermore, because of
the way our systems operate, it is not always possible to identify high risk patients to ensure
that they are managed appropriately and in accordance with a clinical management plan, which
can result in unnecessary hospital attendances and a poor patient experience.

not using the data we have to its full potential.

We have a wealth of data within and about our services, but we have to manually manipulate it
to gain an understanding of performance and quality.

Information from other partners is sometimes not available to our clinicians resulting in reduced
clinical empowerment.

We are not making use of our data to drive improved patient flow or to deliver predictive care
planning and early intervention. Our data sources are plentiful but disparate and our use of
advanced analytics and artificial intelligence is extremely limited.

Working collaboratively we can address these challenges and support the proposed new models of care
with effective digital solutions and underpinning infrastructure. Building on planned investments as part
of the wider ICS digital strategy, enabling digital solutions and new ways of working will underpin the
proposed models of care. Under the leadership of the joint Chief Information Officer, Chief Medical
Information Officer and Chief Nurse/Allied Health Professional Information Officer, HUTH and NLaG are
working alongside partners in the wider health and care system to develop and implement the Humber
and North Yorkshire (ICS) digital strategy, aligning investments to system-wide priorities.

The clinical change proposals set out within this business case have been developed alongside and
aligned to the Humber and North Yorkshire digital strategy to ensure the critical digital enablers
can be delivered.
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2.6 Performance and Efficiency

The way in which our services are currently structured is inefficient and results in poor
performance in a number of areas.

We are duplicating 24/7 on-call teams across sites for small volumes of patients and we are unable
to provide 7-day consultant reviews, meaning our patients spend longer in hospital to get the same
care and treatment than in many other parts of the country. The number of emergency operations
undertaken overnight at Grimsby (172/year) and Scunthorpe (196/year) combined equates to
around one patient per night yet both have fully-staffed 24/7 on-call rotas for overnight surgery.

Planned care services often have to compete with urgent and emergency care services for resources
(workforce, theatres and recovery space) meaning that services are impacted when there are peaks
in urgent care demand.

Staffing shortages and operating relatively small services means that our staff and trainees do not
always have enough opportunity to undertake specialist training, as they are needed to cover
rotas, and they don’t have the same opportunities as those working in larger units to see a variety of
cases and keep their skills up, potentially impacting on the quality and sustainability of services in
the longer-term.

The Humber health and care system is operating under extremely challenging financial pressures,
impacting on all organisations. Changes have to be made to ensure services can continue to be
viable and sustainable in the longer-term.

Summary Box 2.8 — Performancy and efficiency challenges

2.6.1 Quality of Care

The Care Quality Commission (CQC) inspected both organisations in 2019/20 and again in 2022 — HUTH
report March 2023, NLaG report December 2022.1%° The findings from both inspections highlight a
number of key areas for improvement within both trusts.

Organisation

/ite Safe Effective

Responsive Well-led Overall

HUTH Inadequate

Overall

NLaG

Hull Royal Inadequate Inadequate - Inadequate Inadequate Inadequate

DPoW

Urgent and
Emergency Care

Scunthorpe

108 Care Quality Commission (2023) Hull University Teaching Hospitals NHS Trust — Inspection Report CQC Report
109 care Quality Commission (2022) Northern Lincolnshire and Goole NHS Foundation Trust — Inspection Report CQC
Report
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Hull Royal

DPoW

Services for
Children and YP

Scunthorpe

Table 2.15 Summary of CQC Ratings (HUTH and NLaG)**°

Many of the areas for improvement across services related to workforce shortages and/or skills gaps
that were identified, for example:

e Services did not always have enough nursing or medical staff with the right qualifications, skills,
training and experience to comply with national guidance.

e High sickness rates for qualified nurses and midwives and high use of bank staff.

e QOut of hours (duty) anaesthetist cover for obstetrics was shared with the intensive care unit and
the CQC were not assured the anaesthetist could be immediately available to cover emergency
work on the delivery suite, without potentially placing patients at risk.

e Unfilled junior doctor posts had resulted in the inability to meet the demands of the service.

Other key areas where improvements to performance and quality need to be made are around waiting
times, cancelled operations and the potential harm to patients caused by long waits.

2.6.2 Efficiency and productivity

The way in which services are currently configured is inefficient in a number of ways, resulting in
high levels of cancelled or postponed procedures, long waiting lists, poor utilisation of facilities and
poorer outcomes for patients.

Developing and implementing more integrated pathways within and outside of hospitals can deliver
improvements in efficiency and productivity.

Until last year, all three hospitals had a higher conversion of Emergency Department attendances being
admitted to a hospital as an emergency compared to the national average. This has been consistently
high across all hospitals before, during and after the COVID-19 pandemic.

A number of factors contribute to this higher rate of admission, including the lack of availability of
alternative service models such as frailty services in the community, workforce availability, hospital
admission practices and difficulty in accessing primary care that results in deterioration of a patients’
condition. Another key contributory factor is the need for specialist input at the early stages of the
patient assessment and investigations — when this is absent, patients are admitted to inpatient wards
to await review. This practice has reduced significantly within Grimsby and Scunthorpe in the past few
months following the introduction of the Integrated Acute Assessment Unit (IAAU) model (see section
5.2.3). This is approach is enabling faster senior decision-making and contributing to a reduced
conversion rate into emergency admissions. Implementation of this model within HUTH and a consistent
approach across the Humber will support improved performance and efficiency across the region.

110 care Quality Commission (2020) Hull University Teaching Hospitals NHS Trust CQC Report and (2022) Northern
Lincolnshire and Goole NHS Foundation Trust CQC Report
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Conversion % from emergency department to inpatient admissions (2019-2023)
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Figure 2.10 Conversion % from Emergency Department to Inpatient Admission (2019/20 to 2021/22) ***

The interdependencies between planned and unplanned care services — whereby they often rely on the
same resources (workforce, theatres and recovery space) — impacts upon performance when there are
peaks in urgent care demand.!? Even where dedicated facilities exist for elective procedures, patients
often rely on the same support services such as critical care or an aesthetics and pressures within these
services can lead to cancellations of planned procedures.

Before the impact of the pandemic, significantly more operations were being cancelled or postponed
within HUTH than the acceptable level of 0.65%. This was exacerbated by the pandemic, particularly
within HUTH, due to the constrained facilities within the Hull Royal tower block. The position within
NLaG has improved in the last year, however it has continued to deteriorate within HUTH, and the level
of cancelled operations is significantly above national average.

Cancelled Operations Key

0.65% e\ P HUTH

Cancelled Opsrasam

Figure 2.11 Cancelled operations (HUTH and NLaG)**3

1Y Internal trust data (June 2022)

112 There are dedicated elective facilities at Castle Hill Hospital and Goole District Hospital that deliver a mix of
inpatient and day case procedures. Day surgery is also provided from a separate building on the Hull Royal
Infirmary site. At Scunthorpe General Hospital (SGH) and Diana Princess of Wales Hospital, Grimsby (DPoW),
elective inpatient and day case surgery is provided from within the main hospital site, utilising the same theatres
and recovery space.

113 NHS England (2022) Cancelled Elective Operations Data Cancelled Elective Operations
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2.6.3 Disjointed care — need for better integration

Our population has poorer health outcomes and a lower-than-average healthy life expectancy due
to a range of factors, including deprivation. We need to provide services that are more proactive,
community-based and joined-up around the needs of children and adults, in particular those with
long-term conditions and multiple co-morbidities.

New pathways and ways of working between health and care providers will enable us to provide
better care for those who need it most.

A key contributory factor to many of the performance and quality challenges is the way in which our
health and care services are organised, which leads to duplication, inefficiencies, poor experience and
can mean people fall between the cracks. Our current way of working is based around different
organisations providing primary, community and secondary care. Different providers of care are
organised and funded in different ways with different strategies and targets to meet. This leads to a
focus on boundaries and handovers rather than a focus on the patient and what they need. Patients tell
us that they are frustrated by the lack of communication between different services and are frustrated
that the current system is too complex and confusing. Services often have different eligibility criteria
and different referral routes or are not available equally for all our population making it difficult to
navigate for patients and staff alike. Patients can miss out on care or wait weeks and months for a
hospital appointment for tests or treatment that could be completed in a primary or community care
setting if the necessary skills, resources and time were available.

The way we deliver care needs to adapt to the changing needs of the local population, who are living
longer and experiencing more complex or multiple health conditions. In order to deliver responsive,
evidence-based and effective care, our ways of working also need to change to reflect improvements in
technology. More people could manage their own conditions at home or in the community if they had
access to the right support to help them live independently. Currently, however, our system is arranged
in such a way that people are coming to hospital more often than they need to (particularly via our
Emergency Departments), waiting longer than they should to be seen and staying in hospital longer than
necessary.

Too many patients are attending hospital emergency departments or being admitted when they could
benefit from supporting services outside of a hospital, at their GP surgery, at home or at a dedicated
facility on their local high street. Hospital infrastructure costs are high, and travel can be cumbersome
and expensive for patients. Seeing patients in their own home or in a community setting not only helps
to address that, but also offers a more convenient and for many people a less stressful experience.
There is more we could be doing so that far fewer people need to go to hospital for treatment (whether
urgent or routine) in the future.
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2.6.4 Financial Performance

Due to the way services are organised and the challenges covering rotas, our agency and locum
spend is amongst the highest in the country. Last year, HUTH and NLaG together spent £55 million
on agency and locum staff.

The proposed changes to pathways and models of care could help to eliminate some of the
structural deficit that exists within the system and help to ensure services can be provided
sustainably in the future.

The Humber Acute Services programme was clinically driven, to ensure high quality, sustainable services
can be provided into the future. The programme was not initiated in order to save money, however, it is
important to recognise the challenging financial context that the health and care system across the
Humber and North Yorkshire is operating within and seek to support system-wide efforts to address the
financial challenge.

The challenges faced are similar to those being experienced nationally and are exacerbated across the
Humber, given the geography and workforce pressures. Reliance on agency and premium cost
workforce, rising demand and demographic pressures driven by deprivation and health inequalities all
contribute to the system financial pressure. The current configuration and duplication of services further
contributes to these challenges.

Demand on services continues to rise and outstrips the available funding, putting pressure on all
services, especially hospitals, GP surgeries and social care. There is insufficient funding for us to
continue as we are. The reconfiguration of acute hospital services forms part of the Humber system
plan to improve services for the local population. This plan includes an ambition to redefine and expand
community-based services in order to bring care closer to home, providing a strong base from which
sustainable and effective services can be developed.
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The challenges we face are significant. The way in which our services are currently designed and
delivered means that they are struggling to meet the needs of all local people now and are not
equipped to do so in the future.

To address these challenges we need to substantively change how we provide care for the
population of the Humber.

We must:

e Link services up better in and out of hospital so we can help more people to stay well at
home and avoid coming to hospital in an emergency.

e Change the way we organise our services so that they can meet key clinical and waiting time
standards and provide a high quality of care for our population.

e Address our workforce challenges by deploying the skilled workforce we have in more
efficient and effective ways, creating new, more attractive roles and developing a local
workforce for the future.

e Reduce the amount we are spending on expensive agency staff to plug gaps in rotas and
look at other ways to make services more efficient.

The proposals outlined within the PCBC seek to address these challenges through two main areas of
change:

v' improved pathways
v changes to site configuration — where and how services are delivered.

Pathway changes will improve outcomes for patients through better, more joined-up care. They also
create opportunities for the development of staff and new roles, working across sectors, to improve
recruitment and retention.

The site configuration options enable us to make better use of our highly skilled staff, reduce
double-running and provide services that meet key clinical and constitutional targets and that are
clinically sustainable in the long-term.

The internal funding review has identified estate changes that are deliverable and would enable the
changes to be made to address the challenges set out.

There is an opportunity through greater collaboration, by working in partnership with colleagues in
and out of hospital and in partnership with individuals and communities to provide care in a better,
more effective way. This cannot be done without change.

The next chapter sets out how we have developed the change proposals in this business case,
though ongoing engagement with a wide range of stakeholders.

Summary Box 2.9
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Chapter 3

Stakeholder Engagement and Assurance
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3. Stakeholder Engagement and Assurance

The development of proposals for the future of hospital services across the Humber has been
clinically-led, evidence-based and influenced by the involvement of a wide range of stakeholders.

Timeline

eDeveloping the Case for Change (2018 - Nov 19)

eGenerating outline ideas (July - Nov 19)

eDeveloping a long list of potential models of care (Nov 19 - Jan 20)

eReviewing the long list of potential models of care (Jan - March 20)

SE€K

eDeveloping and refining the potential models of care (Sept 20 - Nov 21)
eAssessing and appraising the potential models of care (Oct 21 - Dec 22)

eEvaluating the impacts of the potential models of care (Oct 22 - May 23)

The design and evaluation of options was led by clinical teams from within the two acute hospital
trusts, working with clinicians from primary care, community and mental health to design the
proposed new pathways in and out of hospital. This has ensured that the proposals are based upon
a clear and strong clinical evidence base and have support from clinical commissioners as well as
clinical leads within providers.

The process undertaken to design and evaluation the proposals within this PCBC has involved
extensive public and patient engagement, ensuring the proposals developed are consistent with
current and prospective patient choice. Throughout the programme more than 12,000 people
were involved in developing and/or evaluating the potential models of care.

The pre-Consultation engagement was independently evaluated by the Consultation Institute (tCl)
who concluded “the Humber Acute Services Programme team has delivered an effective pre-
engagement exercise”.

The process undertaken has ensured the proposals for change meet the key tests for service
change and comply with relevant guidance and statutory duties. Ongoing oversight and assurance
were provided by partners, regulators and independent experts.

Summary Box 3.1
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3.1 Overview

In line with the programme principles (see section 1.1.1), the development of this Pre-Consultation
Business Case (PCBC) has been clinically-led, evidence-based and influenced by the involvement of
a wide range of stakeholders, including: patients and service-users, clinicians, staff and partners
across the health and social care sector, local authorities, voluntary and community sector
organisations, the public and their representatives.

The process undertaken to design and evaluate the proposals involved extensive public and patient
engagement, ensuring the proposals are consistent with current and prospective patient choice.

The design and evaluation of options was led by clinical teams from within the two acute hospital
trusts, working with clinicians from primary care, community and mental health to design the
proposed new pathways in and out of hospital. This has ensured that the proposals are based upon
a clear and strong clinical evidence base and have support from clinical commissioners as well as
clinical leads within providers.

The proposals will deliver reduced length of stay and reduced admissions to hospital through
pathway changes both in and out of hospital. Joint programme management arrangements are in
place to ensure necessary out of hospital enabling changes will be delivered in line with in hospital
changes.

The process has been iterative and responded to feedback, suggestions and ideas throughout.

Summary Box 3.2

The approach to engagement and involvement has necessarily adapted in response to challenges and

learning through the COVID-19 pandemic. The pandemic influenced the manner in which engagement
was undertaken (in particular, having to adapt to social distancing requirements and other restrictions
to face-to-face gatherings) and the views and perspectives of clinicians, staff, patients, the public and

other stakeholders on what is possible for the future design of healthcare. Changing perspectives and
learning from the pandemic helped to shape the potential clinical models proposed.'*

In designing models of care for the future, we have worked with colleagues from primary and
community care, mental health services, social care, local authorities and the voluntary and community
sector to ensure our proposed new pathways are designed around the needs of patients and service-
users, considering the whole patient journey, not just the part that takes place in a hospital. Plans for
how we deliver care outside of hospital settings have been closely aligned to the development of the
potential models of care for acute services (see section 7.1).

In addition, the programme undertook vanguard work to align the process of developing this Pre-
Consultation Business Case (PCBC) with the process to develop a Strategic Outline Case (SOC), for the
wider capital investment needed for healthcare infrastructure in the Humber area. This is a new and
innovative approach and has been both beneficial and challenging to the system. Bringing the
programmes together has helped to ensure alignment between the clinical case for change and plans
for future buildings and infrastructure and will help to accelerate implementation following decision-
making on a way forward.

114 Yorkshire and Humber Academic Health Sciences Network (2020) Understanding our Response to COVID-19
Humber, Coast and Vale Rapid Insights Report
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This chapter provides a high-level summary of the engagement and involvement activities that have
been undertaken to support development of the potential models of care.

The key findings and insights gathered through the engagement are summarised in section C of the
appendices (pp.309 to 318) and set out in detail in the respective engagement reports (see p.337 for
links to each report).

A more detailed explanation of the process undertaken to develop and evaluate the potential
models of care is provided in section B of the appendices (pp.248 to 300).

Summary Box 3.3

3.1.1 Governance

The programme has been managed by robust governance, regularly reviewed and refreshed to ensure
effective decision-making and that all partners were fully engaged in the programme. An Executive
Oversight Group was established in March 2019 to provide oversight and leadership to the programme
as a whole, replacing the previous Steering Group that led earlier phases of specialty-specific work. The
Executive Oversight Group provides the leadership and direction to the programme and links to formal
decision-making forums for each of the partner organisations involved in the programme.

The two acute trusts established joint decision-making processes through the creation of a
Committee(s) in Common which has delegated responsibility from both Trust Boards for joint working
(see section 1.2.4).

The programme governance sits within the overall structure of the Humber and North Yorkshire Health
and Care Partnership, reporting through the Executive Oversight Group into the relevant boards and
committees of the NHS Humber and North Yorkshire Integrated Care Board (ICB) and Humber and North
Yorkshire Integrated Care Partnership (ICP).

Humber and Noeth Yorkshire
Integrated Care Board {ICB)
Executive
Oversight Group Clinical Design
4 Group
Cuzen's Paned
HAS Programme
Board
Programme 2 Programme 2 Programme 2 3
Urgent and Emergency Maternity, Neonatad and Planned Care Steering sul 'w'."c'“‘. !
Cato Steering Group Paediatrics Steering Group Group tepc

Figure 3.1 Humber Acute Services governance chart

Due to the complex nature of the programme, regular liaison meetings have also taken place with
parallel programmes of work to ensure alignment of strategic objectives and approach. External
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assurance and engagement with wider partners have been critically important throughout the lifetime
of the programme. This has included a wide range of working groups, task and finish groups and ongoing
engagement meetings — a snapshot is provided in the diagram below, however, these have changed
over the course of the programme as different groups have been stood up and down to undertaken
specific pieces of work (see section 3.3 for further details).

Figure 3.2 Working groups and engagement overview

3.1.2 Timeline

The Case for Change highlighted a wide range of issues and challenges facing the health and care system
across the Humber.?> In response to those challenges, a set of proposed future clinical models were
developed. These potential clinical models were developed, refined and evaluated based on evidence
and insight gathered through data modelling, clinical consideration and debate and ongoing stakeholder
engagement.

This work was undertaken through a number of key stages:

eDeveloping the Case for Change (2018 - Nov 19)

eGenerating outline ideas (July - Nov 19)

eDeveloping a long list of potential models of care (Nov 19 - Jan 20)

eReviewing the long list of potential models of care (Jan - March 20)

eDeveloping and refining the potential models of care (Sept 20 - Nov 21)

eAssessing and appraising the potential models of care (Oct 21 - Dec 22)

—J I\

eEvaluating the impacts of the potential models of care (Oct 22 - May 23)

) S <L S

115 Humber, Coast and Vale Health and Care Partnership (November 2019) Humber Acute Services Review Case for

Change Case for Change
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Throughout each stage of the process, we have engaged with a range of stakeholders on an ongoing
basis, responding to feedback and refining the models continuously.!®

Clinical Serate
fleviev (1an 2020}

Intesan Options
Report [fan 2020)

Casa for Change
{Nov 2019)

2018 2019

Paper

Targeted engagement

Clinical Senata Clinical Senate
Roview |April 2022) Review (Fet 2023)

: Pre Consultation
' Business Cawe

1 (May 2023}

1

Evaluation workshops  [IRIR

What Matters (o You

I
s

Targeted engagement

I Citizen's Panel

Figure 3.3 Overarching engagement timeline

3.1.3 Principles

Our approach to the development of the potential models of care has been informed by the principles
agreed at the outset of the Humber Acute Services Review (see section 1.1.1). The service review was
clinically-led and, as a result, included consideration of a wide range of potential models of care put
forward by clinical teams. The programme looked at best practice around the UK and beyond and used
evidence and data to drive the development of potential models of care. Whilst investment in our
buildings is a critical enabler of change, the programme prioritised the development of effective models
of care and developed estates plans around the clinical models rather than the other way around. Work
was undertaken in partnership with colleagues across the health and care system to ensure we are
designing solutions that support joined-up care across the system. Programme plans, setting out
objectives, processes, timescales and resources, were developed and refreshed throughout the
programme to ensure effective delivery and respond to changing external circumstances, in particular
the COVID-19 pandemic.

A transparent, collaborative and inclusive approach was adopted throughout, ensuring engagement
with key stakeholders. The approach to evaluating the potential models of care considered the levels of
human, physical and financial resource expected to be available. Potential models of care were
developed with a focus on the possible options for the future provision of urgent and emergency care
and maternity, neonatal care and paediatrics in Hull, Grimsby and Scunthorpe along with planned care
principles for delivery across the Humber region. In all service areas, the programme focused on
developing models of care that deliver as much care at or close to home as possible. Throughout the
programme all partners have maintained their commitment to provide acute hospital services that are
patient-focussed, safe and sustainable, meeting the needs of our population both now and in the future.

116 The Engagement Timeline in appendix 10.15 provides an overview of the extensive engagement and
involvement undertaken.
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3.2 Stakeholder engagement — our approach

Committees (OSCs) and the Consultation Institute.

people have told us impact upon them and their ability to stay healthy.

provide choice for patients across the Humber.

We have undertaken extensive engagement and involvement activities to help shape and assess the
different potential models of care. Over the course of the programme, more than 12,000 people
have contributed to the design and/or evaluation of the proposals set out in this PCBC. Our pre-
Consultation engagement has been independently reviewed and assured by Overview and Scrutiny

The proposals help to address health inequalities by responding to some of the issues and challenges

The evaluation of the potential options prioritised what people told us was most important to
them, helping to ensure services meet the needs of local people in the future and continue to

A detailed record of the engagement undertaken is provided in the Engagement Timeline.

Summary Box 3.4

Equality
Groups

349

engagements

What Matters
to You: Public

A&E Survey 4,03 1
2:008 to date '9528?5&5, to

responses to
survey

W Birthing Choices -

1,133

Staff Surveys
responses to

746

responses to ED Enter
surveys and View

Young
, P
153 Fachie beste

340

Staff drop-ins _ responses to

257 -

attendees
to date

engagements

Picture 3:A Overview of engagement *7

17 Figures quoted in the diagram were correct as of 12" June 2023.
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3.2.1 Aims and objectives

Involving and engaging stakeholders has played a crucial role in developing the potential models of care
described in this Pre-Consultation Business Case. Engagement activities served to:

e Generate ideas
- Engagement with clinicians, patients and other stakeholders helped us to develop ideas
about what models of care might be possible in the future.
— Clinical and wider engagement also helped us to rule out approaches that would not be
considered possible or safe, for example, due to clinical interdependencies.

e Provide critique and challenge assumptions
- Stakeholder engagement has been invaluable in shaping the underlying assumptions
within the potential models of care and ensuring these are robust and consistently
understood and applied across our health and care system.

e Understand the impact
- Ongoing engagement with clinical teams, patients and the wider public has helped to
build our understanding of the potential impact of each of the potential models of care.
— In particular, this has helped us to understand how impacts might differ between
different population cohorts and in turn may impact upon regional health inequalities.

e Support evaluation
- Engagement and involvement activities helped us to develop a better understanding of
the priorities and preferences of people in our communities and see how these differ
between different population cohorts and staff groups.
— The evaluation framework used to assess the potential models of care was co-designed
through ongoing engagement with stakeholders on priorities and preferences.
- A wide range of stakeholders were involved in evaluating the potential models of care.

3.2.2 Addressing Health Inequalities

Engagement and involvement activities were shaped by early analysis of the potential impacts of any
changes and detailed analysis of the underlying health inequalities within the region. Population
health analysis fed into the published Case for Change and was used to shape the early involvement
work at the start of the programme.

Regularly updated population health and impact assessments underpinned our approach to
engagement, ensuring continued fulfilment of our Public Sector Equality Duty (PSED). Our
engagement programme paid particular attention to ensure those with protected characteristics
under the Equality Act and/or impacted by other health inequalities that exist within the population
were provided with opportunities to be fully involved in the design and evaluation of potential
models of care. This targeted engagement was supported by a Voluntary, Community and Social
Enterprise (VCSE) sector working group, representative groups and trusted intermediaries and was
assured by our Citizen’s Panel.

Summary Box 3.5

In July 2018, a local voluntary sector organisation — Humber and Wolds Rural Action (HWRA) —was
commissioned to undertake targeted engagement with people and groups across the region who may
experience barriers to accessing services or are underrepresented in healthcare decision making. The
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purpose of the engagement was to capture the views of those who face additional barriers to having
their voices heard because of cultural differences, disability, gender or for any other reason. The
majority of engagement was undertaken through existing meetings or group activities, utilising the
network of voluntary and community sector organisations known to HWRA. Participants were drawn
from a wide range of groups including people who are homeless or those at risk of homelessness,
people with learning difficulties and disabilities, gypsy and traveller communities, people with physical
disabilities and/or impacted by poor mental health, young people and people identifying as LGBTQ+.118
In addition to helping to shape the potential models of care, this work also shaped our approach to
engagement, highlighting steps we could take to ensure our work is as inclusive as possible.

Following completion of the Case for Change, a further, more detailed analysis of the potentially
impacted population(s) was undertaken to support planning of the next phase of engagement.!?® Key
target groups that were identified for engagement purposes included the following:

e People living in deprived communities and neighbourhoods (postcode level analysis undertaken)
e Younger mothers (using maternity services), particularly those living in deprived areas

e People who are homeless or in temporary or insecure accommodation

e Migrant populations, including asylum seekers and refugees

e Children and young people, their parents and carers

e People with severe and enduring mental illness

e People without access to digital technology

In planning the engagement, particular effort was made to ensure it was visible and accessible to those
population cohorts facing the greatest health inequalities and undertaken using inclusive methods to
address existing barriers that were identified. This was particularly challenging given the onset of the
COVID-19 pandemic at this time. For example, the impact of digital exclusion was disproportionately
high on those already identified as target populations for involvement either due to lack of
capacity/skills to engage digitally or a lack of resources. A range of measures were put in place to
mitigate against digital exclusion and, more broadly, to ensure wherever possible barriers to
involvement were removed and the programme of engagement was as inclusive as possible. Even in the
height of the pandemic when restrictions on face-to-face interactions were most stringent, we created
opportunities for people without internet access or skills to take part in our engagement. During the
latter part of the programme, when restrictions had eased, engagement activities had a strong focus on
using non-digital methods to boost opportunities amongst those most likely to be impacted by digital
exclusion.

Some of the measures that were adopted included:

e Working with trusted partners to gather feedback and insight on our behalf.

- Utilising voluntary and community sector partnerships to build connections with and
gather feedback from potentially excluded groups (e.g., sex workers, people who are
homeless).

- Working with Healthwatch to undertake ‘Enter and View’ visits of our Emergency
Departments and engage with those using services face-to-face.

e Targeted paid-for advertising on social media.

118 The insight gathered through these discussions is set out in full in the Engagement Report. Humber and Wolds
Rural Action (2020) Humber Acute Services Review — Targeted Engagement Report HWRA Report
119 See Public Health data pack within the document library
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- Utilising detailed postcode analysis to target online surveys and other engagement
opportunities to those living in postcode areas with highest instances of deprivation.

- Targeted promotion of surveys to social media users with specific characteristics in line
with health inequalities analysis (e.g., younger mothers).

e Promoting and facilitating off-line methods of involvement.

- Hosting face-to-face conversations where possible (e.g., hosting a drop-in listening
session at a soft play venue for younger mums).

— Advertising surveys, focus groups and other involvement opportunities in venues still
seeing high footfall of relevant target populations (e.g., posters in children’s centres in
deprived areas).

— Offering all surveys and involvement opportunities in alternative formats such as
telephone calls or paper-based surveys.

e Recognising and seeking to remove barriers to involvement wherever possible.
— Offering all surveys and involvement opportunities in different languages or alternative
formats.

Throughout all our engagement, efforts were focused on ensuring those least able to participate were
included wherever possible.

3.2.3 Clinical, staff and partner engagement

The design and evaluation of options was led by clinical teams from within the two acute hospital
trusts, working with clinicians from primary care, community and mental health to design the
proposed new pathways in and out of hospital. This has ensured that the proposals are based upon a
clear and strong clinical evidence base and have support from clinical commissioners as well as
clinical leads within providers.

Clinical engagement has been critical to the success of the programme.'® For the purposes of this
document, the term ‘clinical engagement’ is used to refer to the involvement of a wide range of health
and care professionals including nurses, midwives, GPs, paramedics, junior and middle-grade doctors,
consultants, social care professionals and allied health professionals (AHPs).

Clinical engagement has been carried out through a number of different forums and using a variety of
approaches, guided and overseen by the programme’s Clinical Design Group. Engagement with
clinicians and other healthcare professionals was undertaken using a range of methods including:

e Workshops (both virtual and face-to-face) — 50 workshops in total

e Face-to-face and virtual drop-in briefing sessions held at a range of times to enable shift workers
to attend and available to watch on demand — 34 sessions in total

e Virtual Question and Answer sessions led by the Trust Chief Executives and Medical Directors —
2 sessions

e Online and paper-based surveys — 1,717 responses

e Online question and answer/feedback portal open to all staff and partners — 47 questions

e Engagement through existing meetings and forums.

120 pyll details of our clinical, staff and partner engagement are provided in appendix 10.3.
89



Humber Acute Services PCBC_v3.1 DRAFT

In addition to the clinical design workshops, we engaged with specific cohorts of staff (e.g., consultants’
conference, nursing workshops, junior doctor’s forum, liaison meetings with union representatives) and
convened workshops with a range of partners to consider specific thematic areas (e.g., mental health,
transport, digital) to help shape the potential models of care. Over the course of the programme these
workshops reached approximately 1,350 clinicians and members of staff from across the Humber
health and care system.!?!

Regular liaison meetings took place with neighbouring health economies and representatives from their
acute services review programmes including Doncaster, Lincolnshire and Scarborough/East Coast, to
gather feedback on assumptions about current and future activity, to share the potential models of care
as they have been developed and to understand the impact of the different potential models of care in
neighbouring areas.

The clinical engagement and co-design process was supported and enabled through a comprehensive
internal communications campaign across both acute trusts and also incorporating partners in primary,
community and mental health care. The aims of the communications campaign were to ensure all
members of staff working within both acute trusts were aware of the change programme, had access to
up-to-date information about the work, could provide feedback and input into the change and knew
how to ask questions if they had concerns or ideas about the programme.

e Information provided on Trust intranets.

e Aregular newsletter (31 issues in total, from June 2021 to January 2023).

e A printed leaflet distributed across both acute trusts targeting staff who don’t or can’t access
digital communications and poster campaign.

Over the course of the programme approximately 1,717 members of staff responded to a survey,
1,366 clinicians and members of staff participated in a workshop, 47 questions were raised through
the portal and the virtual engagement sessions were attended/watched by 1,323 people.?

3.2.4 Public engagement

A strong focus on public, patient and service-user engagement has underpinned the development
of solutions to the challenges set out in the case for change, ensuring the proposals are consistent
with current and prospective patient choice.

Public engagement has been carried out using a wide variety of methods, supported by the
programme’s Communications and Engagement Delivery Group and independent Citizen’s Panel .12

In the context of the COVID-19 pandemic, the public engagement programme had to be flexible and
adapt to rapidly changing circumstances. A co-production approach was adopted throughout,
supporting the design and delivery of engagement activities. In addition, a wealth of other insights work,
undertaken by partners across the region, was drawn upon to inform the development of potential
models of care. Engagement with patients and the public was undertaken using a range of methods
including:

121 petailed reports with outputs from key workshops are included within the Engagement timeline.
122 Figures collated in February 2023, additional engagement has continued and may not be included in the figures.
123 Full details of our public, patient and service-user engagement are provided in appendix 10.6.
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e online and paper-based surveys — 8,402 responses.

e workshops (both virtual and face-to-face) — 21 workshops in total.

e focus groups (both virtual and face-to-face) — 37 sessions in total.

e drop-in listening events — 10 sessions in total.

e engagement via third parties such as voluntary and community sector partners and
representative groups (e.g., Maternity Voices Partnerships, Healthwatch and our Citizen’s
Panel).

During the options development stage, public and service-user engagement focused on the following
key areas to help shape the potential models of care:

e Engagement with women, birthing people and their families about their Birthing Choices to find
out where they would choose to give birth and why to help shape potential models of care for
maternity and neonatal services.

e Engagement with children and young people, their parents, carers and families to find out what
their priorities are and what changes they would like to see to help shape potential models of
care for paediatric services, in particular to ensure we fully understand any impacts of changes
in this area on our younger patients.

e Engagement with people who have used our Emergency Departments to find out more about
their experiences and understand the barriers to accessing alternatives to A&E to help shape
potential models of care for urgent and emergency care services, including getting urgent care
provision outside of hospitals right.

e Engagement with recent patients and those currently awaiting treatment — directly and through
our partnership with Healthwatch — to help understand peoples’ views and perspectives about
accessing planned care services.

e Engagement with a wide range of stakeholders — staff, clinicians, partners, patients, service-
users, the public and their representatives — to understand the needs, priorities and preferences
of different population cohorts. By asking What Matters to You? this engagement has shaped
the potential models of care and the evaluation framework used to appraise them.

Throughout 2022 and early 2023 engagement continued with a particular focus on addressing health
inequalities, taking advantage of opportunities to undertake engagement face to face and reach
communities who may have struggled to engage during the height of the pandemic. This engagement
supported evaluation of the potential models of care and has been used throughout to develop and
refine the Integrated Impact Assessment.**

The public engagement and co-design process was supported by a wide-ranging communications
campaign utilising a variety of channels, adapted to the relevant audience for each activity, including:

e development of a programme website.

e amonthly stakeholder newsletter.

e anonline question portal.

e promotion of activities via social media across all partner organisations and channels, including
the use of paid-for social media advertising.

124 See Integrated Impact Assessment (I1A) — document library.
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e partnership working with Healthwatch, Maternity Voices Partnerships and other service-user-
led groups.
e establishment of a voluntary and community sector liaison group.

Over the course of the programme approximately 8,400 people responded to a survey,
approximately 680 people took part in a focus group or workshop, 15 questions were raised

through the portal and targeted social media campaigns reached approximately 83,670 people.!?

We have been listening to local people
and our staff, to find out what they think.
Some of the things we have heard are:

-~

Getting to and from

hospital is a concern
for many Having the right

Being seen and workforce - and
treated quickly is enough of them -
- v the most is important to staff
i important thing and patients alike

[] 5 for local people
§ :

Children and young people told us
that feeling safe and their physical
surroundings matter a lot to them

Picture 3:B Key themes from engagement

Ongoing engagement with patients, service-users, staff and other stakeholders influenced both the
design and the evaluation of the potential models of care. The table below summarises some of the
ways in which engagement has shaped the programme.?®

What we heard How we responded
You said... We have...
Travel and accessibility are key Mapped all patient journeys by postcode to understand travel
concerns. impact of any potential changes (see section 0) and

established a transport action group to address key areas of
concern (see section 8.4.3).

Being seen and treated quickly was  Focused on developing proposals that will reduce waiting
your number 1 priority. times and speed up diagnosis and treatment by optimising
how we deploy skilled staff and resources (see section 7.1.3).

125 Figures collated in February 2023, additional engagement has continued and may not be included in the figures.
126 Details of the outcomes of the engagement undertaken, including how they have influenced the potential
models of care, are provided in section C of the appendices and in the respective feedback reports.
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Safety is the number one priority Undertaken focused work with clinical teams to review the
within maternity care and safety aspects of different potential models of care and
paediatrics. options for the future (see section 10.4.3.3.1).

Children and young people want to Sought to develop models of care that will support children

feel safe and their physical and young people to stay at home for their care wherever
surroundings matter a lot to them. possible (see section Error! Reference source not found.).
Having the right workforce (and Modelled the workforce requirements for potential future
enough of them) is important to staff models as part of the evaluation process (see section

and patients alike. 10.4.3.3.5). Worked with our teams and local education

providers to explore new roles and ways to improve training
and career development (see section 8.3.4).

Table 3.1 Summary of engagement influence

3.2.5 Wider stakeholder involvement

Ongoing engagement with key stakeholders was undertaken throughout the programme to ensure
that the views, ideas and insights from a wide range of individuals and communities who might be
impacted by any changes to services in the future were understood and taken into account as the
potential models of care were developed.

Members of the team met regularly with elected representatives, leaders and colleagues from partner
organisations and other relevant partnership bodies.?” We also worked hard to establish links with
patient and service-user groups, staff and patient forums and other relevant local groups. Extensive
internal engagement was undertaken with staff from all areas within all partner organisations.

Stakeholder involvement and engagement activities that were undertaken and not covered in the
sections above include:

e liaison meetings with MPs and local councillors.

e regular attendance at Local Authority Overview and Scrutiny Committee meetings (see section
3.3.3.1).

e briefing meetings with Council leaders and cabinets.

e engagement with other elected members.

e regular liaison with NHS England and Improvement (see section 3.3.1).

e regular engagement with representatives from neighbouring health economies.

e engagement with Place Boards, CCG Governing Bodies and committees of the Integrated Care
Board (ICB).

e monthly meetings with voluntary, community and social enterprise (VCSE) sector leaders.

e attendance at Maternity Voices Partnerships (MVP) meetings.

e attendance at a range of patient representative forums.

Ongoing dialogue with stakeholders helped to shape the development and evaluation of the potential
models of care.

127 As far as possible, a log of meetings that took place and the feedback that was raised was maintained. The
Meeting Log can be found within the document library.
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3.3 Assurance

The programme has benefited from extensive involvement of external bodies to provide challenge,
independent assessment and assurance that the models are effective and represent the best
potential solutions to the challenges faced.

The process and the proposed models of care have been reviewed and assured by multiple
external bodies including the Yorkshire and Humber Clinical Senate, the Consultation Institute,
independent clinical experts and NHS England.

3.3.1 NHS England and Improvement Assurance

Assurance from NHS England and Improvement (NHSEI) was undertaken both formally and informally
throughout the programme. NHSEI assurance has helped to ensure there is strategic alignment
between the programme and other work across the region, that appropriate processes have been
adopted throughout and that sufficient progress has been made in the context of continued operational
challenges within the system. Programme team representatives met with NHSEI colleagues on a
fortnightly basis to provide updates on progress of the work and assure the direction of travel and key
milestones.

In addition, a number of reviews have been undertaken that have been pivotal to delivering this Pre-
Consultation Business Case. Following completion of the Case for Change, a review meeting took place
on 18" August 2020 with the Regional Director for NHS England and Improvement, Independent Lead
for the Humber, Coast and Vale Health and Care Partnership (ICS lead) and the Executive leadership of
the programme. The meeting reviewed the progress made to date and agreed next steps for the
programme to get to Pre-Consultation Business Case (PCBC) stage — these included strengthening
governance arrangements and developing a simple narrative to explain the aims and ambitions of the
programme in the context of wider changes to health and care.!?®

Informal stocktake reviews also took place with the Regional Director and ICS leadership in March 2020,
April 2021 and February 2022. These sessions considered key risks and issues and ensured the
programme could take a focused approach to completing proposals for change, in particular by aligning
the approach to developing service change proposals with development of the strategic outline case for
capital investment.

A review meeting with the NHSEI regional team took place in December 2021, to consider and give
feedback on an early draft of this Pre-Consultation Business Case. The feedback and suggestions
provided by NHSEI colleagues were helpful in shaping both the process and the models that have
emerged through it.

An informal review of the proposals by NHS England and the ICB took place in early June 2023. A key
issue identified was that the picture and landscape in relation to maternity services, both nationally and
regionally, has changed significantly and remains dynamic. As such, it was deemed necessary to
decouple maternity and neonatal services from the wider programme proposals in order to undertake a
more comprehensive review of the current provision and future delivery of these services across the full
Humber and North Yorkshire ICB footprint. The extensive engagement that has been undertaken on

128 NHS England (2020) Regional review letter — see document library
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maternity and neonatal care through the Humber Acute Services programme will help to support this
ongoing work across the region.

The Pre-Consultation Business Case (PCBC) was therefore split into two, to enable the proposals for
changes to Urgent and Emergency Care and Paediatric Care to be taken forward for consultation whilst
further work continues to be done on maternity and neonatal services.

3.3.2 External review and challenge

3.3.2.1 Yorkshire and Humber Clinical Senate

Clinical Senates are made up of independent diverse multi-professional experts from a broad range of
health and care professions. They provide independent and impartial advice and guidance on any
proposals for service change to assist in making the best decisions about healthcare for the populations
they represent. The Yorkshire and Humber Clinical Senate has undertaken multiple reviews at key
stages of the Humber Acute Services programme.

e Stage 1 review (January 2020) — initial review of the high-level options responding to the Case
for Change!®

e Stage 2 review (March 2022) — review to appraise the potential models of care and variations,
including the approach to evaluation!*

e PCBCreview (February 2023) — review of the Pre-Consultation Business Case and proposed
options for consultation®3!

In January 2020, the Clinical Senate undertook a review of the Case for Change and early options
development (Interim Options Report). They provided a clinical assessment of the work to date,
commenting on feasibility and sustainability of the high-level options and the extent to which they
addressed the challenges presented in the Case for Change. The Senate provided advice on how to take
forward the development of options and where to focus efforts during the next phase of work.'*? These
recommendations were pivotal in shaping the next steps and development of the potential models of
care.

In March 2022, the Clinical Senate undertook an assurance review of the draft Pre-Consultation Business
Case, providing clinical assurance that the models are sound and evidence-based, are in the best
interest of patients, and will improve the quality, safety and sustainability of care. The Senate provided
feedback and clinical assurance on the models and variations taken through the evaluation process as
well as commenting on the process itself.’33 The feedback was considered as part of the final evaluation
of the potential models of care and helped to confirm the exclusion of certain models (variations) from
the options taken forward for consultation.

129 yorkshire and Humber Clinical Senate (November 2020) Clinical Senate Review of Humber Acute Services on
behalf of Humber, Coast and Vale Health and Care Partnership Senate report
130 yorkshire and Humber Clinical Senate (June 2022) Clinical Senate Review of Humber Acute Services at
North Lincolnshire and Goole NHS Foundation Trust and Hull University Teaching Hospitals NHS Trust on behalf of
The Clinical Commissioning Groups of: NHS Hull, NHS East Riding, NHS North Lincolnshire and NHS North East
Lincolnshire Senate report
131 yorkshire and Humber Clinical Senate (April 2023) Clinical Senate Review of Humber Acute Services on behalf of
Humber and North Yorkshire Integrated Care Board Senate report
132 The recommendations made during this review are set out in appendix 10.5.1.
133 The feedback provided by the Senate panel is summarised in appendix 10.5.2.
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The PCBC review by the Clinical Senate in February 2023, was undertaken to provide an additional level
of assurance that the proposals and options being put forward for public consultation are clinically
viable and will ensure services are more sustainable, support the improvement of health inequalities,
and provide good quality care for the future. The Senate was asked:

1. To provide assurance, from a clinical perspective that the evaluation process has resulted in
clinically viable proposals that ensure services are:
e More sustainable
e Provide good quality of care for the future
e Support the improvement of health inequalities
2. To provide assurance that the assumptions have been fully considered in relation to:
e Demand for services
e Patient flow
e Travel and access for patients and staff
e Impact on neighbouring providers of secondary care
e Impact on interdependent/related services (e.g. ambulance/community/primary care)
3. To provide assurance that the clinical models have taken account of the relevant clinical
interdependencies and whether there is anything that has not been included in the proposed
clinical models, within the current ability of the system to enact, that should be considered.

The Senate provided the highest level of assurance against all three questions posed and highlighted
several areas for further consideration.!3

The Clinical Senate concluded:

v' The options for the future models of care have been designed to address the challenges.

v' The proposals have been developed and refined through a robust process including in depth
clinical input discussions with Clinical Design Groups, specialty project groups, a citizens panel,
focus groups and workshops with elected members, representative groups and other
stakeholders.

v' The proposed model affords the opportunity to consolidate specialised skills and expertise on
one site.

v The proposed models of care are clinically coherent, more sustainable and would provide
quality care.

3.3.2.2 Independent Clinical Advisors

To ensure the development of models of care, service options and assumptions were viable,
independent confirm and challenge was incorporated in the design process by inviting expert clinical
advisors to comment on the work at key stages, within their professional remit.!%

Independent Urgent and Emergency Care clinical leads were engaged to provide an independent
assessment of the models that were in development. This included review sessions with emergency
medicine consultant leads and primary care leads in June and September 2021, who provided an
independent assessment of the shortlisted models, advising on any clinical risks or safety concerns. In

134 The Senate panel feedback is summarised in appendix 10.5.3.
135 The advice, comments and recommendations made and how they have influenced the proposals developed are
detailed in appendices 10.5.5 and 10.5.5.
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addition, they provided advice on future workforce models and technology advancements and
assurance on the planned activity shift into community and primary care.

In July 2021, independent midwifery and obstetric reviews were undertaken in parallel to provide
independent assurance and assessment of the potential models of care being developed for maternity,
neonatal care and paediatrics. The reviews highlighted some of the issues in relation to current service
provision and compliance with standards. They also advised on future workforce models and how the
potential models of care could be delivered safely as well as suggesting potential mitigations for any
scenarios that result in consolidation of obstetric services.

In addition to these reviews, we incorporated expertise, support and advice from regional Operational
Delivery Networks (ODNs) for Neonatal services, Major Trauma and Critical Care. As part of the planned
care elements we also engaged with ‘Getting if Right First Time’ (GiRFT) regional leads for planned care.

3.3.2.3 The Consultation Institute

The Consultation Institute was commissioned in November 2022 to carry out a risk review of the
programme to identify issues and challenges that could compromise best practice and create grounds
for challenge early enough to minimise them. A desktop review of documentation was undertaken in
December 2022, which was supplemented by interviews with key stakeholders during February and
March 2023.

The review was undertaken whilst work was ongoing on a number of aspects of the programme and as
such recognised that some elements of risk have been addressed since the assessment was undertaken.
Overall, tCl did not identify any areas of serious risk from the desk review and concluded that the
Humber Acute Services Programme team has delivered an effective pre-engagement exercise.

The Consultation Institute risk review concluded:

v' “The HASP team has delivered an effective pre-consultation engagement exercise, with
significant engagement having taken place over a number of years in preparation for public
consultation.”

v The pre-consultation business case (PCBC) is robust and contains a clear summary of the work
undertaken to date and there is evidence of influence within this from the public engagement
undertaken.

The review work undertaken will support formal quality assurance of the consultation, which will be
undertaken during the planning and delivery phases of the Consultation.

3.3.2.4 Citizen’s Panel

To ensure our approach to engagement and involvement was effective and meaningful throughout, we
recruited a Citizen’s Panel to provide oversight and independent assurance of the programme and, in
particular, its approach to engagement and involvement. The Panel is made up of citizens from across
the Humber — up to five from each local authority area — who represent a wide range of stakeholders,
patient and public groups, including local voluntary organisations and community groups.

When the panel was established, the four Humber Clinical Commissioning Groups (CCGs) were
responsible for recruiting up to four members from their respective geographical areas to sit on the
Citizen’s Panel and represent the voices of their communities. Humber and Wolds Rural Action (HWRA)

97



Humber Acute Services PCBC_v3.1 DRAFT

was responsible for recruiting the remaining panel members with protected characteristics as part of
their targeted engagement work (see section 3.2.2). This was to ensure that a broad range of views and
perspectives were able to inform and influence the development of potential models of care.

Initially, this approach did not result in a full complement of panel members and the Humber Acute
Services Programme team had to re-recruit a number of times. The panel was periodically refreshed
with new membership over the course of the programme, to ensure new ideas and perspectives were
continually being added. As of September 2022 the Citizen’s Panel had the following representation:

Area / Represented Group Number of Population Cohorts Represented

Panel Members
North Lincolnshire 3 Children with disabilities, deprived communities
North East Lincolnshire 4 People with long-term conditions
Hull 2 Deprived communities
East Riding of Yorkshire 4 People with long-term conditions, parent-carers
Protected Characteristics / 3 Carers, migrants and people from BAME
Health Inclusion groups backgrounds, people with learning disabilities
CCG Lay Member 1

Table 3.2 Citizen's Panel membership

Panel members were involved in designing engagement and communication resources — ensuring
information is presented in a meaningful way, free from jargon — evaluation workshops, focus groups
and other activities to test and challenge our approach. The Citizen’s Panel provided invaluable insight
into the needs and ambitions of our population and helped to ensure patients and service-users were at
the heart of our design process.'*®

3.3.3 Statutory engagement with local authorities

Health scrutiny is a statutory function of top-tier local authorities and is usually discharged through
appointed Health Overview and Scrutiny Committees (HOSCs). HOSCs form part of the overall
accountability and governance arrangements of local health and care systems. The primary aim of
health scrutiny is to act as a lever to improve the health of local people, ensuring their needs are
considered as an integral part of the commissioning, delivery and development of health services.

Current legislation requires NHS bodies to consult with the appropriate local authorities where there are
any proposed substantial developments or variations in the provisions of health services (substantial
service reconfiguration) in the area(s) of a local authority under consideration. Details are set out in the
Local Authority (Public health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.%’

The Regulations also make provision for the establishment of mandatory joint health overview and
scrutiny committees (JHOSC) where NHS bodies plan to consult more than one local authority in relation
to any specific proposed substantial service reconfiguration. Plans around the establishment of a formal
JHOSC are being developed, in line with plans for consultation on the potential models of care (see
chapter 9).

136 A summary of the work undertaken by the Citizen’s Panel, details of the outputs and the impact of their
involvement in provided in appendix 10.14.
137 HM Government (2013) The Local Authority (Public Health, Health and Wellbeing Board and Health Scrutiny)
Regulations the Regulations
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Future legislative requirements around local authority health scrutiny powers may change as part of the
formalisation of Integrated Care Systems / Boards and is being kept under close review. In the
development of this Pre-Consultation Business Case we have followed the existing legislation and
continue to adhere to the Regulations until such time that these may be superseded. Working with our
local authorities, we will respond accordingly to any changes to the legislative framework governing the
Humber Acute Services Programme.

3.3.3.1 Overview and Scrutiny Committees

Regular and proactive engagement with the four constituent local authority Health Overview and
Scrutiny Committees (HOSCs) has been an important aspect of our ongoing engagement in developing
the potential models of care in this PCBC.!3 Updates on the progress of the Programme have been
provided, with regular attendance at formal committee meetings, written briefing papers and a series of
informal engagement workshops, which formed part of the What Matters to You? engagement
programme (findings from which are included in the feedback report).**

During 2021 we extended our engagement to include Lincolnshire County Council’s Health Overview
and Scrutiny Committee — to reflect the flow of patients from parts of Lincolnshire County, particularly
communities in Mablethorpe and Louth, many of whom would routinely access hospital services at
Diana, Princess of Wales Hospital in Grimsby.

In November 2021, we outlined the ambition to formally consult with the public on potential clinical
models in Summer 2022 (subject to the associated governance and assurance processes) and advised
HOSCs that we have started to develop our plans for consultation. We also signalled our intention to
seek views on draft plans for consultation from relevant HOSCs ahead of launching the consultation.

Our ongoing engagement with Local Authority health scrutiny committees highlighted a number of key
areas of focus which were either added to or undertaken in greater depth as part of the programme.
These key themes and how they influenced the development of proposals are summarised in appendix
10.5.6. Feedback gathered through engagement with OSCs has helped to shape the potential future
models of care as well as the engagement approach undertaken through the programme.

The Overview and Scrutiny Committees of the Humber Local Authorities have:

v' Been involved in developing the evaluation framework — through What Matters to You?
workshops.
v Reviewed and provided assurance on pre-Consultation engagement activities.

In addition to engaging formally with top tier local authorities through current and proposed future
scrutiny arrangements, we are continuing to develop our involvement mechanisms across the region to
ensure our consultation approach will include dialogue with the relevant district councils within
Lincolnshire County and, where they exist, parish councils across the Humber in recognition of the
important role these local democratic bodies play in representing the people living within their local
areas.

138 Fyll details of meetings attended, and issues raised, are provided in appendix 10.5.6.
139 HAS Programme (2021) What Matters to You? Public, Staff and Stakeholder Engagement Feedback Report

WMTY Report (pp.37-43)
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The Humber Acute Services Programme is a hugely complex programme of change, seeking to
design the optimum way to organise services for the future. In order to ensure the potential models
of care for the future proposed represent the best possible solutions for the local population, the
process to develop them has involved a wide range of internal and external stakeholders over a
number of years.

The process has been iterative and responded to feedback, suggestions and ideas throughout.

By undertaking a robust process with extensive engagement and involvement, we can demonstrate
compliance with the key tests for service change and ensure the proposals will deliver
improvements for patients and service-users:

* Extensive (c12,000 people) engagement of patients, the public, staff
and other stakeholders in design of proposals.
* Ongoing involvement of public representatives and OSCs.

Strong public and
patient engagement

Consistency with * Extensive cI.|n|caI and publl.c'engage.ment in design, reflects
understanding of communities and impact of any changes on

current and :
choice.

pro‘spectlve. need for * Detailed population health analysis underpins modelling and
patient choice engagement.

* Extensive clinical involvement in design and evaluation of

Clear, clinical proposals.
evidence base * Models of care reviewed by Clinical and Professional Leaders

Group, Clinical Senate, ODN and other independent clinical experts.

Support for proposals * CCG/ICB (clinical and managerial) involvement in development and
from clinical evaluation of proposals
commissioners

In addition, the strong collaborative working across the system will ensure necessary out of hospital
enabling changes will be delivered in line with in hospital changes to deliver reduced length of stay
and reduced admissions to hospital through pathway changes both in and out of hospital.

As demonstrated through the Clinical Senate review, the proposed models of care are clinically
coherent, more sustainable and would provide quality care.

The next chapter describes the change proposals and the alternative solutions that were considered
as part of the options development and evaluation process.

Summary Box 3.6
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Proposals for the Future
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4. Proposals for the Future

To improve the quality and safety of services and make sure they are sustainable into the future, we
propose that some specialist services at our hospitals in Northern Lincolnshire (Diana Princess of
Wales Hospital, Grimsby and Scunthorpe General Hospital) should be consolidated and in future be
delivered from just one site.

The following specialist services would be consolidated at a single hospital in Northern Lincolnshire:

e Trauma Unit

e Specialist Medical Inpatients — gastroenterology, cardiology, respiratory (>72 hours)
e Acute Surgery Inpatients (>24 hours or requiring overnight surgery)

e Paediatric Inpatients (>24 hours)

We propose that other services, including urgent and emergency care for most patients, should
continue to be provided as locally as possible and should remain at both hospitals.

The following services would continue to be provided at both hospitals in Northern Lincolnshire and
are out of scope for the proposed changes:

e Urgent and emergency care from a 24/7 Emergency Department, assessment unit and short
stay (up to 72 hours)

e Day case emergency surgery

e longer stay inpatient care for elderly and general medical patients

e Paediatric Assessment Unit (up to 24 hours)

e Maternity and neonatal care

e Planned care services, including surgery, diagnostics and outpatient services (some of which
may be provided in a community location e.g. GP surgery or Community Diagnostic Centre)

Services at Hull Royal Infirmary (HRI), Castle Hill Hospital (CHH) and Goole and District Hospital (GDH)
would continue as is.

The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

To maximise the benefits of these proposed changes and help as many people as possible to avoid
going to hospital if they don’t need to, a number of supporting changes both in and outside of
hospital would be put in place across the Humber.

Based upon the detailed financial affordability analysis, only one of the two site scenarios — where
the specialist services are provided at Diana Princess of Wales Hospital, Grimsby (DPoW) — can be
delivered within the capital available to the system and therefore is the recommended site option.

This chapter provides an overview of the proposals and outlines a number of potential alternative
solutions that were evaluated and discounted. More detailed descriptions of the proposals for each
service area — including new integrated pathways with out of hospital — are provided in chapters 5
and 6.

Summary Box 4.1
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4.1 Background

In line with the principles established at the outset of the programme, the development of solutions has
been clinically-led and evidence-based. A wide range of potential solutions was considered, ranging
from creating a single Urgent and Emergency Care hospital for the whole of the Humber population,
splitting all hospital activity on the south bank of the Humber to provide all unplanned services (urgent
and emergency care, maternity, neonatal care and paediatrics) at one hospital and all elective care
(planned care) at the other, to consolidating a range of services at one hospital on the south bank but
retaining the three existing Emergency Departments.

The process to develop the potential models of care took place over 18 months and involved extensive
engagement with clinicians, staff, patients, the public and other stakeholders and is set out in detail in
appendix B. Detailed work was undertaken in parallel to design new Humber-wide pathways of care
that would reduce reliance on hospital-based care, improve responsiveness of services and meet the
needs of the local population better.

Beginning with a long list of around 120 potential models of care, these were reduced through an
iterative process to three potential models of care!®® and a short list of 15 potential site-specific
solutions — including different combinations of service models for urgent and emergency care,
paediatrics, maternity and neonatal care. The evaluation process reduced the short list further to the
proposed model of care described within this business case.'*

The proposed model of care was evaluated against both scenarios with specialist services being
provided at either Diana Princess of Wales Hospital, Grimsby (DPoW) or Scunthorpe General Hospital
(SGH). Financial analysis looked at the ongoing revenue impact of each model versus the cost of doing
nothing (BAU) and also considered the capital investment that would be required to deliver the models
in each of the potential site options.

Based upon the capital affordability analysis, only one of the two site scenarios — where the specialist
services are provided at Diana Princess of Wales Hospital, Grimsby (DPoW) — is viable as it can be
delivered within the capital available to the system.

Short list of 15
models/variations
evaluated

Initial long list of
120 potential
models of care

Clinically viable
models/
variations

Proposals for
consulation

This business case recommends taking these proposals for change through a formal public consultation
process to gather views on the preferred way forward, to develop a better understanding of the
potential impacts of the proposed changes and co-produce mitigations with those most likely to be
impacted by the proposed changes. Given the significant challenges within current hospital services, it is
essential that the system can move forward with changes to ensure services can remain clinically safe
and sustainable in the medium and longer term.

140 petailed descriptions of the potential models of care are provided in appendix 10.3.6.
141 The evaluation process undertaken is detailed in appendix 10.4.
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1 Vision for the future

Working with clinicians, patients, service-users and other stakeholders, we defined an overarching vision

that

describes — at a very high level — how services will look in the future and what will be different as a

result of any proposed changes to models of care.

v" Everyone across the Humber will have access to the best possible healthcare and opportunities
to help them live healthy, happy lives.

v" People will only use hospitals if they really need to.

v" More care and treatment people need will be offered in other places — e.g. GP surgeries, at
home or on the high street.

v" Care will be provided by a flexible, committed and valued workforce, who will be supported to
deliver the best care.

v" Local people will be able to access state of the art treatments from highly skilled, specialist
staff.

v" The use of technology — where appropriate — will be an increasingly important feature in the
delivery of care and treatment and we will support people to make the most of the
opportunities digital can bring.

Summary Box 4.2 Vision for the Future

Delivering this vision requires all parts of the health and care system to change, not just the core
hospital services described in this business case.

4.2

4.2.

Summary of proposals and benefits

1 Humber-wide pathway changes

In order to improve the efficiency and effectiveness of current hospital services across the Humber,
promote integration with services provided outside of hospitals and provide more streamlined care
for patients, a number of proposed pathway changes were developed.

Proposals were designed in collaboration with partners from across the health and care system and
align with other system plans.

The proposed pathway changes are set out in more detail in the following chapter, as they relate to

each service area (see sections 5.2, 5.3 and 7.1.3). Broadly they include:

Clinical assessment closer to home to reduce conveyance rates to hospital and help more people
to access the right service, first time.

Co-located urgent care service (UCS) within the Emergency Department (ED). To treat people with
more minor injuries and illnesses more quickly and reduce pressure on the ED.

Integrated acute assessment model (IAAU) and same day emergency care (SDEC) to improve flow
within the hospital and reduce overall levels of acute inpatient admissions.

Integrated frailty services across all localities in the Humber to provide more proactive support for
people who are frail and help them to stay well and avoid injuries (e.g. falls).
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e Virtual wards, Hospital at Home and other innovative approaches that will bring more care that is
currently provided within our hospitals to peoples’ own homes.

e New staffing models across a range of services, including the development of new roles to provide
long-term sustainable solutions to our workforce challenges.

e Improved use of digital to support remote monitoring, provide more responsive services (e.g.
patient initiated follow-up) and reduce the overall need for patients to travel to hospital.

What happens now
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v Patients with urgent care needs will be seen and treated more quickly.

v’ Services will be easier to navigate for the public, helping to reduce
inequalities and barriers to access.

v' Emergency services will be less pressured and able to treat emergency
patients more quickly.

v" More efficient EDs will reduce ambulance handover delays.

v" Improved SDEC and Acute Assessment will support a reduction in
emergency admissions.

v" Proactive support in the community, including integrated frailty services,
will reduce emergency admissions.

v" Improved continuity of care and patient experience.

v" Reduced length of stay in hospital.

v Reduction in demand for ambulance service and Emergency Department

v/ Patients can get directly to the service they need and by-pass the

Emergency Department.

v Adults and children can have shorter hospitals stays or avoid them
altogether and be investigated and treated at home instead.

v" People will be able to manage their own conditions better and go to
hospital less often for check-ups.

v" Improved outcomes for patients (reduced Hospital Acquired Infection /

HUMBER-WIDE PATHWAY CHANGES

deconditioning etc.).
v'  Better utilisation of theatres and more efficient workflow.
v' Reduced waiting time for patients.

Figure 4.1 summary of benefits (Humber-wide pathway)*#?

142 The benefits of proposed pathway changes are set out in more detail in sections 0, Error! Reference source not
found. and 7.1.5.
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4.2.2 Proposals for reconfiguration of services

To improve the quality and safety of services and make sure they are sustainable into the future, we
propose that some specialist services at our hospitals in Northern Lincolnshire (Diana Princess of
Wales Hospital, Grimsby and Scunthorpe General Hospital) should be consolidated and in future be
delivered from just one site.

The following specialist services would be consolidated at a single hospital in Northern Lincolnshire:

e Trauma Unit

e Specialist Medical Inpatients — gastroenterology, cardiology, respiratory (>72 hours)
e Acute Surgery Inpatients (>24 hours or requiring overnight surgery)

e Paediatric Inpatients (>24 hours)

We propose that other services, including urgent and emergency care for most patients, should
continue to be provided as locally as possible and should remain at both hospitals.

The following services would continue to be provided at both hospitals in Northern Lincolnshire and are
out of scope for the proposed changes:

e Urgent and emergency care from a 24/7 Emergency Department, assessment unit and short
stay (up to 72 hours)

e Day case emergency surgery

e Longer stay inpatient care for elderly and general medical patients

e Paediatric Assessment Unit (up to 24 hours)

e Maternity and neonatal care

e Planned care services, including surgery, diagnostics and outpatient services (some of which
may be provided in a community location e.g. GP surgery or Community Diagnostic Centre)

Services at Hull Royal Infirmary (HRI), Castle Hill Hospital (CHH) and Goole and District Hospital (GDH)
would continue as is.

4.2.3 Site selection

The proposed model of care was evaluated against both scenarios with specialist services being
provided at either Diana Princess of Wales Hospital, Grimsby (DPoW) or Scunthorpe General Hospital
(SGH). In all the options considered, services at Hull Royal Infirmary (HRI), Castle Hill Hospital (CHH) and
Goole and District Hospital (GDH) would continue as is.

The detailed evaluation considered:

e The potential of different models of care to deliver national standards — with a focus on quality
and safety.

e The need to maximise the skills of our existing workforce and the potential of different models
of care to support plans to develop new skills and roles and build a resilient local workforce.

e The need to ensure that patients have access to local services for regular and ongoing care.

e The need to make best use of more specialist skills and maximise clinical time available to see
and treat patients.
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e The need to deliver longer-term more sustainable services which are an improvement on the
current models of care.

e The need to deliver financial savings aligned with the need for any future model to be affordable
from an internally funded capital pot.

The only option that has been identified as viable is to consolidate these specialist services at Diana
Princess of Wales Hospital, Grimsby.

Services should be consolidated at Diana Princess of Wales Hospital, Grimsby (DPoW) because:

e Itis the only option that satisfies the NHSE financial requirement to fund capital investment
internally. 1*

e Based upon the capital affordability analysis, only one of the two site scenarios — where the
specialist services are provided at Diana Princess of Wales Hospital, Grimsby (DPoW) — can be
delivered within the capital available to the system. The capital cost to deliver this site option is
c.£25m, whereas the cost to deliver the site options where services were consolidated at
Scunthorpe would cost ¢.£89m, which cannot be delivered from internal capital resources.'**

There are some additional advantages to consolidating services at DPoW rather than Scunthorpe,
including:

e The travel analysis highlighted that it is closer to more patients from deprived areas, who would
otherwise have to travel further, and DPoW provides services for many deprived communities
living on the East Lincolnshire coast.

- Overall, fewer people would be impacted by having to travel to a different hospital site
(c.20 per day, compared to c.22 per day if services were consolidated at SGH — based on
post code analysis to nearest service).

- Overall, fewer people would be impacted by longer journeys to hospital (c.10 per day,
compared to c.13 per day if services were consolidated at SGH — based on post code to
nearest site).

e The ambulance travel and journey time mapping has highlighted that it has the least impact on
ambulance services, requiring only % of a Dual Crewed Vehicle extra, which could be delivered
through productivity/efficiency improvements in the emergency care pathways.

Based upon the capital affordability analysis, only one of the two site scenarios — where the
specialist services are provided at Diana Princess of Wales Hospital, Grimsby (DPoW) — can be
delivered within the capital available to the system and therefore is the recommended site option.

The proposed changes would bring significant benefits, delivering improvements to clinical
effectiveness, workforce sustainability and quality of care across services. Making changes to services
will reduce waiting times, improve access and help to tackle underlying health inequalities by improving
quality and effectiveness of the care provided across our hospitals.'#®

143 The evaluation process and detailed outcomes are set out in detail in appendix 10.4.3.

144 Details of the financial analysis undertaken are provided in section Error! Reference source not found..

145 The benefits of the proposed models are provided in more detail in sections Error! Reference source not found.
and 6.4.7.
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All the potential options considered would result in some patients having to travel further for care. The
proposed model has the lowest travel impact of all the potential options considered. To mitigate against

any adverse impacts, travel and transport plans are being developed to support the proposals and will
continue to be developed and refined through consultation, decision-making and implementation.

This pre-consultation business case proposes statutory public consultation on the proposed new model
of care and variations to gather information on the potential impact of the proposals to support
decision-making on the best way forward for acute hospital services across the Humber. The
consultation will seek views from staff, patients, the public and other stakeholders. Public consultation
will enable us to develop a better understanding from those who may be impacted by the changes of
what the changes would mean for them and how the impacts will differ under each of the potential
options. In addition, we will also be seeking suggestions and ideas for mitigations against any potential
negative impacts for our patients, service-users, staff and those who care for and support patients.

4.2.4 Summary of changes, benefits and impacts

The proposed models of care have been assessed by the Clinical Senate, who have confirmed they will
provide better, more sustainable services for our population. The models of care have also been
subject to a rigorous travel and transport mapping exercise aligned to a comprehensive Integrated
Impact Assessment.!4®

Proposal

The proposed configuration
for urgent and emergency
care and paediatric
services, would:

gained from the recent
£58m investment in
our Emergency
Departments.

Change

Co-located Urgent Care Services
would be developed within the
Emergency Departments to enable
patients with minor illnesses or
injuries to be streamed away from
ED and treated appropriately within
and Urgent Care pathway.

Benefit

Over 300 people a day who
attend our Emergency
Departments would be seen
and treated more quickly
within an integrated Urgent

Care Service across our hospital

sites.

Scunthorpe General Hospital and
require trauma services would be
transferred to DPoW.

v retain 24/7 Emergency
Departments in their Trauma services for Northern The centralisation of trauma
current three locations | Lincolnshire patients would be services would provide access
(Hull, Grimsby and provided at Diana Princess of Wales | to more specialty skills on the
Scunthorpe). Hospital, Grimsby (DPoW), with Hull | Acute hospital site 24/7 and

v deliver a range of Royal Infirmary (HRI) remaining as allow for more rapid patient
benefits — improving the regional Major Trauma Centre intervention potentially
quality and (MTC). Patients would be taken by | reducing length of stay and
sustainability of ambulance directly to DPoW or HRI | improving the experience for
services. Hospital based on their clinical patients.

v" maximise the benefits needs. Patients who self-present to

It is estimated this change may
impact up to 2 patients per day,

which could be mitigated
though improved ambulance

transfer protocol and advice and

guidance for crews prior to
conveyance.

146 Detailed outputs are provided in appendices 10.16 to Error! Reference source not found. and contained within
the document library.
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Speciality inpatient services
(Gastroenterology, Cardiology and
Respiratory) for Northern
Lincolnshire patients who require
admission post-72 hours or require
a higher level of specialist clinical
input would be provided at Diana
Princess of Wales Hospital, Grimsby
(DPoW).

We would be able to provide
specialist dedicated 7-day per
week care for gastroenterology,
cardiology and respiratory
medicine improving the quality
of patient experience, reducing
our lengths of stay and
supporting patients to go home
more quickly.

It is estimated that the number
of patients requiring transfer for
specialist care would be up to 3
per day. This could be mitigated
and potentially reduced as
many patients could be cared
for via a General Medical
Physician or Geriatrician on site
with specialist in-reach.

Emergency surgery would be
provided across all sites, but on a
day case basis at Scunthorpe
General Hospital. Northern
Lincolnshire Patients requiring out
of hours surgery or an acute
surgical admission for >24 hours
would be treated at Diana Princess
of Wales Hospital, Grimsby (DPoW).

The consolidation of emergency
surgery with 24/7 teams
including surgeons, theatre
teams, nursing staff on the
Acute site will reduce out of
hours on-call and support
future sustainability of
workforce.

This could impact up to 6
patients per day. A proportion
of these patients could be seen
and treated on a day case basis
(e.g., fractured hip pathway)
and therefore the daily impact
should be less as surgical
pathways and protocols change
in line with the model of care.

Paediatric inpatient care would be
provided at Diana Princess of Wales
Hospital, Grimsby (DPoW) for
Northern Lincolnshire patients.
Children and young people could
continue to attend their local
hospital Emergency Department as
required and be treated in the
Paediatric Assessment Unit.

Children in Scunthorpe who require
admission post-24 hours would be
transferred to DPoW for ongoing

The consolidation of Paediatric
inpatient services would
improve training and
development opportunities and
support the future
sustainability of the workforce.

We estimate that this may
impact on up to 2 patients per
day. This could be reduced as
the Hospital at Home model of
care for paediatric cases
becomes embedded. Hospital at
Home has been seen in its pilot
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care supported by a dedicated team | form to reduce the need for
to ensure safe transfers. admission and support earlier
discharge, reducing length of
stay.

Table 4.1 Summary of changes, benefits and impacts

The proposed new models of care would deliver a range of benefits.
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Ability to deliver clinical standards across a range of services.
Improved ability to recruit and retain skilled workforce.

Helps to address workforce challenges.

Increased confidence in patients — access to specialist teams.
Competency of staff in dealing with more complex cases improves.
More resilient services, less likely to be impacted by key staff leaving.
Opportunities to create more specialist teams.

Improved quality of care.

Supports continuation of specialist services (e.g. Neonatal Intensive Care
Unit) in the region.

Provide responsive services 24/7, with local access maintained.
Swifter discharge of patients working with local authorities and social
care.

Fewer cancelled operations and reduction in waiting times for
treatment.

Reduced waiting times and better outcomes for patients.

Figure 4.2 summary of benefits (clinical model changes)
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4.3 Discounted alternative solutions

A number of potential alternative solutions were also considered. Following extensive engagement
and evaluation, a number of these were discounted because they were not considered to be viable
solutions to the challenges faced across the Humber.

Potential models of care

Nl

* Impact on neighbouring
health economies.

* High number of secondary
transfers => poor patient

Travel time for patients.
Impact on ambulance
services.

Difficulty recruiting
support workforce (bands
1-4).

experience and outcomes.
Impact on ambulance
services and staffing
requirements for transfers.
Potential to worsen delayed
discharges.

* Potential to widen health L e e e e e - ———
inequalities.
____________ 4
Consolidating Care of the
== === -——— Elderly & General Medical IP
I New hospitalfor ¥, ¢ = & = S —-—-—-—-—-—-—-—-—--=== -

I Northern Lincolnshire
(.

Time-limited Paediatric |
Assessment Unit

|
| Complete Planned /
1 Unplanned split

Safety concerns associated
with paediatric walk-ins to ED
out of hours.

* High number of potential

secondary transfers
\/ bommmmmmooiooo- !

Proposed Changes for
Consultation

* Impact on neighbouring !
health economies. :
Travel time for patients.
* Impact on ambulance 1
services. |

Figure 4.3 Summary of discounted alternative solutions

111



Humber Acute Services PCBC_v3.1 DRAFT
Chapter 4 — Proposals for the Future

4.3.1 Splitting all Planned and Unplanned Care in Northern Lincolnshire

One of the possible scenarios considered was to adopt the same model on the south bank of the
Humber as on the north bank by providing all emergency and unplanned care, maternity, neonatal and
paediatric services at one Northern Lincolnshire hospital and all planned care at the other. On the north
bank, Hull Royal Infirmary (HRI) provides the vast majority of urgent and emergency and acute care
services with an Emergency Department and acute specialties delivered on site (with some limited
exceptions, e.g. cardiology and urology) and Castle Hill Hospital (CHH) functions as a separate elective
centre providing planned care on an inpatient and day case basis. Both hospitals are specialist centres
and provide a range of additional specialist/tertiary services (e.g. Major Trauma Centre at HRI and the
regional Cancer Centre at CHH). ¥

A similar approach — splitting all planned and unplanned care was considered with either Scunthorpe
General Hospital or Diana Princess of Wales Hospital, Grimsby providing Acute (unplanned) care and the
other site providing Elective (planned) care.#®

During our engagement, this model was the preferred approach of many clinicians, in particular
surgeons, due to the significant benefits it could bring in relation to delivering more effective and
efficient planned care. In the April 2022 review, the Clinical Senate also identified a number of
important benefits of this model.}* The key benefits of having a separate, dedicated elective hospital
included:

e Ability to deliver clinical standards and best practice through consolidated workforce.

e Ability to deliver constitutional standards, particularly for planned care and diagnostics.

e More effective deployment of workforce.

e Reduced risk of planned activity being cancelled due to demand on emergency services.

e Reduces/eliminates the need for secondary transfer of patients as all acute patients would go
directly to the Acute hospital site because there would be no Emergency Department on the
Elective site.

However, this model also had significant impacts on patients, staff and neighbouring providers that
were considered too great for the model to present a viable solution for the region. These key negative
impacts included:

e Significant displacement of activity to neighbouring health economies (particularly in the
scenario where all unplanned care services were provided at DPoW) — potential to destabilise
Doncaster’s Emergency Department.

e Significant additional travel for a large number of patients (particularly in the scenario where all
unplanned care services were provided at Scunthorpe) — long distances for population on the
Lincolnshire Coast to travel to access an Emergency Department.

147 Full details of the evaluation process that was undertaken and the outputs used to discount alternative
potential models of care are provided in appendix 10.4.
148 This model of care (described at the options development stage as the Acute/Elective model) is explained in
section 10.3.6.1.2 and details of the impacts can be found in section D of the appendices.
149 yorkshire and Humber Clinical Senate (June 2022) Clinical Senate Review of Humber Acute Services at
North Lincolnshire and Goole NHS Foundation Trust and Hull University Teaching Hospitals NHS Trust on behalf of
The Clinical Commissioning Groups of: NHS Hull, NHS East Riding, NHS North Lincolnshire and NHS North East
Lincolnshire Senate report
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4.3.2 Consolidating General Medical and Care of the Elderly Inpatient Services

In addition to the services proposed to be consolidated, another variation of the model was considered
during the model development and evaluation stage. In this variation all inpatient care, including Care of
the Elderly and General Medical inpatient beds, (post-72 hours) would be consolidated at one hospital
for Northern Lincolnshire. '

Whilst this potential solution did offer some additional benefits, for example greater potential for
consolidation of workforce and delivery of key clinical standards, it was discounted for a number of
reasons, most notably concerns from clinicians and patient representatives about the impact of
secondary transfers on acutely ill, frail and elderly patients. These concerns were also reflected by the
Clinical Senate in their review of the potential models of care.’®® The detailed modelling quantified the
number of elderly and/or frail patients requiring a secondary transfer for a Care of the Elderly/General
Medical bed as between 4,581 and 5,223, which equates to around 12-14 additional transfers per day
on average (depending on where the service was located).

In addition to the potential negative impact of the journey itself on the patients, the large number of
transfers required would have a significant impact on ambulance services (see 0 for details) and staffing
required to support transfers. In addition, consolidating inpatient services for frail and elderly patients
would have a number of negative knock-on effects, which were highlighted through our ongoing
engagement and dialogue. This includes, making it harder and more costly for family members to visit
and support relatives as well as making it more difficult to coordinate with social care services across
multiple local authorities to put in place packages of care and support swift discharge from hospital.

4.3.3 Operating a Time-Limited Paediatric Assessment Unit (PAU)

A further variation that was considered and modelled within the paediatrics workstream was the
potential scenario to operate the Paediatric Assessment Unit on a time-limited basis only, closing
overnight when attendances were likely to be lowest. This variation was considered during the first step
evaluation process and not carried forward for further evaluation through step two.

This model was considered because it could potentially reduce the staffing requirements within the
paediatric service, by only requiring paediatric cover for 14 hours a day rather than 24/7. This would
represent a further improvement to the workforce situation within paediatrics. Nevertheless, it was
noted by clinicians involved in the evaluation that paediatricians would still be required on-site to
support with neonatal care and so the gains would not be realisable if maternity and neonatal care
continued to be provided.

A further consideration was that a significant proportion of paediatric patients attending the PAU are
seen, treated and discharged within 24 hours. If the PAU was only operating with limited hours, a
significant number of children would need to transfer to the other hospital for care lasting <24hours,
causing significant additional stress to the children and their families for relatively little gain. With the
introduction of virtual wards and hospital at home the number of children who can be discharged within
24 hours of admission could potentially be increased further still.1> Some clinicians also raised concerns

150 The evaluation process and outputs are covered in more detail in appendix 10.4
151 yorkshire and Humber Clinical Senate (June 2022) Clinical Senate Review of Humber Acute Services at
North Lincolnshire and Goole NHS Foundation Trust and Hull University Teaching Hospitals NHS Trust on behalf of
The Clinical Commissioning Groups of: NHS Hull, NHS East Riding, NHS North Lincolnshire and NHS North East
Lincolnshire Senate report
152 see section Error! Reference source not found. for further details of the Hospital at Home model.
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that the model could pose safety implications for children or young people presenting to the Emergency
Department out of hours when the PAU is closed and not having access to paediatric trained staff.

4.3.4 A new hospital for Northern Lincolnshire

Another potential idea that was raised through our ongoing engagement was to build a new hospital for
Northern Lincolnshire in a location half-way between the existing hospitals in Grimsby and Scunthorpe
and consolidate most or all of existing hospital services onto that site. Different variations of this idea
have been proposed in previous programmes to look at hospital services across the Humber and
throughout our engagement this was a very popular idea amongst clinicians as well as patient and public
representatives.

The key benefits and reasons why this model was particularly popular include:

e Ability to deliver clinical standards and best practice through consolidated workforce.

e Ability to deliver constitutional standards, particularly for planned care and diagnostics.

e More effective deployment of clinical workforce.

e Easier for the public to understand (everything is in one place).

e Reduces/eliminates the need for secondary transfer of patients as all acute patients would go
directly to the new hospital — there would be no Emergency Department at either of the existing
hospital sites.

e A new, purpose-built facility could bring additional benefits:

o More efficient services (digitally enabled ‘Smart’ hospital).
o More attractive to staff.
o More pleasant surroundings for patients.

However, this potential solution also had significant impacts on patients, staff, neighbouring providers
and the local economy that were considered too great for the model to present a viable solution for the
region. These key impacts included:

e Significant displacement of activity to neighbouring health economies — potential to destabilise
Doncaster’s Emergency Department.

e Significant additional travel for a large number of patients.

o Difficulty recruiting sufficient support workforce (including estates and facilities staff and other
ancillary services, who mostly live within 2 miles of existing sites).

e Potential to widen health inequalities — those from most deprived communities and other
health inclusion groups would face the biggest barriers accessing an ‘out of town’ site.

e Negative impact on local economy in Grimsby and Scunthorpe by taking a large number of jobs
out of the towns.

Additionally, the level of capital funding required for this scale of clinical change and redevelopment is
not available within the required timescales to address the pressing issues and urgent challenges within
services today, meaning this is not a viable option to take forward for public consultation.
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The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

The proposals outlined in this business case address the key challenges set out within the case for
change:

e Changing population needs.

e Poor performance and not delivering clinical or waiting time standards.
e Workforce shortages and skills gaps.

e |nadequate buildings, equipment and digital infrastructure.

o Inefficient or unsustainable models of care.

The proposed changes would deliver more effective services that are better able to meet the
changing health needs of our population. They make better use of the workforce we have and
enable us to develop more effective staffing models in the future and create attractive career
prospects for our current and future workforce. The proposed changes have been designed to
support delivery of clinical standards in areas where services are currently falling short, improve
clinical outcomes for patients and help to reduce inequalities of access and outcomes.

To maximise the benefits of these proposed changes and help as many people as possible to avoid
going to hospital if they don’t need to, a number of supporting changes both in and outside of
hospital would be put in place across the Humber.

More detailed descriptions of the proposals, benefits and impacts for each service area — including
new integrated pathways in and out of hospital — are provided in chapters 5 and 6.

Summary Box 4.3

115



Humber Acute Services PCBC_v3.1_DRAFT
Chapter 5 — Humber-wide Pathway Changes

Chapter 5

Humber-wide Pathway Changes

Detailed proposals, benefits and impacts
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5. Humber-wide Pathway Changes

To maximise the benefits of the proposed changes and help as many people as possible to avoid
going to hospital if they don’t need to, we have worked with colleagues across the health and care
system to design a number of supporting changes that would be put in place across the Humber.

e (linical assessment closer to home to reduce conveyance rates to hospital and help more
people to access the right service, first time.

e Co-located urgent care service (UCS) within the Emergency Department (ED). To treat people
with more minor injuries and illnesses more quickly and reduce pressure on the ED.

e Integrated acute assessment model (IAAU) and same day emergency care (SDEC) to improve
flow within the hospital and reduce overall levels of acute inpatient admissions.

e |ntegrated frailty services across all localities in the Humber to provide more proactive support
for people who are frail and help them to stay well and avoid injuries (e.g. falls).

e Virtual wards, Hospital at Home and other innovative approaches that will bring more care that
is currently provided within our hospitals to peoples’ own homes.

e New staffing models across a range of services, including the development of new roles to
provide long-term sustainable solutions to our workforce challenges.

o Improved use of digital to support remote monitoring, provide more responsive services (e.g.
patient initiated follow-up) and reduce the overall need for patients to travel to hospital.

We recognise that we can only deliver the models of care successfully if there are changes in how
we provide care outside of hospitals too. We have worked with Place and ICB teams to map the
programmes that are underway and identify those which we need to support implementation of
the proposed model of care. We are working together on five priority projects, which will help to
ensure the proposed new models of care are successful.

The key benefits of improved pathways of care in and out of hospital include:

v Simpler access for public — ensuring more people get the right care, first time.

Faster assessment, treatment and discharge and reduced ambulance handover delays.
Make the best use of skilled workforce — reduced duplication.

Ensure patients with most complex needs can access specialist care.

Support more people to stay well, be seen and treated at or close to home.

AN N NN

Summary Box 5.1
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5.1 Vision for the future

The Humber and North Yorkshire Health and Care Partnership integrated health and care strategy sets
out the Partnership’s overarching ambition, vision and strategy for health, care and wellbeing in the
region.

Our ambition is:

for everyone in our population to live longer, healthier lives by narrowing the gap in healthy life
expectancy between the highest and lowest levels in our communities by 2030 and increasing
healthy life expectancy by five years by 2035.

To reach the ambition, the Partnership’s vision is to ensure that all our people start well, live well, age
well and die well. These strategic aims and ambitions have shaped the pathways and proposals within
this business case.

5.1.1 Our vision —right care, right time, right place

Urgent and emergency care and paediatric services in hospital are closely intertwined and reliant on
community, primary, social and mental health care services provided outside of hospital settings. This is
particularly important for preventing unnecessary urgent and emergency care episodes and supporting
patients to recover following an urgent or emergency care episode to avoid readmission or a return
attendance at the Emergency Department. Better early identification and proactive care can prevent
someone’s condition deteriorating and support faster recovery. Early intervention and prevention is also
vitally important to improve the mental and physical wellbeing of our population, in particular our
children and young people.

Our proposals for improving hospital services across the Humber have therefore been developed in
close collaboration with partners from across the system and seek to enhance the integration of
hospital, community, primary, mental health, social care and voluntary sector support.

Working together more closely will ensure we can provide seamless care and deliver the Partnership’s
ambition to “ensure every one of our citizens can get the best start in life”, backed by a commitment to
support every child and young person to thrive.'>® To achieve this we have worked with partners across
primary, community, mental health, social care and the voluntary sector to develop plans for paediatric
services that will better support children and young people, maximise the provision available outside of
hospital settings and provide the most responsive service possible for children in our communities who
experience injury or ill-health and need care and support.

The proposed changes will help us to deliver the vision of the Humber and North Yorkshire Urgent and
Emergency Care Network:

153 Humber, Coast and Vale Health and Care Partnership (2020) The Humber, Coast and Vale Health and Care
Partnership Long Term Plan HCV Partnership Long Term Plan

Humber and North Yorkshire Health and Care Partnership (2023) Integrated Health and Care Strategy (publication
pending)

118



Humber Acute Services PCBC_v3.1 DRAFT

Our vision is to provide outstanding urgent and emergency care services at the
right time, in the right place, delivered by the right skilled healthcare
professionals.

We want to provide a responsive service for patients with life threatening and non-
life-threatening injuries and illnesses both within our hospitals and in other
community settings. We want to provide as much care as possible in the
community or in people’s own homes to avoid admissions to hospital where
appropriate.

When someone does need to be admitted to hospital, we want our emergency
inpatient services to be sustainable and efficient, delivering consultant-led seven-
day care to best practice standards. We also want to ensure services are in place to
ensure quick and efficient discharge home, supported by appropriate community,
primary and social care. Our vision for the future is that admissions to hospital will
be for those who require specialist care and time spent in hospital will be minimal.

We want to ensure we are designing services which are attractive to staff, that
facilitate great training, provide development opportunities and lead to high levels
of staff satisfaction.

Summary Box 5.2 Urgent and Emergency Care Network vision

This overarching vision, informed by our ongoing engagement with patients, service-users, the public,
clinicians, staff and other stakeholders, is what we are aiming to deliver through the new pathways and
proposed model of care.
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5.2 Urgent and emergency care pathways

Our population is ageing but many people are living for longer with one or more long-term
condition and healthy life expectancy is lower in our region than elsewhere in the country.

Our service models need to adapt so that they can provide better, more responsive care and support
more people to manage their own health and avoid the need for emergency hospital admissions.

We worked with clinical teams and partners to review and re-design the pathways of care for urgent
and emergency care services across the Humber to help to address the challenges facing our current
services and provide more joined up care and support for people across the region.

We propose to implement these pathway changes across the Humber region, supported by the
required out of hospital provision, new workforce models and enabled by improved digital
connectivity and infrastructure.

We have worked with clinical teams and partners to re-design the pathway for urgent and emergency
care across the Humber. We propose to implement these pathway changes in all three Emergency
Departments, supported by the required out of hospital provision across the region, a new workforce
model and enabled by improved digital connectivity and infrastructure.

Our core aims for urgent and emergency care across the Humber are to:

e Integrate urgent and emergency care services across all health and social care partners
(including mental health) to work as one system.

e Have sufficient skilled workforce to meet the demand, working in a multi-disciplinary team
approach.

e Provide better support for people and their families to avoid crisis situations through self-care
and prevention.

e Support high intensity users of the Emergency Departments through multidisciplinary support.

e Support people who need urgent care to be able to access advice and services in the right place,
at any time which includes providing responsive services for minor injuries, illnesses and mental
health support seven days a week.

e Provide quick responsive services for more serious or life-threatening emergencies in the right
place with the right skilled staff and facilities.

e Putin place virtual wards to achieve a sustainable shift from hospital to home-based care when
it is safe to do so (children and adults).

e Workin a joined-up way with Ambulance services to ensure patients who need hospital care are
directed to a specified area in the most appropriate local, acute or specialist hospital and/or
supported by ‘hear and treat’ / ‘see and treat’ — ensuring as far as possible patients get to the
right place for their care needs first time.

e Make use of improved facilities and environments that exceed minimum standards and are
supported by digital and technology solutions.

e Be built on a digitally delivered support infrastructure, providing remote assessments,
monitoring, shared care planning and diagnostics access.

The proposed future pathway of care for patients across the Humber is set out below, summarising how
each element will help to address one or more of the challenges facing our current services.
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Responsibility for the delivery of many of the pathway elements outlined below sits with the Out of
Hospital programme.***

5.2.1 Clinical assessment closer to home

One of the barriers to using Urgent Treatment Centres (UTCs) or other primary care-led services rather
than an Emergency Department identified through our engagement is the lack of clarity or
understanding of whether they could provide the level of care required and meet the person’s need at
that time. Most people were willing to use alternative provision, where they have confidence that it will
meet their needs, however, they default to the Emergency Department because they know it will always
be open and have confidence it will meet their needs. Urgent care services must be as easy to access as
Emergency Departments if they are to be successful.

A key focus of our efforts to join-up health and care services will be ensuring that citizens across the
Humber are able to access advice, care and support in an urgent or emergency situation. Our aim is that,
when needed, everyone will have access to services whether through information, advice or direct care
that will meet their needs in hospital or in the community 24 hours a day, seven days a week. Access will
be straight-forward and easy for our public to understand. The overall model focuses on clinical
assessment closer to home and to the first contact of the patient, whilst reducing the need for patients
ending up in an Emergency Department. The model ensures that people are cared for by the most
appropriate person to meet their urgent or emergency need by initially accessing:

e 111 via phone or online who provide a clinical assessment service, usually provided by senior
nurses and senior paramedics.
OR

e 999 for life threatening situations.

Where clinically appropriate, patients will be directed to a service other than the Emergency
Department in the first instance, including:

e Primary care services — includes general practice, community pharmacy, optometry and
dentistry, all should have an on the day facility for urgent care needs as GP surgeries are often
the first port of call for all urgent health care needs by the public.

e Community services — a range of services provided closer to the patient’s home, this could
include, for example, a rapid response falls service, community care practitioners, social care.

e Urgent Care Service — a facility for patients with urgent care needs that allows 111 calls to be
booked into an appointment slot or where individuals can walk in and be seen and treated. This
maybe co-located at the hospital front door or may be provided through a standalone Urgent
Treatment Centre (existing or new).

e Same day emergency care — services provided within the hospital on the day for people that
have an acute care need (enables them to be seen and treated in the same day without the
need for a hospital admission).

There are opportunities already within the system to direct people to alternative services if these are
available. Most of those surveyed sought advice before turning up at the Emergency Department, most
commonly through NHS 111. We intend to build on this opportunity to work with partners to develop

154 Section 7.2.1 describes the integrated approach being taken to align this programme with the Out of Hospital
programme and ensure the enabling changes out of hospital are in place to support the service reconfiguration
proposals set out within this business case.
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the NHS 111 service. This will include working as a system to review the potential options for developing
Clinical Advisory Services (CAS) at a Humber and North Yorkshire level to help more people to access the
right care, first time.

Our model works towards a future scenario where NHS 111 will provide the primary route of access for
most people with urgent care needs. The development of an ‘any-to-any’ booking system will enable
more patients to bypass the Emergency Department through provision of direct access to the services
people need.

Excessive (and increasing) NHS111 triage and divert Reduction in ED attendances
Emergency Department (dev§lop|ng Clinical Assessment Better experience for patients
demand Services) . .

(easier to navigate)
Lack of clarity for patients qn D|re.ct booking into Urgent Care Better outcomes — patients get
where to go for help — leading Service (UCS), Same Day . ) .

to the right place, first time
to a default to A&E Emergency Care (SDEC), Acute

Assessment Unit (AAU) and
other diversionary pathways

Table 5.1 Clinical assessment closer to home - summary benefits

5.2.2 Co-located Urgent Care Service (UCS)

For the Humber’s three Emergency Departments, demand is increasing resulting in a higher number of
attendances compared to the national average. If current patterns of ED use continue with no change,
there could be approximately 55 additional patients per day in both EDs at DPoW and SGH and 100
additional patients per day in Hull’s ED within the next 5 years.

Analysis of activity in the baseline year across the three Emergency Departments demonstrated that a
high proportion of attendances could be seen in an Urgent Care Service (UCS) and did not require the
specialist provision within an ED. Detailed modelling carried out through the programme suggests that
in the region of 35,000 to 46,000 annual attendances per hospital could access an Urgent Care Service
(UCS) rather than the ED. In the baseline year, between 35% and 48% of total Emergency Department
attendances across the three Humber hospitals could potentially be seen and treated in an UCS, 28% of
these are accessing the Emergency Department out of hours when the existing Urgent Care Services in
DPoW and SGH are not currently in operation.

A key element of the proposed new Humber-wide pathway is the expansion of co-located Urgent Care
Services (UCS) so that they are available 24 hours a day, seven days a week at all three hospital
Emergency Departments, in addition to other urgent care services, such as Urgent Treatment Centres
(UTCs), provided in other locations across the region. This will enable people in need of urgent care to
be seen and treated in a timely manner and for those who are severely ill or have life threatening
conditions to be seen and treated quickly by dedicated emergency care staff.

Within Diana Princess of Wales Hospital, Grimsby (DPoW) and Scunthorpe General Hospital (SGH), an
Urgent Care Service was introduced in April 2022 in front of the ED to support the streaming of patients
to the right place, to reduce demand on the departments. The proposed future model of care would
extend the operating time of the existing services in DPoW and SGH and introduce a co-located Urgent
Care Service (UCS) within Hull Royal Infirmary (HRI), building on existing streaming and redirection
pathways in place for patients attending the ED with urgent care needs.
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The proposed UCS pathway in Hull could be delivered in a range of different ways — at the front of ED to
support streaming and gatekeeping to the Emergency Department or as an alongside, but separate,
service. If operating as an alongside service, it could also be expanded and developed as a Primary Care
Access Centre or into a full Urgent Treatment Centre. Some of the benefits of co-location (e.g. enabling
teams to work flexibly across UCS and ED) would be reduced if not located in the same place, however,
from an estate’s perspective a separate, alongside service would be easier to implement in the short
term. A local, place-based review of options with all providers is currently being undertaken to assess
the different potential delivery models for the proposed UCS in Hull. The specifics of the delivery model
for each UCS will be described in detail in a Decision-making Business Case (DMBC) subject to approval
of the proposals within this PCBC.

5.2.2.1 Staffing Model — Urgent Care Service (UCS)

The specific delivery model for each UCS will be set out at DMBC stage. The outline workforce model
that has been developed, however, is GP or practitioner led and seeks to maximise the benefits of co-
location to enhance skills and training for practitioners and ensure clinical decision-making is swift and
effective. The UCS staffing model will be developed, working with clinical teams, to comprise:

e Nurse staffing — co-located Urgent Care Services enables the nursing leadership and nursing
workforce to be shared across UCS and the Emergency Department to build networks,
workforce resilience and maintain skills.

e Advanced Clinical Practitioners (Physiotherapists, Paramedics and Registered Nurses) with the
ability to prescribe will provide high level clinical input to support patients attending the Urgent
Care Service with minor illness or injury introducing the role of Urgent Care Practitioners.

e Advanced Clinical Practitioners and Nursing establishments can be complemented by Physician
Associates to deliver non-complex clinical interventions.

e First Contact Practitioners would rotate between the Urgent Care Service and GP practice where
they can directly support patients with urgent care needs, thereby avoiding unnecessary
referrals into urgent and emergency services. First Contact Practitioners would provide
immediate urgent care for minor MSK injury:

o Paramedic First Contact Practitioners would rotate between GP/UEC services and their
respective Ambulance Trust. Work is already underway within EMAS to develop new
paramedic roles that can support the new urgent and emergency care pathways.

o Physiotherapist First Contact Practitioners would rotate between GP/UEC and their
respective clinical service.

Developing co-located Urgent Care Services, rather than standalone centres in other locations, enables

us to develop a staffing model that facilitates staff in a wide variety of roles to work in multi-disciplinary
teams across urgent and emergency care pathways and develop their skills and expertise in urgent care
and emergency medicine.

Excessive (and increasing) Co-located Urgent Care Service | 35-48% reduction in demand for

Emergency Department (Ucs) ED services by treating patients

demand differently through the UCS (on
site).

Table 5.2 Urgent Care Service - summary benefits
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5.2.3 Integrated Acute Assessment and improved flow

In addition to co-located Urgent Care Services (UCS), the Humber-wide urgent and emergency care
pathway proposed also seeks to standardise the approach to assessment across the Humber’s hospitals
to improve flow through our Emergency Departments (EDs) and support the proposed model of care
and configuration set out below (see section Error! Reference source not found.).

The model is based on providing a multi-disciplinary acute care service which can assess and treat
patients without necessarily being admitted under a speciality, with the exception of a small number of
specialties (paediatrics, acute cardiac, trauma, stroke patients and obstetrics). The model also promotes
speciality input at the front door for those more acute patients that need it.

Operating an integrated acute assessment service (AAU), providing frailty, ambulatory care, assessment,
Same Day Emergency Care (SCED) and short stay (<72 hours), supports specialist teams to work in a
joined up multidisciplinary manner. This way of working reduces handoffs between departments,
reducing risk to patients and speeding up assessment and treatment pathways and supports the
delivery of the Local Emergency Hospital model described below.

When a patient needs a short stay in hospital of less than 72 hours, they would be admitted to the short
stay ward, rather than a hospital specialty base ward. Patients identified as requiring specialty care or
requiring hospital stays of more than 72 hours (short stay) at assessment would be promptly transferred
to the relevant specialty ward. There would be in-reach into the AAU by specialties for those patients
who can go home within 3 days but need specialty input.

In the proposed model, Ambulance Services, GPs, primary care practitioners and consultants would be
able to send patients directly through to AAU referring via a single point of access or following clinical
advice and guidance. All three hospitals have seen a spike in ambulance handover delays in the past
year (see Figure 2.4). By enabling ambulance crews to have direct access to AAU, where appropriate,
we can reduce the delay to handovers and improve flow within the Emergency Department.

The new Emergency Department buildings at Diana Princess of Wales Hospital (DPoW) and Scunthorpe
General hospital (SGH) will create the additional space required to enable full implementation of the
Integrated Acute Assessment Model described above. They will facilitate appropriate streaming of
patients to UCS, ED, Acute Assessment and Same Day Emergency Care, improve flow throughout the
hospital and reduce ambulance handover delays. The new assessment area buildings are due for
completion in 2023.

Hull Royal Infirmary (HRI) already has Same Day emergency assessment services in place for surgical,
medical and paediatric acute assessment located in various parts of the hospital site (in individual
specialty areas). The proposed Humber-wide pathway for urgent and emergency care proposes that
medical and surgical assessment units are brought together into an integrated assessment unit to
enable joint assessment, reduce handovers and support a continued reduction in length of stay. These
changes would require significant changes to the current estate within HRI and would need to be
considered alongside broader ambitions for the re-provision of the upper floors of the tower block.
Implementation of this proposed pathway within HRI is not essential for the delivery of the
reconfiguration proposals set out in section Error! Reference source not found. and therefore it is
proposed that the estates solutions be considered as part of the Trust’s long-term estates planning over
a phased period.
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Excessive (and increasing) Integrated Acute Assessment Reduced length of stay
Emergency Department model to‘ improve flow through Better experience for patients
demand the hospital . . .

(quicker diagnosis and
Ambulance handover delays treatment and fewer handoffs)

Reduction in ambulance
handover delays

Table 5.3 Integrated Acute Assessment - summary benefits

5.2.4 Integrated Frailty services

Currently across the Humber region there are variations of access to services for the frail and elderly
population with exemplar integrated community services provided in the Hull area but not within the
other Humber localities. Services such as these provide care in a proactive way to avoid the need for
patients to attend a hospital and ultimately avoid an emergency situation. Given the projected rise in
age and frailty, these services will be essential to enable equity of access and reduce demand on urgent
and emergency care services across the Humber.

Under the proposed pathway changes, out of hospital provision would be scaled up to shift significant
activity from hospitals to the local community system where safe and appropriate to do so. For urgent
and emergency care this means a focus on frailty conditions and long-term conditions as part of the
integrated frailty programme. The integrated frailty programme, working across the Humber, has
identified three elements within their Ageing Well workstream, which will support the transition of care
away from hospital services:

¢ Urgent community response (UCR) — integrated models in each locality (at ‘place’) to support
those who are frail with urgent care needs or in crisis to stay at home or in the community when
it is best to do so (includes NHS 111 First, Frailty Clinical Assessment Service with a specific focus
on falls)

e Enhanced Health in care homes — enhanced support and better co-ordinated care, reablement
and rehabilitation. Rolling out Enhanced Health in Care homes Models across the Humber.

e Anticipatory management — helping people with complex needs stay healthy and functionally
able. This involves the use of risk stratification to shift the focus of delivery towards models of
early intervention, planning future care and prevention.

In order to achieve these changes, clinical assessment will be delivered close to first contact wherever a
person enters the urgent and emergency care pathway to ensure they are on the right pathway to meet
their needs and not ending up in an Emergency Department or being admitted to hospital when they
don’t need to be there.

5.2.4.1 Urgent Community Response

In line with national policy, a range of urgent response services have been developed across Humber
and North Yorkshire to support people in our communities who are frail, particularly those who recently
returned home from hospital, who are at a much higher risk of attending a hospital Emergency
Department and being admitted into hospital in an emergency situation.

The 2-hour Urgent Community Response Service (2UCR) supports adults who, if not seen within 2 hours,
are likely to need to attend an Emergency Department and potentially an unplanned admission to
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hospital. To date over 90% of calls to the service are made by paramedics on site within patients’ homes
(including care homes). Feedback from paramedics has been positive and conveyance rates from
ambulance dispatches to patients in crisis are consistently low.

The service is structured slightly differently in each locality to best meet local needs. Across Hull and the
East Riding of Yorkshire, for example, the 2UCR service is offered, from 8am to 8pm 7 days per week.
The service is led by three community-based Consultant Geriatricians, supported by GPs with Enhanced
Roles (GPWER) and a full multidisciplinary professional team.

Urgent Community Response Services have been in place since October 2021 and are supporting
clinicians to deliver urgent clinical care in the patient’s preferred place of care, helping to reduce
conveyances to hospital and unnecessary admissions. The vast majority of patients who access 2UCR are
frail and there are clear links to social deprivation and recent hospital admissions. Data around the
service is recorded so that demand, activity, reasons for referral and treatment can accurately be
analysed to improve the pathways further in the future.

5.2.4.2 Anticipatory Care

Within the Humber, we are already delivering a nationally recognised best-practice approach to
Anticipatory Care at the Jean Bishop Integrated Care Centre (ICC) in Hull. The approach was designed by
local community geriatricians and GPs working in partnership with patients and a range of partners. GPs
in Hull use the Electronic Frailty Index (eFl) tool to identify patients at risk of moderate to severe frailty
and invite them to a half-day appointment at the ICC where they receive a number of multi-disciplinary
reviews of their care. The team providing care and services at the centre includes GPs with extended
roles, community geriatricians, pharmacists, advanced practitioners, social workers, carer support and
therapists who link up with other speciality teams within the community, including the Fire Service
operating a falls intervention and support service.

The ICC aims to take a proactive approach (identifying people at risk of frailty using a risk stratification
tool) rather than a reactive approach (responding when people go into crisis or require help for a
medical condition). By working with elderly and frail residents to ensure they have the support they
need to stay well, rather than waiting until they have an issue that needs to be addressed, the ICC has
contributed to significant reductions in ED attendances, emergency admissions and re-admissions for
Hull’s frail population.

e Compared with the 12 months prior to review at the ICC, those who have been seen at the ICC
have had (on average) a 13% reduction of Emergency Department attendances and a 24%
reduction of unplanned hospital admissions.

e Those who had attended ED more than 5 times in the preceding year had the greatest benefit
with a 34% reduction in ED attends and 100% reduction in admissions.

With a focus on quality improvement and data, the ICC team have now expanded to include those who
are moderately frail plus other conditions. The team are also working together with partners across the
Humber to learn from and expand the approach across other parts of the region. This includes a virtual
model of delivery which is now in place within East Riding (Holderness area) with plans to expand
further across the region.
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Solution

Benefit / Impact

Excessive (and increasing)
Emergency Department

Integrated frailty services

Improved outcomes and faster
recovery for frail patients

* rapid response/UCR

* anticipatory care

* enhanced care

* front door assessment

demand

Reduction in emergency
Unnecessary admissions of frail admissions

elderly patients

Table 5.4 Integrated Frailty - summary benefits

5.2.5 Virtual wards

Taken together, our hospitals have long lengths of stay for emergency admissions of up to one day
higher than national average. This has improved significantly in DPoW and SGH in 2021/22 as the new
models of care for assessment and same day emergency care described above are being implemented,
however, the position in Hull has deteriorated in recent years. Inpatient admissions where there is an
increased length of stay (LoS) can impact on quality of care. They also have a considerable financial
impact and reduce capacity for patients requiring acute admission and care.

LoS - Non elective admissions (2019-2022)

~ 00 o

w

HRI DPoW

I 19/20 = 20/21 21/22 e=national average

Figure 5.1 Length of Stay for emergency admissions in days (2019/20 to 2021/22) '

Our acute hospital services can work more effectively with partners in primary and community care to
avoid the need to attend hospital, through the use of virtual wards. Virtual wards allow patients to get
the care they need at home safely and conveniently, rather than being in hospital. Virtual wards are in
place already in many parts of the country, with the approach being developed during the COVID-19
pandemic to provide care for COVID positive patients within their own homes through the use of
remote pulse oximetry and other interventions that could be provided remotely. People with other
conditions can also be treated in a virtual ward, for example people living with frailty and people with
acute respiratory infection including children.

Across the Humber, we are seeking to introduce virtual wards to support more people at home
(including within care homes). The approach will be underpinned by improvements to digital
technology as a critical enabler and will ensure many more patients, particularly those who are frail who
require an intervention that does not need to be in a hospital setting, will be able to stay at home to
receive their care. Primary care, community services, hospital wards, the Emergency Department, the
Ambulance Service and NHS 111 will all have the ability to refer a patient to be triaged and referred to

155 Internal trust data (June 2022)
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the virtual ward if they meet the eligibility criteria. When required the community response team can be
dispatched for a face-to-face clinical assessment after which the patient will either be admitted to the
virtual ward, taken to hospital or referred to an alternative service that better suits their needs.

Initially the key focus will be on integration and interoperability of existing services and workforce for
high volume pathways within respiratory and frailty, evolving at pace to include other areas e.g. heart
failure.

The benefits of this approach include an improved experience for the patient who is able to get well
more comfortably in their own environment where it is easier for loved ones to visit and support and
where they are less likely to deteriorate. There are also benefits in terms of increased capacity and
improved flow in hospitals and benefits to Primary Care and other partners by reducing the ‘bounce
back’ rates for these patients by providing a better, more responsive service the first time around.

Delayed discharge, long stays in | Virtual wards — people can get Reduction of adult inpatients

hospital (contributing to home more quickly or avoid an | through reduced length of stay
ambulance handover delays and | admission in the first place
long ED waits)

Table 5.5 Virtual wards - summary benefits

5.2.6 Discharge from hospital

Ensuring patients can leave hospital as soon as they are medically fit to do so is critically important to
enabling flow through the hospital and tackling the challenges of ambulance handover delays and long
waits within the Emergency Department. If the back door of the hospital is functioning well, this has a
significant positive impact on performance at the front door.

Whilst it was a major area of focus prior to the COVID-19 pandemic, the mandate and resources
provided during the early phase of the pandemic to rapidly improve discharge from hospitals was an
important catalyst to improving the approach to hospital discharge across the region. NHS and Local
Authority partners were able to work closely on developing more streamlined processes to manage the
discharge to assess scheme. Within NLaG a successful way of working had already been introduced in
North East Lincolnshire, with social services, mental health and NHS staff working together in a base to
attend front door and also discharge assessments. In North Lincolnshire, the teams adopted a
prevention and early discharge approach, utilising virtual wards.

Within NLaG the discharge HUB, staffed by a multi-disciplinary team, ensures all patients requiring
support on discharge are discharged within 24 hours of the request on the relevant pathway. The trust
length of stay during implementation of this new approach improved significantly.

Making further improvements to streamline the discharge processes across all hospital sites in the
Humber is an important enabler of pathway improvements that are proposed through this business
case. A crucial blockage that remains, however, is the lack of staff and high levels of vacancies within
the care sector, including domiciliary care and nursing/care homes. This leads to increasing strain and
frustration across all sectors. The workforce and OD plans developed through the programme aim to
support improvement in this vitally important area.’>® The development of new roles and the creation

156 See section 8.3 for further details of our workforce plans.
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of rotational posts working across different organisations and different sectors presents an opportunity
to develop the social care workforce and offer development opportunities to staff by enabling them to
work across the NHS and social care. This approach to developing a one Humber workforce will support
the staff across all sectors to consistently access training and development opportunities, improve
staff’s understanding of the processes and ways of working in other sectors and could also help to
improve consistency in staff pay and conditions across sectors (including domiciliary care staff).

Challenge Solution Benefit / Impact

Delayed discharge, long stays in | Improving discharge processes Reduction in length of stay,
hospital (contributing to and investing in social care particularly for frail or elderly
ambulance handover delays and | workforce patients.

long ED waits)

Table 5.6 Discharge Improvements - summary benefits

5.2.7 Mental Health — increased integration

People with prolonged severe mental illness (SMI) are particularly vulnerable to poor physical health.
Patients diagnosed with SMI have almost seven times more emergency inpatient admissions and half of
these admissions unrelated to their mental health but driven by an urgent physical healthcare need.*’
Regionally 14% of people aged 16 -24 have mental health disorders and this is expected to rise along
with recent national increases.’ In addition, our region has higher than average rates of suicide and
self-harming behaviour.'*®

For many people experiencing mental health crisis, sanctuaries, safe havens and crisis cafes provide a
more suitable alternative to an Emergency Department (ED). However, it was clear from our
engagement with patients, the public and staff that it can be very difficult to know where to go and the
Emergency Department often becomes the default position. It was also identified that although
attempts had been made to integrate mental health and secondary care hospital teams, there have
been varying levels of success in each locality. Mental health teams are supporting police and
ambulance call centres, but there remains some confusion amongst partners as to where else patients
can be diverted and often the Emergency Department becomes the default.

The table below details how many people present at our Emergency Departments with a recorded
mental health condition — this may or may not be the reason they are attending the ED. This data
demonstrates the importance for ED teams to have a good understanding and competency in managing
patients with mental health conditions.

A 2Naa esS d )
2019/2020 2021/2022
DPoW SGH HRI DPoW SGH HRI
Paediatrics 87 88 302 81 99 267
17 to 25 276 423 1,057 230 333 1,168

157 Nuffield Trust (2015) Focus on: People with mental ill health and hospital use Focus on report

158 NHS Digital (2020) Mental Health of Children and Young People in England, 2020: Wave 1 follow up to the 2017
survey Follow up survey

159 Humber, Coast and Vale Health and Care Partnership (2018) Suicide prevention strategy — 2018-2023
(document library).
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25+

960

1,350

2,862

908

1,199

3,147

Total

1,323

1,861

4,221

1219

1631

4,582

Table 5.7 Mental Health Attendances at ED¢°

We are working in collaboration with our Mental Health care providers to ensure patients receive the
best possible care and immediate response in the right place and at the right time. The overall model is
to ensure equity of access in a safe place with the right skilled teams to support crisis situations where
urgent and emergency services are required. The aim is to develop future opportunities to improve
Mental Health services across the Humber and address areas such as:

e Staff training to support understanding and holistic management of the whole person

e Partnership working across all health sectors and collaboration across Mental Health providers
e 24/7 support to those who need to access it (i.e. in a crisis, enhanced liaison)

e Improved communication and information sharing

5.2.7.1 Training and improved collaboration

An important enabler for this proposed approach will be changes to culture and ways of working for our
teams. Our clinicians and professionals need to work more closely together with a multi-disciplinary
team approach to support skill set training and the ability to be flexible to manage workforce challenges
and vacancies. Training all staff on how to spot mental health needs and ensuring a clear directory for
support and signposting is in place, will be essential to prevent unnecessary attendances at ED and
ensure patients receive the best care at the right time by the right skilled services.

As pressure on acute pathways continues to build — the time and space to ensure staff are trained in
holistic assessment will always be a challenge until we can do something to address this. The proposals
set out within this business case (PCBC) offer alternative models of care that can alleviate that pressure
and allow the acute hospital the space and time to address this important training need.

5.2.7.2 Mental Health Liaison staffing model

Mental Health Liaison is a nationally recognised service that should be available in every acute trust. In
each of our Emergency Departments (HRI, SGH and DPoW) core 24 mental health liaison services are in
place. Across Hull and East Riding, the Mental Health Liaison service is provided by Humber Teaching
NHS Foundation Trust. The service provides a dedicated team who offer a service to patients presenting
at Hull Royal Infirmary or Castle Hill Hospital with self-harm behaviour, acute mental illness or emotional
distress, which also offers support and advice to urgent care services in the area. Work is ongoing to
extend mental health response services into Goole District Hospital, working in partnership with
Humber FT. Within DPoW and SGH, the mental health liaison service delivers the specification required
to support patients presenting to either Emergency Department or acute care with mental health needs,
where there is sufficient demand across the 24-hour period to merit a full service.

In order to ensure our renewed pathways and models of care for urgent and emergency care meet the
needs of all patients and service-users, acute services will continue to work alongside mental health care
provider partners to develop workforce skills and roles. In particular, improving understanding of
urgent and emergency care teams that mental health problems can be integral to a patient’s physical
disorder and vice versa meaning that neither can be treated in isolation.

160 Internal trust data (June 2022)
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We will continue to work to ensure liaison mental health is integrated with our other hospital services
and pathways, working collaboratively with our mental health partners to develop a culture of
partnership working, effective risk assessments across settings and integrated policies and guidelines.

More integrated pathways for urgent and emergency care both in and out of hospital will improve
the experience for patients and improve performance on key waiting time targets.

The key benefits of these improved pathways include:

v Reduction in ED attendances

Better experience for patients (easier to navigate)

Better outcomes — patients get to the right place, first time

35-48% reduction in demand for ED services by treating patients differently through the
consolidated Urgent Care Service (on site).

Reduced length of stay

Better experience for patients (quicker diagnosis and treatment and fewer handoffs)
Reduction in ambulance handover delays

Improved outcomes and faster recovery for frail patients

v" Reduction in emergency admissions

AN NERN

N N NN

A shift of resources from the acute hospital sector into primary, community and other out of
hospital provision has been assumed within the financial modelling to support these improved
pathways and deliver the benefits highlighted.
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5.3 Paediatric pathways

The needs of children have changed, and it is important that our service models adapt to reflect
these changes and meet the needs of children, young people and their families better.

We worked with clinical teams and partners to review and re-design the pathways of care for
paediatrics across the Humber to help to address the challenges facing our current services and
provide more joined up care and support for children and young people across the region.

We propose to implement these pathway changes across the Humber region, supported by the
required out of hospital provision, new workforce models and enabled by improved digital
connectivity and infrastructure.

The population of the Humber area faces a number of health challenges.'®* A quarter of children in
North East Lincolnshire and nearly a third in Hull live in poverty. Levels of childhood obesity are high.
The proportion of 10-11-year-olds who are obese ranges from 18% in East Riding to 23% across
Northern Lincolnshire and Hull.*®2 These underlying socio-economic factors mean that a growing
number of children and young people are affected by complex long-term conditions including both
physical and mental health conditions.

Managing these long-term conditions in children and young people requires a joined-up
multidisciplinary approach in order to get the best results and support children and families to live
happy, healthy lives. Research shows that new approaches need to be collaborative service-models —
not “drag-and-drop” replicas of hospital clinics in the community.%® We have therefore developed our
new approaches to paediatric services based on collaborative working between different professions,
learning through the pandemic of what works and what does not and supporting all new initiatives with
good quality digital infrastructure. Digital technology offers multiple new opportunities. It enables the
hospital to come to a patient’s home, it supports professionals from different organisations to share
information and make collective decisions with patients and their families and it also provides engaging
opportunities for children and young people to get more involved in managing their own health and
wellbeing.

Through the community paediatrics (ill child) programme, several key projects are contributing to
reducing the need for children to come to or stay in hospital.

5.3.1 Paediatric advice and guidance

Too many children and young people attend our Emergency Departments (ED) in the absence of
appropriate alternatives. Across the Humber region it is recognised that many paediatric attendances to
our Emergency Departments are inappropriate, but parents/carers of children, and young people
themselves, attend due to a lack of information, advice and guidance or services within primary care and
the community. On average, 31% of paediatric ED attendances receive advice and guidance only. We
are developing improved advice and guidance so that hospital-based, specialist teams can support

161 See section 1.4.1 for further details.

162 OHID (2022) Child and Maternal Health profile Obesity profile

163 Singh, Ritvij, Edward Maile, Dougal Hargreaves, Mitch Blair and Georgia Black (2022) Back to the future? What
we can learn from the history of integrated paediatric care in England Nuffield Trust Blog
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parents, carers, GPs and community staff, to aid prevention and self-management and reduce the need
for children to attend hospital unnecessarily.

Challenge

Solution

Benefit / Impact

High levels of paediatric
Emergency Department

Improved advice and guidance.

Reduction in paediatric ED
attendances.

attendances.

Table 5.8 Advice and Guidance - summary benefits

5.3.2 Hospital at Home

In addition, we will continue to develop the ‘Hospital at Home’ service, harnessing digital technology to
provide diagnostic tools and paediatric consultations remotely to prevent unnecessary attendances to
the Emergency Department or admissions to hospital. The provision of ‘hospital at home’ care to
children means that children who would normally have to attend hospital either through an Emergency
Department or being admitted to the paediatric ward can instead receive multidisciplinary team support
in their own homes and avoid travelling to hospital for their care. It also supports paediatric teams to
discharge patients sooner, reducing length of stay and improving the outcomes for patients. Avoiding a
hospital admission is not only more convenient for the child and their family but it provides additional
benefits, such as enabling families to stay together, reducing disruption and impact on siblings and other
family members and it can lead to better clinical outcomes for children who are able to recover in
comfortable and familiar surroundings. This model of care supports us to deliver what children and
young people have told us matters most to them — being in a physical environment where they feel safe
and well looked after.1®*

The Hospital at Home model began as a pilot in North East Lincolnshire in November 2021 and is looking
after an average of around 17 children each week, many of whom would otherwise have ended up in
the hospital Emergency Department and/or being admitted onto the paediatric ward. Referrals were
higher during the winter months and the service supported a large number of infants with respiratory
conditions, forming a key element of the system response to winter pressures. Feedback from clinicians
during the pilot was extremely positive, confirming that the service gives them increased confidence in
sending children home and/or treating children at home who would previously have been admitted for
observation.'® Rolling this approach out across the Humber will support delivery of the proposed
model of care for paediatrics and help ensure more children can be seen and treated in their own home
instead of attending an Emergency Department or being admitted to hospital.

Challenge Solution Benefit / Impact

Improved experience and
outcomes for patients and their
families

Hospital at Home — children can
get home more quickly or avoid
an admission to hospital in the
first place

Long stays in hospital for some
children and young people

Reduction in paediatric
Emergency Department

164 See section 10.8 for further details of what we heard from children and young people.
165 NLaG (2022) Review of Hospital at Home Pilot - see document library
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attendances and unplanned
admissions'®®

Table 5.9 Hospital at Home - summary benefits

5.3.3 Children and Young People’s Mental Health

Significant challenges exist within children and adolescent mental health services (CAMHS) both locally
and nationally and, as a result, many children and young people experience long waits for mental health
support. CAMHS services are outside of the scope of the Humber Acute Services programme, however,
we have worked with mental health partners to design the pathways of care for acute and community
paediatrics to maximise the opportunities for joint working and ensure we support children and young
people to access care and support as quickly as possible.

The Hospital at Home model supports a reduction in admissions to hospital and improved mental and
emotional wellbeing for children and their families. Similarly, our aims to improve remote or virtual
access to paediatric outpatient appointments can support more children and young people to access the
expert advice and treatment they need in their own environment where they can be more comfortable
and at ease. Developing local community hubs will support better integration across community,
mental health and acute services working together to improve mental health and wellbeing in our
children and young people.

5.3.4 Staffing Model — Paediatric Community Hubs

The concept of developing Paediatric Community Hubs emerged through the workforce planning to
support development of the Pre-Consultation Business Case. Under this approach a blended workforce
model would be developed, comprising of unregistered and registered professionals from GP practices,
acute children’s services, social care and public health, providing an integrated location for community-
based paediatric outpatient appointments and children’s diagnostics as well as:

e Public health information to positively impact on reducing health inequalities.
e Specialist health advice and guidance for children and families.
e Social care advice and support for families, especially within deprived areas.

This proposal has also embraced the concept of joint appointments where retiring staff from paediatrics
and children’s services could return to provide education support, advice and guidance within
community and Women and Children’s Integrated Care hubs.

166 The impact of Hospital @ Home on paediatric ED attendances and admissions was not included in the activity
modelling due to the pilot being in a very early stage when this work was undertaken. Further modelling will be
undertaken as part of the development of the Decision-Making Business Case (DMBC) to quantify the impact of
H@H on paediatric activity in ED, PAU and inpatients.
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Deprivation in the Humber has a disproportionate impact on children and young people, with as
many as 1 in 3 living in poverty in parts of our region. This has an impact on their health and
wellbeing and can put increased demand on healthcare services.

More integrated pathways for children and young people both in and out of hospital help to
ensure paediatric services are sustainable in the long-term and can meet the needs of children and
young people, delivering more care and support at or close to home and ensuring children only go to
hospital and spend time there when it is absolutely necessary.

The key benefits of these improved pathways include:

v Reduction in paediatric ED attendances

v Reduction in paediatric admissions
v" Improved experience and outcomes for patients and their families

A shift of resources from the acute hospital sector into primary, community and other out of
hospital provision has been assumed within the financial modelling to support these improved
pathways and deliver the benefits highlighted.
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5.4 Benefits of pathway changes

More integrated pathways both in and out of hospital will improve the experience for patients,
reduce the need for people to go to hospital for care and treatment and improve performance on
key waiting time targets.

The Humber-wide re-design of urgent and emergency care and paediatric pathways will enable more
people to have their needs met within or closer to their own homes and reduce the overall demand and
pressure on Emergency Departments (ED) and inpatient care. The volumes accessing our urgent and
emergency care services in the baseline year (2019/20) are outlined in diagram below:

138,670 / 86,795 / 93400 283,093  g5g17

Emergency

Calls to urc ‘ ! Emergency

Deportment

NHS 111 attendances \
attendances

Admissions

Figure 5.2 Current volumes of activity - UEC Humber'®’

In 2019/20, out of the above totals:

e 55% of emergency ambulance journeys were seen and discharged from ED on the same day

e 35-48% of total attendances at ED could have been seen in an Urgent Care Service (e.g. UTC)

e 6-8% of emergency admissions could have been managed by an Integrated Frailty service in the
community and avoided the hospital Emergency Department

By re-designing the overall pathway of care, we will seek to support more people in community and
other settings outside of hospital, to reduce overall demand on Emergency Departments across the
Humber. This work has been undertaken in collaboration with the out of hospital programme, which is
delivering a number of projects that will support this overall vision (as detailed above).

As services are re-designed, more care will be provided closer to home by multi-disciplinary teams
across all domains of urgent and emergency care as illustrated in the diagram below. As usage of Urgent
Treatment Centres and Urgent Care Services increases, this will reduce the overall demand on
Emergency Departments across the Humber, supporting all EDs to run more effectively, avoid delays in
ambulance handovers and enable rapid assessment of patients to take place. NHS 111, supported by an
effective ‘any-to-any’ booking system (currently under development), will play a pivotal role in
delivering this better, more joined up approach and help to ensure every patient gets to the right place,
first time, enabling assessment by the right person.

187 Internal trust data (June 2021)
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The Humber UEC system needs to reduce the de:
care in the right p

84,314

Emergency
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Figure 5.3 Future vision for UEC activity — Humber'®®

The proposed new pathway for urgent and emergency care across the Humber is expected to deliver the
following key benefits:

e 35-48% of total ED attendances seen in an Urgent Care Service (co-located within the hospital
ED) or Urgent Treatment Centre.

e 4% of emergency admissions avoided and seen in a community service e.g. Integrated Frailty
service.'®

e Reduction of adult inpatient stays, through extended use of virtual wards.

e Reduction in those people who attend an Emergency Department 5 times or more per year.

5.4.1.1 Patient perspective — urgent and emergency care

From the perspective of patients using our services, the changes will mean fewer people needing to
travel to hospital to have their urgent care needs met due to having more responsive services outside of
hospital where these are clinically appropriate.

These changes would mean fewer trips to hospital for a typical patient like Peter, who is 80 years old, is
frail and has a fall at home. Typically, someone like Peter would be taken to hospital by ambulance.
With the current pressures within the system, he may have to wait several hours for the ambulance to
arrive and potentially be cared for by paramedics in the ambulance for several hours before being able
to access the Emergency Department. Historically Peter would been admitted to hospital overnight to
await a clinical review by the specialist frailty team, with a strong likelihood of his overall health
deteriorating during that time.

168 Modelling outputs (refreshed January 2023) — see appendix D
169 An additional 4% reduction is assumed in BAU as a result of out of hospital programmes that are already in

place and delivering changes.
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What happened before

Picture 5:A Traditional pathway for frail patient with a fall

The introduction of the Integrated Acute Assessment Model and same day emergency care services is
improving the pathway of care for patients like Peter in some of our hospitals (see section 5.2.3). The
Acute Assessment Model reduces the number of clinical contacts and is helping to reduce the need for a
patient like Peter to be admitted overnight to await clinical review. This model is now in place within the
Emergency Departments in Scunthorpe General Hospital (SGH) and Diana Princess of Wales Hospital
(DPoW) and is being developed within Hull Royal Infirmary (HRI). The new Emergency Department and
assessment buildings at SGH and DPoW — due for completion in 2023 — will enable this model to be
delivered more effectively.

What happens now

Peter falls

at home
Peter goes
home for an

The further pathway changes described above would mean that Peter could be assessed by an urgent
response team at home and avoid coming to hospital at all.

Picture 5:B Integrated Acute Assessment pathway for frail patient with a fall
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The future

Peter falls

at home

assessment

team visit Peter
at home

Picture 5:C Future pathway for frail patient with a fall

5.4.1.2 Patient perspective — paediatrics

From the perspective of patients using our services, many of the changes described will mean fewer
children and families needing to travel to hospital to have their urgent care needs met due to having
more responsive services outside of hospital, where these are clinically appropriate.

These changes would mean fewer trips to hospital for a typical patient like Aisha, who is new born baby
with the condition neonatal jaundice, which is caused by the build-up of bilirubin in the blood.
Treatment for neonatal jaundice is not usually needed because the symptoms normally pass within 10
to 14 days, however, in some cases, like Aisha’s, the condition is serious enough that she needs to have
a treatment called phototherapy.

Typically, a baby like Aisha would be admitted to hospital for up to five days to undergo phototherapy
treatment. Then, when the treatment is finished, her family would have to bring her back to the
hospital for a simple blood test, more than 12 hours but less than 18 hours later. This approach to
treatment is highly disruptive for a family such as Aisha’s, particularly if, like many families in the
Humber, they do not have access to a car.
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What happens now Q¥

forup 1o five days
for phototheragy

Picture 5:D Current pathway for patient with neonatal jaundice

With the introduction of Hospital at Home and related pathway changes, Aisha could receive her
treatment at home, under supervision from the hospital team, leading to a significantly better
experience for Aisha’s family in her first few days. How this would work in practice is set out in the
picture below.

The future

L -  With Aisha being at
“ : / home, all of the
Alsha n family feel thay can

Picture 5:E Future pathway for patient with neonatal jaundice

This is just one example of the more integrated pathways that will support the proposed new models of
care across the Humber and enable us to deliver our ambition of reducing the overall need for patients
to travel to hospital for their care.
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5.4.1.3 Humber pathway redesign impact

Overall volumes of Emergency Department (ED) attendances can be reduced by ensuring urgent care
services are available and easily accessible by the Humber population. The potential models of care —in
all scenarios —include a 24/7 Urgent Care Service (UCS) co-located with the EDs across the Humber. The
table below shows the forecast reduction in total ED attendances and the diversion to on-site urgent
care services, enabling ED teams to focus on life-threatening injuries and illnesses and dedicated multi-
skilled teams to provide round the clock urgent care for those conditions which are not life threatening.
Focusing on integrated community pathways will enable patients to be supported and seen closer to
home and avoid the need for a hospital attendance or admission where appropriate with the integration
of frailty models, virtual wards and support for high intensity users. Continued collaborative working
with partners across the Humber will support development and delivery of these pathway changes.

Combined baseline and proposed changes Combined impact
(HRI/SGH/DPoW)
300,000
283,078 Pathway changes => reduction
250,000 in ED attendances of 35-48%
200,000 attending urgent care services
150,000 171 890 instead (co-located with ED or
! at a local UTC).
100,000 119,994
85,818 84314 Pathway changes => reduction
50,000 in emergency admissions of
0 medical patients by 4%
ED Proposed ED  Proposed  Admissions  Proposed receiving care in the community
Attendances Attendances Urgent Care  (baseline) Admissions or same day emergency care
(baseline) Attendances (SDEC) instead.

Figure 5.4 Pathway change impact - ED Attendances and Admissions
(Humber)'”®

By working in these new ways, we can significantly reduce the overall levels of demand faced by all our
Emergency Departments. Applying 5 years of expected growth to the baseline shows the continued rise
in demand in ED and admissions, which would put additional pressure on services already struggling to
cope with the current levels of demand. The Business As Usual (BAU) model shown in the chart below
includes a 4% reduction in admissions in line with the integrated Acute Assessment Unit pathway
changes described above (see section 5.2.3), which have already begun to be implemented within
Grimsby and Scunthorpe. Full implementation of this pathway change, plus other pathway changes
described, would lead to a further 4% reduction in emergency admissions and significant reduction in ED
attendances over the period.

170 Modelling outputs (refreshed January 2023) — see appendix D
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Combined baseline, BAU and pathway changes impact

84,314

119,994

283,078 291,884
171,890

Baseline Do nothing Proposals
(5 year growth) (5 year growth + pathway
changes)
M ED attendances UCS attendance B Emergency Admissions

Figure 5.5 UEC baseline activity, growth assumptions and impact of pathway redesign*’*
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More integrated pathways for urgent and emergency care both in and out of hospital will improve
the experience for patients and improve performance on key waiting time targets.

The key benefits of these improved pathways include:

Reduction in ED attendances (adults and children)

Better experience for patients, carers and families (easier to navigate)

Better outcomes — patients get to the right place, first time

35-48% reduction in demand for ED services by treating patients differently through the
collocated Urgent Care Service (on site).

Reduced length of stay

Better experience for patients (quicker diagnosis and treatment and fewer handoffs)
Reduction in ambulance handover delays

Improved outcomes and faster recovery for frail patients

Reduction in emergency admissions (adults and children)

The impact of the changes on activity levels includes:

reduction in ED attendances of 35-48% attending urgent care services instead (co-located

with ED or at a local UTC).
reduction in emergency admissions of medical patients by 4% receiving care in the
community or same day emergency care (SDEC) instead.

A shift of resources from the acute hospital sector into primary, community and other out of
hospital provision will enable these improved pathways and deliver the benefits highlighted.

71 Modelling outputs (refreshed January 2023) — see appendix D
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Chapter 6

Proposed Models of Care

Detailed proposals, benefits and impacts
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6. Detailed Proposals, Benefits and Impacts

To improve the quality and safety of services and make sure they are sustainable into the future, this
PCBC recommends that some specialist services at our hospitals in Northern Lincolnshire (Diana
Princess of Wales Hospital, Grimsby and Scunthorpe General Hospital) should be consolidated and in
future be delivered from just one site.

Other services, including urgent and emergency care for most patients, should continue to be
provided as locally as possible and should remain at both hospitals.

e Trauma services should be consolidated to provide access to more specialty skills 24/7 and
allow for more rapid patient intervention potentially reducing length of stay and improving the
experience for patients.

e Emergency Surgery and Acute Surgical Inpatient Care should be consolidated — with 24/7
teams including surgeons, theatre teams, nursing staff on one site to make reduce out of hours
on-call and support future sustainability of workforce.

e Specialty Medical Inpatient Care for Cardiology, Gastroenterology and Respiratory services (>72
hours) should be consolidated to enable services to deliver clinical standards, in particular, 7-
day consultant-led care, improving the quality of patient experience, reducing our lengths of
stay and supporting patients to go home more quickly.

e Paediatric Inpatient Care (>24 hours) should be consolidated to enable services to improve
training and development opportunities and support the future sustainability of the workforce.

The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

The key benefits of the proposed model of care include:

v' Make the best use of skilled workforce — reduce duplication.

v Ensure patients with most complex needs can access specialist care from well-supported
teams of highly skilled professionals.

v Improve training and development opportunities for staff.

v' Develop Centres of Excellence for specific services, building confidence in patients and staff.

v" Support more people to stay well, be seen and treated at or close to home.

We recognise that any changes we make will have an impact on patients, carers and staff and for
some people will mean longer journey times to access particular hospital services. Detailed impact
analyses have been undertaken to quantify the likely impact and develop mitigations.

Summary Box 6.1
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6.1 Current service configuration

We want to continue to provide the best care for those living in our region and invest in the many
specialist services our hospitals provide. As a collective of hospitals working better, together, we can
provide improved services and care for all. But to do so, things need to change.

The proposals have been designed to ensure that high quality hospital care can continue to be
provided across the Humber now and in the future.

Our population have told us they find services confusing, disjointed and difficult to navigate. They want
to be seen and treated quickly and are willing to use alternative services (to the hospital Emergency
Department) if they are confident that they will meet their needs.

Patients of all ages have increasingly complex needs, which require staff with specialist skills, knowledge
and experience. Our current services in North and North East Lincolnshire are small in comparison to
others in the country and this makes it more challenging to achieve the required national standards,
such as ensuring we have the right mix of skilled professionals dedicated to specific elements of the
service and we are not relying on staff to cover multiple roles at the same time. With the teams of
nurses, doctors and other professionals that are available to us, meeting every standard all of the time is
extremely difficult.

6.1.1 Current service configuration

Across the Humber the NHS provides a wide range of urgent and emergency care services and paediatric
services, which play a role in supporting patients when they need medical help quickly.

e Urgent care is medical care provided for illness and injuries which require prompt attention but
are typically not of such seriousness to require the services of an Emergency Department.

e Emergency care is required when a person has a life-threatening accident, injury or illness and
has to be immediately assessed and treated in a hospital Emergency Department.

Emergency care is currently provided 24/7 across three hospital sites in the Humber — Hull Royal
Infirmary (HRI), Diana Princess of Wales Hospital, Grimsby (DPoW) and Scunthorpe General Hospital
(SGH). These hospitals operate an Emergency Department, acute assessment service with same day
emergency care (SDEC) and emergency admissions for most specialities, supported by 999 and
emergency ambulance services, mainly provided by Yorkshire Ambulance Service NHS Trust (YAS) on the
north bank of the Humber and East Midlands Ambulance Service NHS Trust (EMAS) on the south bank.

Hull Royal Infirmary provides the adult Major Trauma Centre (MTC) for the region. Major Trauma
provision for children is delivered from regional centres in Sheffield and Leeds. A Major Trauma Centre
(MTC) is a specialist centre with equipment and skilled staff who are trained in dealing with the most
serious and life-threatening injuries. An MTC operates as part of a major trauma network, supported by
Trauma Units where patients can be stabilised and transferred as appropriate. In addition, Hull provides
tertiary services for neurosurgery, vascular, specialist cardiology and cancer services. Most of these
services are provided from Hull Royal Infirmary, but emergency care is also provided from Castle Hill
Hospital, Cottingham for cardiology, cardio-thoracic and urology acute and specialist services.

Both Scunthorpe General Hospital (SGH) and Diana Princess of Wales Hospital, Grimsby (DPoW)
operate 24/7 Emergency Departments and have designated Trauma Unit status. This means that they
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can see and treat all urgent and emergency patients who attend themselves or in an ambulance (except
major trauma) and have the capability to do emergency surgery 24/7. Both hospitals have wards for
medical patients and surgical patients, however, some acute services are consolidated on one or other
site (e.g. Hyper Acute Stroke Unit, urology and ENT).

A range of other urgent care services are provided across the Humber, including Urgent Treatment
Centres (UTCs) in Goole, Beverley, Bridlington and Bransholme in Hull. There is a GP walk in service
provided at Storey Street in Hull and planned care centres that provide treatment for minor injuries
(accessed via NHS 111) in Driffield and Withernsea.'’? In addition, an Urgent Care Service (UCS) has
recently been introduced within the hospitals at DPoW and SGH at the hospital front door for managing
patients with urgent care needs, in line with the latest national guidance.'’?

For children and young people, Paediatric Assessment Units are provided within the three hospitals —
HRI, DPoW and SGH — available 24/7. Acute paediatric inpatient services are also provided at all three
sites. In addition, Hull Royal Infirmary is a tertiary centre and provides surgical paediatric care, as well as
specialist services. Paediatric intensive care is accessed in Leeds or Sheffield for patients living within
the Humber region. Whilst some tertiary referrals are made to HRI, much of the specialist paediatric
patient activity from NLaG flows out of the Humber area to Sheffield Children’s Hospital. Specialist
outpatient paediatric clinics are delivered in partnership with Sheffield and Leeds at both Scunthorpe
and Grimsby through a hub and spoke model.

6.1.2 Current activity

Each year there are around 283,000 attendances at our Emergency Departments (EDs), which is roughly
one attendance for every 3 people living in the Humber. Emergency Department Demand was impacted
during the initial onset of the pandemic, but attendances have since returned to pre-pandemic levels.*
Each year there are around 85,818 emergency admissions, which equates to around one admission
every 7 minutes.

Of the approximately 775 people who attend one of the three Emergency Departments (EDs) in the
Humber each day, on average only 471 of them (~60%) will be seen and treated within the expected
four hours,'” falling far short of the 95% target. Based on recent performance data, as many as 25
people a day could be waiting for more than 12 hours.'’® In addition, up to 150 people each day wait
longer than they should (15 minutes) in the ambulance they arrived in because there are not enough
staff or beds in the department for the ambulance crews to safely hand patients over.

Around 20% of people attending our Emergency Departments are children (16 years and under), many
of whom have minor injuries or illnesses that can be quickly treated. In addition, our Paediatric
Assessment Units (PAUs) see approximately 15,588 children every year and around 4,193 are admitted
to hospital for an overnight stay. These numbers are not consistent throughout the year, however, and
there are significant seasonal variations with increased demand in winter and, for Grimsby in particular,
summer.

172 potential delivery models for urgent care services for the population of the west of Hull are currently subject to
a place-based review of options with all providers, which could result in additional UTC provision and/or changes
to the services provided at Storey Street (see also section 5.2.2).
173 A more detailed explanation of the current configuration of services is provided in appendix 10.2.
174 See section 2.2.1.1 for activity over time.
175 See Figure 2.2 — %age of patients seen and treated in ED within 4-hours, 2021/22
176 See Figure 2.3 — Ambulance handovers within 15 minutes, 2019 - 2022
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The number of children admitted for an overnight stay in our hospitals is relatively small, particularly in
the children’s wards in Scunthorpe and Grimsby (around 2-3 per day at each unit). New clinical
standards combined with national and regional shortages of specialist paediatric staff mean that it is
becoming increasingly difficult to provide the level of cover required in our paediatric services at all
times and ensure our teams and new trainees have sufficient exposure to more complex cases in order
to maintain the high level of skills and expertise our current teams have.

Baseline UEC activity (2019/20) The total annual ED attendances in
2019/20:
140000 134,590 /
190000 - HRI=134,590
- DPoW =75,322
100000 - SGH=73,181
75,322 73,181
80000 These include walk-ins and patients
60000 48,096 brought in by ambulance.
40000 The annual emergency admissions
18,528 19,194 .
20000 in 2019/20 were:
0 - - - HRI=48,096
DPoW SGH HRI - DPoW =18,528
M Emergency Dept Attendances B Emergency Admissions - SGH=19,194
Figure 6.1 Baseline ED attendances and admissions (2019/20) *’7
Baseline Paediatric activity (2019/20) The total annual PAU attendances
7000 in 2019/20:
5,929
6000 5,357 - HRI=5,929
5000 4,302 - DPoW =5,357
4000 - SGH =4,302
3000 2,344 The annual emergency paediatric
2000 951 898 admissions in 2019/20 were:
1000
. - - - HRI=2,344
DPoOW SGH HRI - DPoW =951
M Paediatric Assessment Unit B Paediatric Admissions - SGH=838

Figure 6.2 Baseline PAU attendances and admissions (2019/20)*’8

The way in which services are currently designed, is not meeting the required standards in a system
that is experiencing unprecedented challenges and ever-increasing demand.

Urgent and emergency care and paediatric services need to change to ensure we can continue to
meet the needs of our population now and into the future.

177 Internal trust data (June 2021). NOTE: 2019/20 was used as the baseline line against which the different
potential changes were modelled due to the pandemic impact on 2020/21 data, which was the most recent data
available when the options development work was undertaken. Details on all modelling assumptions used and
work undertaken to review and confirm the activity modelling outputs are provided in appendix 10.16 and the
document library.
178 Internal trust data (June 2021). NOTE: paediatric ED attendances are within the ED numbers in figure 5.1.
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6.2 Views and priorities of our population n

Over the course of the programme we engaged with over 9,000 patients and
service-users and involved more than 3,000 clinicians and members of staff in ~ 3
our clinical design process, through workshops, focus groups and surveys.'” " ‘.‘-n

This engagement has been critical in helping to shape and to evaluate the -
proposals within this business case, ensuring they reflect the priorities and preferences expressed by
our local population.

Some key highlights were:

e Being seen and treated quickly was the most important thing to most people when it comes to
hospital care.

o Overall, respondents to the What Matters to You survey said that being seen and
treated quickly was most important.

o Many of the people we engaged with had a good understanding of the challenges within
the NHS both locally and nationally and were willing to accept changes (e.g. by using
online services or going to a different location for care) if it could help them to be seen
more quickly.

o Poor communication and a lack of transparency around waiting times and alternative
options were raised as areas for improvement.

e Safety was comparatively more important to parents, carers and guardians than the public as
a whole.

o Inour Children and Young People, Parent, Carer and Guardian and Your Birthing Choices
surveys, “being kept safe and well looked after” ranked the number one priority overall.

o This was in contrast to wider public responses, which ranked it either second or third,
after “being seen and treated as quickly as possible”.

o Parents and prospective parents were consistent in prioritising safety above other
factors.

e Accessibility and experience were also very important for parents and guardians.

o Parents and guardians provided feedback on how hospital visits can be stressful and
made suggestions on how they could be improved.

o Parents highlighted the need for more experienced and well-trained paediatric staff
working in Emergency Departments (ED), wards and clinics.

e Having the right workforce — and enough of them —is important to staff and patients alike.

o Compassionate and caring staff were the most common reason for a positive experience
of care. The public recognise the pressures on hospital staff and want to see things
change and for staff to have time to care.

o A healthy work/life balance and making a difference to patients are the things that
matter most to our staff. Staff we engaged with want to ensure any future models of
care will be adequately staffed.

o Our workforce wants to work differently and try new approaches.

179 Further details of the methods and findings is provided in appendices 10.7 to 10.15.
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e Most people attend an Emergency Department because someone advised them to go there.

o The vast majority of people we heard from told us that they went to an Emergency

Department because they were advised to go by a medical professional — most
commonly a GP or NHS 111.

e People are willing to use alternative urgent care provision if they are confident that it is

appropriate for their needs.

o Knowledge of alternatives to the Emergency Department was mixed across the region.
o Many people knew about other services but were not confident they would meet their

needs.
o For some communities the hospital is easier to get to than alternatives.

e Models of care for the future need to be simple and easy to understand.

o Urgent and emergency care provision is currently too disjointed and confusing.

o People told us they want to ‘do the right thing’ and use the most appropriate service but

they find the NHS confusing and don’t always know where they should go for help,

particularly in an urgent or emergency situation.

o If people do not know where to go or have difficulty accessing other services, they

default to the Emergency Department because they know it is ‘always open’ and they

will be able to get help there.

e There is an opportunity to tackle some of the challenges faced by providing direct access to the
services people need (bypassing the Emergency Department) if services are better coordinated

‘behind the scenes’.

o Many people in our communities already use NHS 111 (or NEL Single Point of Access)

and would welcome improvements to the treatment options available via 111.

e People face a lot of existing barriers that make accessing care difficult. These sometimes

include travel and transport challenges but can be impacted by a much wider range of factors.

o Throughout our engagement people told us that travel and accessibility issues are not

all about distance. Simple changes like better signage, improved communication and

more accessible parking spaces could significantly improve their experience of coming

to hospital.

The proposals have been designed to improve performance on waiting times and help to ensure more
people are seen and treated more quickly. They have been designed to address key workforce concerns

— raised by patients and staff — that staff do not have as much time as they would like to spend with
patients as they are spread very thinly across multiple services. The proposed pathway changes (see

sections 5.2 and 5.3) have been designed to make services more accessible, less disjointed and
ultimately easier to navigate so people get the right care, first time, every time.

The engagement work undertaken has shaped the overall vision for urgent and emergency care
services, paediatric services and the proposed models of care for the future.

and other stakeholders have told us is most important to them.

Our proposals have been designed and evaluated based upon what patients, staff, carers, families
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6.3 The proposed model of care

To improve the quality and safety of services and make sure they are sustainable into the future, we
propose that some specialist services at our hospitals in Northern Lincolnshire (Diana Princess of Wales
Hospital, Grimsby, DPoW and Scunthorpe General Hospital, SGH) should be consolidated and in future
be delivered from just one site in Northern Lincolnshire.

The following specialist services would be consolidated at a single hospital in Northern Lincolnshire:

e Trauma Unit

e Specialist Medical Inpatients — gastroenterology, cardiology, respiratory (>72 hours)
e Acute Surgery Inpatients (>24 hours or requiring overnight surgery)

e Paediatric Inpatients (>24 hours)

We propose that other services, including urgent and emergency care for most patients, should
continue to be provided as locally as possible and should remain at both Northern Lincolnshire
hospitals.

The following services would continue to be provided at both hospitals in Northern Lincolnshire and are
out of scope for the proposed changes:

e Urgent and emergency care from a 24/7 Emergency Department, assessment unit and short
stay (up to 72 hours)

e Day case emergency surgery

e Longer stay inpatient care for elderly and general medical patients

e Paediatric Assessment Unit (up to 24 hours)

e Maternity and neonatal care

e Planned care services, including surgery, diagnostics and outpatient services (some of which
may be provided in a community location e.g. GP surgery or Community Diagnostic Centre)

Services at Hull Royal Infirmary (HRI), Castle Hill Hospital (CHH) and Goole and District Hospital (GDH)
would continue as is.

The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

6.3.1.1 Proposed changes — urgent care and specialty medicine

Our services are seeing increasing demand for A&E, ambulances and urgent treatment services and
continuing to manage the elective backlog created by the COVID-19 pandemic. Our services do not
deliver the NHS Constitutional Standards or performance standards, particularly in relation to waiting
times and patient access. Too many patients are waiting too long to be seen and treated for both urgent
and emergency care needs and for planned care and treatment.

Last month (May 2023), only two thirds of patients were seen and treated within 4 hours in our
Emergency Departments (68.3% in NLaG, 62.2% in HUTH) and more than 40 people a day waited for
over 12 hours (854 in NLaG and 386 in HUTH).
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The proposed changes will help to ensure more people are seen and treated quickly and improve
performance against waiting time, access and clinical standards. The proposed changes are summarised
in the table below.

Current
situation

Proposed change

What would be different

provided from
both Grimsby
and Scunthorpe
Hospitals.

Current services
provide senior
review for
patients approx.
3to4 daysa
week only,
leading to
delays and
longer length of
stay. Current
services do not
meet clinical
standards.

Wales Hospital, Grimsby
(DPoW) for patients who
require admission after 72
hours or require a higher

level of specialist clinical input.

Care would be provided at
Scunthorpe with specialist in-
reach into the assessment,
short stay wards and general
medical/care of the elderly
inpatient admissions.

Urgent High volumes of | Co-located Urgent Care Up to 120,000 patients (c.329 per
Care patients Service in all three Emergency | day) that attend our Emergency
attending Departments (Hull, Grimsby Departments every year can be seen
Emergency and Scunthorpe) to see and and treated more quickly in an Urgent
Departments treat non-life-threatening Care Service (co-located within the
for urgent care | illnesses and injuries Emergency Department).
needs.
Poor
performance on
A&E waiting
times (~43-56%,
target = 95%)
Specialty Speciality Speciality inpatient services Consolidation of specialty inpatient
Medicine inpatient (Gastroenterology, Cardiology | services would enable specialist 7-day
services and Respiratory) would be service to be provided, improve
currently provided at Diana Princess of quality of care through reduced

length of stay with combined
specialist workforce and Consultant of
the Week. This would enable daily
senior review and support future
sustainability of workforce.

Patients who require admission post-
72 hours would transfer from SGH to
DPoW, supported by timely inter-
hospital transfer solutions. This would
impact approximately 3 patients per
day (based on current activity
numbers).

Table 6.1 Summary of proposed changes (medicine)

What this would mean for patients across the Humber is:

e Patients with minor injuries or illnesses could be seen and treated more quickly in a co-located
Urgent Care Service (UCS) at their local hospital.

e Patients who can be assessed, treated and discharged within 72 hours would continue to go to
their nearest hospital and receive treatment for their condition.

151




Humber Acute Services PCBC_v3.1 DRAFT
Chapter 6 — Detailed Proposals, Benefits and Impacts

e Patients who are acutely ill and/or require additional clinical input from specialist teams would
be treated at Diana Princess of Wales Hospital, Grimsby (DPoW). Where patients are brought by
ambulance, they will be taken directly to DPoW (or Hull Royal) if it is identified they will require
ongoing specialist care. Patients who arrive themselves or whose condition worsens would be
transferred to DPoW.

Case Study — Cardiology (angiography)

Patients who require angiography following a heart attack (NSTEMI) or because they are at increased
risk should be treated within 72 hours, according to national guidance.

Currently such patients are admitted and monitored (often for several days), because 7-day
consultant cover is not available on either site. This means that patients are waiting longer to be
seen and treated than in other parts of the country and can lead to poorer outcomes and negative
experience for our patients.

Under the proposed model, 7-day services would be provided, and patients could be treated within
the 72-hour window and return home.

6.3.1.2 Proposed changes — emergency surgery and trauma

Our staff are spread too thinly across hospital sites, with relatively small services provided from a
number of different hospitals; this means that we are not always able to meet clinical standards set
nationally and that jobs for our staff are tougher than in other parts of the country. We are duplicating
24/7 on-call teams across sites for small volumes of patients and we are unable to provide 7-day
consultant reviews, meaning our patients spend longer in hospital to get the same care and treatment
than in many other parts of the country.

The number of emergency operations undertaken overnight at Grimsby (172/year) and Scunthorpe
(196/year) combined equates to around one patient per night yet both have fully-staffed 24/7 on-
call rotas for overnight surgery.

The proposed changes will make better use of our skilled workforce, enable us to deliver on key clinical
standards and help to improve staff recruitment and retention by offering more attractive jobs and
innovative ways of working. The proposed changes are summarised in the table below.

Current Proposed change What would be different
situation

Trauma Major Trauma Single Trauma Unit for the Working closely with Ambulance
Centre (adult) in | south bank at Grimsby Hospital | services, patients requiring trauma
Hull (DPoW). services would be conveyed directly
and Trauma to HRI or DPoW where specialist
Units located in | Major Trauma Centre (adult) teams and skills will be dedicated to
both Grimsby continue to be provided at Hull | gea| with trauma emergencies.
and Scunthorpe Royal Infirmary for the region.
Hospitals. This would affect a maximum of 2

patients per day that previously
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attended the Scunthorpe Trauma Unit
(based on current activity numbers).

Surgery

Emergency
Surgery is
currently
provided from
both Grimsby
and Scunthorpe
Hospitals (and
Hull Royal).

Workforce
challenges
impact on
surgical teams
across the
Humber.

Emergency Surgery for
patients requiring an
admission would be
consolidated to Grimsby
Hospital.

Emergency surgery that is
appropriate to be dealt with as
a day case would also be
provided at Scunthorpe
Hospital.

Consolidation of emergency surgery
24/7 teams including surgeons,
theatre teams, nursing staff would
reduce out of hours on-call and
support future sustainability of
workforce.

This could impact up to 7 patients per
day that currently are admitted to
Scunthorpe Hospital for surgical
inpatient care — a proportion of these
patients could be continue to be seen
and treated in Scunthorpe Hospital
where emergency day surgery would
continue to provided, thereby
reducing the impact through different
clinical pathways.

Table 6.2 Summary of proposed change (surgery and trauma)

What this would mean for patients who experience trauma or require emergency surgery across the

Humber:

e Trauma services would continue to be provided across the Humber and North Yorkshire through
a Major Trauma Network with Hull Royal Infirmary as the Major Trauma Centre, proving care for
those with severe injuries (sustained anywhere across the region).

e In addition, there would continue to be a Trauma Unit provided at Diana Princess of Wales
Hospital, Grimsby (DPoW), caring for less serious injuries and stabilising any seriously injured
patients before transferring them to the Major Trauma Centre (MTC).

e Ambulances would take patients requiring care from a trauma service directly to the Trauma

Unit or MTC depending on level of severity of injury, location of accident and clinical need

with clear pathway direction.

e Patients who arrive at Scunthorpe General Hospital (SGH) themselves (walk-ins) who require the
services provided within a Trauma Unit would be transferred to DPoW.

e Patients requiring surgery in an emergency would continue to be treated at any of the three
hospital sites and patients would go to their nearest hospital.

e Out of hours surgery would be provided at DPoW and HRI only, meaning patients who need
surgery out of hours or need to be looked after overnight on a surgical ward would transfer
from SGH to DPoW.
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Case Study - Fractured Hip (emergency day surgery)

Patients who have fractured their hip (fractured neck of femur) should be operated on within 36
hours. This target is not consistently met in all our hospitals and as a result some older, frail
residents are waiting longer than they should to have their operation.

Under the proposed model of care, patients with a fractured hip (and no other trauma) could still be
cared for at their local hospital. Patients in Scunthorpe would have their operation performed by a
surgeon and be looked after by ortho-geriatricians with support by therapy for enhanced post
operative care and swift discharge.

6.3.1.3 Proposed changes — paediatrics

The needs of our population are changing, and our models of care are outdated. High levels of
deprivation and an ageing population mean that more people are living with one or more long-term
condition, contributing to an increase in demand care that needs to be met in a different way. Our
current models of care focus on hospital first. We can provide much better care if we change how we
work and support more people to stay well at home and access the care and treatment they need at
home or in their local community.

The number of children living in poverty is significantly higher in the Humber than in England as a
whole. 1 in 3 children in Hull (30.7%), 1 in 4 children in North East Lincolnshire (24.8%) and 1in 5
children in North Lincolnshire (20.8%) live in poverty. This impacts on children’s health and wellbeing
and their future health and life chances.

The proposed changes will enable us to deliver more responsive care in the community, make better use
of our skilled workforce and improve the training offer for current and potential future staff. The
proposed changes are summarised in the table below.

Service Current Proposed change What would be different
situation
Paediatrics | Paediatric Paediatric Assessment Units Consolidation of paediatric inpatient
inpatient would continue to be provided | services would support future
services at both DPoW and Scunthorpe, | sustainability of workforce. It would
currently providing 24/7 assessment and | help support the delivery of hospital
provided at care for up to 24 hours. at home services in the community.
both Grimsby
and Scunthorpe Those requiring a longer stay Children who require admission post-
Hospitals. admission or more specialist 24 hours would transfer from
care would be admitted to the | Scunthorpe to Grimsby supported
paediatric ward at DPoW. by a dedicated team to ensure
safe transfers. This would impact up
to 3 patients per day.

Table 6.3 Summary of proposed change (paediatrics)
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What this would mean for children and young people across the Humber region:

e Children and young people with urgent or emergency care needs would continue to be seen
and treated at the Urgent Care Service, Emergency Department and/or Paediatric Assessment
Unit at any of the three hospital sites.

o Development of Urgent Care Services within the Emergency Departments (ED) and
improved assessment pathways will support more children and young people to be
seen and treated more quickly.

e Children and young people who can be assessed, treated and discharged within 24 hours
would be treated in the Paediatric Assessment Unit (PAU) at their nearest hospital.

e Children and young people at Scunthorpe Hospital who are acutely ill and/or require additional
clinical input from specialist teams would be transferred and admitted for treatment at DPoW.

Case Study — Hospital @ Home

Hospital at Home provides nurse-led acute care within the patient’s own home enabling quicker
discharge from hospital and/or avoidance of a hospital visit. This would enable more children to have
a short stay in the PAU and be transferred home with support from H@H team rather than having to
be transferred to DPoW.
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6.4 Benefits and impacts

The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

Some patients and some staff would be impacted by longer travel times. The travel impacts have
all been mapped and a transport action plan is in development to mitigate against these impacts.

6.4.1 Overview

The proposed model of care focuses on providing specialist services from dedicated skilled workforce
operating from fully equipped facilities on one hospital site for Northern Lincolnshire, reducing
duplication and helping to address the significant workforce and performance challenges described
within the case for change.'®

The consolidation of specialty inpatient beds ensures patients with more complex needs can access the
specialist care they need from teams of highly skilled professionals who are well-supported and have
increased opportunities to develop their skills and competencies. Within the proposed model of care,
this is supported by an in-reach model covering Scunthorpe Hospital 7 days a week for emergency
speciality needs.

The consolidation of paediatric inpatient beds will ensure children and young people can access the
specialist care they need from teams of highly skilled professionals who are well-supported and have
increased opportunities to develop their skills and competencies. The proposed model of care will
support delivery of improved training and development and open up wider opportunities for our teams
to develop their skills and expertise in treating patients with more complex needs.

Effective assessment and same day emergency care services (for both adults and children) will continue
to be developed and improved to ensure as many patients as possible can be assessed, treated and
discharged locally, within 72 hours of arrival at hospital (24 hours for children). In addition, General
Medical and Care of the Elderly inpatient services would continue to be delivered in Scunthorpe Hospital
(as well as DPoW and HRI). This reduces the need to transfer patients from SGH to DPoW, particularly
those who are frail or elderly.

The Hospital at Home service will continue to be developed to minimise the need to admit paediatric
patients after the initial assessment period, enabling more children to be cared for at home in their own
beds with support from specialist teams.

Working closely with the ambulance services, severely ill or injured patients would be directed at source
to HRI or DPoW depending on clinical need and distance, ensuring patients are seen in the right place at
the right time, reducing the need for secondary transfers from Scunthorpe.

180 See section 2.4 for further details.
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6.4.2 Staffing Models

In developing the proposals, engagement with staff and clinical teams has ensured there are robust
workforce and staffing assumptions behind each of the models of care and proposed changes.

The proposed models of care seek to make best use of existing skilled staff and maximise the
opportunities for and benefits of new roles and ways of working. This will help to ensure services
are sustainable in the long run.

6.4.2.1 Urgent and Emergency Care

A correctly configured and resourced workforce is critical to pathway redesign and delivering the
proposed model of care. We need to take a number of actions to stabilise services and deliver high
quality care in the future. This includes developing the staff, including considering General Medical
Council (GMC) Certificate or Eligibility for Specialist Registration (CESR) pathways, supporting
unregistered staff into registered roles and looking beyond the acute workforce to find solutions.

To do this we aim to create a future urgent and emergency care workforce model which:

e s ‘Senior Decisionmaker-led, Team delivered’

e delivers timely and safe urgent and emergency care through the introduction of new roles,
developed system partnerships and shared resources

e strengthens the training and educational offer to all of our clinical workforce

e embraces new talent pipelines, new roles and ways of working to improve staff recruitment and
retention

To deliver the future workforce we require, a comprehensive workforce plan has been developed as
part of the programme to underpin the proposed new models of care.’®® There are a number of
potential new roles that can support the delivery of these models of care, which are summarised in the
diagram and set out in more detail below.

o Acute
Out of Urgent Care Emergency Critical Care Inpatient Out of
i
Hospital Care Service Department Services VF\)Iards Hospital Care

Advanced Clinical Practitioners

Physician Associates/Surgical Practitioners

Acute Care
Navigator

Multi-disciplinary team

GP with specialist interest

Social Services Liaison

First Contact Practitioners

Advanced HCA

Figure 6.3 Overview of new roles (UEC)

181 See section 8.3.4 for further details.
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6.4.2.1.1 Emergency Department and Assessment staffing model

The proposed Emergency Department service on all three sites will operate in line with all the Royal
College standards, delivered by a Multi-disciplinary Team (MDT) led by Senior decision makers.

e Advanced Clinical Practitioners (ACP) and First Contact Practitioners (e.g. extended scope
physiotherapists) based at the front door to immediately treat appropriate patients referred via
triage. In turn this enables the more appropriate use of medical workforce for more acutely
unwell patients.

e Speciality medical staff working alongside doctors in training, provide medical expertise within
the Emergency Department.

e Advanced Clinical Practitioners (ACP) with ‘injury competence’ and the ability to prescribe to
support specialty doctor rotas, helping to address shortages and build resilience within teams.
These could be rotational post operating between the Urgent Care Service and Emergency
Department to build competence.

e Advanced Clinical Practitioners (with ‘acute medical competence’) within the Same Day
Emergency Care service would rotate into community frailty teams. Cumulatively these
rotations will build networked teams, aid staff resilience and business continuity through
flexible teams.

e Rotational Paramedics working across the Urgent Care Service, Emergency Department and
ambulance services. These rotational posts develop competencies and support with the delivery
of see and hear and treat, reducing the overall conveyance rates to hospital.

e Physician Associates (PA) support Doctors in training rotas to release time for Foundation Year 1
and Year 2 doctors to receive an improved training experience, aiding future recruitment and
retention of emergency medicine trained medical staff and, in their role, provide continuity of
care for inpatients.

The remaining Multi-disciplinary Team (MDT) would comprise of a complement of reporting
Radiographer (Diagnostic), Sonographer, Operating Departmental Practitioners (within resuscitation
services) and multi-skilled clinical support workers trained in unregistered competencies such a
phlebotomy. Additional digital, Artificial Intelligence (Al) and administration support will be considered
for the department to relieve medical staff and ACPs from the need to divert time away from direct
clinical activity.

The Emergency Department staffing model has also been designed with flexibility to enable partnerships
with GP practices and primary care networks to be developed over time, leading to additional roles and
benefits such as:

e GPs with Enhanced Role (GPWER) to work across primary care and acute care settings — the
specialist knowledge they would develop would be used within their practice and primary care
networks to avoid unnecessary urgent and emergency care referrals and helps staffing Urgent
and Emergency Care roles in hospitals.

e Seek support from the Yorkshire and Humber Deanery to increase GP Vocational Training
Scheme numbers within the North and North East Lincolnshire, Hull and East Riding urgent,
emergency care and frailty services (both in hospital and in the community).

e GPs, who wish to take flexible retirement and continue to practice post-retirement could be
offered opportunities within our Urgent Care Service.
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6.4.2.1.2 Acute Inpatient Wards staffing model

Acute inpatient wards will continue to observe Royal College guidance on Safe Medical Staffing'®? and
the National Institute for Health and Care Excellence (NICE) staffing for Adult Inpatient Ward
standards.!® Acute inpatient wards would be supported by the full range of medical staff, registered
and unregistered nurses in line with Safer Nursing Care Tool (SNCT) guidance.'® Additionally Allied
Health Professional, Physicians Associates, Advanced Care Practitioners, and Therapists will continue to
advise on rehabilitation plans to support the safe and timely discharge of patients.

In the model, discharges would be supported by:

e Physician Associates for continuity of care

e Acute Care Navigator and Social Services Liaison posts; liaison between these posts would be
critical in ensuring the timely and coordinated discharge of patients.

e Community and Social Care Nursing roles operating within acute care alongside Acute Care
Navigators and the discharge teams to ensure community nursing and social care support
packages are proactively in place to support the safe and timely discharge of patients to aid
patient flow and reduce unnecessary long stays in hospitals for patients.

e Voluntary Sector partnerships to aid patient transport solutions and provide patients with
wraparound support, such as the provision of food shopping, prescription collection and the
support of other domestic requirements.

Most medical teams would be based at the DPoW site, providing in-reach into Scunthorpe Hospital with
the option of rotational posts covering both sites. This approach will facilitate daily senior decision
making, continuity of care for patients and provide continuation of training places across both hospitals,
fostering a ‘one-team’ culture. Nursing teams will largely be site-based but with career development
opportunities available across the system.

Further detailed work will be undertaken at the decision-making business case stage to firm up the
specific workforce models and rota plans for each element of the proposed pathway changes and
reconfiguration proposals.

6.4.2.2 Staffing Models — Paediatrics

The staffing model for the proposed model of care for Paediatric services has been developed
considering the requirements set out in the National Quality Board guidance on Safe Staffing™®® and
Facing the Future®® standards to deliver their services. 24/7 consultant cover will continue to be
required at both Northern Lincolnshire hospitals to provide leadership to the Paediatric Assessment Unit
team and support maternity and neonatal services, as required. Consolidation of paediatric inpatient
services to Diana Princess of Wales Hospital, Grimsby (DPoW) helps to support improved development
and training for the specialist paediatric workforce and improve the long-term sustainability of
paediatric services. Developing the Hospital at Home services creates opportunities for specialist

182 The Royal College of Physicians (RCP) (July 2018) Guidance on safe medical staffing RCP Guidance

183 National Institute for Health and Care Excellence (NICE) (2014) Safe staffing for nursing in adult inpatient wards
in acute hospitals NICE Guidance

184 The Shelford Group (2023) Safer Nursing Care Tool SNCT Guidance

185 NHS England (2016) National Quality Board guidance on Safe Staffing Safe Staffing Guidance

186 Royal College of Paediatrics and Child Health (2015) Facing the Future: Standards for Acute General Paediatric

Services Facing the Future
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paediatric nurses and other highly-skilled professionals to work more flexibly supporting the PAU and
Hospital at Home elements of the pathway in all localities.

A range of potential new roles and new ways of working for the paediatric workforce are being
developed through ongoing engagement to support the implementation of the proposed new models of
care. These include, but are not limited to, the following:

e Rotational induction programme for all new starters, which enables staff to rotate through all
service locations and teams. This would help the workforce to develop end-to-end awareness of
the services activities as well as develop effective staff networks.

e A dedicated apprenticeship programme across all current unregistered nursing and maternity
roles (e.g. Paediatric Healthcare Support Workers) to allow those with capability and motivation
to progress from unregistered to registered roles.

e Supernumerary ‘retire and return’ mentorship/educational supervisor posts to support newly
appointed staff, staff undertaking apprenticeships and university students across paediatric
services. Joint appointments where retiring staff could return to provide education support,
advice and guidance.

e Young Person’s Nurse specialist role — dedicated to providing clinical care, advice and support
to young people to support the transition from paediatric to adult services (c.16-25 years). This
role would be especially effective in supporting young people with complex long-term
conditions or other underlying reasons for health inequalities (e.g. looked after children) as trust
in relationships can be key to young people engaging in the care plan.

New ways of working and innovative new roles working across sectors and disciplines will continue to be
developed following decision-making regarding the future model of care to ensure services make best
use of the skills within the current workforce and continue to develop a diverse and multiskilled
workforce for the future.

6.4.2.3 Workforce Impact

Extensive workforce modelling was undertaken to determine the impact of each of the potential models
of care on the workforce challenges faced and was a key part of the evaluation process.®” Workforce
modelling has incorporated the benefits of new roles and ways of working that have been developed
and has also ensured compliance with key clinical standards, many of which are not currently being met.

The workforce modelling shows that there is a net reduction against baseline budget and against the ‘do
nothing’ position in the Whole Time Equivalent (WTE) workforce that would be required to implement
the proposed models of care.

WTE staffing requirement

WTE required Difference vs Difference vs
(in hospital) current BAU
Proposed model of care 2,634.76 1195.33 190.52
BAU (do nothing) 2,725.28 1104.80 0
Current budgeted workforce (Jan 2023) 2,830.09 0 -

Table 6.4 Summary of workforce modelling

187 See appendices 10.16 to 10.19 for detailed outputs.
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Implementing the proposed model of care represents a reduction in required workforce over the
current budgeted baseline of nearly 200 WTE posts and a reduction against the ‘do nothing’ (BAU)
position of nearly 100 WTE posts within the hospitals. This would help to address the significant
vacancies across the system and also support reduction in agency and locum spend.!®®

The proposed model of care will improve the quality of specialist care and ensure everyone across the
Humber can access the most highly skilled professionals when they need them. By concentrating the
workforce in fewer locations for the most specialist care, those delivering specialist services will have
more opportunities to develop their skills, treating a higher number of complex cases and a wider
variety of experiences. They will be able to work in larger teams, which improves resilience and enables
us to design rotas to cover services that will be more attractive to current and future workforce. This will
create more sustainable services in the longer term.

Consolidating longer-stay medical specialty inpatient beds, trauma and acute surgery inpatients at one
hospital for Northern Lincolnshire will enable nursing teams to develop a higher level of expertise in
particular specialties, building confidence and skills in teams who are working in a more specialist way.
Developing centres of excellence for acute medical specialties will also build confidence in patients,
many of whom have told us through our engagement that they would prefer to be treated where the
specialists are and have full specialist team wrapped around them.

The proposed model of care would require the equivalent of around 200 (WTE) fewer members of
staff than our current position, helping to significantly address the vacancy challenges across our
hospitals and make better use of the valuable and highly skilled workforce we do have.

The proposed new model of care would also enable us to provide better training and development
opportunities and make future roles more attractive helping to secure the workforce we need for
the future.

6.4.3 Digital requirements

Integration of systems and improvements to our digital infrastructure are critical enablers of change and
will form part of any/all future models of care. Digital enablers will be aligned across all the future
models of care to ensure investment in new digital solutions is focused on the top system priorities to
maximise the benefit to patients, staff and partners.

The key digital developments that will support the proposed model of care are highlighted in the table
below. Working with digital leads across the Humber and North Yorkshire, the digital enabling projects
have been mapped to the existing ICS digital portfolio, which has been prioritised and categorised
according to the level of confidence that funding is available or will be available to implement.

Digital Enabler Intended Output

Yorkshire and To provide access to records for all urgent and High priority

Humber Care Record | emergency care disposition points to all clinical programme
contacts along the pathway who require the High degree of cost
information — at the point of care. confidence

188 Workforce modelling outputs (May 2023) — see appendix D
NOTE: this is an aggregate number which includes significant investment in some cohorts of staff (e.g. ACPs and
maternity theatre staff) and reductions in other areas (e.g. vacant consultant and junior doctor posts).
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Any to Any booking To allow patients to be referred into the relevant High priority
service regardless of their entry point, therefore programme
reducing demand on the care system and ensuring Medium cost
consistent access to the right service to confidence
appropriately manage the clinical needs of patients.

Remote monitoring Establishing technology-enabled remote monitoring | High priority
at a regional level across the care sector, mental programme
health, long term conditions management and Medium cost
virtual wards. confidence

Virtual wards Develop and implement of a standardised Virtual High priority
Wards solution with integration to the data programme
warehouse and reporting through development of a | Medium cost
reporting dashboard. confidence

Clinical messaging To simplify teamwork for care workers, connecting High priority
them with relevant colleagues and patient programme
information required to make decisions, at the point | Medium cost
of care. confidence
Electronic message from streaming source
(Ambulance/primary care/UTC) => reduction in ED
attendances.

Digital Red Book The digital red book programme is focused on Low priority
transferring the current physical maternity red book | Medium cost
to digital platform, accessed virtually by care confidence
providers and citizens. It will cross boundaries
between maternity care and into Health Visiting,

Safeguarding Children and other children’s social
care services.

Table 6.5 Summary of digital enablers'®®

Further detailed work will be undertaken at the decision-making business case stage to firm up the
specific deliverables for each element of the proposed pathway changes and reconfiguration proposals.

The proposed model of care will be supported by enabling digital developments, aligned to the wider
system strategy for digital transformation.

6.4.4 Estates and capital investment

The new-build Emergency Departments at Scunthorpe General Hospital (SGH) and DPoW will deliver
improved ED facilities and fully functional integrated acute assessment areas in 2023. This will provide a
significant increase in capacity and enable the integration of assessment services supporting increased
same day emergency care and delivery of the new pathways described. The new builds also include
capacity for a co-located urgent care service to deliver improvements in waiting times and outcomes for
patients. The new builds will be fit for purpose to support the proposed model of care, including the
collocation of trauma services at DPoW.

189 Humber and North Yorkshire (2022) Digital Transformation Investment Plan (DTIP) Portfolio Overview (see

document library).
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To deliver the other proposed service changes, investment would be required to either refurbish,
relocate or expand clinical areas at Diana Princess of Wales Hospital, Grimsby (DPoW) to accommodate
additional patients for the consolidated services.

Additional investment would be required to deliver:

e anincrease in non-elective inpatient beds

e anincrease in critical care capacity and development of purpose-build facilities

e anincrease in the capacity of the paediatric inpatient ward and expanded family
accommodation.

Critical Care at DPoW is currently running from a temporary location with a reduced number of beds.
Investing in additional critical care capacity at DPoW would provide the opportunity to create a co-
located critical care service which will be fit for purpose and meet the required standards. The additional
investments would also support delivery of better clinical adjacencies by relocating adult short stay and
paediatric assessment areas, creating space for the consolidated specialist inpatient services.

The anticipated capital investment required to deliver the proposed changes is summarised below.

Summary of capital investment requirements

Est. cost (Em) for Approx. total Approx. total m? cost | HAS model BLM HAS model % of
implementation (exc. BAU) (m?) required (£000) variance impact (Em) total site BLM
25.5 5,257 1,500 - 4,770 3.0 11.0%

Table 6.6 Summary of capital investment requirements %

NHS England require any service change to be financially affordable from within existing financial
resource. Initial work demonstrated that this level of investment is affordable from within existing
capital resource. The proposed investments could be accommodated within the Trust’s internal capital
programme over a period of three years.*!

The prosed changes — and estates changes that would be required — can be delivered within existing
financial resources, enabling many of the identified benefits to be realised quickly.

6.4.5 Financial analysis

The Humber Acute Services programme was clinically driven, to ensure high quality, sustainable services
can be provided into the future. The programme was not initiated in order to save money, however, it is
important to recognise the challenging financial context that the health and care system across the
Humber and North Yorkshire is operating within and seek to support system-wide efforts to address the
financial challenge.

Financial modelling was undertaken to determine the revenue impact of the potential models of care.
This was undertaken as the final stage of the evaluation process.?® The financial modelling undertaken

10 Financial modelling outputs (June 2023) — see appendix D.
191 See section 10.4.3.4 for further details.
192 See section 10.19 for detailed outputs
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to support the PCBC focussed on staffing requirements for each of the models, linked to activity and
growth assumptions since pay is generally 70% of the cost base.

Running duplicate services across multiple sites presents significant workforce challenges and can result
in a poor employee experience for some of the Trust’s medical and non-medical teams. This compounds
an already challenging recruitment environment and leads to difficulty in recruiting the right substantive
workforce to provide high quality safe care.

The current service configuration and the requirement for consultants and other specialist staff to cover
all hospital sites can, at times, limit their ability to provide senior patient reviews. In addition, services
are unable to achieve Royal College guidance standards in many areas. Challenges are similar for the
non-medical workforce, with senior expertise split across a number of sites. In addition, the learning
environment and provision of workforce development is challenging. The current configuration
continues to create cost pressures for premium rate working, poor economies of scale and duplication
of rotas as well as exacerbating the Trust’s ability to resource ‘hard to fill’ posts.

The activity and growth assumptions, along with the changes proposed to pathways and configuration
of services, drive the capacity requirements for the proposed future model of care. A significant
element of a hospital’s workforce is related to the bed base and ward establishments. There is a net
reduction in bed requirements associated with the proposed model of care, which drives a reduction in
the required workforce.

The proposed new model of care would result in a reduced staffing requirement of c.195 WTE against
the baseline position and around 90.5 WTE compared with the BAU scenario.

Furthermore, the workforce models and transformation of acute services have been designed to foster a
more attractive work environment, with reduced reliance on agency and premium staffing. The current
level of agency spend at NLaG is over £30m and the financial models assume a reduction in the agency
reliance by 50% by year 5, resulting in a net £4.6m saving in the premium element of pay as the
substantive vacancies are reduced. In order to reduce the pay bill, the key drivers are:

e Activity and pathway driven changes in workforce e.g. improved pathways of care leading to
faster diagnosis and treatment and reduced length of stay, bed reduction, improved rota
management and removal of duplication, reducing reliance on high-cost temporary staffing.

e Productivity driven reductions in workforce, leading to fewer WTE to deliver a given quantity of
activity e.g. use of technology and improved processes.

e Reduction in the cost per WTE of the future establishment e.g. ensuring that staff spend a
greater proportion of their time conducting tasks appropriate to their grade through role re-
design and the introduction of more advanced practitioner roles.

e More attractive place to work, innovative and therefore improving recruitment and retention,
reducing agency use.

The gross impact on the revenue position of the proposed model of care is summarised below:

Revenue cost est. Saving from BAU
Models
(£m) (€m)
Business as Usual (do nothing) 258.3 -
Proposed model of care 249.5 J8.8

Table 6.7 Summary of revenue impact
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The cost of the ‘do nothing’ (BAU) position is approximately £258 million. The proposed model of care
could be delivered at a cost of around £249.5 million. This represents a gross saving of £8.8 million.

We recognise that in moving services and implementing the enabling pathway changes there may need
to be a transfer of revenue savings to community and/or primary care services and therefore the net
saving to the system may be reduced. Detailed and costed plans for any potential re-investment of
resources into out of hospital services will be developed as part of planning for implementation and will
form part of the Decision-Making Business Case (DMBC).

As detailed above, the capital cost to deliver the changes is approximately £25 million, which is
affordable and deliverable from within internal resources.

The proposed model of care would reduce the ongoing revenue cost of providing hospital services
across Northern Lincolnshire by making better use of skilled staff and organising services in a more
effective and efficient way.

The proposed changes to pathways and models of care could help to eliminate some of the structural
deficit that exists within the system and help to ensure services can be provided sustainably in the
future.

6.4.6 Travel and displacement impact

The proposed model of care seeks to address the key challenges identified in the case for change,
improve outcomes for patients whilst minimising the impact on the local population across North and
North East Lincolnshire. A number of alternative models of care and variations were considered and
rejected due to the larger impact on the number of patients who would have to travel further or safety
implications for the model of delivery.

The changes proposed would result in some patients, service-users and staff, as well as visitors, carers
and loved ones, having to travel to a different hospital that the one they currently use, which in many
cases would result in an increased travel time.

The table below shows the number of patients who would go to a different hospital to where they go
currently to access care. These impacts have been modelled using postcode level data for all patients in
the baseline year (based on distance to nearest site, not patient choice) and do not account for all the
potential impacts of improved pathways (e.g. Hospital at Home) and changes to behaviour. These
activity estimates are therefore considered the maximum potential impact, likely transfer numbers are
expected to be lower in the longer term. Under the proposed model of care, these patients would be
transferred by trained teams with the required skills and expertise to undertake inter-hospital transfers.

Summary of displacement impact Average Yearly
Number of patients transferred from Scunthorpe to Grimsby in the proposed model per day total
Acute surgical inpatients requiring an overnight stay (>24 hrs) or 33 3028
emergency surgery overnight ’ !
Specialist medical inpatients requiring >72-hour stay 3.7 1,352
Acute medical inpatients (patients subject to identified transfer conditions) 35 1,265
Paediatric inpatients requiring >24 hrs stay 2.5 935

165



Humber Acute Services PCBC_v3.1 DRAFT
Chapter 6 — Detailed Proposals, Benefits and Impacts

TOTAL IMPACT 18.0 6,580
Number of patients transferred from Scunthorpe or Grimsby to Hull in the proposed model 1.2 423
TOTAL IMPACT 19.2 7,003

Table 6.8 Patient displacement impact*%

The changes to patient travel times are summarised in the tables below.

Summary Travel Time Impacts

ED UEC Paediatric

Descrioti
escription Attends  Admissions inpatients
Positive impact Re.duct/on in journey time by more 10 3 354 17 374
minutes
Reduction in journey time by less than
Neutral impact 10 minutes and/or increase in journey 52 451 75 578
time by less than 10 minutes
Negative impact /nfrease in journey time by 10 to 30 333 2244 260 2837
(moderate) minutes
Nt'ega'tl've impact lncreqse in journey time by more than 575 2589 550 3714
(significant) 30 minutes
Total Activity Impacted 963 5,638 902 7,503
Activity Not impacted or unrouteable 147,594 79,990 3,291 230,875
Total Activity 148,557 85,628 4,193 238,378

Table 6.9 Travel impact summary***

The changes also have a (minimal) impact on ambulance service providers.® The ambulance
modelling shows that approximately 88 additional hours per week would be required to maintain
performance of the ambulance service with the proposed model of care. This equates to approximately
half a dual-crewed emergency ambulance. %

Summary of impacts of proposed changes
%age of total
Average per day | Total per year activity 17
Dlsplacement ‘ . 19 7,003 2.2%
(patients treated at a different hospital)
Travel impact _ , 10 3,714 1.6%
(patients with increased travel time of >30mins)
Health inequalities 2 875 )
(increased travel time of >30mins from most deprived decile)
Inter-hospital transfers . 18 6,551 2.0%
(non-emergency transfers required)

Table 6.10 Summary of impacts

193 Activity modelling outputs (refreshed Feb 2023) see section 10.16 for detailed outputs
194 Travel modelling outputs (October 2022) see section 0 for detailed outputs
195 Full details of modelling outputs are provided in appendix section D
1%6 168 hours = 1 additional ambulance 24/7
197 Expressed as a percentage of total urgent and emergency care, maternity, neonatal and paediatric activity
across the Humber (denominator = 320,323).
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6.4.7 Conclusion

The proposed model of care retains local services at each of the three existing sites and enables the
NHS across the Humber to continue to operate three Emergency Departments with specialist Paediatric
Assessment Units (PAU) operating 24/7 in the three main localities: Hull, Grimsby and Scunthorpe, with
access to urgent care services across the region. This will help to ensure sustainable services are in place
across the Humber now and into the future.

Consolidation of emergency surgery, specialist medical and paediatric inpatient services will help to
improve the quality and ensure long-term safety and sustainability of inpatient care ensuring everyone
across the Humber can access the most highly skilled professionals when they need them. By
concentrating the workforce in fewer locations for the most specialist care, those delivering specialist
services will have more opportunities to develop their skills, treating a higher number of complex cases
and a wider variety of experiences. They will be able to work in larger teams, which improves resilience
and enables us to design rotas to cover services that will be more attractive to current and future
workforce. This will create more sustainable services in the longer term. Providing general medical and
care of the elderly inpatient care at both Northern Lincolnshire hospitals will minimise the requirement
for secondary transfers.

Consolidating specialist services will enable nursing teams to develop a higher level of expertise and gain
more experience in supporting patients with complex needs, building confidence and skills in teams who
are working in a more specialist way. It will also help us to develop research, training and development
opportunities for staff working there. Specialist nurses will be able to work across community and acute
settings, building skills, confidence and expertise.

Developing centres of excellence will also build confidence in patients, many of whom have told us
through our engagement that they would prefer to be treated where the specialists are and have full
specialist team wrapped around them.

The proposed new pathways of care will improve performance on waiting time standards by reducing
the number of handovers within and between services, helping to improve the flow of patients through
the hospital, reducing ambulance handover delays and ensuring that patients do not stay in hospital any
longer than they have to.

By maximising opportunities for collaboration with partners across the Humber and focusing on how we
can provide more care at home or in other out of hospital settings we will support the overall ambition
to bring care closer to home for as many people as possible.
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Consolidation of specialist services will help to improve the quality and ensure long-term safety
and sustainability of inpatient care ensuring everyone across the Humber can access the most
highly skilled professionals when they need them.

The key benefits of the proposed model of care include:

v" Make the best use of skilled workforce — reduce duplication.

v"  Ensure patients with most complex needs can access specialist care from well-supported
teams of highly skilled professionals.

v Improve training and development opportunities for staff.

v' Develop Centres of Excellence for specific services, building confidence in patients and staff.

v" Support more people to stay well, be seen and treated at or close to home.

The proposed changes would enable us to address critical shortages in workforce, consolidate
rotas and improve patient access, waiting times and length of stay, whilst maintaining the majority
of services locally.

We recognise that any changes we make will have an impact on patients, carers and staff and for
some people will mean longer journey times to access particular hospital services. Detailed impact
analyses have been undertaken to quantify the likely impact and develop mitigations.

The impact of the changes includes:

v" A maximum of 18 patients per day would require transfer between hospital sites.
v' Transfer solutions are in development to support timely and safe transfers.

168



Humber Acute Services PCBC_v3.1_DRAFT
Chapter 7 — Dependencies

Chapter 7

Dependencies

Planned Care and Out of Hospital Integration
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7. Dependencies

The proposals in this business case have been designed to address challenges within acute hospital
services. The solutions to those challenges, however, require the whole health and care system to
work together differently. To ensure the proposed changes within urgent and emergency care and
paediatrics can be delivered effectively, they were designed alongside plans for interdependent
services and out of hospital enabling changes.

The proposals were developed alongside a high-level strategy for the future of planned care across
the Humber, due to the strong interdependencies between planned and unplanned care. The
planned care principles seek to improve efficiency, productivity and performance, particularly in
relation to waiting time standards and elective recovery, by protecting planned care better from
demand pressures within urgent and emergency care services.

Planned Care Principles

PLACE-based care wherever possible ensuring equity of access

Taking outpatient care out of the hospital delivering local care

Faster diagnosis, closer to home maximising community diagnostics

Dedicated facilities and resources protecting elective activity

Day case and elective hubs increasing productivity

Complex surgery at main site(s) reducing duplication

The potential models of care were designed in collaboration with colleagues from across all
sectors and are aligned to wider out of hospital and mental health strategies. Joint PMO
arrangements are in place to ensure critical out of hospital enabling projects are in place to support
implementation of the proposals for service change set out in this business case.

Frailty Supports proposals for integrated urgent and emergency
Falls prevention care — key enablers to reduce ED attendances and
Enhanced health in care homes hospital admissions.

Community ill child programme Supports proposals for paediatrics — key enabler to

reduce ED attendances and hospital admissions and
reduce impact of consolidation of inpatient paediatrics.
Community diagnostic centres Supports proposals by bringing planned care closer to
home — key enabler to reduce outpatient attendances at
hospital sites.

Summary Box 7.1
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7.1 Planned Care

The configuration changes proposed for public consultation encompass urgent and emergency care
(and associated acute services) and paediatrics. In addition, our hospitals provide a wide range of
services on a planned basis (pre-booked appointments) and maternity and neonatal services for
women and birthing people (which are out of scope of these proposals). The way in which planned
care services are currently delivered means that they are sometimes impacted by surges in demand
for unplanned services, for example, relying on the same medical workforce and sharing facilities
such as operating theatres, recovery areas and support services such as anaesthetics and critical care
can lead to delays or cancellations for elective patients.

The proposals for change in this business case have been developed alongside a high-level strategy
for the future of planned care across the Humber, which seeks to improve efficiency, productivity
and performance, particularly in relation to waiting time standards and elective recovery by
protecting planned care from demand pressures within urgent and emergency care services better.
The planned care principles developed seek to deliver more integrated care with hospital and out of
hospital services working together to support the needs of the patient and deliver a radical reduction
in the need for people to travel to hospital sites for tests, advice and procedures.

Summary Box 7.2 Planned Care

7.1.1 Background and context

Across the Humber the NHS provides a wide range of planned (or elective) care services. Planned care
incorporates a wide range of services and modes of delivery, from initial outpatient appointments to
diagnostic tests and procedures to surgeries or other treatments. These services can be split into
outpatient appointments, outpatient procedures, day case procedures and inpatient care. Elements of
planned care services are delivered at all five of the Humber’s hospital sites, however, the specific
configuration differs on a service-by-service basis.'®® The vast majority of planned patient attendances
to hospital are for outpatient care. About 90% of all patient trips to hospital are for outpatient
appointments with smaller levels of activity for day case operations. The proportion of planned activity
that requires an overnight stay is even smaller still (less than 2% of all planned care activity).

450,000 Planned Care Activity (Humber-wide)

400,000

350,000 .
300,000
250,000

Follow-Up OP
200,000

First OP
150,000 .
100,000 W Day Case

M Inpatient
50,000
0 ! L — L
CHH HRI SGH DPoW Goole

W Procedure OP

Figure 7.1 Activity numbers by Inpatient, Daycase and Outpatients (all specialties - baseline)**°

198 A service schedule is provided in section 10.2, which sets out which services are provided at which hospital site.
199 Internal trust data (June 2021).

171



Humber Acute Services PCBC_v3.1 DRAFT

Heading into the COVID-19 pandemic, many patients in the Humber area were already waiting longer
than they should be for planned care, including outpatient appointments, tests, surgery or other
treatments. The impact of responding to urgent and emergency care needs throughout the pandemic
and since has worsened this position further still.

The way in which services are currently designed, is not meeting the required standards in a system that
is experiencing unprecedented challenges and ever-increasing demand. Waiting lists are growing, and
people are not being seen as quickly as they would be if services were organised differently. Operating
theatres and other facilities sometimes get taken up with emergency cases, which means some people
who had a planned operation booked have it cancelled and have to wait even longer. The COVID-19
pandemic had a significant impact on planned care as appointments and operations were postponed.
Across the Humber over 10,000 patients have been waiting more than a year for treatment, compared
with only 9 prior to the pandemic.

We need to make changes to our urgent and emergency care services and provide planned care
differently in the future so that it will not be impacted by fluctuations in urgent and emergency care
needs and ensure a long-term sustainable model of care is in place to meet the needs of our
population.

7.1.2 Planned care principles

Initially the potential models of care were designed for the six specialties identified within the Case for
Change as being particularly challenged. However, the significant impact of the COVID-19 pandemic on
elective care required us, as a programme, to look more broadly at all planned care activity and develop
a strategy that could help put services on a sustainable footing for the long term.?® The work to develop
and implement this planned care strategy is being undertaken by the Humber and North Yorkshire
Collaborative of Acute Providers (CAP), building on the work undertaken through the Humber Acute
Services programme.

The reconfiguration proposals described in this business case — for urgent and emergency care and
paediatrics — were designed alongside a set of core principles for how planned care would be delivered
in the future. These core concepts will underpin the system-wide planned care strategy and were
designed in line with national strategies to deliver improvements against the current challenges.

The process of ongoing engagement with clinicians, partners, service-users and the public helped to
develop and define a collective vision for the future of planned care and planned diagnostic services
across the Humber. This includes addressing inequalities in health by putting the patient at the heart of
decision-making, redesigning and integrating pathways of care and delivering improved outcomes and
experiences for patients.

Our vision is...

to deliver more responsive, easier to access planned care and diagnostics — closer to home for
people living across the Humber region.

Summary Box 7.3 Planned Care Vision

200 An early evaluation of different potential models of care was undertaken and the outcomes are detailed in
appendix 10.4, which sets out the alternative proposals that were also considered and explains the approach taken
to planned care within this business case.
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This means that:

e People will only come to hospital if they absolutely need to and will not stay any longer than is
absolutely necessary.

e People will be supported to make the most of the opportunities digital can bring as it becomes
an increasingly important feature in the delivery of care and treatment.

A key focus of the programme has been to re-design current patient pathways to make them more
responsive to the needs of patients and more efficient so that they can provide care safely and in a
timely manner. Building on the feedback gathered through our engagement, we have re-designed
pathways of care by focusing on how to:

e Make best use of the workforce we have to ensure staff have time to care.
e Fully integrate services across primary, secondary and community care.
e Provide accessible services for patients across the Humber.

Wherever possible, planned care pathways have been designed to enable the provision of outpatient
and routine care outside of hospital environments often with different staff groups working
collaboratively to deliver the care. Future pathways will be supported by:

e Multidisciplinary workforce models of care (working across sectors in new ways)

e Harnessing technology (e.g. remote monitoring, smart scheduling)

e Integration of information systems (improved data sharing enabling seamless care)

e Integration of care, treatment and diagnosis within a community setting

e Resources provided within a community setting — workforce, estates and digital technology.

The proposed Planned Care concepts are summarised in the diagram below.
PLACE-based care wherever possible ensuring equity of access
Taking outpatient care out of the hospital delivering local care

Faster diagnosis, closer to home maximising community diagnostics

Dedicated facilities and resources protecting elective activity

Day case and elective hubs increasing productivity

Complex surgery at main site(s) reducing duplication

Figure 7.2 Planned Care Concepts

These proposals have been developed collaboratively with the out of hospital programme to ensure
close alignment across system plans.
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7.1.3 Future models of care

Developing the future shape of planned care according to these core principles will support our
ambition to reduce the overall level of activity taking place in hospitals and help to deliver more
responsive, easier to access care and diagnostics, closer to home, whilst also providing the highest
quality specialist care for those who need complex or more specialist interventions. The types of
changes and what they might mean for patients are summarised below.

Outpatient Services

e  Working with GP practices, more patients could have their initial appointments in their local
practice and not be required to go to hospital.

e More people will be able to talk to their clinician over the phone or via video call when they
are not required to attend face to face.

e More people with long-term conditions can request a follow-up appointment when needed
rather than waiting for a set period of time between reviews.

e Wherever possible, outpatient appointments will continue to be provided at local hospital
sites for those patients who cannot be managed remotely or seen in their GP practice or
other community clinic.

Routine Diagnostics

e More patients will be able to go straight to test before being referred to a hospital service,
meaning they can get a result more quickly and avoid unnecessary delays in their care.

e Increasingly, diagnostic testing will take place away from the hospital sites at Community
Diagnostic Centres or at a mobile clinic serving more rural communities.

Day Case Surgery/Procedures

e Where possible, pre- and post-operative care (e.g. pre-op questionnaire, post-op wound
check etc.) will be offered remotely or at a local centre — not necessarily the hospital where
the operation is taking place.

e A greater proportion of surgeries will be completed on a day case basis, enabling more people
to be seen locally and recover at home.

e Day case hubs will be developed, to increase efficiency and treat more people more quickly.
Wherever possible, day case facilities will have their own theatres, recovery areas and nursing
staff to ensure care can continue unaffected by winter pressures or pandemics and maximise
the efficiency of those services.

e Facilities for day case procedures will be provided locally. This does not mean that every day
case procedure will be offered on every site, this will be dependent on plans within individual
specialties to determine the most efficient way of organising care within that specialty.

Inpatient Care

e Inpatient elective care will become an increasingly small proportion of planned care. In order
to ensure patient safety and deliver efficient and sustainable services, inpatient care may be
consolidated onto fewer sites, particularly in smaller specialities.

e Complicated procedures that are done infrequently may be concentrated in one centre to
ensure the teams delivering those procedures can maintain their high level of skills and offer
the best possible care to our populations. Different specialisms may be concentrated at
different hospitals across the Humber.

Figure 7.3 Summary of pathway changes (Planned Care)
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7.1.3.1 Transforming outpatient services

Too often people are travelling for hours to a hospital appointment that lasts a few minutes. We know
from our engagement with patients, carers and other stakeholders that this can be frustrating, incur a
great deal of expense and inconvenience. If the service was provided in a different way, we could save
patients time, cost and stress. We have an ambition to deliver more care closer to or at home, but this
will not work if we try to lift and shift our existing models of care into community or primary care
buildings or expect primary care to absorb more work without the additional workforce to support it.
Instead, we will work together to develop new pathways for patients that make the best use of the
workforce and assets we have —in our hospital teams, primary care networks, community and mental
health teams, local authorities, social care and across the voluntary and community sector. We have an
opportunity to do things differently and better.

7.1.3.1.1 Connected Health Network approach

The Connected Health Network model provides a blueprint for how hospital-based outpatient services
can be turned on their head and operate in a more joined up, patient-focused way and demonstrates
how this can be done without putting undue pressure on already stretched primary care services. The
Connected Health Network (CHN) model began as a pilot between cardiology and a Primary Care
Network in North East Lincolnshire. The cardiology pilot saw the creation of a new model of care where
primary and secondary care (GPs and hospitals) work together as one clinical network, putting the
patient at the heart of how we provide their care, reducing multiple appointments at the hospital. This
model of care dispenses with the need for the GP to make a referral to a hospital, instead they work
directly with the hospital specialist to agree what treatment can be safely delivered in primary care. This
means that access to specialist advice is always available in providing ongoing care, and if specialist
diagnostics are required, or the patient needs to see a specialist, it is arranged quickly and efficiently.

By working in this way, waiting times for patients drastically reduced (typical wait time for CHN referral
=1 week compared with 16 weeks wait time for new outpatient appointment), the backlog of follow-up
appointments for Meridian PCN cardiology patients was cleared within 4 months. Only 30% of patients
required a hospital-based intervention and ‘in person’ clinical attendances were significantly reduced
through supporting patients to make use of digital communication. Important to its success, a digital
maturity assessment is carried out with all patients at the outset to ensure those who need it are given
support to use digital communications methods or provided with non-digital alternatives.

Picture 7:A Summary of benefits of Connected Health Network model

The CHN model is currently being rolled out in cardiology across additional Primary Care Networks and is
being considered within other specialties across the Humber.
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Long waits for first outpatient Connected Health Network Reduction in journeys to

appointment following GP model of care. hospital for outpatient

referral. appointments (75% of OP work
Patients are managed by can be delivered away from

This could potentially lead to primary and secondary care hospitals)

delays in starting treatment and | working together as part of one

added anxiety for patients team. Specialist input available to GPs

whilst they are waiting. at the click of a button.

Reduced waiting time and
better experience for patients.

Table 7.1 Summary benefits - Connect Health Network

7.1.3.1.2 Outpatient clinics — workforce models

The traditional model for planned care being delivered in the community consists of a consultant-run
outreach clinic based in a community hospital or GP practice. This approach, however, will not alleviate
the workforce challenges we face across our services and can lead to increases in overall cost and
inefficiencies if services are spread even more thinly trying to cover multiple geographical areas.
Recognising these challenges, we are looking at the problem in a different way and seeking to build a
sustainable workforce for the future that can deliver traditional hospital-based services in communities
in a different way.

Collaboration and support across primary/community and secondary care will enable care to be
delivered jointly by the GP and secondary care clinician, putting education at the core of our approach,
redesigning the patient pathway and the roles of the professionals. This can be achieved in a number of
ways by enhancing the skills of GPs and other health care professionals in both diagnosis and treatment
through:

e Qutreach clinics jointly staffed by hospital consultants and other health care professionals (such
as Advanced Care Practitioners and GPs). In this approach, benefits accrue beyond the patients
seen in clinic, as GPs and other healthcare professionals gain confidence and experience to
manage similar cases themselves in primary care.

e Consultant-run email and telephone helplines that provide advice for GPs, nurses and other
health care professionals to enable them to better diagnose and treat patients in primary care
or make more appropriate referrals.

e Consultant participation in multidisciplinary team (MDT) meetings, which brings specialist input
into the management of patients in the community and facilitates joint learning.

e Consultant-run education sessions; for instance, one-to-one sessions for GP practices on topics
of their choice, education sessions at MDT meetings and education sessions for GPs and other
health care professionals across an area.

e Consultants supporting staff to work in extended roles. In consultant-led intermediate care
services, consultants can support nurses and other healthcare professionals to run clinics that
would traditionally be staffed by doctors.

e Rotation of GPs, nursing and AHP staff in and out hospital (including through the use of virtual
technology) to understand services available, challenges, and opportunities provide a range of
perspectives.
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Lack of capacity within primary
care to undertake additional
work.

Insufficient workforce within
acute teams to run outreach
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Solution

New roles, rotational posts and
development of joint teams
across primary and secondary
care.

Chapter 7 — Dependencies

Benefit / Impact

Increased skills and knowledge
for GPs, ACPs and other primary
care staff.

Better experience for patients
as care professionals work

clinics in every locality. together as part of one team.

Table 7.2 Summary benefits - new workforce models

7.1.3.1.3 Patient-Initiated Follow-Up (PIFU)

A large proportion of outpatient appointments are taken up providing routine follow-up for patients
with long-term conditions. Under the current, traditional model of care, the patient experiences
multiple follow-up appointments, which are often overdue and/or not at a point where the patient’s
condition required the review. The patient’s condition can deteriorate in the interval between
appointments, and this can lead to emergency appointments and complex interventions being required
that could have been avoided with more proactive support.

What happens now

Picture 7:B Current pathway - Planned Care

Under an integrated pathway, with Patient-Initiated Follow-Up available, the patient would have far
greater control over their own condition and be able to access care, support and advice when they need
it, rather than having to wait for a specified period of time. Under this type of approach there would be
minimal secondary care input, instead medical applications would support the patient to stay well with
health tips and advice and direct access to specialist advice when needed. Deteriorations in the
condition spotted at a very early stage where minimal interventions (e.g. dietary advice) or minor
interventions (e.g. medication changes) may be all that is required to help the patient stay well. When
there is requirement for clinical involvement, they have access to data about how the patient’s
condition has changed over time to support the appropriate and timely intervention. This model is
associated with improved outcomes for the patient and a reduction in impact on urgent and emergency
care.
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The future

Picture 7:C Future pathway - Planned Care

Challenge ‘ Solution Benefit / Impact

Pressure on GP services, Integrated community Support patients to have better
Emergency Department and pathways for management of control over their own
hospital services treating chronic conditions. condition.
patients whose long-term
condition has deteriorated. Patient Initiated Follow-Up Reduce likelihood of
(PIFU), supported by remote unmanaged deterioration.
This could potentially have been | monitoring and other digital
avoided if the condition was tools. Better outcomes for the patient
managed more proactively. and a reduction in attendances
in ED and primary care.

Table 7.3 Summary of benefits - integrated pathways for long-term condition management

7.1.3.2 Community Diagnostic Centres

A key enabler for improving performance within planned care and ensuring patients are seen and
treated as quickly as possible is the development of local Community Diagnostic Centres. CDCs will
enable patients to undergo examinations to help inform the management plans prior to being referred
into secondary care, reducing referrals that do not need to be seen in an acute setting and allowing an
earlier decision for the patient on the most appropriate management plan.

In October 2020, NHS England published a report entitled ‘Diagnostics: Recovery and Renewal’, which
concluded that the configuration, delivery and capacity of diagnostic services would need to be
significantly enhanced to meet future needs and to support post-COVID recovery across the NHS.2°! The
report set out a number of recommendations, including the provision of new and improved facilities and
equipment, expansion and development of the workforce and a shift of planned diagnostic services into
community-based facilities, away from busy acute hospital sites.

201 NHS England (2020) Diagnostics: Recovery and Renewal — Report of the Independent Review of Diagnostic
Services for NHS England Diagnostics Review
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Our proposals for change are supported and enabled by the development of Community Diagnostic
Centres within the Humber, which seek to:

e Increase the range of diagnostic service provision in a locality setting.

e Develop primary health care services.

e Support workforce expansion through increased training and clinical placement opportunities.
e Drive improvement in diagnostic pathways.

e Improve service access and reduce health inequalities.

e Promote clinical collaboration.

e Develop Community Diagnostic Centres to be anchor institutions for communities.

e Deliver a better diagnostic experience for patients.

Plans are in an advanced stage for new Community Diagnostic Centres in Scunthorpe and Scarborough
with further plans being developed for improved community diagnostic provision across the region.
Business cases have also been developed to support the expansion of diagnostic service provision in a
number of existing community-based facilities, including community hospitals, and for further mobile
facilities that can be used flexibly to provide easier access for people living in the rural and coastal
communities across Humber and North Yorkshire. A workforce approach is being explored that
combines rotational opportunities, with sub contracts that mitigate the potential loss of staff from the
acute sector and provides opportunities for development at the same time.

Long waits for first outpatient Community Diagnostic Centres Reduced demand for
appointments and diagnostics. and improved straight to test diagnostics within secondary
pathways. care settings.

Unnecessary or inappropriate
referrals into secondary care. Improved experience and faster

diagnosis for patients.
Patients required to travel to

hospital for planned diagnostic Potential disbenefit —impact on
tests. planned care waiting lists due to
increased demand for services.

Table 7.4 Summary benefits - Community Diagnostic Centres

7.1.3.3 Elective Care Hubs

Our planned care services within the hospitals often have to compete with urgent and emergency care
services for resources (workforce, theatres and recovery space) meaning that performance is impacted
when there are peaks in urgent care demand.

One of the key principles set out in the national plan for elective recovery,?? and prior to that within the
NHS Long Term Plan,? is the importance of separating elective care facilities from those for urgent and
emergency care, to reduce disruptions to care and build resilience in services. The pandemic reinforced
issues and challenges that were already well understood within the health service in relation to the
fragility of some of our service models and susceptibility of planned care to disruption caused by peaks
in demand for urgent and emergency care services.

202 NHS England (2022) Delivery plan for tackling the COVID-19 backlog of elective care Delivering Elective Recovery
203 NHS England and Improvement (2019) The NHS Long Term Plan The NHS Long Term Plan
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The way in which services are currently configured across the Humber is mixed, with some dedicated
facilities and some that are integrated with facilities for unplanned care.?** Even where dedicated
facilities exist for elective procedures, patients often rely on the same support services such as critical
care or anaesthetics and pressures within these services can lead to cancellations of planned procedures
if the staff or beds are not available when required.

To support the effective delivery of planned care services for the future, we propose developing the
concept of elective care hubs across the Humber’s hospital sites to ensure elective care can continue to
be delivered unaffected by surges in demand for urgent and emergency care. The exact configuration of
individual specialties will be determined by the work undertaken to support elective recovery and
develop the system-wide planned care strategy, however, they will be developed on the basis of
facilitating the separation of emergency and planned care wherever possible.

Whilst a complete split of planned and unplanned care across the two Northern Lincolnshire sites was
not considered a viable option for consultation,?%® the key benefits of the model have been replicated
within the proposals wherever possible. Specialty-specific plans (developed as part of planning for
implementation) will seek to deliver the maximum separation of acute and elective care provision across
the Humber hospitals.

It is proposed that existing elective facilities in Castle Hill Hospital (CHH) and Goole and District Hospital
(GDH) will continue to be developed to enable them to deliver the most efficient services possible
through their theatres and other infrastructure. This would include the continued development of day
case facilities for high volume and low complexity procedures. In line with the proposals outlined for
Diana Princess of Wales Hospital, Grimsby (DPoW) and Scunthorpe General hospital (SGH) for urgent
and emergency care and paediatrics provision, both hospitals would continue to provide facilities for
planned care on site.

Specialty-specific plans will be developed following consultation and focus on developing the most
efficient configuration of day case and inpatient care to align with the configuration for urgent care that
is determined following the consultation process. It is anticipated for most specialties this will include
consolidation of complex, low volume and/or all inpatient work onto a reduced number of sites across
the Humber to make the most efficient use of highly skilled clinical teams and other resources to
provide the best and quickest care for patients, in line with what we have heard through our ongoing
engagement.

Cancelled operations and long | Separation of elective and Patients are seen and treated
waiting times for elective urgent care services (facilities more quickly.
procedures. and staffing) and development

of Elective Care Hubs.

Table 7.5 Summary benefits - Elective Care Hubs

204 There are dedicated elective facilities at Castle Hill Hospital and Goole District Hospital that deliver a mix of
inpatient and day case procedures. Day surgery is provided from a separate building at Hull Royal Infirmary. At
Scunthorpe General Hospital and Diana Princess of Wales Hospital, Grimsby, elective inpatient and day case
surgery is provided from within the main hospital site, utilising the same theatres and recovery space.

205 See section 10.4 for an overview of the evaluation process.
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7.1.3.3.1 Elective hubs — workforce models

Developing elective hubs also offers potentially attractive new roles supporting with recruitment and
retention across the region. Operating efficient elective hubs, at maximum productivity, requires teams
of highly skilled staff to be available from early morning to late evening, however, there are multiple
ways teams can be organised to deliver this that can offer a range of benefits to staff within those
teams, including:

e Predictable working hours

e (Career advancement opportunities and new roles
e Improved staff wellbeing and morale

e Recruitment and retention improvements

A theatres working group has been developed to work up the detailed staffing model for all theatre staff
to ensure we can operate high productivity elective hubs. Future staffing models for will seek to
maximise opportunities for career development and progression amongst theatre and support staff.
Working with partners across the Integrated Care Partnership, we will develop an integrated career
pathway for theatre staff (bands 2 to 7) to improve recruitment and retention for the longer term. In
addition, we are exploring training for various Allied Health Professionals in critical care, enabling them
to provide additional support to existing medical rotas.

7.1.3.4 Day Surgery

When considering how to maximise the separation of planned and unplanned care, a key area where all
specialties are continuing to develop is in increasing the proportion of activity undertaken on a day case
basis. Not only does day case surgery provide a better experience for the patient, who is able to
recuperate in their own bed, it also enables services to be provided more efficiently and supports the
overall system ambitions to cut waiting times for planned care. Day surgery is highly cost effective,
improves efficiency, staff morale and increases capacity for elective care and frees up inpatient beds.
It allows for “a quicker recovery, less disruption to you and your home life and also cuts the risk of
hospital acquired infections.”?°” Day surgery is particularly beneficial for elderly patients, patients who
are obese and those with underlying conditions such as diabetes. Day surgery helps to prevent
deterioration in a patients’ overall health that can arise from an extended stay in hospital.

206

Guidance from GiRFT is that day surgery should be delivered from a dedicated unit, ideally situated
away from other parts of the hospital.?*®® Admissions, pre-op areas, secondary recovery and discharge
lounge, should not include facilities that support an overnight stay (e.g. showers) and should be located
in areas geographically separated from inpatient wards. This is because combined units often send
mixed messages to patients and nursing staff —admission into an inpatient bed may be seen as an easier
option than discharge home and day surgery patients cared for post-operatively alongside inpatients
can get mixed messages.

Currently, such facilities are only available at Hull Royal Infirmary (HRI), which has a small day surgery
unit providing a limited range of services and at Castle Hill Hospital (CHH). In December 2021, through
the Targeted Investment Fund, HUTH secured £10million investment to develop day surgery facilities at
Castle Hill Hospital. The new Day Surgery Unit will include four additional dedicated day case theatres,

206 GiRFT (2020) National Day Surgery Delivery Pack GiRFT Report
207 Academy of Royal Colleges (2019) Royal College of Anaesthetists and Royal College of Surgeons England
Choosing Wisely
208 GiRFT (2020) National Day Surgery Delivery Pack GiRFT Report
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which will improve efficiency of day surgery provided at CHH. At Diana Princess of Wales Hospital,
Grimsby (DPoW) and Scunthorpe General Hospital (SGH), there is a day surgery ward but no dedicated
theatres, instead day surgery is done at beginning and end of a list. At Goole and District Hospital (GDH)
the majority of activity is day surgery, however, some inpatient operations are also listed within the
same lists, using the same theatres and staff teams. Within the Humber’s hospitals, day surgery rates
have increased marginally over recent years, however, they continue to sit at or below national average
in NLaG and are significantly lower than national average in HUTH. For example, Day surgery rates at
NLaG for general surgery are below 75% and within HUTH do not reach 70% in comparison to a national
average of 90%.%%°

The Department of Health and Social Care states that “day surgery performed using inpatient wards and
inpatients operating theatres is less successful and cannot be recommended. The stay-in rate
(unsuccessful discharge of patients home on day of surgery) rises from 2.4% in a freestanding unit to
14% in an inpatient ward.”?*°

The proposed model of care set out in this business case includes provision on all five existing hospital
sites for some planned care activity (subject to speciality-specific business cases to define configuration
of each service, to be developed as part of the system planned care strategy). To enable services to
operate efficiently and effectively across those sites, we will seek to develop day case hubs. Within the
constraints of the existing buildings and infrastructure, we will seek to implement day case hubs through
operating arrangements to ensure the most efficient and effective use of facilities to deliver more
activity and treat more patients quickly and effectively. The development of physical hubs will continue
to form part of future ambitions, subject to securing the additional capital investment required.

7.1.4 Humber Pathway Redesign Impact

The development of integrated pathways for planned care will result in a significant reduction in
overall travel to hospital sites and support delivery of the proposed changes by:

e Reducing unnecessary outpatient appointments.

e Moving a substantial proportion of outpatient care to community settings and virtual
appointments.

e Shifting a greater proportion of existing day case procedures to outpatient procedures that
can be carried out in a community setting.

In addition, shifting a further proportion of care from inpatient to day case will enable more people to
stay closer to home. Around 1.1 million outpatient appointments took place during 2019/20 across the
Humber, meaning millions of journeys to our hospital sites. In the future we expect that to change
significantly with more of these appointments taking place virtually or within primary care and other
community settings.

Importantly, the resources to deliver these new approaches would follow the activity to ensure they can
be delivered effectively given the current pressures on out of hospital and primary care providers. This
means investing in additional staffing, equipment and buildings in community settings to deliver
planned care in a different way, working across the traditional primary and secondary care divide. We
are working with partners across the health and care system to design future models of care that are

209 Internal trust data (June 2022)
210 GiRFT (2020) National Day Surgery Delivery Pack GiRFT Report, p.12
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fully integrated from the perspective of the patient and exploring innovative workforce models — such as
rotational posts and staff passports — to ensure we can deliver these models effectively.

The table below sets out the anticipated impact of implementation of new integrated pathways of care
in conjunction with work being undertaken through the outpatient transformation program to reduce
unnecessary travel to hospital for outpatient appointments. Assumptions are applied on top of growth
(from 19/20 baseline) to give a 5-year projection with the efficiency impacts.

Measure

Outpatient attendance
reduction

8%

Impact ‘ Actions/contributory factors

Outpatient Transformation
Patient-initiated Follow Up (PIFU)
Patient Knows Best (PKB)
Pathway redesign

Outpatient shift off-site

15% (face-to-face only)

Outpatient activity undertaken within a
community setting

Outpatient shift from face-to-
face to virtual

50% for non-procedures
(applied after attendance
reduction and shift off-site)

Digitally enabled changes

Elective to day case shift

100% of 0 day LoS
6% of 1-2 day LoS

Day case hubs

avoidance (adults only)

Day case to outpatient 10% Day case hubs and outpatient
procedure transformation
Elective inpatient admission 8% Multi-disciplinary place-based teams,

consultant connect, greater primary
and community care input

Table 7.6 Efficiency assumptions (year 0-5 only)?**

Based on these assumptions, the following activity figures have been calculated for all planned care
activity at baseline and baseline plus five years.

1,200,000
1,000,000
800,000
600,000
400,000
200,000
0
Baseline
(2019/20)
Procedure 370,815
H Follow Up 511,686
M First 214,895

with no changes

Outpatient Activity - pathway changes impact

5 year growth

5 year growth with pathway

changes
391,039 325,602
535,145 443,534
223,796 182,982

M First W Follow Up Procedure

Outpatient impacts

Without pathway changes, F2F
activity is expected to increase
by:

* First Appointments: 14.1%

* Follow Up: 14.6%

* Procedures: 15.5%

With pathway changes, F2F
activity in hospital would
decrease by:

* First Appointments: ;14.9%
* Follow Up: 1 13.3%
* Procedures: ;12.2%

Figure 7.4 Humber Pathway redesign impact — outpatient care?'?

211 Modelling assumptions — see document library
212 Modelling outputs (refreshed January 2023) — see appendix D
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Without the integration and transformation of outpatient services, the level of outpatient activity within
the acute trusts would increase by an average of 5% in five years. Given current challenges facing both
trusts in relation to delivering care for the current demand, this would lead to a further deterioration of
the planned care position across the Humber. With the integration and transformation of outpatient
services, demand for outpatient services would be reduced thereby creating capacity for patients who
are required to attend a hospital for treatment.

In addition, shifting activity from inpatient to day case and from day case to outpatient, will support the
overall reduction of activity that needs to be undertaken in a hospital setting.

Elective Activity - pathway changes impact Elective activity (day case
160,000 and inpatient) impacts
140,000 e ]
120,000 - Without pathway changes,
100,000 activity is expected to
80,000 increase by:
60,000 * Day Case: 112%
40,000 * Inpatient: 17%
20,000
0 5 vear erowth With pathway changes
Baseline 5 year growth w\i/th agthwa . tient activit Id
(2019/20) with no changes hp y npatient activity wou
changes decrease by |16%
W Inpatient 20,901 22,436 17,543 « Day case activity would
Day case 116,930 131,131 128,260 increase by 19.7% as
Daycase M Inpatient inpatient activity becomes
day case.
Figure 7.5 Humber Pathway redesign impact — inpatients and day case?**? ¥

7.1.5 Key benefits

Making changes to the pathways for planned care to increase integration between primary,
community and secondary care will enable us to provide better quality services, an improved
experience for patients and their families and ensure people are kept safe now and into the future.

Putting in place workforce models that support the separation of planned and unplanned care will
improve performance on waiting time standards by maximising productivity and throughput for
elective procedures, protecting staff and facilities from the impact of surges in urgent and emergency
care demand and increasing opportunities for collaboration across the region.

Developing dedicated day case facilities and centres of excellence for particular specialties and/or
procedures will also build confidence in patients, many of whom have told us through our engagement
that they would prefer to be treated where the specialists are and have full specialist team wrapped
around them. By concentrating the workforce in fewer locations for the most specialist care, those
delivering specialist services will have more opportunities to develop their skills, treating a higher
number of complex cases and a wider variety of experiences. They will be able to work in larger teams,
which improves resilience and enables us to design rotas to cover services that will be more attractive to
current and future workforce. This will create more sustainable services in the longer term.

213 Modelling outputs (refreshed January 2023) — see appendix D
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7.2 Out of Hospital Care

We can only deliver the proposed models of care successfully if there are changes in how we
provide care outside of hospitals too.

There are strong linkages and interdependencies between hospital services and other health and
care services and support provided in our communities through primary care, community services,
mental health providers, residential and domiciliary care, voluntary and community sector agencies,
carers, family members and friends. Making changes to the acute hospital elements of health care
provision is only part of the story and will only be successful if aligned to changes within the other
parts of the health and care system.

In developing the proposed new models of care, we have adopted a patient-centred system
approach. This means looking how best to ensure an individual’s needs are met and working back
from there to design models of care for the future. To do this we have engaged with and involved
partners across the health and care system to ensure our potential models of care have been
designed in a way that takes account of dependencies and wider system impacts.

The potential future models of care have been designed to reduce the overall need for patients to
travel to hospital sites by meeting their needs closer to home, ensuring a better overall experience
for our patients and staff. They make use of alternative staffing models — blurring the boundaries
between primary, secondary, community and mental health care.

We have worked with local teams to map the out of hospital programmes that are underway and
identify those which we need to support implementation of the proposed model of care. We are
working together on five priority projects, which will help to ensure the proposed new models of
care are successful.

Summary Box 7.4 Out of Hospital Care

7.2.1 Adopting a collaborative approach

Across the Humber there is a wide network of organisations responsible for planning and delivering
health and care services outside of hospital, including NHS organisations, Local Authorities, social
enterprises, community and voluntary sector organisations, other public sector and private sector
providers (see appendix 10.1 for a list of key partners).

Place-based partnerships are the key mechanism for these organisations to collaborate and to oversee
transformation of out of hospital care. Place boards and place-based partnerships have been actively
engaged in the development of this Pre-Consultation Business Case (PCBC). The Place partnerships are:

e North East Lincolnshire Place
e North Lincolnshire Place

e Hull Place

e East Riding of Yorkshire Place

In designing approaches to care for the future, we have worked to break down the barriers between
different parts of the health and care system to ensure our services in the future will be designed
around the needs of patients not organisations, building on strong collaborative relationships between
health and care organisations in our region.
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7.2.2 Principles and ways of working

In primary and community care the aim is to care for people rather than specific diseases. This covers a
broad range of physical, psychological and social problems rather than specialists in a particular disease
area. Traditionally, a secondary (hospital) care opinion is then sought from consultants and their teams
in a secondary care hospital setting if required.

During the COVID-19 pandemic there have been great strides in working together collaboratively across
the sectors of primary, community and secondary care — offering advice and guidance, and reviewing
patients virtually to support decision making as to whether a referral is required and whether further
prevention and management can occur to prevent it requiring acute intervention. As a system we have
built on this learning as we designed the future shape of services.

Working in this more joined up way represents an important shift whereby consultants begin to look
beyond the patients in their clinic to consider the needs of their patient population at each stage of their
care pathway from home to hospital and back home. This changes the consultant role from an individual
acting alone to a member of a multidisciplinary team working across all health care sectors to deliver a
package of services for their local community. In order to do this, partners across the Humber have
already started to strengthen their clinical leadership and create a culture receptive to change with
Humber-wide clinical leads working together with Primary Care Network (PCN) leads in developing new
ways of working. The form and function of this collaboration was established through the Humber Acute
Services Programme and is now being operationalised through the collaborative arrangements in place
between the two acute trusts.?**

We have worked with partners from across the health and care system, in particular with colleagues
leading the Out of Hospital Programme in the Humber, to develop a set of shared principles and
strategic goals that underpin the proposals for pathway changes set out in this business case.

Right
information
easily
accessible,
and shared in
a timely
Ability to manner
review and
prioritise case
load easily

Easy 2/3-way
conversations
between
patient, GP
Patient needs \2"9 sPecialist

and values at

centre of care
plans

Shared Regular use
responsibility and support of
between digital
patient, GP technology

o h
and specialist removal of and pathways

barriers in
accessing GP,
specialist and

wider MDT

Picture 7:D Principles — Out of Hospital and Humber Acute Services

214 Collaborative arrangements are described in more detail in section 1.2.4.
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We have an ambition to deliver more care at, or closer to, home, but this will not work if we try to lift
and shift our existing models of hospital care into community or primary care buildings or if we expect
primary care services to absorb more work without the additional workforce to support it. Instead, we
will work together to develop new pathways for patients that make the best use of the workforce and
assets we do have — in our hospital teams, primary care networks, community and mental health teams,
local authorities, social care and across the voluntary and community sector. We have an opportunity to
do things differently and better.

In each of the core service areas, a future vision for service provision has been developed in partnership
with out of hospital colleagues to ensure alignment of plans across the system. The potential future

models of care consider all aspects of a patient’s journey, not just the part that is the traditional reserve
of the acute hospital.

7.2.3.1 Priorities for action

The key areas of focus, enablers and dependencies between the programmes of work are summarised
in the table below, which describes the specific actions and impacts that support the delivery of the
Humber-wide pathway changes and potential future models of care proposed in this business case.

Area

Urgent and
Emergency
Care (UEC)

Paediatrics

Key Enablers

Urgent Care Services (co-
located in Emergency
Departments)

Urgent care hubs (primary)
2-hr crisis community
response
Education/behavioural
change in accessing UEC
services

Self-care and prevention
Integrated frailty and long-
term conditions support in
the community

Mental health services/
improved access

Impact

* Reduced attendance in
Emergency Departments
and waiting times

* Improved access to urgent
care 24/7

* Reduced emergency
admissions

* Improved patient flow to
right place, right time

* Reduced waiting time for
mental health support

* Compliance with clinical
and constitutional
standards

Dependency

* Hospital/Primary/

Community/Mental Health/
MDT working

Workforce education and
training — new skills/roles
Facilities/equipment

Digital enablers

Community Paediatrics
(advice and guidance,
prevention and self-
management, hospital at
home, high intensity users)
Mental health services
Education, self-care and
prevention

* Reduced attendance in
Emergency Departments

* Reduced emergency
admissions

* Increased support closer to
home

* Improved patient flow to
right place, right time

* Compliance with Facing the
Future Standards, including
increased support to
primary care

Hospital/Primary/
Community/Mental
Health/MDT working
Workforce education and
development — new
skills/roles
Facilities/equipment
Digital enablers
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Reduced waiting times for
mental health service input
to ED and inpatient wards
Improved access

Reduced waiting times for
outpatient appointments
(paediatrics)

Making every contact count

Integrated patient pathways
in a community setting
Community Diagnostic
Centres

Day case to outpatients in
the community
Optometrists’ pathways for
imaging and treatment
following Advice and

Care closer to home
Improved access
Improved outcomes
Improved satisfaction
Patients supported to stay
well

Reduced waiting times for
diagnosis and treatment
Reduced referrals and

Hospital/Primary/
Community/ MDT working
Facilities in the community -
Estates and equipment
Skills, Roles, Recruitment
Digital enablers

Guidance
Table 7.7 Out of hospital priorities for action

secondary care waiting lists

The approach described for out of hospital services does not pass the capacity pressures to another area
of the system without supporting it with redesigned pathways and resources (workforce, buildings,
equipment and technology). The new ways of working described — incorporating revised roles,
increased education, digital advancements and collaborative working to redesign pathways — will
support the changes required in the acute hospital setting set out within this business case.

7.2.4 Delivering the change

The Humber out of hospital programme is extensive and made up of many different and distinct
projects, which are all in varying stages of maturity. Some projects are in pilot stage in one place, for
example, the Hospital at Home project, which is supporting children in North East Lincolnshire to avoid a
hospital admission and/or have a reduced length of stay in hospital and be cared for at home instead.?*®
Some services are well established and making a difference for a population in one place, for example,
the Jean Bishop Integrated Care Centre, which is reducing the likelihood of for people living with frailty
in Hull needing to be admitted to hospital for care in an emergency by looking after their needs
proactively.?!®

The aim of the out of hospital programme, working closely with the Humber Acute Services programme,
is to develop and scale-up successful pilot projects, implementing changes across the Humber to ensure
the benefits are delivered across the whole region.

We have worked collaboratively with colleagues working on out of hospital projects, holding monthly
meetings to map interdependencies, identify any gaps or areas of duplication and ensure alignment of
plans and proposals. The following diagram outlines the key programmes of work, what stage of
development they are at and where increased joint working between hospital services and out of
hospital services is required to support new ways of working, shifting the focus of care away from
hospital buildings and into services that are more responsive to the needs of patients where they are.

215 See section Error! Reference source not found. for further details.
216 See section 5.2.4.2 for further details.
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Joint Working

Long term conditions
Community Diagnostic Hubs

Orthopaedics, Respiratory, Skin, Gastroenterology, Dementia, MSK, Pain, Gynae

Children’s

Community Hub

Clinical enablers
Intelligent booking
schoduler
Clinical messaging tool
Any-to-any booking

Chapter 7 — Dependencies

‘Out of Hospital’

Enhanced health in care homes

Anticipatory Care

Falls Prevention
Clinical Assessment Service

7 day crisis response

/2

Key

e Already in place or can be undertaken now
¢ In development but not yet active
e  Opportunities for working together in the future

*PIFU = Patient Initiated Follow Up (see section 7.1.3.1.3)

Many of the projects highlighted in the diagram above are enablers for implementing changes to acute
services and/or as integral aspects of proposed new pathways. The table below provides links to where
these projects are described within this business case.

Urgent and Emergency Care

Paediatrics

Planned Care and Diagnostics

Frailty (Integrated Frailty

Service)

Integrated Health and Care

Community Hub

Long term conditions

Urgent Treatment Centre/

Urgent Care Service

Community Care (the Il Child)

Community Diagnostic Centres

Urgent Community Response

(2hrs)

Connected Health Network

(CHN)

Virtual Wards

Anticipatory Care

Clinical Assessment Service

Mental Health

Any-to-any booking

Table 7.8 Out of Hospital enabling projects

In order to ensure the proposals for hospital services can be successfully delivered, we developed an
integrated programme management office (PMO) to maintain oversight and ensure delivery of the key
out of hospital enabling projects. The integrated PMO is initially focusing on five priority projects,
adding new projects on a rolling basis to ensure the necessary out of hospital developments will be in
place within the required timeframe to support proposed changes in acute services.
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The role of the integrated PMO is to coordinate the projects within the out of hospital programme and
provide assurance that they will deliver the outcomes required to facilitate the changes in acute hospital
services described in this business case. The integrated PMO will support by ensuring a consistent
approach to data analysis is utilised and that there is alignment across all workstreams.

The first five projects are:

e Frailty

e Enhanced health in care homes

e Falls prevention

e Community Diagnostic Centres

e The community ill child programme (Hospital at Home)

These initial five projects were selected because they are priority areas where change is needed to
enable the proposed changes to acute hospital services to take place. Frailty, enhanced health in care
homes and falls admission prevention all contribute to improved pathways for Urgent and Emergency
Care across the Humber by reducing the need to convey patients to hospital, particularly those who are
frail and/or elderly. The community ill child programme is an important enabler for changes to
paediatric services within the hospital. In particular, it can support us to minimise the impact on families
of making changes to hospital-based services by supporting more children and young people in their
own homes and improving experiences for children and young people who need care and support.
Community Diagnostics Centres (CDCs) will play an important role in the future shape of planned care
services. It is important the pathway of care and routes to access CDC services are fully integrated with
the new models of care both in and out of hospital to ensure maximum benefit for the population and
the system.

Priority Projects Link to PCBC proposals

Frailty Supports proposals for integrated urgent and emergency
Falls prevention care — key enablers to reduce ED attendances and hospital
Enhanced health in care homes admissions.

Community ill child programme Supports proposals for paediatrics — key enabler to reduce ED

attendances and hospital admissions and reduce impact of
consolidation of inpatient paediatrics.

Community diagnostic centres Supports proposals by bringing planned care closer to home —
key enabler to reduce outpatient attendances at hospital
sites.

Table 7.9 Out of hospital priority projects and linkages to PCBC proposals

Building on strong collaborative relationships between health and care organisations in our region
will ensure we provide the best possible access to care and services for conditions and treatments
that do not need to be provided within a hospital and enable the proposed models of care for
hospital services to work effectively.

Summary Box 7.5
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Chapter 8

Enablers

Digital, estates, workforce and transport
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8. Enablers

There are a number of areas where changes need to be made in order to enable the proposals to be
implemented successfully and bring about the benefits described. These key enablers have been
considered and action plans have been developed to support the proposed models of care.

The proposed new models of care have been developed alongside to the Partnership digital strategy
and investment portfolio to ensure we can maximise the benefit of current and planned future
digital investments. The proposals have also been designed to take account of the Partnership’s
digital inclusion principles to ensure everyone can benefit from digitally-enabled changes.

Digital Action Plan

e Digital solutions that “just work” — getting the basics right.
e Digital first, digital for all — developing systems that work for everyone.
e Addressing Digital Exclusion — breaking down barriers, offering alternatives.

Detailed capital planning work has been undertaken to demonstrate that the proposals within this
business case — and the estates changes needed to implement them — can be delivered within
existing financial resources are not dependent on securing external capital investment.

Estates and Infrastructure Ambitions

e Better buildings for improved clinical outcomes — spaces that work and enhance care.
e Stronger, Greener Buildings — supporting carbon reduction goals.
e Levelling Up Humber — leveraging investment to boost the local economy.

The proposals for change are supported by innovative workforce models, new roles and new ways of
working that will make better use of the workforce we have today and help us to attract and retain
the workforce we need for tomorrow.

Workforce Action Plan

e New roles and ways of working — one Humber team, centred on the needs of the patient.
e Flexible and rewarding careers — supporting retention and attracting new workforce.
e Levelling Up Humber — maximising our impact as anchor institutions.

Recognising that it is not possible to make changes without some impact, we have mapped travel
times to limit the impact on those facing barriers to access and worked with partners to develop
potential transport solutions for patients, visitors and staff. The proposed new models of care and
pathway changes will support efforts to design out unnecessary travel and ensure people only go to
hospital when it is absolutely necessary.

Transport Action Plan

e Understand holistic needs — responsive services that flex about the patients’ needs.
e Design out unnecessary travel — reduce overall need to travel for care.
e Make transport easier — simplify the transport offer.

Across all of these areas, system partners are working together to ensure we can deliver change in a
way that meets the needs of our population best.

Summary Box 8.1
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8.1 Digital

Despite investment over recent years, the digital infrastructure within our hospitals continues to

pose significant challenges. In particular, the lack of integration between different systems poses a
barrier to implementing the proposed new models of care and maximising the benefits for staff and
patients.

Digital exclusion is also an issue for many people in the Humber region, particularly those in the
most deprived areas. Many people lack the skills, knowledge or equipment to make use of the new
opportunities that digital can bring.

The proposed new models of care have been developed alongside to the Partnership digital strategy
and investment portfolio to ensure we can maximise the benefit of current and planned future
digital investments. The proposals have also been designed to take account of the Partnership’s
digital inclusion principles to ensure everyone can benefit from digitally-enabled changes.

Summary Box 8.2 Digital

Health and social care organisations across Humber and North Yorkshire have invested in technology
and digital solutions over the past ten years to varying degrees. But our hospitals are not maximising the
potential of digital technology for the delivery of modern healthcare services (see section 2.5.3).

Within the Humber’s acute hospital settings, the two trusts have historically worked independently on
developing their digital strategies in isolation. Investment made to date has varied in terms of scale and
areas of focus between the two organisations, which has led to different starting points for the two
organisations. Nevertheless, strategic alignment of approach and solutions is underway and significant
progress has been made in recent years to build the infrastructure that is needed to support
collaborative working between the acute providers and with the wider health and care sector in the
Humber.

8.1.1 Current Position
Over recent years, investments have been made in key areas such as:

e Underpinning infrastructure and equipment —improved cybersecurity, more resilient networks
and upgraded devices and equipment.

e Communication systems — e.g. Patient Portal (Patient Knows Best — PKB), E-correspondence to
Primary Care, video consultations.

e Systems to improve efficiency — such as E-prescribing, E-observations, live tracking of assets,
consumables and patients.

To support joint working across the organisations and across sites, digital teams created a link between
the two trust’s Electronic Patient Record (EPR) systems to share patient information for patients being
seen within both organisations. To facilitate collaborative working more effectively in the long-term, the
trusts are working together to implement a joint Patient Administration System (PAS) and align
Electronic Patient Record (EPR) systems, data warehousing solutions and other areas where
opportunities to work jointly arise.

The progress made in recent years to align and integrate digital systems lays an important foundation
for greater collaborative working to support the potential models of care described in this business case.
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8.1.2 Our Vision — digital first, digital for all

Digital technology is an enabler of new and better ways of working rather than an end in itself. In all
aspects of our day to day lives digital is already transforming how we work, shop, play and live. It also
has the potential to transform how we deliver care so that it is more efficient, more joined-up and more
responsive to the needs of our communities.

From our ongoing engagement with stakeholders, we know that there is a strong willingness to engage
in using new technology, but patients and service-users want us to do our bit and “get with the times”
t00.2Y” For both patients and staff, shared care records, with consistent and accurate information across
all care settings are a must and are required to underpin our efforts to develop more integrated service
models. Virtual appointments and different ways of interacting with clinicians are broadly welcomed by
our population, but views vary between different cohorts of service-users.

Our vision is for digitally enabled care that is joined up around the needs of the patient (or
service-user) where things “just work” like they should.

We want to deliver improvements to the experiences of those using hospital services and those
working within them, with digital inclusion at the heart of our approach.

Summary Box 8.3 Vision for Digital

In developing the potential models of care for the future, digital technology will underpin and
support all of the models in a number of important ways:

Patient experience

e Self-booking and smart scheduling

e Remote monitoring

e Patient alerts — health condition monitoring/appointments
e Patient record access

e Remote appointments — where appropriate

Data and analytics

e Improved data sharing through interoperable systems
e Use of artificial intelligence and predictive analytics to model patient flow and demand and
resource allocation

Clinician and staff experience

e Shared care record

e Faster access to accurate information

e Automated completion of forms

e Easy and instant referral processes

e Patient recorded information available as standard
e Appropriate equipment

e A holistic understanding of other agencies involved

217 See appendix 10.10.2 for a fuller description of what we have heard about digital through our engagement.
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Infrastructure

e Design and build of ‘smart buildings’ promoting increased environmental sustainability and
efficiency

e Interoperable systems reducing data transfer risk

e Increased use of robotics in both buildings and service management and point of care delivery

e Systems accessible, transparently from any location

e Maximising the use of innovative digital technologies could overtime change the building and
infrastructure needs with the potential to reduce the overall estate footprint

e Radio frequency identification (RFID) where people and equipment can be tracked without
human intervention

e A more integrated Care Coordination Centre not only across acute care, but with the capability
to expand across a region would link up the care pathway across multiple providers and inputs
enabling the best use of resources across all those linked to the provision of care. This requires
robust digital foundations with interoperable data flows.

Digital can also help to predict workflow whether that be through attendances predicted for ED or
monitoring footfall to identify the areas that need more domestic staff, to automatically ordering
equipment as soon as an operation is booked. Advanced technologies such as Robotic surgery can also
be used to great effect in surgery.

By prioritising the right investments and working in a joined-up way across Humber and North Yorkshire,
we can radically improve the digital infrastructure upon which services are built. The changes and
improvements described in this document cannot be delivered without the underpinning digital
infrastructure. Putting those building blocks in place, brings a multitude of benefits to staff, patients and
the system as a whole. We can free up staff time from doing manual administrative tasks, ensure staff
have time to care, which is what both patients and staff have told us is most important to them. Digital
technology also underpins greater collaboration between clinical teams and is a vital enabler to allow
our clinical teams to work seamlessly across primary, community and secondary care. It also empowers
patients to take control of their own health.

8.1.2.1 Addressing Digital Exclusion

Digital Inclusion is an important strategic priority of the Humber and North Yorkshire Health and Care
Partnership. The Partnership’s Digital Inclusion Group created a set of Digital Inclusion Core Principles,
which guide the work of all organisations with the Partnership and underpin the approach to digital
technology used within this programme.?*® The principles provide a simple checklist for organisations to
help determine appropriate actions when implementing digital service transformation projects.

The Digital Inclusion principles are:

e Put people at the heart of everything you do

e Empower and enable people to be digitally included
e Remove digital inequalities

e Always work collaboratively

e Do the hard work to make it simple

e There’s always got to be another way

218 Humber and North Yorkshire Health and Care Partnership (2021) Digital Inclusion Core Principles (see document

library)
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e Adopt ‘Digital Future Proofing’

In designing and implementing our technology solutions we will adopt an approach that actively
promotes digital inclusion. We will look for creative and innovative ways to promote greater digital
inclusion and help people who may struggle with the tools and learning to be able to access services and
improve their health and wellbeing. We will consider people’s experience from beginning to end
including infrastructure and any processes involved so that our solutions are easy to use for staff and
patients alike. We will be innovative and willing to think outside the box. We will undertake digital
maturity assessments of our patients and staff before implementing new approaches or offering new
ways of access and only make use of technology in care delivery where it is safe and appropriate to.

8.1.3 Our Digital Action Plan

The proposals for change are underpinned by a high-level digital action plan, which was developed
in collaboration with partners across Humber and North Yorkshire and is aligned to wider system
strategies.

Digital inclusion — for staff, patients and communities — is at the heart of our digital action plan.

8.1.3.1 A Collaborative Approach

As with other aspects of the programme, we have adopted a collaborative approach to co-produce the
digital action plan to support this business case. Over recent years, digital leads from across all parts of
the health and care sector in Humber and North Yorkshire have been working together collaboratively
and established a strong set of governance and collaborative arrangements. These structures have
supported the development of joint strategies and plans that will underpin much of the work required
to deliver the future models of care described in this business case.

To support in the development of an action plan specific to this programme, we also held a bespoke
workshop to generate further ideas and refine the next steps for partners. The workshop included input
from a range of tech sector organisations, including Microsoft, Wincanton and Argent, as well as local
sector leaders from clinical and technology backgrounds. The workshop provided an opportunity for
networking, collaboration and innovative thinking and produced an action plan with priorities and next
steps.

8.1.3.2 Priorities and Actions

The high-level ambitions for the system across the Humber, which will also support and enable the
change proposals described within this business case, are set out in the table below.

| year 5 years 10 years
— Paperless working across — Shared system across all - Use of advanced robotics.
both acute trusts. providers and/or alignment - Smart buildings.
— Improved data sharing — of systems to enable more — Data driven assessment.
consistent data capture. agile working between and — Face to face clinical review
— Removal of unnecessary across organisations. by exception.
Information Governance
barriers.
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— Removal of unnecessary
Information Governance
barriers.

Shared care record covering
all care providers, feeding
real time population health

- Single Electronic Patient
Record (EPR) across the
whole Partnership (ICS).

- Voice driven digital dictation. management (PHM)

- First Version of Shared Care solutions.

Record live with sharing of — Improved access for patients
secondary and Primary Care in @ community setting.
information as standard.

— APIlanin Place to ensure
compliance with national
What Good Looks Like (WGLL)
requirements.

— Understanding the full
potential of current solutions.

Table 8.1 Digital priorities*'°

There are significant requirements to invest in digital infrastructure across both acute trusts and the
wider health and care sector and a number of existing programmes and/or planned investments across
the system. Recognising this complex picture, the programme team worked with digital leads to map
planned digital investments across the Humber to the priorities and key deliverables within the Humber
Acute Services programme. This has identified the key investment requirements and areas where plans
are already in place to deliver the digital enablers that are required.

The table below highlights the most important digital enablers that will be required to support delivery
of the proposals within this business case. These are all existing priority programmes within the
Integrated Care System and are considered high priority schemes.

Enabling scheme Specialty area | Priority for ICS | Funding
Confidence

Yorkshire and Humber Care Record All areas High High
Shared Patient Administration System (PAS) and | All areas High High
alignment of Electronic Patient Record (EPR)

Any to Any booking UEC High Medium
Virtual ward (digital support) UEC and High Medium

paediatrics

Table 8.2 Summary of digital enabling schemes

Details of the digital enabling programmes set out in section 6.4.3. Further information on timescales
and current funding status of each programme is set out in the Humber and North Yorkshire Digital
Transformation Investment Plan.??

219 nitial action list developed through digital workshops — see the Engagement Timeline for further details of the
workshops and outputs.

220 Humber and North Yorkshire (2022) Digital Transformation Investment Plan (DTIP) Portfolio Overview — see
document library.
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8.2 Estates and Infrastructure

Many of our hospital buildings across the Humber are outdated, inefficient and do not make it
easy for our teams to provide the best possible care to patients. We have limited access to the
investment we need to improve or replace them. This impacts on the care we can provide and makes
it more difficult to attract the staff we need.

If we did nothing to change our clinical models, the additional estate that would be required across
all sites would be significant and require substantial investment (c.£100 million) just to manage
growth in demand — this is in addition to the investment required to keep the buildings in good
working order.

The ageing condition of our estate limits the changes we can make within a capital affordability
envelope.

Nevertheless, the clinical change proposals set out within this business case — and estates changes
that would be required — can be delivered within existing financial resources, enabling many of the
identified benefits to be realised quickly.

Summary Box 8.4 Estates and Infrastructure

8.2.1 Current position

The current position of both trusts in terms of servicing their hospital estate is significantly challenged.
Critical infrastructure costs for both trusts significantly exceed the national median of £13.7m — within
NLaG alone, there is almost £80 million of critical infrastructure risk (CIR). Over the next 15 years, if we
did nothing to change services, significant capital expenditure (>£100 million) would be required to
increase capacity in our existing hospitals to meet predicted increases in demand for services. In
addition, significant further investment would be required to keep our buildings serviceable and
operational. Addressing all known Backlog Maintenance issues (including CIR), would require an overall
investment of at least £190m.

e Our ageing estate is not fit for purpose and impacts upon our ability to deliver effective care to
meet the demands we face.

e Our existing buildings in most areas are unable to meet infection control standards.

e We have significant issues of backlog maintenance and critical infrastructure failure risk.

e Equipment investment has been limited and is not standardised for ease of use across sites.

e Our buildings are not flexible and cannot easily be adapted to delivery current models of care.

e The environments for our staff are often cramped, with lack of facilities to take breaks and
change.

These challenges significantly impact on our ability to provide good quality, efficient patient care
and limit the potential options for change within the envelope of capital affordability.

8.2.2 Our Vision — future-proofed buildings, anchors for the community

Whilst buildings and infrastructure were not the top concern for most people when they were forced to
rank preferences, we heard through our feedback about the significant impact that good quality, well

designed buildings can have on patients and staff. Making our buildings easier to navigate, creating ways
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to connect with nature and improving access, facilities and privacy were all important to patients and
staff. We want to be able to provide services from buildings that are fit for purpose and provide pleasant
environments for staff to work in. We have many problems with our existing infrastructure: we want to
take a strategic approach to addressing them, ensuring that we are investing in the right buildings for
the right services. We also recognise the potential to bring additional benefits to our communities
through the investments we do make in our infrastructure and have designed our capital investment
programme with this aim in mind (see section 1.2.2.1 for details on our anchor network ambition).

In parallel to developing the potential models of care described in this Pre-Consultation Business Case,
we have also developed comprehensive capital investment plans to support the delivery of new models
of care and address the estates and infrastructure challenges we face. In September 2021, the
Partnership submitted an Expression of Interest to become part of the next phase of the New Hospitals
Programme, seeking £720 million (in April 2021 prices) of capital investment across the Humber. The
EOI sought substantial investment in new buildings to enable a radical improvement in local hospital
infrastructure and support the creation of new, high-quality jobs in fields such as research, innovation,
construction, engineering and much more, helping to grow the local economy.

In putting together the bid for funding, we developed an innovative approach to estates and
infrastructure investment built on strong partnerships with local authorities, education providers and
the private sector to maximise our impact as an anchor network. By working in this way we will be able
to leverage any infrastructure investments to maximise the opportunities for local people to gain good
employment opportunities and maximise the benefit to the local economy through supply chain and
related opportunities.??

We have adopted a unique approach to our capital investment programme to ensure that it serves
as a catalyst for economic and social revitalisation on a much grander scale, transforming the lives
and welfare of people and communities across the Humber region.

8.2.3 Delivering proposals for clinical change

Additional work was undertaken during 2022 to determine what would be required from an estates and
capital investment perspective to deliver the proposed clinical changes set out in this business case,
given the high degree of uncertainty around the timescale and process for progressing additional
schemes through the New Hospitals Programme at that time. It was subsequently confirmed that the
Expression of Interest to the New Hospitals Programme was not successful and therefore the capital
investment required to implement the clinical change proposals would need to be delivered from within
existing financial resources.

Service provision requires capital investment to ensure any change in configuration of the hospital
services are:

e Fit for purpose.
e Right-sized to ensure capacity meets the change in demand.
e Reconfigured to meet the required building and quality standards (HBN/HTM).

221 Humber, Coast and Vale Health and Care Partnership (2021) Building Better Places: Our ambition to build a
healthier future for the Humber (see document library)
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Assumptions were taken into consideration based on existing service provision, forecast change in the

near future (e.g. Emergency Department builds in DPoW and SGH that are nearing completion) and the
space requirements and clinical adjacencies to achieve the future potential of the models of care. Each
of the potential models was reviewed against current service provision and whether investment would
be required for new builds or refurbishment to ensure successful delivery of the services in the future.

In undertaking this work, the following assumptions and considerations were made:

e The space requirements are based on the ‘original Models 5yr growth’ forecasted models.

e The existing bed space numbers/quantities for the UEC areas are based on the completion of
both new Emergency Department projects at SGH and DPoW.

e There is a working assumption that the proposed capital solutions are operationally and
technically deliverable, further feasibility work is required to provide a detailed technical
solution.

e The calculations are based on retaining exiting bed/space/place/theatre quantities without
undertaking further upgrades to achieve full HTM/HNB Compliance.

e There is a working assumption that the existing/generated spare capacity can be re-utilised to
address shortfalls under each of the models.

e Goole and Castle Hill Hospital have not been modelled due to little/no change to the
configuration of the services currently delivered from the sites.

The totals for bed requirements and outline costs are net of any investment that would be required to
respond to growth in demand (not associated with the proposed service changes) or comply with legal
or regulatory requirements.

To deliver the proposed service changes, investment would be required to either refurbish, relocate or
expand clinical areas at Diana Princess of Wales Hospital, Grimsby (DPoW) to accommodate additional
patients for the consolidated services.

The key areas where additional investment would be required are:

e anincrease in non-elective inpatient beds

e anincrease in critical care capacity and development of purpose-build facilities

e anincrease in the capacity of the paediatric inpatient ward and expanded family
accommodation.

Critical Care at DPoW is currently running from a temporary location with a reduced number of beds.
Investing in additional critical care capacity at DPoW would support the opportunity to create a co-
located critical care service which will be fit for purpose and meet the required standards. The additional
investments would also support delivery of better clinical adjacencies by relocating adult short stay and
paediatric assessment areas, creating space for consolidated specialist services.

The new-build Emergency Departments at Scunthorpe General Hospital (SGH) and DPoW will deliver
improved ED facilities and fully functional integrated acute assessment areas in 2023. This will provide a
significant increase in capacity and enable the integration of assessment services supporting increased
same day emergency care and delivery of the new pathways described. The new builds also include the
ability for a co-located urgent care service. The new builds will be fit for purpose to support the
proposed model of care, including the collocation of trauma services at DPoW.
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The capital cost estimates were undertaken by Cost Advisors and estimates follow best practice and the
guidance within the NHS Capital Investment Manual. The anticipated capital investment required to
deliver the proposed changes is summarised below.

Summary of capital investment requirements

Est. cost (Em) for Approx. total Approx. total m? cost | HAS model BLM HAS model % of
implementation (exc. BAU) (m?) required (£000) variance impact (Em) total site BLM
25.5 5,257 1,500 - 4,770 3.0 11.0%

Table 8.3 Summary of capital investment requirements 2

In terms of capital affordability, the proposed investments could be accommodated within the Trust’s
internal capital programme over a period of three years. The alternative site option that was considered
— where specialist services were consolidated at Scunthorpe General Hospital — was not deliverable due
to the significant capital that would be required over and above the internal capital investment that is
available to the Trusts.

The proposals within this business case — and the estates changes needed to implement them -
can be delivered within existing financial resources are not dependent on securing external capital
investment.

222 Financial modelling outputs (May 2023) — see appendix D.
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8.3 Workforce

Our workforce is our biggest asset, yet we are struggling to recruit and retain the expert clinical staff
we need to continue to deliver safe, high-quality services.

Our current staff are under pressure due to vacancies and (national and international) skills
shortages. They are often stretched too thinly trying to cover services across multiple sites and are
not always being deployed in the most effective ways. They do not always get the time and
opportunities to train and develop their skills.

There is an appetite — and a necessity — to work differently.

The proposals for change are supported by innovative workforce models, new roles and new ways
of working that will make better use of the workforce we have today and help us to attract and
retain the workforce we need for tomorrow.

Summary Box 8.5 Workforce

8.3.1 Current position

HUTH and NLaG together employ more than 14,000 people (WTE) across the two acute hospital trusts.
There are a further 6,800 (WTE) roles in primary, community and mental health providers and
approximately 21,700 (WTE) within social care across the Humber. We know from our engagement with
staff that making a difference to patients is really important to them and the main reason that many feel
proud to work within health and care. We also heard from staff that many feel under pressure due to
the impact of vacancies or staff shortages within their department or teams. A healthy work/life balance
was the top priority for staff surveyed and they told us the one thing we have to get right through this
programme of work is workforce, specifically staffing levels and ensuring staff are involved and feel
valued.

The current workforce position across both trusts is detailed in section 2.4. Both HUTH and NLaG face
challenges recruiting to clinical roles, doctors, nurses, midwives and allied health professionals (AHPs).
Despite active recruitment campaigns, there are still significant vacancies across all hospitals (especially
in specialist positions) and key roles that cannot currently be filled. Most of the resulting gaps in rotas
are being filled through a mixture of agency and locum staff and our existing staff undertaking additional
overtime. This in turn increases pressure on remaining staff within our organisations.

Within the next decade we can expect well above 30% of our staff, including those in hard-to-fill posts,
to retire. Our Primary Care Networks are also experiencing an increase in GPs retiring with lower
number of GPs in training to replace them. Social care partners experience difficulty recruiting and
extremely high staff turnover rates — up to 30% in some localities. Upwards of 40% of registered clinical
staff and professional corporate staff who leave, relocate away from the Humber to pursue career
development opportunities that they cannot find locally.

This s