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FOREWORD
The NHS in Leicester, Leicestershire and Rutland (LLR) is part of one of the best
health systems in the world, but we do not consistently perform at that level. We do
not always reach the very best standards; we do not always achieve the best patient
outcomes and we could do better.
The NHS shared planning guidance 2016/17 to 2020/21 outlined a new approach to
help ensure that every local health and care system in England develops sustainable
services for the future, based around the needs of the local population, enabling an
accelerated implementation of the Five Year Forward View (5YFV). Locally, the
5YFV is being implemented by the Sustainability and Transformation Partnership
through its Better Care Together (BCT) programme, bringing together providers,
commissioners and local authorities to deliver genuine and sustainable
transformation in health and care outcomes between 2016 and 2021.
In LLR a major health and social care improvement programme (BCT) was already in
place and so our system was well placed to further develop the partnership working
arrangements to deliver the requirements of the national STP policy for LLR under
the auspices of BCT. BCT is all about ‘working together to provide individuals
with better care, in the most appropriate setting, in a financially sustainable
way’.
Our BCT partnership has started work to reset the system to achieve its potential and
to achieve the goals set out in the 5YFV. We have established a single System
Leadership Team across our local commissioner and provider organisations, with
enhanced decision making authority. Our three local CCGs have begun to combine
some of their commissioning resources and expertise, and streamlined decision
making with the establishment of a joint committee. The system has one predominant
community and mental health provider for our population and one ambulance
provider working across our sub-region. As we begin to design one integrated
system of care, barriers are slowly disappearing and people are talking about a oncein-a-career opportunity to create a world-class service for patients.
This Pre Consultation Business Case (PCBC) is a critical and tangible step towards
sustainable health and care for the people of LLR. While keeping our planned
development of primary, community and social care clearly within view, we deal with
the urgent need to redefine the future shape of our acute hospitals provided by the
University Hospitals of Leicester NHS Trust (UHL, “the Trust”) to ensure long term
clinical and financial sustainability. Separate PCBCs will therefore be prepared for
the community elements of the BCT programme to supplement this acute
reconfiguration PCBC.
The reconfiguration of services across three hospital sites makes it possible to
consolidate and strengthen specialist teams to improve care quality and outcomes;
while at the same time ensuring that pathways of care are effective, efficient and
locally based for our communities.
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In this document, we show how we arrived at the options for acute hospital
reconfiguration and redesign, and what is needed to put these plans into action in a
managed and safe way. We set out the case for change; show how local clinicians
have joined forces to lead system-wide planning, based on clinical evidence and we
demonstrate that public and patients have been involved in every decision making
stage, with more to follow.
The Model of Care for acute and maternity services presented in this proposal, with
the delivery of services on two main sites, has been examined and assured several
times during its development, notably in a series of detailed independent reviews by
the East Midlands Clinical Senate. We have taken on board its recommendations and
will continue to explore fully the implications of service change for local people.
This PCBC is critical in order to enable detailed public consultation so that we can
secure the investment needed to reconfigure our acute hospitals. It is urgent because
acute services are overstretched, with staff battling daily to deliver the quality of care
that they believe in and our current configuration is not financially viable. It is
compelling because there is significant potential to improve services and outcomes
for our patients.
Statement of support from LLR CCG Chairs and UHL Medical Director
“Through the Better Care Together Partnership, we will transform the health and care system
in LLR so that it meets the future needs of local people in line with the national Five Year
Forward View. Our intent is to maximise value for the citizens of LLR by improving the health
and wellbeing outcomes that matter to them, their families and carers. We will do this by
enhancing quality of care at the same time as reducing cost across the public sector to within
allocated resources, restructuring the provision of safe, high quality services into the most
efficient and effective settings.
Over the past two years, patients, clinicians, managers and staff from across health and social
care have contributed their time and expertise to the design of the programme and the care
pathways within it, including those outlined in this business case. Our active Patient and
Public Involvement group is an integral part of the programme. We thank each of them for
their contributions to the programme so far and to the development and assurance of this Pre
Consultation Business Case.
We will continue to ensure that this programme is led in line with best practice throughout, and
will engage widely with patients, the public and our stakeholders. Above all, we will maintain
our ambition to deliver, in partnership, on behalf of the people of LLR.”

Professor Azhar Farooqi
Leicester City CCG
Chair

Dr Ursula
Montgomery
East
Leicestershire
CCG Chair

Professor Mayur
Lakhani
West Leicestershire
CCG Chair
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Andrew Furlong
UHL Medical
Director
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1

Executive Summary

1.1

Introduction
Background and context
For nearly two decades the need to consolidate acute services in Leicester has been
widely recognised. The current three acute site configuration of the University
Hospitals Leicester NHS Trust (UHL) is an accident of history, not design, and is
suboptimal in clinical, performance and financial terms. Medical and nursing
resources are spread too thinly making services operationally unstable and the
duplication and triplication of clinical and support services is inefficient. Many
planned, elective and outpatient services currently run alongside emergency services,
and as a result, when emergency pressures increase, it is elective patients who suffer
delays and last minute cancellations.
Looking wider, to the whole Leicester, Leicestershire and Rutland (LLR) health and
social care economy, the need for service transformation has been widely recognised
and is being addressed through the LLR Better Care Together (BCT) programme
which was established in January 2014. The BCT programme supports the LLR
health and social care commissioners and providers to enact system wide change
that will both improve the quality of care from a citizen or patient perspective, while
also achieving overall system sustainability. BCT is all about ‘working together to
provide individuals with better care, in the most appropriate, setting in a
financially sustainable way’. The reconfiguration of acute services provided by UHL
is an integral part of the BCT programme.
Over the last two decades there has also been significant and sustained underinvestment in UHL’s acute estate relative to other acute hospitals across the UK, and
UHL has a significant backlog maintenance requirement, of circa £77m, which will be
reduced substantially to circa £33m, a reduction of 58% through the consolidation of
services onto two sites.
This reconfiguration allows UHL to move all acute care to the Leicester Royal
Infirmary (LRI) and Glenfield Hospital (GH), whilst enhancing critical care provision. It
creates a new single site maternity hospital at LRI, a dedicated Children’s Hospital at
LRI, a new Treatment Centre and wards at GH as well as delivering the supporting
ward refurbishments at LRI and GH and supporting infrastructure across all three
sites.
The proposals also protect planned elective activity and facilitate the disposal of the
vast majority of the Leicester General Hospital (LGH) site. Crucially, the
reconfiguration will eliminate the sub-optimal and thinly spread configuration of acute
services in Leicester, enabling a more effective response to emergency pressures in
particular and thus consistent achievement of the Emergency Department (ED) 4
hour standard.
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Scope of this PCBC
This PCBC has been prepared to allow commissioners (LLR CCGs and NHS
England (NHSE) Specialised Commissioning) to make an informed decision on the
issues to be consulted on in respect of the reconfiguration of acute and maternity
services provided by UHL.
From the outset UHL identified that, in order to meet the challenges it faced and to
support the delivery of the transformation required in LLR, it needed a wide ranging
Reconfiguration Programme encompassing the whole estate and in particular its
three main sites:
•

Leicester Royal Infirmary (LRI).

•

Glenfield Hospital (GH).

•

Leicester General Hospital (LGH).

As a result, UHL embarked on the reconfiguration of acute services and the
associated changes to the estate in the form of their Development Control Plan
(DCP).
The following elements of the UHL DCP have already been delivered or are in the
process of being delivered:
•

Relocation of vascular services from LRI to GH (completed in 2017).

•

LRI emergency floor redevelopment (new ED and assessment units –
completed in June 2018).

•

Relocation of paediatric element of East Midlands Congenital Heart Centre
(EMCHC) from GH to LRI (funded from UHL’s capital resources and currently
at FBC stage).

•

Relocation of Level 3 Intensive Care Unit (ICU) from LGH to LRI and GH
(funded from Wave 1 STP capital and the subject of separate consultation).

The following elements of the UHL DCP do not directly impact upon patients and are
therefore not within the scope of this PCBC.
•

GH decontamination unit.

•

Enabling - back office reconfiguration, demolitions and early infrastructure.

•

LRI ICU expansion.

•

LRI infrastructure.

•

LRI support functions (pharmacy and mortuary).
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•

GH ICU expansion.

•

GH infrastructure.

•

GH support functions (pharmacy).

•

LGH relocation of Stroke Services.

•

LGH services and IT isolations.

The remaining elements of the DCP are the subject of this PCBC. These are
summarised below:
•

LRI development of a new Maternity Hospital.

•

LRI development of a dedicated Children’s Hospital by refurbishment works.

•

LRI inpatients, day case and Gynaecology outpatients relocation (only
Gynaecology outpatients relocation within scope for the PCBC).

•

GH new build development (including Treatment Centre, theatres and new
wards).

•

GH development of surgical admissions unit by refurbishment works.

•

GH ward refurbishment.

Sustainability
Every scheme will be designed with sustainability as a core deliverable with the
highest level of BREEAM performance rating and stars as practicable. The rating will
enable comparability between projects and provide reassurance to patients, staff and
visitors, in turn underpinning the quality and value of UHL’s assets.
Arts and heritage
There is increasing evidence that the inclusion of arts and culture in healthcare
agendas has a positive effect on patient experience and staff wellbeing; this can be
demonstrated by recent evaluations of programmes of work at Chelsea and
Westminster and Bristol Hospitals and is described in the 2017 inquiry report by the
All-Party Parliamentary Group (APPG) on Arts, Health and Wellbeing: Creative
Health: The Arts for Health and Wellbeing.
UHL has a long history of contributing to the health of the people of LLR with the
establishment of the Infirmary in 1771, the opening of LGH as the North Evington
Poor Law Infirmary in 1904 and GH most recently in 1984. The staff are rightly proud
of their achievements and the buildings hold a special place for many of them and the
public as an important part of the social history of Leicester. It is therefore right to
celebrate this past as UHL moves into the next phase of its history in buildings fit for
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purpose in the 21st Century.
UHL will explore how the existing work of its Arts and Heritage Programme might be
extended in order to support the process of reconfiguration of services by engaging
with its heritage and incorporate the arts and heritage positively into the new and
refurbished buildings.
Conclusion on scope of this PCBC
The required reconfiguration and transformation of services, at UHL, outlined in this
PCBC is entirely consistent with UHL’s recent Sustainability and Transformation
Partnership (STP) capital bid submission which is predicated on the delivery of the
UHL DCP.
1.2

Strategic context

1.2.1 Introduction
The ‘strategic context’ sets out the context within which the proposals for service
reconfiguration have been developed. This is considered at both a national level, in
terms of government policy for health and social care and Department of Health and
Social Care (DHSC) and NHSE priorities and at a local level in terms of the Leicester,
Leicestershire and Rutland (LLR) Sustainability and Transformation Partnership and
the Better Care Together (BCT) programme and UHL strategies.
1.2.2 National policy
The UHL Reconfiguration Programme and this PCBC has been developed in
accordance with relevant Department of Health and Social Care (DHSC) policy and
guidance in particular:
•

NHS Five Year Forward View.

•

NHSE National Maternity Review - Better Births.

•

General Practice Forward View.

•

NHS Long Term Plan.

•

Findings and recommendations from the Carter review of productivity in NHS
hospitals.

•

Findings and recommendations from the Naylor review of NHS property and
estates.

The aims and objectives of the UHL Reconfiguration Programme and the delivery
plans are also consistent with all of the above.
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1.2.3 Local strategies
At a local level, in LLR, the UHL Reconfiguration Programme and this PCBC is
underpinned by the Sustainability and Transformation Partnership’s (STP’s) Better
Care Together Plan (BCTP), our Five Year Plan, the LLR Digital Roadmap and our
LLR Estate Strategy.
In terms of UHL’s strategic direction, the UHL Reconfiguration Programme and this
PCBC have been developed to support and be consistent with the delivery of the
following:
•

UHL Clinical Services and Reconfiguration Strategy.

•

UHL Specialised Services Strategy.

•

UHL Strategic Workforce Plan.

•

UHL People Strategy.

•

UHL Estate Strategy.

•

UHL IT Strategy.

•

UHL Quality Strategy and Priorities for 2019 to 2022.

The delivery of UHL’s Reconfiguration Programme is a fundamental requirement for
the Trust to meet its overall aims and objectives and to support the LLR health and
social care economy in delivering our aims and objectives.
1.2.4 Conclusion on strategic context
The proposed reconfiguration of acute and maternity services is entirely consistent
with health and social care strategies at both a national level, in terms of government
policy for health and social care and Department of Health and NHSE priorities, and
at a local level in terms of the LLR BCTP and UHL strategies. All of which are
predicated on ‘working together to provide individuals with better care, in the
most appropriate setting, in a financially sustainable way’.
1.3

Current service configuration and demographics

1.3.1 Introduction
‘Current service configuration and demographics’ describes the current
configuration of acute and maternity services provided by UHL and provides details of
the LLR population served by UHL.
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1.3.2 Current service configuration
Acute services
UHL’s acute services are currently provided from the following sites:
•

Leicester Royal Infirmary - LRI is located on the southern edge of the city
centre. LRI is the main acute site for UHL with an inpatient bed provision of
approximately 1,085.
•

Glenfield Hospital - GH is located three miles northwest of Leicester city
centre on the A50. GH provides a range of services including a specialist
heart centre and currently has an inpatient bed provision of approximately
488.

•

Leicester General Hospital - LGH is on the outskirts of Leicester in Evington
on the A6030 about three miles east of the city centre. Bus services are
provided to the area and a hopper bus service is also available between the
sites which runs at regular intervals. LGH houses the Diabetes Centre of
Excellence and currently has an inpatient bed provision of approximately 460.

Maternity services
UHL currently provides acute maternity services at both LRI and LGH including antenatal and post-natal services for complex pregnancies.
Midwifery services
Midwifery led services are provided by UHL as follows:
•

Midwifery Led Unit (MLU) adjacent to obstetrics at LRI.

•

MLU adjacent to obstetrics at LGH.

•

Standalone MLU at St Mary’s Birth Centre, Melton Mowbray.

•

Community midwifery services.

•

Home births.

St Mary’s Birth Centre is LLR’s only standalone MLU and is situated just east of
Melton Mowbray town centre. The centre is staffed 24 hours a day and offers two
birthing rooms as well as eight post-natal beds on a ward, differing from the majority
of MLUs which offer birthing rooms only (i.e. following birth, the mother and baby go
home with no overnight stay).
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Neonatal services
Level 1 (Special Care Baby Unit) neonatal services are presently delivered across
two sites; LGH and LRI. Level 2 (High Dependency) and Level 3 (Intensive Care)
services are provided from LRI.
1.3.3 Population profile and demographics
Overall, the population of LLR in recent decades has seen an improvement in life
expectancy and a reduction in mortality rates for the most prevalent conditions, such
as cancer and cardiovascular diseases. However, given the growing and rapidly
ageing and multi-morbid population, the outlook is for an increase rather than
decrease in pressure on the health and social care system. In addition, health
outcomes in LLR vary greatly owing to the large disparities in income and deprivation
levels across the counties.
From a health need perspective there is a marked variation in life expectancy across
LLR with the main factors contributing to mortality being cardiovascular disease
(CVD) and respiratory. Any plans for service improvement must respond to these
challenges and make a significant contribution towards better outcomes.
In view of the above trends, the BCTP looks to develop a future Model of Care that
addresses the changing nature of demand while maintaining accessibility of services
for the LLR’s entire population; this is particularly true for the configuration of our
acute hospitals which aims by ‘working together, to provide individuals with
better care, in the most appropriate setting, in a financially sustainable way’.
1.4

The case for change

1.4.1 Introduction
The ‘case for change’ considers why the configuration of acute and maternity
services needs to change for the people of LLR and sets out why the status quo is
not an option.
1.4.2 Conclusion on the case for change
The configuration of acute and maternity services needs to change for the people of
LLR to address:
•

The challenges presented by an increasing and increasingly elderly and multimorbid population and significant variations in life expectancy across LLR.

•

Increasing demand for non-elective care and maternity services.

•

The need to address the increasing imbalance between emergency and
elective care.
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•

The need for improvements in clinical care to address poor service
performance against national standards at UHL.

•

The need for a more efficient use of the workforce.

•

The need for significant reconfiguration of the current UHL estate to support
the vision for the delivery of services as articulated on the BCTP.

•

The need to alleviate the structural financial deficits at UHL and in the LLR
health economy.

Overall, it also confirms the need for ‘working together to provide individuals with
better care, in the most appropriate setting, in a financially sustainable way’.
1.5
1.5.1

Options for the future Model of Care
Introduction
‘Options for the future Models of Care’ describes the process that UHL has been
through to evaluate the various options for service configuration and place of delivery.
It identifies the objectives and benefits criteria that need to be delivered by the
reconfiguration of services and evaluates various options against these criteria to
identify the preferred options.
The initial options appraisal, in respect of acute services, considered options in terms
of the main locations for the provision of services. This included, as part of the
preferred option, the provision of women’s services in a single location at LRI.
Subsequently, a more detailed consideration was given to, and an additional options
appraisal carried out in respect of the scope of maternity services at LRI in the
context of proposals for the development and provision of maternity services in the
wider community.

1.5.2 Preferred options
Comprehensive options appraisals have been carried out for both acute services and
maternity services resulting in the following preferred options:
•

Acute services - There would be two acute sites LRI and GH. An outpatient
and day case Treatment Centre would be located at GH with the Diabetes
Centre of Excellence remaining at LGH.
Aspects of some services may relocate to a community setting.

•

Maternity services - All women’s services would be at LRI with no MLU at
LGH. However, it is proposed that the consultation also includes the option of
a standalone MLU at LGH on the basis of a 12 month trial to establish
whether the number of births can sustain a standalone MLU.
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1.5.3 UHL Road Map for service reconfiguration
The figure below shows UHL’s planned journey to deliver the service reconfiguration.
Figure 1-1 UHL Road Map for service reconfiguration

Details of the programme management arrangements and delivery plan for the
reconfiguration are included in Sections 9.6 and 9.7.
1.5.4

Clinical assurance
The East Midlands Clinical Senate (The Senate) has carried out a number of reviews
of the clinical proposals underpinning the UHL Reconfiguration Programme since
August 2015 and most recently in July 2018. These are summarised below:
•

August / September 2015 (whole system review) - The Senate concluded
that the work undertaken made it much clearer which elements of the overall
plan were going to progress to public consultation and supported this.

•

January 2018 (maternity specific review) - The Senate found the UHL plan
to centralise acute maternity services at LRI is clinically appropriate and
recommend UHL proceed to public consultation.

•

July 2018 (whole system review) - The Senate met to consider the
proposed reconfiguration of acute services. Following their consideration of
the proposals their final report was issued later in July 2018. The final report
of the Clinical Senate is included in Appendix R – Clinical Senate Report
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(July 2018). The Vice-Chair of the Senate’s foreword to the report states:
“Clinical Senates have been established to be a source of independent, strategic
advice and guidance to local health and care systems, to assist them to make the
best decisions about healthcare for the populations they represent.
Leicester, Leicestershire and Rutland (LLR) works collectively under the umbrella of
“Better Care Together” and is one of five Sustainability and Transformation
Partnerships (STPs) in the East Midlands.
The Clinical Senate recognised the challenges the LLR STP faces in delivering their
Model of Care. It particularly understood the need for University Hospitals of Leicester
NHS Trust (UHL) to reconfigure its current three acute hospital sites onto two, as the
system is contending with a challenging operational situation. It was also
acknowledged that this is a very long transformation programme that will ultimately
bring about a clinically sustainable solution for the local population.
The Clinical Senate was pleased to be able to assist the LLR STP again, and wishes
to thank all the constituent members of the STP for their time and input on the day,
and particularly to UHL for hosting the clinical review team, which was held at the
same location as the local NHS 70th birthday celebrations.
The panel were absolutely in support of the proposed reconfiguration of services from
three sites onto two, and on this basis, recommends that the STP proceeds. The
report highlights the strength of argument for the change, particularly from a
workforce and sustainability perspective. The panel did raise certain issues that need
some further work, all of which are highlighted in the report.
I would like to wish the LLR STP good luck with its aspiration to deliver a sustainable,
clinically effective and affordable service in the future.”
Dr Julie Attfield
East Midlands Clinical Senate Vice-Chair

1.5.5 Conclusion on options for the future Model of Care
The current proposals for the reconfiguration of acute and maternity services:
•

Have been arrived at as a result of a robust appraisal of the potential options
and the subsequent detailed development of the preferred option.

•

Have undergone the required level of clinical assurance.

Demonstrating that the proposals are the most appropriate way of ‘working together
to provide individuals with better care, in the most appropriate setting, in a
financially sustainable way’.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 10

EXECUTIVE SUMMARY

1.6

Impact of the reconfiguration proposals

1.6.1 Introduction
‘Impact of the reconfiguration proposals’ describes the revised Models of Care
and identifies the implications of the proposals in terms of the anticipated activity and
resulting bed numbers and goes on to set out the resulting staffing implications,
premises requirements, impact on quality of care and impact on neighbouring STPs
and acute trusts. It concludes by demonstrating how the proposals contribute to the
delivery of the BCTP aims and priorities and how the reconfiguration proposals meet
the five NHS tests of reconfiguration.
1.6.2 How the reconfiguration proposals meet the five NHS tests of reconfiguration
Introduction
In 2010, the Government introduced four tests of service reconfiguration. These tests
are “designed to build confidence within the service, with patients and communities”.
The organisations involved in developing service change proposals are responsible
for working together to show that the evidence in each test is convincing, and thereby
to reassure themselves and their communities.
The four tests are for the proposed service changes to demonstrate evidence of:
•

Strong public and patient engagement.

•

Consistency with current and prospective need for patient choice.

•

A clear clinical-evidence base.

•

GP Commissioner support for the proposals.

We have set out below our approach to assessing the reconfiguration plans against
each of the four tests of reconfiguration for clinical assurance, and an additional ‘fifth
test’, introduced in March 2017 in respect of justification for bed closures (should
these be proposed).
The five tests have been applied throughout the pre-consultation phase, and will
continue through the consultation and post-consultation phases of this programme.
The following sections describe how the BCTP has engaged with a broad range of
stakeholders to meet the five tests. Each section describes:
•

The guidance.

•

The approach taken.

•

Future planned activities.
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Test 1 - Strong public and patient engagement
Approach taken
Public and Patient involvement (PPI) has been central to the approach taken by both
UHL and the wider BCTP, as set out in Section 6.6 of this PCBC. A summary of the
key approaches taken are set out below.
•

June 2014 to 2017 - Development of the UHL five year plan clearly stated the
ambition to move from three acute sites to two. This plan is published annually
on UHL website.

•

September 2014 to 2017 – UHL annual public meetings attended by 100+
people received presentation on the five year plan. This is presented at the
public meeting every year.

•

March 2015 – BCT Awareness and Engagement Campaign stated explicitly
the proposal to reduce from three to two sites. This LLR wide campaign
utilised Media Outlets including local radio and TV reaching over 375,000
people. Local Authority publications distributed to over 375,000 households. A
mobile unit deployed to 12 key locations around the Leicestershire and
Rutland with an estimated footfall of over 150,000.

•

November 2016 – May 2017 – STP published with ten public events, local
groups and meetings, published on the BCT website and social media with
approximately 11,929 interactions.

•

October 2018 to 2019 – Open public engagement events, outreach work
through voluntary and community sector agencies/groups, online briefings,
press and broadcast media briefings.

Each of these phases has resulted in changes to the overall Models of Care in these
proposals as evidenced throughout this document.
Test 2 - Consistency with current and prospective need for patient choice
Approach taken
In the development of proposals locally, patient choice (for appropriate, high quality
services) has been a key factor:
One of the four criteria used for narrowing the options for service changes was
maintaining appropriate access to services for patients, relatives and staff. This
criterion includes the impact of the proposals on patient travel times and the impact
on patient choice (see Section 7.8).
A clinically focused review panel assessed the impact of the proposals on each of the
options appraisal criteria, including patient choice. Scores were combined to give an
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overall assessment of each proposal – an assessment that balanced the need for
appropriate patient choice with the need for safe and effective care. No option scored
below neutral for patient choice.
An Equality Impact Assessment (EIA) was undertaken, to demonstrate that there will
be equitable access for everyone and no group of people would be inadvertently
excluded (on the basis of protected characteristics, for example).
Proposals were developed to ensure that services are locally accessible wherever
possible and centralised where necessary. For example:
•

Proposals include consolidation of services only where clinically necessary;
the option of a MLU to be retained at LGH is one consideration.

•

Direct access to imaging was retained at LRI and GH following feedback from
commissioners and the public.

Table 1-1 Assessment of impact of proposals on patient choice (acute)

Patient Cohort

Choice Now

Choice Future

Patients receiving
planned care at LGH

Majority of
activity carried
out at UHL
sites, small
level of activity
available in
community
hospitals.

Patients receiving
inpatient (not day
case) services at
LGH

Activity split
between LRI
and LGH

Increase in activity,
both amount and type,
in community hospitals
and over time primary
care facilities,
development of a
Treatment Centre at
GH, where necessary
planned care at LRI
All LLR services
delivered via LRI,
outside of LLR remains
an option

Patients in UHL’s
acute hospitals who
no longer need acute
care

Remain in
acute hospital
until full
rehabilitated
and potentially
deteriorate

Home First “hospital
and home” beds and
inpatient beds in six
community hospitals
distributed across LLR

Impact on
Choice
More options to
choose from for
many specialities,
impacts circa
30,000 patients
(2.8% of the LLR
population)

One less option
impacting circa
2,000 patients
(0.18% of the LLR
population)
More options to
choose from
impacting circa
2,800 patients
(0.26% of the LLR
population)

Table 1-2 Assessment of impact of proposals on patient choice (maternity)

Option

Patient cohort

Option 1
MLU at
LGH

Pregnant
women

Choice now

Choice future

Impact
on
choice
St Mary’s, LGH MLU LGH MLU, LRI Retaining
and Obstetrics, LRI MLU
and four
MLU and Obstetrics or Obstetrics,
choices,
Home birth
Home birth
reducing
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Option

Patient cohort

Option 2
No
standalone
MLU

Pregnant
women

Choice now

Choice future

St Mary’s, LGH MLU LRI MLU
and Obstetrics, LRI Obstetrics,
MLU and Obstetrics or Home birth
Home birth

Impact
on
choice
to four
locations
and Reduced
to three
choices
and
locations

Future planned activities
Patient choice will continue to be a focus for the programme, and to inform the
programme’s proposals. The formal consultation will review the feedback from
patients, public and clinicians, including feedback regarding the impact of the
proposals on patient choice.
Once the final proposals have been agreed, reviewers will again assess the impact
on patient choice, testing for any adverse effects and recommending any appropriate
mitigating measures.
Test 3 - A clear clinical-evidence base
Approach taken
Clinical leadership has been at the heart of the approach adopted in developing these
proposals, resulting in a strong focus on the evidence base underpinning the Models
of Care proposed. Key developments have included:
•

Proposals were developed by frontline clinicians (including nurses, midwives
and other healthcare professionals). Lead clinicians, together with clinical
subgroups involving 60 clinicians from across the Trust, developed the Future
Model of Care for acute and maternity services.

•

There have been two reviews by the East Midlands Clinical Senate, which
were carried out in August 2015 and July 2018, to provide independent clinical
advice on the proposals for the BCTP. More details are provided in Section
6.7.3.

•

National guidance and recommendations from the Royal Colleges have been
included in the proposal development process.

•

Emerging proposals were tested and refined by a broad clinical and
professional leadership group, including circa 40 leaders from primary care,
community services, mental health, public health and acute care.

•

Proposals have been developed in accordance with national policies and
guidelines.
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Future activities to maintain compliance
The proposals will continue to be clinically led, and will include views from a wider
group of clinicians during public consultation.
Test 4 – GP Commissioners support for the proposals
Approach taken
Proposals for service change have been developed with local commissioning
organisations and GPs, and have broad support from partners from across the subregion. Commissioning organisations have led much of the STP and have been
involved in the Reconfiguration Programme at a number of levels:
The Clinical Chairs and Accountable Officers of all three LLR CCGs have been
members of the System Leadership Group, which steered and advised the
Programme in its early stages
The Senior Responsible Owner (SRO) for STP programme to date was the
Accountable Officer for West Leicestershire CCG, and has ensured close liaison and
joint working with the other Accountable Officers from the CCGs.
GPs from across the patch have been involved in both the development of proposals
(working alongside acute and maternity colleagues) and in the wider engagement on
the programme
Decision making
Each CCG Governing Body will formally approve the PCBC in January 2020 prior to
its formal submission to the regional and national assurance panels in February 2020.
A previous draft of this PCBC was discussed by CCGs in late 2018 prior to its
previous submission to the regional assurance panel.
Future activities to maintain compliance
The three CCGs in the BCT programme are the owners of the Reconfiguration
Programme proposals, and will lead the proposed public consultation in 2020.
Following consultation, decisions on service reconfiguration will be taken by the CCG
Committees later in 2020.
Test 5 – Bed closures
Approach taken
The proposals developed across UHL include aspects of all three of the conditions
set out above. For example, the consolidation of services will improve bed utilisation.
The proposals for acute and maternity reconfiguration involve consolidating some
services from three sites to two; however, there are no plans to reduce the aggregate
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bed base across UHL.
Future planned activities
The BCTP bed model is being continually updated, and the position in relation to
aggregate bed levels will be kept under review.
1.6.3

Conclusion on impact of the reconfiguration proposals
The current proposals for the reconfiguration of acute and maternity services have
been considered fully in terms of:
•

Revised Models of Care.

•

Activity levels and required bed numbers.

•

Staffing implications.

•

Premises implications.

•

Impact on quality of care.

•

Impact on patients.

Demonstrating that the proposals meet the 5 tests for service reconfiguration and will
result in local health and social care partners ‘working together to provide
individuals with better care, in the most appropriate setting, in a financially
sustainable way’.
1.7

Financial implications

1.7.1 Introduction
‘Financial implications’ sets out the financial impact of the reconfiguration
proposals. It identifies the anticipated capital costs and potential revenue implications,
potential procurement routes for the required capital developments and the financial
impact on UHL and Commissioners. It also demonstrates how the reconfiguration
proposals represent Value for Money (VfM).
1.7.2 Capital costs
Overview of capital costs
The estimated capital costs of the proposed developments (based on the DHSC
Healthcare Premises Cost Guides (HPCGs) together with the timing of the
developments are summarised in the table below and the detailed DHSC pre OBC
cost forms are provided in Appendix X – DHSC cost forms. A summary of each of
the individual elements of the reconfiguration is also included in Appendix Y –
Individual project overviews.
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Table 1-3 Estimated capital costs
UHL DCP

Capital cost
(Including
inflation)

SITE 19/20 20/21 21/22 22/23 23/24 24/25 25/26 26/27

Projects within the scope of this PCBC
LRI Maternity Hospital
LRI Children’s Hospital
LRI inpatients, day case and Gynaecology outpatients relocation
GH new build (including Treatment Centre, theatres and new wards)
GH surgical admissions unit
GH ward refurbishment
Total capital cost of PCBC specific projects

£107,130,776
£38,959,630
£15,649,510
£169,736,677
£3,787,815
£2,759,619
£338,024,027

LRI
LRI
LRI
GH
GH
GH

Projects outside the scope of this PCBC
GH decontamination unit
Enabling (back office reconfiguration, demolitions and early infrastructure)
LRI ICU expansion
LRI infrastructure
LRI support functions (pharmacy and mortuary)
GH ICU expansion
GH infrastructure
GH support functions (pharmacy)
LGH relocation of Stroke Services
LGH services and IT isolations
Total capital cost of DCP

£8,914,332
£19,682,950
£25,896,014
£12,224,918
£2,147,450
£20,462,287
£15,603,749
£1,666,950
£2,809,879
£5,567,444
£453,000,000

GH
All
LRI
LRI
LRI
GH
GH
GH
LGH
LGH

Potential procurement route for capital developments
The current expectation is that the projects will be procured from UHL’s ProCure22
partner, Galliford Try, and traditionally funded by UHL.
1.7.3 Conclusion on financial implications
The capital costs of the proposals are fundable through NHS capital and are
supported by UHL’s recent STP capital bid.
The revenue impact of the proposals, for UHL, is to deliver a net annual saving of
circa £18m, once the reconfiguration is complete, providing a significant contribution
to the alleviation of UHL’s current deficit. In addition to the positive impact on UHL’s
deficit, the proposals also contribute to the alleviation of predicted deficit in the wider
LLR health economy.
The proposals also represent Value for Money (VfM) and deliver significant nonmonetisable benefits in addition to the financial savings.
The delivery of the UHL Reconfiguration Programme and the wider service
transformation in LLR, together with the financial implications, are a clear
demonstration of ‘working together to provide individuals with better care, in the
most appropriate setting, in a financially sustainable way’.
1.8

Delivering the reconfiguration

1.8.1 Introduction
‘Delivering the reconfiguration’ addresses how the reconfiguration will be delivered.
It demonstrates that the Commissioners and the Trust have the appropriate plans in
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place and the capacity and capability to deliver the project and to realise the benefits.
1.8.2 PCBC approvals
The decision for approving this PCBC is the responsibility of the three LLR CCGs. In
addition, the PCBC is supported by the UHL Board and NHSE Specialised
Commissioning. The UHL Board considered the PCBC, at its meeting on 6th
September 2018, and confirmed its support. The PCBC was considered by NHSE
Specialised Commissioning at its Senior Leadership Team, on 17th September 2018,
and its support was also confirmed.
The PCBC was discussed at both the Senior Leadership Team for the BCT
programme and the LLR Commissioning Collaborative Board before being approved
by the LLR CCG Boards as follows:
•

Leicester City CCG – approved on 11th September 2018.

•

West Leicestershire CCG - approved on 11th September 2018.

•

East Leicestershire and Rutland CCG - approved on 11th September 2018.

The PCBC was submitted to NHSE for consideration by the Regional Assurance
Panel on 10th October 2018 and completed subject to capital on 20th March 2019.
There was a requirement to review PCBC and Regional Assurance following the
capital announcement on 29th September 2019 and developments following the
previous version that was submitted in October 2018. The PCBC has therefore been
updated to reflect developments since the NHSE Regional Assurance Panel in 2018
as summarised in the table below.
Table 1-4 PCBC updates since NHSE Regional Assurance Panel sign off 2018

Chapter

Reference

1. Executive Summary

Updates
Updated in line with updates in the
main body of the PCBC

2. Introduction

2.1.2

Updated individual project descriptions
in line with updated DCP project
structure

3. Strategic Context

3.3.2

Included details of the most recent LLR
Five Year Plan

3.4.4

Included details of the new UHL
People Strategy

3.4.6

Included details of UHL IT Strategy
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Chapter

Reference

Updates
Update

5. The Case for Change

6. Options for the Future
Model of Care

7. Impact of the
Reconfiguration
Proposals

3.4.7

Included details of the new UHL
Quality Strategy and Priorities

5.2.1

Updated Figure 5.1 to include 2018/19
performance

5.2.1

Updated Figure 5.2 to include 2018/19
performance

5.2.1

Updated Figure 5.3 to include 2018/19
performance

5.2.1

Updated Figure 5.4 to include 2018/19
performance

5.4.1

Updated Figure 5.5 to show 2018/19
performance

5.4.3

Updated workforce figures to reflect
latest position

5.4.4

Updated backlog maintenance figures
to reflect latest position

5.4.5

Updated to reflect latest finance figures

6.3.6

Updated economic/financial appraisal
to reflect latest DCP costings

6.5.1

Updated Figure 6.5 to reflect latest
DCP costings and timetable

6.5.2

Updated Figure 6.6 to reflect latest
DCP costings and timetable

7.3.6

Inpatient activity and bed modelling
updated to reflect latest position

7.3.7

Outpatient activity and bed modelling
updated to reflect latest position

7.4.3

UHL staffing numbers updated to
reflect latest position
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Chapter

8. Financial Implications

9. Delivering the
Reconfiguration
Proposals

Reference

Updates

7.7.3

Updated UHL performance
improvement trajectories to reflect
latest position

8.2.1

Updated capital costs to reflect latest
DCP costings

8.2.3

Updated procurement route to remove
PPP option

8.3

Updated to reflect latest financial
position

8.4

Updated to reflect latest financial
position

8.5

Updated to reflect latest financial
position

8.6

Updated to reflect latest financial
position

9.2

PCBC approval process updated to
reflect latest position

9.3.2

Updated proposed engagement to
reflect latest plan

9.5.1

Updated Figure 9.1 to reflect updated
structure

9.7.1

Updated Programme timeline to reflect
latest position

Each CCG Governing Body formally approved the PCBC in January 2020 prior to its
formal submission to the regional and national assurance panels starting in February
2020.
1.8.3 Conclusion on delivering the reconfiguration proposals
Commissioners and UHL have the appropriate plans in place in terms of:
•

Public engagement.

•

Programme governance at the STP / BCT and UHL levels.
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•

Programme management.

•

Risk Management.

•

Post programme review and benefits realisation.

There is also the capacity and capability to deliver the project and to realise the
benefits of ‘working together to provide individuals with better care, in the most
appropriate setting, in a financially sustainable way’.
1.9

Overall conclusions
This PCBC is a critical and tangible step towards sustainable health and care for the
people of LLR. While keeping our planned development of primary, community and
social care clearly within view, we deal with the urgent need to redefine the future
shape of our acute hospitals provided by UHL to ensure long term clinical and
financial sustainability.
The reconfiguration of services across the three hospital sites makes it possible to
consolidate and strengthen specialist teams to improve care quality and outcomes;
while at the same time ensuring that pathways of care are effective, efficient and
locally based for our communities.
In this PCBC, we show how we arrived at the options for acute hospital
reconfiguration and redesign, and what is needed to put these plans into action in a
managed and safe way. We set out the case for change; show how local clinicians
have joined forces to lead system-wide planning, based on clinical evidence and we
demonstrate that public and patients have been involved in every decision making
stage, with more to follow.
The Models of Care for acute and maternity services presented in this PCBC, with the
delivery of services on two main sites, has been examined and assured several times
during its development, notably in a series of detailed independent reviews by the
East Midlands Clinical Senate. We have taken on board its recommendations and will
continue to explore fully the implications of service change for local people.
This PCBC is critical in order to enable detailed public consultation so that we can
move forward with the investment needed to reconfigure our acute hospitals. It is
urgent because acute services are overstretched, with staff battling daily to deliver
the quality of care that they believe in and our current configuration is not financially
viable. It is compelling because there is significant potential to improve services and
outcomes for our patients by ‘working together to provide individuals with better
care, in the most appropriate setting, in a financially sustainable way’.
A summary of the reconfiguration benefits are detailed in Table 1.4 below.
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Table 1-5 Summary of reconfiguration benefits

Benefit
Clinical

Description
•

•

•
•
Patient Experience

•

•

•

•
•

•

Workforce

•
•
•
•

A new single site Maternity Hospital and a
dedicated Children’s Hospital at the Leicester
Royal Infirmary.
A new Treatment Centre, wards and theatres at
the Glenfield Hospital protecting planned elective
activity and eliminating cancellations at times of
peak emergency activity.
Reduction in clinical risk due to the consolidation
of services, resources and equipment.
Enhanced critical care provision on the two acute
sites allowing UHL to meet national standards.
Improved outcomes for patients through
increased Consultant presence and earlier, more
regular senior clinical decision-making.
Co-location of specialties to enable enhanced
input and multi-specialty management of patients
in one location resulting in more timely
management with fewer hand-offs thus promoting
early recovery.
Reduced cancellations ensuring patients are
operated on at the earliest possible point in time
leading to improved patient experience and
clinical outcomes.
Improved patient experience from transformation
and the improved clinical environment.
Patient space which complies with the highest
expectations of the Patient Led Audit of the Care
Environment (PLACE) and delivers therapeutic
spaces which aid wellbeing and recovery.
Technology used to connect with patients and
ensure their information is available electronically
for all consultations.
Staff experience improved though the ability to
concentrate resources on two hospital sites.
Workforce attraction and retention improved as a
consequence of enhanced working environments.
Opportunity to grow specialised, teaching and
research portfolios.
A sustainable workforce through the consolidation
and transformation of services and improved
facilities.
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Benefit
Economy

Description
•
•

•
•

Recurrent improvement in the financial position of
UHL and wider health economy of £18m pa.
Reduced backlog maintenance from the current
requirement of circa £77m to circa £33m, a
reduction of 58%.
Release of land for the development of 600+
housing units.
A financially sustainable future for UHL and the
wider health economy.
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2

Introduction

2.1

Purpose and scope of the PCBC

2.1.1 Background
This Pre Consultation Business Case (PCBC) has been prepared to allow Leicester
City, Leicestershire and Rutland (LLR) commissioners (LLR CCGs and NHS England
(NHSE) Specialised Commissioning) to make an informed decision on the issues to
be consulted on in respect of the reconfiguration of acute and maternity services
provided by University Hospitals of Leicester NHS Trust (UHL).
Lead commissioners are required to prepare a PCBC to inform NHSEI’s assessment
of proposals for service changes against the government’s four tests of service
change. The tests are as follows:
•

Strong public and patient engagement.

•

Consistency with current and prospective need for patient choice.

•

A clear clinical-evidence base.

•

GP Commissioners’ support for the proposals.

NHSEI need comfort that proposals satisfy the government’s four tests of service
change, and NHSEI’s own best practice checks, prior to views being sought from
patients and members of the public who may be affected by the proposed changes.
The PCBC also forms the starting point for a Strategic Outline Case(s) (SOC) and
subsequent Outline Business Case(s) (OBC) and Full Business Case(s) (FBC) as
required by NHS England and NHS Improvement (NHSEI).
Pre-consultation seeks to build alignment between NHS commissioners and local
authorities to:
•

Make the case for change.

•

Demonstrate that all options, benefits and impact on service users have been
considered.

•

Demonstrate that the planned consultation will seek the views of patients and
members of the public who may potentially be impacted by the proposals.

Commissioners and providers must also give due consideration to potential impacts
of any proposed service changes on the ability of the NHS to effectively plan for and /
or respond to an emergency.
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2.1.2 Scope of this PCBC
UHL has been considering its options to deliver the required service transformation in
the LLR health economy since the LLR Better Care Together (BCT) programme was
established in January 2014. However, prior to BCT, UHL had also been considering
reconfiguration since 2000. The BCT programme supports the LLR health and social
care commissioners and providers to enact system wide change that will both
improve the quality of care from a citizen or patient perspective, while also achieving
overall system sustainability. BCT is all about ‘working together to provide
individuals with better care, in the most appropriate setting, in a financially
sustainable way’.
From the outset UHL identified that, in order to meet the challenges it faced and to
support the delivery of the transformation required in LLR, it needed a wide ranging
reconfiguration programme encompassing the whole estate and in particular its three
main sites:
•

Leicester Royal Infirmary (LRI).

•

Glenfield Hospital (GH).

•

Leicester General Hospital (LGH).

As a result, UHL embarked on the reconfiguration of acute services and the
associated changes to the estate in the form of its Development Control Plan (DCP).
The following elements of the UHL DCP have already been delivered or are in the
process of being delivered:
•

Relocation of vascular services from LRI to GH (completed in 2017).

•

LRI emergency floor redevelopment (new Emergency Department and
assessment units – completed in June 2018).

•

Relocation of paediatric element of East Midlands Congenital Heart Centre
(EMCHC) from GH to LRI (funded through UHL’s internal capital resources
and currently at FBC stage).

•

Relocation of Level 3 Intensive Care Unit (ICU) from LGH to LRI and GH
(funded from Wave 1 STP capital and the subject of separate consultation).

The following elements of the UHL DCP do not directly impact upon patients and are
therefore not within the scope of this PCBC.
•

GH decontamination unit.
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•

Enabling - back office reconfiguration, demolitions and early infrastructure.

•

LRI ICU expansion.

•

LRI infrastructure.

•

LRI support functions (pharmacy and mortuary).

•

GH ICU expansion.

•

GH infrastructure.

•

GH support functions (pharmacy).

•

LGH relocation of Stroke Services.

•

LGH services and IT isolations.

The remaining elements of the DCP are the subject of this PCBC. These are
summarised below:
•

LRI development of a new Maternity Hospital.

•

LRI development of a dedicated Children’s Hospital by refurbishment works.

•

LRI inpatients, day case and Gynaecology outpatients relocation (only
Gynaecology outpatients relocation within scope for the PCBC).

•

GH new build development (including Treatment Centre, theatres and new
wards).

•

GH development of surgical admissions unit by refurbishment works.

•

GH ward refurbishment.

Sustainability
Every scheme will be designed with sustainability as a core deliverable with the
highest level of BREEAM performance rating and stars as practicable. The rating will
enable comparability between projects and provide reassurance to patients, staff and
visitors, in turn underpinning the quality and value of UHL’s assets.
Arts and heritage
There is increasing evidence that the inclusion of arts and culture in healthcare
agendas has a positive effect on patient experience and staff wellbeing; this can be
demonstrated by recent evaluations of programmes of work at Chelsea and
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Westminster and Bristol Hospitals and is described in the 2017 inquiry report by the
All-Party Parliamentary Group (APPG) on Arts, Health and Wellbeing: Creative
Health: The Arts for Health and Wellbeing.
UHL has a long history of contributing to the health of the people of LLR with the
establishment of the Infirmary in 1771, the opening of LGH as the North Evington
Poor Law Infirmary in 1904 and GH most recently in 1984. The staff are rightly proud
of their achievements and the buildings hold a special place for many of them and the
public as an important part of the social history of Leicester. It is therefore right to
celebrate this past as UHL moves into the next phase of its history in buildings fit for
purpose in the 21st Century.
UHL will explore how the existing work of its Arts and Heritage Programme might be
extended in order to support the process of reconfiguration of services by engaging
with its heritage and incorporate the arts and heritage positively into the new and
refurbished buildings.
Conclusion on scope of this PCBC
The required reconfiguration and transformation of services, at UHL, outlined in this
PCBC is entirely consistent with UHL’s recent Sustainability and Transformation
Partnership (STP) capital bid submission which is predicated on the delivery of the
UHL DCP.
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3
3.1

Strategic context
Introduction
This section sets out the strategic context within which the proposals for service
reconfiguration have been developed. This is considered at both a national level, in
terms of government policy for health and social care, Department of Health and
Social Care (DHSC), NHSE priorities and at a local level in terms of the Leicester,
Leicestershire and Rutland (LLR) Sustainability and Transformation Partnership and
the Better Care Together (BCT) programme and UHL strategies.

3.2

The national context

3.2.1 NHS Five Year Forward View
The NHS Five Year Forward View (5YFV) published by NHSE (NHSE) in October
2014 set out the government’s priorities and a clear direction for the NHS, showing
why change was needed and what it would look like. It set out a triple integration
agenda, involving greater integration between primary and specialist care; physical
and mental health care; and health and social care. The vision was one of services
organised around the needs of patients rather than professional boundaries. As such
there was a clear emphasis that delivering the 5YFV vision would require the input of
the NHS, local communities, local authorities and employers.
Key Points within the 5YFV include:
•

A radical upgrade in prevention and public health is needed; in particular
national action on obesity, smoking, alcohol, and new workplace incentives.
Calls for stronger public health-related powers for local government and
elected mayors.

•

Giving individuals greater control of their own care, including the option for
shared budgets combining health and social care. Much greater support for
the 1.4 million full time unpaid carers in England.

•

Breaking down the barriers in how care is provided between doctors and
hospitals, between physical and mental health, between health and social
care. Move towards “triple integration” to support people with multiple health
conditions, not just single diseases.

•

A “one size fits all” approach will not work, instead a small number of radical
new care delivery options will be supported, including:
o

The Multispecialty Community Provider: groups of GPs will combine
with nurses, other community health services, hospital specialists and
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perhaps mental health and social care to create integrated out of
hospital care.
o

Primary and Acute Care Systems: an integrated hospital and primary
care provider, similar to the Accountable Care Organisations now
developing in other countries.

•

Urgent and emergency care services will be redesigned to integrate A&E
departments, GP out-of-hours services, urgent care centres, NHS 111 and
ambulance services. Smaller hospitals will have new options to remain viable.
The NHS will provide more support for frail older people living in care homes.

•

A new deal for GPs, with the foundation of NHS continuing to be list based
primary care. GP led Clinical Commissioning Groups will have the option of
more control over the wider NHS budget, enabling a shift in investment from
acute to primary and community services.

•

Improving the use of technology and innovation and empowering local leaders
to drive this. Developing new ‘test bed’ sites for worldwide innovators and new
‘green field’ sites where completely new NHS services will be designed from
scratch.

•

Taking action to tackle the projected £30 billion a year by 2020/21 mismatch
between patient needs and funding through focusing on demand, efficiency
and funding to sustain a comprehensive, high quality NHS.

•

Delivering efficiency savings of up to 3% annually through taking action on
prevention, investing in new care models, sustaining social care services, and
through wider system improvements. Closing the £30 billion gap by 2020/21.

The 5YFV provides the underlying principles and sets the tone for the local health and
social care economy to develop its service proposals which have been developed
through the LLR BCT programme.
3.2.2 NHSE National Maternity Review
As part of the 5YFV, NHSE commissioned a National Maternity Review and the
resulting report “Better Births: Improving outcomes of maternity services in England a
Five Year Forward View for maternity care” was published in February 2016. The
review surveyed maternity services in England and made recommendations for
improvement for services. The review conducted site visits in England and abroad,
held consultations, drop-in sessions and listening events across the country. The
review made seven recommendations to be trialled in four sites between September
2016 and September 2018. The report also contained case studies of organisations
and local areas that are providing great neonatal and postnatal care.
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The review recommended:
•

Personalised care – women should have a personalised care plan and use of
a digital maternity tool. They suggest a ‘NHS Personal Maternity Care Budget’
which would allow women to choose the provider of their care.

•

Continuity of care – every woman should have a midwife who follows her
through her pregnancy and each team of midwives should have an identified
obstetrician.

•

Safer care – each board should have a champion for maternity services and
teams should routinely collect data on the quality and outcomes of their
services. A national standardised investigation process is also needed for
when things go wrong.

•

Better postnatal and perinatal mental health care – they call for significant
investment in perinatal and post-natal mental health services.

•

Multi-professional working – multi-professional learning should be a core
part of all pre-registration training for midwives and obstetricians and
electronic maternity record should be rolled out.

•

Working across boundaries – community hubs should be established
creating a one-stop shop for women. They also call for clinical networks where
professionals, providers and commissioners can come together on a larger
geographical area.

•

A payment system that fairly and adequately compensates providers for
delivering high quality care to all women efficiently - the review
acknowledges that different services in different areas have different cost
structures and states that the money needs to follows the mother and her
baby as far as possible, to ensure women’s choices drive the flow of money,
whilst supporting organisations to work together.

3.2.3 General Practice Forward View
The General Practice Forward View (GPFV) was published by NHSE in April 2016,
and set out national investment and commitments to strengthen general practice in
the short term and support sustainable transformation of primary care for the future. It
included specific, practical and funded investment in five areas:
•

Investment.

•

Workforce.

•

Workload.
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•

Practice infrastructure.

•

Care redesign.

CCGs were required to translate the aims and key local elements of the GPFV into
their more detailed local operational plans. The priorities that CCGs were required to
consider in their local plans were:
•

How access to general practice will be improved.

•

How funds for practice transformational support (as set out in the GPFV) will
be created and deployed to support general practice.

•

How ring fenced funding is devolved to CCGs to support the training of care
navigators and medical assistants, and stimulate the use of online
consultations, will be deployed.

Some of these were for CCGs to consider alone; others were for CCGs to consider
working in collaboration. CCGs were required to submit one GPFV plan to NHSE in
December 2016, encompassing the specific areas outlined in the guidance.
3.2.4 NHS Long Term Plan 2019
Health and care leaders came together to develop a Long Term Plan to make the
NHS fit for the future, and to get the most value for patients out of every pound of
taxpayers’ investment.
The plan was drawn up by those who know the NHS best, including frontline health
and care staff, patient groups and other experts. And they have benefited from
hearing a wide range of views, whether through the 200 events that have taken place,
and or the 2,500 submissions we received from individuals and groups representing
the opinions and interests of 3.5 million people.
What the NHS Long Term Plan will deliver for patients
Over the next ten years the NHS Long Term Plan aims to improve care for patients as
set out in the table below.
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Table 3-1 NHS Long Term Plan aims

Making sure
• Reducing stillbirths and mother and child deaths during birth
everyone gets the by 50%.
best start in life
• Ensuring most women can benefit from continuity of carer
through and beyond their pregnancy, targeted towards those
who will benefit most.
• Providing extra support for expectant mothers at risk of
premature birth.
• Expanding support for perinatal mental health conditions.
• Taking further action on childhood obesity.
• Increasing funding for children and young people’s mental
health.
• Bringing down waiting times for autism assessments.
• Providing the right care for children with a learning disability.
• Delivering the best treatments available for children with
cancer, including CAR-T and proton beam therapy.
Delivering world- • Preventing 150,000 heart attacks, strokes and dementia
class care for
cases.
major health
• Providing education and exercise programmes to tens of
problems
thousands more patients with heart problems, preventing up
to 14,000 premature deaths.
• Saving 55,000 more lives a year by diagnosing more cancers
early
• Investing in spotting and treating lung conditions early to
prevent 80,000 stays in hospital.
• Spending at least £2.3bn more a year on mental health care.
• Helping 380,000 more people get therapy for depression and
anxiety by 2023/24.
• Delivering community-based physical and mental care for
370,000 people with severe mental illness a year by 2023/24.
Supporting
• Increasing funding for primary and community care by at
people to age
least £4.5bn.
well
• Bringing together different professionals to coordinate care
better.
• Helping more people to live independently at home for
longer.
• Developing more rapid community response teams to
prevent unnecessary hospital spells, and speed up
discharges home.
• Upgrading NHS staff support to people living in care homes.
• Improving the recognition of carers and support they receive.
• Making further progress on care for people with dementia.
• Giving more people more say about the care they receive
and where they receive it, particularly towards the end of
their lives.
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How the ambitions of the NHS Long Term Plan will be delivered
To ensure that the NHS can achieve the ambitious improvements for patients over the
next ten years, the NHS Long Term Plan also sets out how the challenges that the
NHS faces, such as staff shortages and growing demand for services, can be
overcome by:
•

Doing things differently - Giving people more control over their own health
and the care they receive, encourage more collaboration between GPs, their
teams and community services, as ‘primary care networks’, to increase the
services they can provide jointly, and increase the focus on NHS organisations
working with their local partners, as ‘Integrated Care Systems’, to plan and
deliver services which meet the needs of their communities.

•

Preventing illness and tackling health inequalities - Increasing the NHS’s
contribution to tackling some of the most significant causes of ill health,
including new action to help people stop smoking, overcome drinking
problems and avoid Type 2 diabetes, with a particular focus on the
communities and groups of people most affected by these problems.

•

Backing our workforce - Continuing to increase the NHS workforce, training
and recruiting more professionals including thousands more clinical
placements for undergraduate nurses, hundreds more medical school places,
and more routes into the NHS such as apprenticeships. We will also make the
NHS a better place to work, so more staff stay in the NHS and feel able to
make better use of their skills and experience for patients.

•

Making better use of data and digital technology - Providing more
convenient access to services and health information for patients, with the
new NHS App as a digital ‘front door’, better access to digital tools and patient
records for staff, and improvements to the planning and delivery of services
based on the analysis of patient and population data.

•

Getting the most out of taxpayers’ investment in the NHS - Continuing
working with doctors and other health professionals to identify ways to reduce
duplication in how clinical services are delivered, make better use of the NHS’
combined buying power to get commonly used products for cheaper, and
reduce spend on administration.

Delivering the NHS Long Term Plan at the local level
Sustainability and Transformation Partnerships (STPs) and Integrated Care Systems
(ICSs), have to develop and implement their own strategies for the next five years.
These strategies must set out how they intend to take the ambitions that the NHS
Long Term Plan and work together to turn them into local action to improve services
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and the health and wellbeing of the communities they serve, building on the work they
have already been doing.
3.2.5 Carter Review – Productivity in NHS Hospitals
The Carter review looked at productivity and efficiency in English non-specialist acute
hospitals using a series of metrics and benchmarks to enable comparison.
Significant and unwarranted variation in costs and practice were identified which, if
addressed, could save the NHS £5 billion.
The report, ‘Productivity in NHS Hospitals’, acknowledges that whilst there is already
exceptional practice in the NHS, the overall average is not sufficient and more needs
to be done to improve performance. Issues identified include:
•

Significant variation in facilities management costs.

•

Corporate and administration costs varied between Trusts at 6%-11% of
income with Trusts failing to capture the benefits of scale.

•

Potential for efficiency savings of £1 billion from better management of
estates, such as lighting, heating and space utilisation, with one trust using
12% for non-clinical purposes, while another used over 66%.

•

Variation in the use of space, with clinical space occupation ranging from 11%
to 65%.

The Carter review highlighted imperfections in the data reported by individual trusts
including Estates Return Information Collection (ERIC) returns and stressed the
importance of recording and reporting data accurately. The Review recommends:
•

“Every trust has a strategic estates and facilities plan in place, including in the
short term, a cost reduction plan for 2016/17 based on the model hospital data
and benchmarks, and in the longer term, a plan for investment and
reconfiguration where appropriate for their whole estate, taking into account
the Trust’s future service requirements”.

•

“All trusts’ estates and facilities departments should operate at or above the
median benchmarks for the operational management of their estates and
facilities functions by April 2017 (as set by NHS Improvement by April 2016);
with all trusts (where appropriate) having a plan to operate with a maximum of
35% of non-clinical floor space and 2.5% of unoccupied or under-used space
by April 2017 and delivering this benchmark by April 2020, so that estates and
facilities resources are used in a cost effective manner.”

The Carter report also sets specific targets for trusts to meet and report on yearly
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which includes:
•

Unused floor area should be less than 2.5%.

•

Non clinical floor area should be less than 35%.

•

Should have benchmarked estates cost reduction plan.

•

Should have a reconfiguration investment plan.

•

Should have energy saving investment.

On an annual basis UHL develops its own Carter dashboard that illustrates the Trust’s
performance against the Carter targets. This is shown in Appendix A – UHL Carter
performance dashboard.
3.2.6 Naylor Review – NHS Property and Estates
In March 2017 an independent report by Sir Robert Naylor was published making 17
recommendations to the Secretary of State for Health and Social Care on the future of
NHS property and estates.
These recommendations include:
•

Proposals to improve capability and capacity to support national strategic
planning and local delivery through the establishment of a new national NHS
Property Board. The aim being to provide leadership to the centre and
expertise and delivery support to the sustainability and transformation plans
locally.

•

Encouraging and incentivising local action by enabling the reinvestment of
sales receipts to support local plans and even offer additional incentive
funding.

•

Prioritise land vacated by the NHS for development of residential homes,
including prioritisation for use by NHS Staff.

The overarching drive of these recommendations is ensuring the NHS locally is
supported at a national level to develop robust, well evidenced estate plans that make
best use of the capital available.
UHL’s strategic ambitions are in line with the Naylor review principles in aspiring to
deliver an estate which is safe, cost effective, meets the future requirements of clinical
services and supports the aspirations of the BCTP to transform services in LLR.
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3.3

The local context

3.3.1 LLR BCT programme
Background
The LLR Better Care Together (BCT) programme was in place before the requirement
to form partnerships to develop and deliver STPs was announced. BCT was initiated
in January 2014 to support the LLR health and social care commissioners and
providers to enact system wide change that would both improve the quality of care
from a citizen or patient perspective, while also achieving overall system
sustainability. BCT was, and still is, all about working together to provide
individuals with better care, in the most appropriate setting, in a financially
sustainable way.
The requirement, from October 2014, to develop STPs was a natural extension of the
work that had already begun in LLR so the BCT programme was adapted to meet the
requirements of developing an STP through the development of the BCT Plan
(BCTP). The LLR BCT programme encompasses healthcare activity across LLR, with
a population of approximately 1.1 million.
The BCTP coverage area is shown in the figure below.
Figure 3-1 BCTP coverage area

The following organisations are involved in the LLR BCTP’s scope of work:
•

Three CCGs:
o

Leicester City CCG (LC CCG).
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o

West Leicestershire CCG (WL CCG).

o

East Leicestershire and Rutland CCG (ELR CCG).

•

NHSE Specialised Commissioning.

•

One acute hospital trust:
o

•

One mental and community health provider:
o

•

•

Leicestershire Partnership Trust (LPT).

One ambulance service trust:
o

•

University Hospitals Leicester NHS Trust (UHL).

East Midlands Ambulance Service NHS Trust (EMAS).

Three Local Authorities and their associated Health and Wellbeing Boards:
o

Leicester City Council.

o

Leicestershire County Council.

o

Rutland County Council.

Healthwatch organisations:
o

Healthwatch Leicester and Leicestershire.

o

Healthwatch Rutland.

In addition, there are a large number of voluntary, community and private-sector
health and social care providers in the area who also contribute to the BCTP. These
organisations deliver services that are crucial to the wellbeing of the local population.
Whilst many improvements have been delivered through the BCT programme, the
LLR system took the opportunity in 2017/18 to refresh our vision, our principles and
goals to meet the challenges faced by our system. In August 2018 the BCT
programme published the LLR ‘Next Steps to Better Care in Leicester, Leicestershire
and Rutland’ document which is included in Appendix B – Leicester, Leicestershire
and Rutland Better Care Together Next Steps.
3.3.2 LLR Five Year Plan 2019 to 2023
The LLR BCT partners have subsequently developed a Five Year Plan which sets out
how we propose to deliver the aims of the NHS Long Term Plan in LLR. The plan is
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currently in draft and is included in Appendix C – LLR Five Year Plan.
In our Five Year Plan, we summarise how the LLR health and care partnership is
addressing the NHS Long Term Plan, in particular how we will:
•

Continue to improve and transform health and wellbeing outcomes, the quality
of our services and the overall financial sustainability of health and care.

•

Become an Integrated Care System.

Health and social care structures and the LLR geography offer ideal opportunities for
delivering outstanding integrated care. The current organizational structures and their
co-terminosity with local authorities are comparatively simple to other STPs. Across
LLR we have two main NHS providers - one for acute care and one for community,
mental health and learning disability services - and two regional NHS partners in East
Midlands Ambulance Service and Derbyshire United Healthcare.
In addition, we have three upper tier local authorities providing children and adult
social care services and a range of other services that relate to the wider
determinants of health and wellbeing (such as those related to public health,
economic development, transport and housing).
The partnership cares for a population of more than one million people, with an NHS
workforce of more than 20,000, and a social care workforce (including many
independent providers) of 32,000.
There is considerable variation in the health of people and life expectancy across
LLR. More people in Leicester City live in deprivation and experience early mortality,
than in Leicestershire and Rutland. This is demonstrated in the analysis presented in
section 4.4 below.
In LLR, through our Better Care Together partnership, we have jointly designed a new
model of health and care (see chapter two) that will comprise a much more
comprehensive primary and community care sector, one which supports people to
maintain their independence, taking a ‘home first’ philosophy.
Primary and community care will be connected efficiently and effectively with our
acute and specialist services via improved referral, treatment and discharge
pathways, with services users and the whole health and care system benefiting from
major improvements to buildings and digital technology.
Our vision, goals and priorities
The aim of the BCT partnership is to improve the provision of health and care in LLR
by bringing together NHS organisations and other partners, including local authorities
and the voluntary and community sector to deliver better, more efficient services. The
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following diagrams explain our vision, principles and goals for a sustainable,
affordable system that is fit for purpose. These have been developed by the clinical
leadership group and have been agreed by all partners.
Figure 3-2 BCTP vision
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Figure 3-3 BCTP principles – how we are working together

The challenges we face
NHS and social care staff in LLR work extremely hard to meet the needs of citizens.
Overall we do an excellent job in providing high quality, safe care for the local
population, but we are not yet delivering excellence in all service areas including the
delivery of NHS Constitution targets, and people’s experiences still vary too much.
While BCT partners can demonstrate many achievements since 2014, and these are
already benefiting local people, we are struggling to meet ongoing increases in
demand. This is due to the profile of our (ageing) population, the increasing
prevalence of long term conditions and other complex needs, and all the ongoing
advances in care and treatment.
Quality of care is variable across LLR with both main providers and some general
practices rated as requiring improvement by the Care Quality Commission. In addition
there is often variability in care resulting in some patients receiving sub optimal or
differential care. Like much of the health and social care sector we suffer from
workforce shortages particularly in nursing and general practice.
If we do not take further action now to extend our service transformation plans, then
services will decline and our service models, financial plans, workforce plans,
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buildings and technology will not be able to sustain services adequately for the future.
Some of the key challenges faced by the partners in LLR are described in the figures
below.
Figure 3-4 LLR health and wellbeing challenges

Figure 3-5 LLR care and quality challenges
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Figure 3-6 LLR funding and finance challenges

Why the NHS cannot stay the same
Health and care staff are working extremely hard, often at their personal limits and
beyond, to ensure patients get the care they require, but with the increasing
challenges we have described it is no longer sustainable for people to be asked to
work even harder and take on even more demands and responsibility. We need to:
•

Redesign care, including to empower patients to take control of their own
health and wellbeing, be active partners in managing their chronic conditions
and to utilise new technologies in support of their care and treatment.

•

Reduce areas of waste and inefficiency that can be tackled within the health
and care system, and we are determined to do this to release the maximum
amount of staff time and other resources to front line care.

•

Take a population health management approach to designing and delivering
services and to the identification and managements of individuals health.

•

Redesign services so that there are delivered in the right place by the right
professional, shift services into community settings where this is appropriate,
this will start to deal with the demand on hospital services and the issues we
face with recruitment and retention of some professional groups.

•

Undertake major reorganisation of our hospitals to remove duplication and
improve patient experience.

•

Improve health outcomes and reduce health inequalities and variation by
strengthening primary. Integrated and urgent care services to support a Home
First approach for all patients but in particular those with complex conditions.

•

Reaching across organisational boundaries to become effective multi agency
teams, making health and care joined up and seamless for the people we
serve.
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•

Work together to improve outcomes for our population and take more joint
accountability

•

Pooling our resources and skills.

•

Developing ideas and solutions jointly, once, that can then benefit all partners
in the system and our shared workload.

The Long Term Plan describes how we will do this in LLR.
Developing into an Integrated Care System
Our journey to become an ICS began in 2014 when the BCT programme was
originally established. We have a strong track record of working together in LLR to
transform services and improve patient outcomes and have already made good
progress to integrate health and care in a number of service areas.
To respond to all the challenges we face, and to adapt our work in light of the NHS
Long Term Plan, this journey needs to continue. We need to focus not only on
outcomes associated with improved health and care service delivery, but those
outcomes that are concerned with the wider determinants of population health and
wellbeing. Many of these outcomes can only be achieved by taking a unified
partnership approach, either in terms of how care is co-ordinated and delivered, or
how it is commissioned.
In each ICS the NHS are reconfiguring into three tiers:
•

System (LLR-wide).

•

Place (upper tier authority geography).

•

Neighbourhoods (local populations of approximately 30,000-50,000 people,
comprised of groups of neighbouring GP practices, known as primary care
networks).
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Figure 3-7 LLR tiers for reconfiguration

What do we mean by the LLR system?
The overall footprint for our local ICS is LLR. For NHS organisations it will become the
level at which local NHS organisations will be jointly held to account - there will be
collective responsibility across NHS organisational boundaries for financial delivery,
(via an NHS system control total for LLR), and operational performance.
The system footprint will be used as the basis on which national NHS resources will
be increasingly allocated and accessed for each ICS including allocations for NHS
capital and technology.
This is also the level at which strategic commissioning within the NHS will operate, for
example, where commissioning for NHS performance and outcomes apply across the
LLR population as a whole, such as acute care provided in hospitals.
Working together with our partners, NHS organisations will:
•

Be accountable to NHS England and NHS Improvement for the overall
performance of the NHS in LLR.

•

Analyse and understand population health and care needs across LLR’s one
million-plus population, and set and measure outcomes at the LLR system tier.

•

Lead the response to the NHS Long Term Plan in LLR.
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•

Lead the overall strategic direction for the Better Care Together programme.

•

Understand where to allocate NHS resources to ‘places’ or the Care Alliance
in line with need identified.

•

Support local NHS providers to form a local NHS Care Alliance, and in due
course commission certain services via the NHS Care Alliance.

•

Take ownership and demonstrate leadership in addressing local system
challenges.

The three LLR clinical commissioning groups are currently reviewing their structures
and functions so that expertise and resources are re-configured into system, place
and neighbourhood tiers under the leadership of a new joint CCG accountable officer.
Places – upper tier local authority boundaries
At this level NHS organisations will work with upper tier local authorities and other
partners to:
•

Be active partners in the leadership team at place level, in particular via the
Health and Wellbeing Board.

•

Collaborate with local authorities and other partners on the wider determinants
for health and wellbeing, so that the health and wellbeing needs of local
populations are understood and addressed, and place-based outcomes are
improved.

•

Ensure that the LLR-wide BCT strategy, outcomes and priorities meet with
expectations and priorities in each LLR place.

•

Design and deliver integrated health and care services within the place
including the Better Care Fund.

•

Develop and implement the place-based prevention offer.

•

Undertake joint commissioning across NHS and local authority organisations,
using pooled budgets where applicable.

For NHS organisations this will also be the level at which budgets are likely to be set
and distributed and population outcome requirements agreed by the NHS strategic
commissioners, against which the NHS organisations will be expected to deliver.
Neighbourhoods – primary care networks
Neighbourhoods are the cornerstone of integrated care across LLR. They are based
on 25 groups of GP practices, known as primary care networks. These networks will
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draw on a wide range of professionals such as district nurses, therapists, communitybased mental health teams, social care staff, housing services, and other voluntary
and community sector organisations, working together alongside general practice to
deliver care at a local level. They will:
•

Understand their specific neighbourhood’s population health and care needs.

•

Deliver effective and consistent core general practice services, working
collaboratively where it makes sense to do so.

•

Deliver enhanced primary care services either as individual practices or
across a primary care network that enables patients to receive care closer to
home - this may include some outpatient and diagnostics.

•

Design and deliver integrated health and care services with a range of
partners (including social care and the NHS care alliance) to meet the needs
of the population.

•

Develop a fully functioning integrated team or network of primary and
community care staff, aligned with social care and other community-based
services, to support citizens with the most complex needs to stay as
independent, and as close to home, for as long as possible.

For NHS organisations it is also the level at which payment for services will be made
by the strategic commissioner and/or the Care Alliance.
Care Alliance
Within LLR we have two main local NHS providers - University Hospitals of Leicester
which provides acute hospital-based care and Leicestershire Partnership Trust which
provides community, mental health and learning disability services. At a regional level
we have two main providers in East Midlands Ambulance Service, our emergency
transport provider, and Derbyshire Health United, a provider of primary, out-of-hours
and urgent care services. The newly formed primary care networks are also provider
organisations.
Although there has been a tradition to date, through our Better Care programme, to
plan and redesign services across partners, provision has been focused on individual
organisations. We believe that in order to meet our challenges a new approach is
needed and more collaboration between providers is required.
To deliver this we will develop a NHS Care Alliance across LLR. Work is ongoing to
develop our Care Alliance but it is likely to have a core membership of our main local
NHS providers including our primary care networks. Other NHS providers will need to
consider whether they formally become part of the Alliance or want to be partners
collaborating where it makes sense to do so. Local authorities and other providers
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such as the voluntary sector are likely to be organisations with which the Care
Alliance will work collaboratively to deliver some services particularly at place and
neighbourhood level.
The Care Alliance will:
•

Receive from the strategic commissioner the NHS allocated budget, have a
longer term contract for delivering services and receive the outcomes required
to be delivered.

•

Work with the core membership and where appropriate other organisations to
design, transform and deliver services and care that will meet the outcomes
set, all deliverable within the allocated budget.

•

Be accountable to the strategic commissioner for the delivery of outcomes and
financial performance.

Although there is further work to do on developing our Care Alliance we can draw on
experience from the current LLR Elective Care Alliance which has been in place since
2014. The key steps and indicative timeline we are taking to develop our Care
Alliance are:
•

Identify resources to take forward the development of the alliance(s) across
LLR.

•

Agree formal membership of our alliance.

•

Agree an alliance framework in which they will operate.

•

Undertake one or two service redesign projects across a shadow alliance to
test how a provider network would operate – areas under consideration
include developing a system-wide therapy offer; and designing respiratory
services.

•

Undertake a programme on organisation development with alliance members.

•

Commissioners to provide shadow Care Alliance with commissioning
intentions and outcomes for shadow year.

•

Commissioners to provide shadow Care Alliance with shadow budget.

•

Memorandum of understanding in place between strategic commissioner and
Care Alliance to manage the shadow year including how funding will flow.

•

Undertake a shadow operating period.
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•

Memorandum of understanding in place between the participants of the NHS
Care Alliance setting out expectations and how funding will flow in the shadow
year.

•

Commence the shadow alliance period.

•

Ongoing development to move from shadow to full.

•

Formal commencement of Care Alliance.

•

Understand how local providers will work with county providers where our
patient flows include out-of-LLR organisations.

NHS England Direct Commissioning
We will be working with NHS England Direct Commissioning Team to support the
commissioning of services for populations. Regional NHS England commissioners are
accountable and responsible for more than £5 billion of NHS services of which LLR
are part of, including specialised services, health and justice, primary and secondary
dental care, pharmacy services, optometry and screening and immunisation services.
The LLR spend accounts for £398,844,373 of which £283,384,388 is specialised
commissioning; £85,108,000 is primary care; £11,140,000 is health and justice and
£19,211,985 is public health.
We are identifying those specialities and programme areas where providers of acute
and complex specialist care will work together to hold delegated budgets and deliver
more standardised care for a wider population. In addition we will identify through
analysis of variation in access, outcomes and value for specialist care, a joint
understanding of services that would benefit from a single network delivery model. A
programme of work will be developed in 2019/20. Mobilisation of this will take place in
2020/21 with full integration by 2021/22.
NHS-led Provider Collaboratives are expected to be managing the majority of
specialised mental health services and learning disability and autism by the end of the
period covered by this plan. Services within LLR are fully engaged in the existing
programmes to develop provider collaboratives to ensure that services are available
in the right place at the right time for secure, children’s Tier 4 and Adult Eating
Disorder Services and will extend this to other services, such as perinatal, as the
programme extends. This approach will support the strategic development of services
that are less reliant on beds, focus on integration with community provision and
support service users (patients) to receive treatment closer to home. Leicestershire
Partnership Trust is the lead provider for Eating Disorders.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 48

STRATEGIC CONTEXT

Progress towards a strategic commissioner
The three local CCGs have been working together to determine the future form of
healthcare commissioning across LLR. In December 2018 they took the decision to
appoint a single Chief Executive and management team to oversee the running of the
three organisations. The new joint Chief Executive has been appointed and work is
ongoing to appoint to the senior management team which is likely to be completed in
early 2020. Structures will be put in place that enables the CCGs to move into the role
of a strategic commissioner and support the development of the new ICS and
provider landscape.
From October 2019 joint governance arrangements across the three CCGs will be in
place which will enable more consistent and streamlined decision making to take
place across the three CCGs and support the move to a single management team
across the three organisations.
In line with the NHS Long Term Plan to move commissioning to a more strategic role,
the three CCGs are currently considering the future form of the organisations.
Following discussions between the three LLR CCG Governing Bodies we will embark
on an engagement with member practices and stakeholders on a preferred option
which is expected to be a move to a single CCG across LLR. Engagement with
stakeholders and member practices is being undertaken in November and December
2019 with CCG governing bodies considering the outcome of the engagement in
January 2020 and formal consultation commencing in January 2020. Final proposals
will be approved by governing bodies in March 2020 with a view of balloting
members, if required in March/April 2020 and making an application to NHS England
in May 2020. A newly formed CCG for LLR could come into effect from April 2021.
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April 2020

Applicationmade to NHS England

March /April 2020

Membership ballot

March 2020

Final decision by Governing Bodies

December 2019 to January 2020

Consult with member practices and
stakeholders

October 2019

Joint governance arrangmentcommence

November-December 2019

Engage on CCGs form

Decision to appoint Single AO/ Senior
Team December 2018

Figure 3-8 LLR Strategic Commissioner timeline

Our maturity as an Integrated Care System
The System Leadership Team (SLT) has been working to build relationships and
resilience across the local system to support the development of integrated
approaches to health and wellbeing. As part of this work we have undertaken an
assessment based on the national ICS maturity matrix to determine our level of
maturity as an integrated system. The results of this are shown in the figure below, it
shows that we have done some good work in developing our relationships and
integrated working during the last few years. But it demonstrates that we have a way
to go to fully develop these into a mature ICS by April 2021 and in particular improve
our system performance against national targets and system finances.
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Figure 3-9 LLR ICS maturity

To do this we have developed an action plan based around the key domains for the
ICS maturity matrix with a view of becoming a shadow ICS by April 2020 and a
mature ICS by the date required in the NHS Long Term Plan of April 2021. The
implementation of this action plan is being overseen by the SLT and is summarised
below.
Figure 3-10 LLR ICS action plan

Our route map to being an Integrated Care System
The following figure identifies the high level milestones from the various development
areas, described above that will enable LLR to become a mature ICS by April 2021.
Progress will be overseen by the System Leadership Team and a series of
organisational development activities will be undertaken to support our development.
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Figure 3-11 LLR ICS route map

So what will this mean?
We have outlined our approach to transforming the LLR health economy from the
current STP arrangements to an ICS. The progression to an ICS will have a number
of positive implications for population health outcomes. The figure below outlines the
benefits that progressing towards an ICS will bring for our population, how this will be
achieved and how our population will notice the difference.
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Figure 3-12 Benefits of the LLR ICS

The progression towards an ICS will ensure that all partners collaborate to improve
health outcomes for the entire population and utilise our available resources to tackle
health inequalities. As an ICS we will develop a provider alliance to remove traditional
organisational barriers and ensure all partners work collaboratively to deliver excellent
patient care.
As a system we are not waiting until ICS infrastructure is developed to unlock these
benefits and have initiated a review as well as redesign process for a number of
clinical pathways across our health economy. Planned (musculoskeletal) and
unplanned (Home First rehabilitation/prevention) therapies have been identified as a
pathway suitable for transformation. We will be working with all partners across the
system to design a new, improved model of care for these therapy pathways and
recommend a lead provider. This care will be closer to home and will support the NHS
to reduce its carbon footprint. This change will ensure our patients only have to
provide their details once and will experience greater levels of continuity of care.
We know that developing an ICS across LLR will require significant cultural change to
support this we are implementing a Person Centred Leadership approach which is
described in more detail in the LLR Five Year Plan. In addition, we have received
funding to enable organisational development to take place across the system
including within the Strategic Commissioner role, the Care Alliance and the System
Leadership Team. The resourcing of the change is described in the governance
chapter of the LLR Five Year Plan where we describe the workstreams that will
deliver this change. In addition, resources for the development of the ICS will be draw
from both providers and the newly formed single management team of the Strategic
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Commissioner.
3.3.3 LLR Digital Roadmap
Background
The LLR Digital Roadmap sets out how we will use Information Management
&Technology (IM&T) to facilitate the service improvements and drive the efficiencies
required to deliver the BCTP. To date the LLR health community has focused on
improving IM&T in four areas:
•

Sharing care records.

•

Population data analysis.

•

System wide efficiencies which improve integrated working.

•

Supporting STP workstreams.

Our Local Digital Road Map sets out our vision for the future both for IM&T that
supports the delivery of care and using technology to support patients. The Local
Digital Road Map is included in Appendix D – LLR Digital Road Map and the main
aspects of it are summarised below.
Our ambition is to use an integrated patient record to improve patient care and safety
and deliver significant savings to the LLR health and care system in terms of money
and time. However, there are a number of challenges to overcome in order to
achieve this aim. Within the local health care system organisations have their own IT
systems, which in many cases are unable to share and make use of each other’s
information. This is a significant barrier to creating a transferable care record. It would
be far safer and more efficient if clinical systems in use by different health and social
care organisations were integrated or just the same. There is currently no national
solution to achieve this. Locally we recognise that using existing systems and
national initiatives that become available is better than ad hoc or separate systems.
In addition, there is a challenge in supporting staff to take up new IT solutions.
Previous technological improvements have not been adopted by the entire workforce
and full benefit has not been realised. Similarly, communication and engagement is
needed with patients to make them aware of the health and social care benefits that
are becoming available with better use of technology. Furthermore, under existing
arrangements information sharing agreements between organisations can take
months to update, slowing the progress towards shared records.
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Vision

Our vision is to provide secure, shared access to electronic
patient records across all clinical systems within LLR to
improve patient outcomes and support integrated care by
2021
This will enable clinicians to have access to a patient’s care record at any point in the
care pathway, from GP appointment to urgent or emergency situations, within hospital
and back at their local surgery after discharge.
We want to remove the use of paper, move a majority of communications onto secure
electronic media and deliver paper free at point of care, with a key focus to make the
use of fax obsolete as a method of communication. In doing this we can improve
communication within health and care, e.g. communication between hospitals and GP
practices can be refined to highlight actions points to improve the quality of care.
Not only will this integration and improvement be safer and more efficient in terms of
time and money spent by the health and care system, it will also make a huge
difference to the patient experience, since people will not have to constantly repeat
the same information whenever they are transferred from one part of the system to
the other.
In addition, the LLR vision includes empowering patients to use technology, like apps,
to support self-care but with the promise of direct access to services should the
patient require it, as opposed to booked follow up appointments and clinics.
Use of real time and historic data will help predictive modelling and improvements in
clinical service delivery at the point of care. Population health analysis will also
support the planning and purchase of health services for local people.
To deliver this digital transformation, changes in technology alone will not be enough.
Digital inclusion and digital literacy of the workforce, patients and carers are important
factors in delivering the change.
What we plan to do
In 2018/19, the focus is on supporting the delivery of e-consultation, using electronic
systems to discharge patients to social care, sharing patient information between
different clinical systems and supporting the use of a more detailed electronic
Summary Care Record within NHS providers, e.g. hospitals. There will also be
improved communication regarding existing technology to maximise its use.
However, the focus of the IM&T community will be to deliver enabling technologies
critical to the successful delivery of the clinical and non-clinical BCTP transformation
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programmes. These activities will be blended with national mandated IM&T
deliverables and Health and Social Care priorities outside of the BCTP work. The
revised Local Digital Road Map in 2018 will set out our vision for the future both for
IM&T that supports the delivery of care and using technology to support patients.
Eight Key STP IM&T Objectives have been identified, these are in order of priority
and we aim to provide:
1. The ability to have shared electronic patient record along a patient pathway,
where all parties can contribute to the care planning and care delivery and
move the patient along the pathway, between organisations seamlessly and
without having to ask the patient for information again nor re-key data. This is
fundamental to the delivery of the frailty and multi-morbidity pathway.
2. To improve data capture from clinicians so that standard templates are used
with conditional pathways, and that this data capture is shared with staff
subsequently who are involved in the care of that patient.
3. To develop a portfolio of domestic assistive technology appropriate for LLR,
that not only remotely capture data, but also are subject to a process where
that information is assessed based on rules and also passed for action to a
live service to consider intervention.
4. To develop an ecosystem of apps that are considered suitable for physical
health, mental health and care that can be supplied or even prescribed to
patients, giving more immediate access to their health status, potential direct
access to a service instead of follow ups and creating efficiency for busy
clinicians who collect this information manually.
5. To ensure that there is a high level of interoperability, particularly where IT
systems are “best in class” and have niche functionality that does not act as a
barrier to objective 1.
6. To ensure that referrals into services follow strict pathway guidance ensuring
that referrals contain all information required to assess a patient and that
pathway map to the correct service and do not require re-referring.
7. Use real-time and historic data to support predictive modelling and
improvements in clinical service delivery at the point off care and to support
population health analysis and management for effective commissioning.
8. To ensure that IM&T projects are seen as service transformation programmes
where IM&T is the enabler of change, so that the benefits are realised and the
transformation is delivered.
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3.3.4 LLR Estate Strategy
The LLR Estate Strategy sets out how we plan to change our estate to respond to the
requirement of the BCTP to transform clinical services. The LLR Estate Strategy is
an enabler to support the three challenges and potential solutions identified in the
BCTP and includes identifying solutions against the three gaps of:
•

Health and well-being.

•

Care and quality.

•

Finance and efficiency.

To achieve this the LLR partners are committed to working together in partnership.
The LLR Estates Strategy has been reviewed by NHSE/I as part of their ‘Summer
2019 Checkpoint’ and assessed as ‘GOOD’.
The LLR Estate Strategy is included in Appendix E – LLR Estates Strategy and is
summarised below.
LLR Estate Strategy ambitions
The ambitions of the LLR Estate Strategy are:
•

Developing the estate, subject to significant public investment, so there are
appropriate facilities in which to deliver 21st century healthcare as efficiently
as possible.

•

Continuing to develop our proposals for the reconfiguration of the LLR’s acute
hospitals including a move from 3 to 2 Acute Trust sites.

•

Ensuring better utilisation across the estate to facilitate improved care in the
community including Community Hospitals.

•

Reviewing the facilities we will need in the community as more care moves out
of those acute hospitals closer to people’s homes.

•

Improving Primary Care facilities enabling GPs to provide a wider range of
services.

•

Providing improved inpatient and outpatient services including diagnostics.

•

Contributing to National targets for reducing backlog maintenance, disposals
and housing including sharing estate with partners.

The BCT programme is delivering sustainable transformation in a different way to
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meet the future health needs across the LLR area. The BCT Programme sets out the
clinical Model of Care to which the LLR Estate Strategy responds and meets the
needs of the BCTP.
LLR Estate Strategy approach
From an estates perspective we are:
•

Working with clinical workstreams to set the direction of travel in priority areas
(UHL Reconfiguration Programme and Hinckley & Bosworth Community
Services projects).

•

Ensuring the direction of travel of health provision is supported by estate
transformation (Estates and Technology Transformation Fund GP premises
programme).

•

Understanding the total estate and its performance to prioritise activity and
investment.

•

Linking with the One Public Estate (OPE) agenda across the public sector
within the STP Partnership to maximise collective opportunities and add value
to mutually significant priorities; and to promote potential housing
development.

•

Clearly aligning estate proposals and estate planning to inform investment
plans and surplus land opportunities.

•

Supporting both clinical and estates transformation by developing key strands
of work to establish and prioritise capital (investment) requirements.

•

Working to deliver LLR’s fair share of the Naylor targets; targeting £40.08m
land disposal receipts, and providing 1,263 housing units.

LLR Estate Strategy required developments
Changes to estate utilisation will support clinical transformation in order to improve
the quality and efficiency of health services. An estimated transformational capital
investment of £658 million is required to:
•

Reconfigure acute hospital and maternity services in order to deliver the
specialist care we need. (The UHL Reconfiguration Programme being the
subject of this PCBC, with a funding requirement of £450 million).

•

Enhance community facilities to ensure we can look after people when they
leave hospital and deliver integrated, planned and urgent care as well as
diagnostic procedures close to home.
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•

Provide top quality Children’s and Adolescents Mental Health Services
(CAMHS) and Adult Mental Health facilities.

•

Improve GP surgeries and health centres.

•

Lever technology to provide better patient services, with greater productivity.

•

Ensure LLR can deploy workforce efficiently making best use of newly
introduced roles.

LLR Estate Strategy outputs
Key outputs from the LLR Estate Strategy going forward will be:
•

A delivery plan to drive forward continual development and implementation of
the strategy.

•

A developing and prioritised capital plan to meet clinical needs.

•

A broadening view on disposals.

•

A focus to identify and making available surplus land for housing.

•

To identify opportunities across all of the partner portfolios.

•

To address operational efficiencies including backlog maintenance and
utilisation.

•

Alignment to the LLR workforce strategy.

3.3.5 Relationship between acute proposals and changes in primary and community
services
The BCTP has a number of programmes that are aiming to improve services for
patients, both in hospital and in the community. These programmes are underway
and will progress over the next few years; in the longer term this will also include how
LLR intend to use its community hospitals in the future. Currently there are no
dependencies between the acute reconfiguration proposals and the future use of
community hospitals. The proposals set out in this PCBC, for example, do not require
a reduction or increase in the community bed stock or community services. To ensure
that any future changes proposed as part of the Community Hospital Programme do
not directly impact on the Reconfiguration Programme (or are managed appropriately)
a direct link has been created between the two programmes of work, both in terms of
governance and operational management. For example, the Chief Operating Officer
sits on both the Integrated Community Services Board (which oversees the
Community Hospital Programme) and the UHL Reconfiguration Programme Board, to
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ensure alignment.
The major change programme within BCTP that does have an independency to the
acute reconfiguration proposals is LLR’s system work on frailty / multi-morbidity. The
modelling, based on NHS Right Care case studies and local evidence, assumes that,
as a result of the interventions within the frailty / multi-morbidity system of care, partial
growth in the number of acute beds required will be mitigated.
This PCBC covers the changes required at UHL in respect of the reconfiguration of
acute and maternity services. The delivery of the wider service transformation
required in LLR, as articulated in the BCTP, is underpinned by the work that is being
carried out to redesign Models of Care based on frailty and multi-morbidity as
described in Sections 3.3.1 and 7.2. In addition, commissioners are also in the
process of reviewing the provision of Community Services by LPT. This will be
completed in two phases. The first phase will be full implementation, in early 2020, of
a new ‘Home First’ offer designed to ensure pathways into community services are
strengthened. The second phase will review the provision and usage of our
community hospitals. This is expected to have limited impact on UHL’s
Reconfiguration Programme.
3.4

Implications for acute care and link to UHL strategies
Integral to the proposed service transformation in LLR are the changes required to
acute and maternity services at UHL, all of the changes aimed at ‘working together
to provide individuals with better care, in the most appropriate setting, in a
financially sustainable way’. In order to deliver this UHL has its own strategies all
predicated on the same overall aim. These are summarised in the following sections.

3.4.1 UHL Clinical Services and Reconfiguration Strategy
The UHL Clinical Services and Reconfiguration Strategy was approved by the UHL
Trust Board in July 2018. The strategy is shown in Appendix F – UHL Clinical
Services and Reconfiguration Strategy and summarised below.
Vision
By 2023 UHL aim to have a well-deserved reputation as one of the best health and
care providers in the country, functioning as part of a truly integrated health and care
system. This will enable UHL to continue to attract high performing and
compassionate staff who embrace innovation to deliver the best possible outcomes
for patients.
As UHL’s role in this integrated health and care system becomes increasing clear,
UHL expect their specialist teams, including hospital consultants to increasingly work
in, and with, the community, sharing their expertise with GPs and community teams.
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These health and care professionals will work in a partnership of trust with patients as
equal partners to keep people fit and well and reduce reliance upon acute services
wherever appropriate.
UHL also aim to be recognised as the leader of the regional healthcare agenda with
respect to setting the strategy and describing how services will be delivered across
the East Midlands. UHL will support NHS District General Hospitals (DGHs) to
continue to provide and develop services for their local populations so that patients
only have to travel for treatment when it is absolutely necessary. UHL will present
NHSE, in their role as commissioners of specialised services, with the regional
solution to deliver the requirements of the national service specifications.
When people are ill, UHL will help provide high quality care and support to help them
to manage their own condition - mainly within their own homes or local community
where possible. If people do need to come into hospital to receive care they will have
confidence that they will be treated with dignity and respect.
UHL’s patients should expect to recuperate at or near home, freeing up hospital beds
for those who really need them. UHL expect the Emergency Department (ED) to be
seen as the last rather than the first port of call for the majority of patients and when
these services are required, they will be provided in the most effective and efficient
manner possible.
The funding UHL receive will fairly reflect the needs of our local populations enabling
UHL to make the best use of every NHS and Social Care pound, meaning that as well
as maintaining existing services UHL can take advantage of new technology and
advances in medicine at an early stage to provide the best possible outcomes for
patients.
UHL expect people will live longer and in terms of their health and well-being will have
a better quality of life wherever they live, whatever their socio-economic circumstance
or whether their needs are of a physical and/or a mental nature. When people reach
the end of their lives, wherever possible this will be in their place of choice; either in
hospital, at home or in a specialist place of care such as a nursing home or hospice.
Strategic objectives
UHL’s strategic objectives for 2018/19 are set out in the figure below.
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Figure 3-13 UHL strategic objectives for 2018/19

In addition, UHL’s key focus for 2018/19 is set out in the Trust’s Quality Commitment
as illustrated in the figure below.
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Figure 3-14 UHL’s Quality Commitment

Conclusions
The UHL Clinical Services and Reconfiguration Strategy demonstrates the breadth of
UHL’s ambition to improve the care provided for patients and UHL’s commitment to
providing an improved working environment for its staff, delivering transformed
Models of Care and enabling the reconfiguration of UHL’s hospitals.
The reconfiguration of services across UHL’s three hospital sites makes it possible to
consolidate and strengthen specialist teams to improve care quality and outcomes;
while at the same time ensuring that pathways of care are effective, efficient and
locally based for LLR communities.
Delivery of UHL’s Clinical Services and Reconfiguration Strategy will be a critical and
tangible step towards sustainable health and care for the people of LLR. While
keeping our planned development of primary, community and social care clearly
within view, UHL will deal with the urgent need to redefine the future shape of our
acute hospitals to ensure long term clinical and financial sustainability by ‘working
together to provide individuals with better care, in the most appropriate setting,
in a financially sustainable way’.
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3.4.3 UHL Specialised Services Strategy
Background
UHL is a one of the largest teaching hospitals in the country. With around a third of its
income coming from NHS England Specialised Commissioners, it is a major provider
of specialised services for patients crossing STP boundaries covering the population
of LLR, the wider East Midlands and, for some highly specialised services, nationally.
A strong specialised services portfolio is essential to delivering UHL’s world-class
research and innovation agenda. It has a significantly positive impact on teaching;
recruitment and retention of staff; income; influence and reputation of the Trust.
Lastly, but most importantly, these services are often cherished and valued by
patients and staff.
Specialised services are provided in partnership with other hospitals. Strong
partnerships protect out of county services helping to mitigate the risk of additional
patients travelling into Leicester should local services become compromised. These
same partnerships also encourage referral pathways of complex patients into UHL
required to maintain specialist expertise and achieve compliance with national
standards.
However, UHL’s resource to maintain, protect and develop services is limited and its
Specialised Services Strategy describes arrangements for prioritising these in the
future.
Approach
UHL’s Specialised Services Strategy is included in Appendix G – UHL Specialised
Services Strategy. The Strategy builds on the existing relationships which range in
form from the implied, where UHL receive referrals from a partner with no written
arrangements in place, to the more formal and planned where UHL’s relationship is
described by a Memorandum of Understanding (MoU) or appropriate contractual
arrangement.
UHL has MoUs relating to specialised services in place with Nottingham University
Hospitals NHS Trust, University Hospitals of Derby and Burton NHS Foundation
Trust, Northampton General Hospital NHS Trust, Kettering General Hospital NHS
Foundation Trust and United Lincolnshire Hospitals NHS Trust. In addition UHL’s
clinicians provide services to North West Anglia NHS Foundation Trust, University
Hospitals of Coventry and Warwickshire NHS Trust and George Eliot Hospital NHS
Trust.
UHL’s approach is to deliver services as part of a network of providers supporting
local care when possible with patients only travelling away from their local hospital
when it is absolutely necessary for them to do so. UHL’s approach is consistent with
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NHSE Specialised Commissioning’s stated direction to deliver services in a network
of care with patients travelling away from their local hospital only when it is absolutely
necessary for them to do so. Securing services at regional partners will help mitigate
the risk of growth of routine services provided by UHL for patients outside LLR. This is
all aimed at ‘working together to provide individuals with better care, in the most
appropriate setting, in a financially sustainable way.’
3.4.4 UHL People Strategy
UHLs People strategy is included in Appendix H – UHL People Strategy.
Vision
The vision for UHL’s People Strategy is “to deliver quality care through our people”.
As an employer of 15,500 people across multiple sites with ever increasing demand
for services, UHL need a people strategy which will create the right conditions to:
•

Draw and retain the highest quality staff from home and overseas.

•

Create the right leadership and culture to drive organisational change,
improvement and innovation.

•

Create improvement skills at all levels to implement change and maximise
learning.

•

Ensure UHL is an engaging and great place to work with Caring at its Best in
our workplace.

UHL’s People Strategy is a key enabler of the Trust’s Quality Strategy. The overall
strategic aim of the People Strategy is to have the right people, in the right place at
the right time and we can only achieve this aim by having a vision for a workplace
culture which attracts and retains the best people who are excited and motivated to
come to work; where the right teams, with the most well developed skills, come
together in the right place and are led and empowered to be accountable for
improving the care delivered to and developed in partnership with patients.
UHL recognise that the pressures of working in the NHS have intensified with
increasing demand on our services arising from an ageing population and higher
prevalence of long term conditions and where financial resources are constrained. All
of these areas impact on UHL’s ability to attract, retain and engage people. UHL must
therefore value, look after and care for people in equal measure to the focus UHL
gives to caring for patients. As well as developing better ways to care for staff, UHL
must look at ways to sustain their commitment to improving the quality of care for
patients. UHL cannot, therefore, continue to work in traditional ways and in isolation
from partners in health and social care and must look at ways of changing the way
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they deliver and manage care collaboratively across organisational boundaries. To
address this UHL need to invest in the capability of their people to enhance both their
professional and service improvement skills in order that UHL can continuously
improve.
UHL’s People Strategy sets out how they intend to ensure UHL has all the features of
a great place to work:
•

Leaders who set out a clear vision and clear expectations and display
consistent behaviours such that teams are clear about the core purpose of the
organisation and work in value streams to deliver objectives.

•

Leaders who identify and nurture talent, develop it and respect the contribution
of diverse individuals at every level.

•

An organisation which truly reflects its local communities at all levels and uses
its diversity and inclusivity to develop the best services for its patients.

•

A place where individual health and well-being is valued and people feel
supported and cared for.

•

A real sense of belonging where people are welcomed into teams within and
across departments and organisations who value contribution and celebrate
success.

•

A place where people feel confident to raise concerns and question poor
practice.

•

A place where people feel empowered to be creative and innovative and
constantly suggest improvements and seek better ways of doing things in
partnership with patients.

•

A place where UHL is looking to the future and thinking about how they
structure their future workforce to take into consideration how models of care
both internally and across the system might change; how the skills needed
may change; how teams intra and inter organisationally might work differently
and how UHL can embrace technology to improve patient care and the
working lives of staff

•

A place where HR systems and policies are simple and easy to use and help
staff and managers in carrying out their everyday work of caring for patients.

Priorities
UHL’s People Strategy sets our six key priorities as shown in the figure below.
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Figure 3-15 UHL’s People Strategy

1. We understand what’s
happening in our services

2. We have clear priorities
and plans for
improvements

We will have
the right
people with
the right
skills in the
right
numbers to
deliver
‘Caring at its
Best’ for
every
patient,
every time

Develop and apply high quality analytics to inform our People
Strategy and workforce planning:
• Devise set of workforce analytics to inform and track
progress
• Utilise benchmarking e.g. Model Hospital, GIRFT
• Triangulate patient and staff feedback to understand what
improvements are needed and how successful we are
a. Design and develop a flexible, multi-skilled workforce
operating effectively within the Trust and the wider
system:
• Implement Strategic Workforce Plan
• Implement Nursing & Midwifery and Medical Workforce
Plans
• Implement attraction and retention initiatives
• Design and deliver new/enhanced roles
• Expand role of UHL academy
• Expand Apprenticeship and Development Centre .................
b. Develop quality HR services which are streamlined,
responsive and cost efficient:
• Simplify and standardise HR policies and procedures
• Integration and self-service options
• Efficient and effective systems and processes for
recruitment, payroll and case management ...........................

3. We embed a culture of
high quality care

a. Embed a healthy, diverse and inclusive workforce to better
represent the communities we serve:
• Continue use of a range of staff engagement programmes
• Continue to expand ‘looking after UHL’ health and wellbeing programme
• Continue to implement Equality and Diversity Integrated
Action Plan
• Continue to develop reward and recognition strategies........
b. Develop the right behaviours to continuously improve quality:

•
•

4. We develop the right
kind of leadership

Continue to embed Freedom to Speak Up Programme
Implement the People Capability Framework ..........................

Develop the right leadership skills competencies and behaviours:
• Implement People Capability Framework
• Continue to develop Cultural and Leadership Development
Programmes
• Develop and implement a Talent Management Programme
• Continue Trust Board Development Programme
• Develop and implement a Senior Leadership Development
Programme and High Potential Scheme
• Continue to implement ‘Board to Ward’ programme

5. We support people to
gain the skills to enable
improvement

Specifically develop improvement skills:
• Implement Skills Development Programme
• Implement Quality Improvement Programme
• Embed use of Trust Change Management Programmes........

6. We work effectively with
wider system partners

Lead and contribute to LLR wide workforce groups
• Active partnerships in
- Organisational Development
- Capability
- Attractive and Retention
• Develop and implement system-wide leadership
development programmes .........................................................
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3.4.5 UHL Strategic Workforce Plan
Introduction
The UHL Strategic Workforce Plan sets out how UHL plan to support its Clinical
Services and Reconfiguration Strategy and the wider BCTP through the use and
development of its workforce. The UHL Strategic Workforce Plan is included in
Appendix I – UHL Strategic Workforce Plan.
Vision and strategic aims
The UHL Strategic Workforce Plan has an overarching vision:

To ensure the right staff with the right skills, competencies and
behaviours are wrapped around the right patient, in the right
place, at the right time in our LLR health and social care
system. This will support a patient journey which is efficient
and delivers an appropriate high quality outcome and make
UHL a great place to work.
The UHL Strategic Workforce Plan’s aims are:
•

To ensure the capacity and capability of our workforce reflects changing
demographics & healthcare needs and changes in service delivery models
within UHL and the wider LLR health and social care community (STP)

•

Use evidence based tools, professional judgement and outcomes to identify
demand for staffing.

•

To deliver a plan aligned to the National Workforce Strategy and UHL’s
People Strategy.

•

To ensure UHL addresses current challenges in the supply of the workforce by
changing patterns of demand through new, more flexible roles which cross
professional, specialist and organisational boundaries.

•

To seek new sources of recruitment such as retire and return and overseas
recruitment taking into consideration ‘Global Citizenship’.

•

To maximise opportunities presented by apprenticeship frameworks for
improving the supply and quality of new roles and increased capacity for more
traditional roles.

•

To reflect a need to improve the attractiveness of UHL as a place to work and
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develop.
•

To clearly articulate the right balance of generalist, educational and specialist
roles to attract high calibre applications.

•

To articulate the workforce response to the UHL’s reconfiguration programme
in order to enable a transfer to a two site model and abate further bed growth.

•

To articulate improvements to efficiency and productivity utilising the outputs
of Model Hospital and by realising the benefits of Electronic Rostering.

•

To address short term critical crises including plans for the winter of 2018/19;
plans for the care of frail and multi morbidity patients; plans to reduce
escalating pay bill costs.

Principles
The UHL Strategic Workforce Plan is based on the following principles:
•

UHL will unfailingly focus on making UHL a great place to work.

•

UHL will secure supply increasingly through growing their own practices
including the use of apprenticeships.

•

UHL will adopt flexible working patterns.

•

UHL will develop flexible career pathways both within and across professional
boundaries.

•

UHL will encourage diversity and aim to have a workforce reflective of their
communities.

•

UHL’s planning will be driven by the needs of the patient and service plans
and will be evidence based.

•

Multidisciplinary teams wrapped around the needs of patients will form the
basis of how the workforce is designed.

•

In addition to focusing on UHL’s role in the treatment of conditions, UHL will
focus on their role in enabling patients to continue living independently at
home.

•

UHL will regard themselves as part of an integrated, flexible, responsive
health and care team.

•

Working practices will be underpinned by best practice through using a best
practice Trusted Assessor model of health and social care.
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•

Workforce efficiency will be maximised through staff working at the top of their
license.

•

Workforce efficiency, as defined in Model Hospital, will be maximised through
appropriate rostering and limiting the use of non-contracted workforce.

•

Quality outcomes as well as financial indicators will be used to monitor the
effectiveness of workforce transformation

3.4.6 UHL Estate Strategy
The most recent UHL Estate Strategy was approved by the UHL Trust Board in March
2018. This builds on the previous Estate Strategy from June 2014 which first
introduced the vision for UHL’s Reconfiguration Programme. The UHL Estate
Strategy is a key component of the Trust’s overall vision and represents its plans for
future development and transformation of the estate in order to enhance the quality of
the patient, visitor and staff experience. The full UHL Trust Estate Strategy is included
in Appendix J – UHL Estate Strategy.
Key questions for the UHL Estate Strategy
The UHL Estate Strategy is presented in a way that answers three key questions:
•

Where are UHL now? - Configuration, performance and shortcomings of the
estate in relation to service strategies.

•

Where do UHL want to be? - Describing the requirements to transform the
Trust’s estate to meet the demands of the healthcare environment, which
respond to local and national priorities.

•

How are UHL going to deliver the change? - Recommendations and
potential options to deliver the transformation programme.

The figure below illustrates key components of each part of the UHL Estate Strategy.
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Figure 3-16 UHL’s Quality Commitment

The Trust’s response
UHL are responding to the challenge of a growing and ageing population, increasing
service user expectations, and a period of continued financial austerity.
The UHL Estate Strategy is intended to be a focused and dynamic document that
demonstrates the Trust’s commitment to providing an estate that is:
•

Functionally suitable for the delivery of high quality healthcare services.

•

Located to provide the highest level of accessibility for patients, visitor and
staff; that will be socially inclusive and Equality Act compliant.

•

Designed and maintained to deliver a high quality clinical environment in
spaces that are generic, flexible and future proofed.

•

Well utilised, cost effective, life-cycled and both energy and environmentally
efficient.

•

Provides an inclusive environment i.e. one that can be used by everyone
regardless of age, gender, ethnicity or disability.
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The opportunity
The UHL Estate Strategy tells the story about how UHL intend to use its buildings to
change the way the Trust delivers healthcare services, in particular how UHL is
planning the use of its estate to support the Trust’s Clinical Strategy and the BCTP
aim of ‘working together to provide individuals with better care, in the most
appropriate setting, in a financially sustainable way’. The UHL Estate Strategy
has been developed to support the LLR Estates Strategy, both of which facilitate the
transformation aims of the BCTP.
The UHL Estate Strategy is made up of numerous elements of which a key foundation
stone is the Reconfiguration Programme and DCP which will allow the Trust, subject
to consultation, to transform three acute sites which will in turn deliver the following
benefits:
•

Immediate schemes supporting service delivery.

•

Revenue savings.

•

Reduction in outstanding backlog maintenance.

•

Sustainable development.

•

The disposal of part and re-use of the Leicester General Hospital.

•

Capital receipts.

3.4.7 UHL IT Strategy
The UHL IT Strategy is included in Appendix K – UHL IT Strategy and summarised
below. Also included in the appendix is the recent update to the UHL IT strategy.
Well implemented and supported Information Management & Technology (IM&T) is
no longer a back office function and is critical for the effective delivery of healthcare
services. It is also a key enabler of the transformation agenda underway within the
NHS.
IM&T plays a major supporting role in the delivery of a number of key strategic
projects and programmes designed to improve the quality and efficiency of services at
UHL and deliver financial savings.
Information technology will support the Reconfiguration Programme and the
BCTP/LTP through:
•

The provision of VOIP (Voice over Internet Protocol) and Wi-Fi infrastructure
into retained locations.
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•

The provision of mobile devices and hot-desk facilities to support the transition
to smaller premises and more versatile working arrangements.

•

Ensuring the safety of paper records at bases being vacated.

•

Facilitating physical moves with technicians on-site.

UHL recognise that data is the key asset in the Trust for supporting both day to day
clinical operations and the effective management of services and resources.
Information technology is a major driver for initiating change within the organisation,
with the capability to create business advantage and enhance the effectiveness and
efficiency of its services.
In order to harness the benefits from developing these major aspects of IM&T it is
important that developments in this area support the key objectives and priorities,
both clinical and business, of the Trust and ultimately the aims of the BCTP.
The use of information technology at UHL will have a dramatic impact in the way that
clinical services are delivered and will contribute to improvements in the quality of
services provided.
To compliment this UHL has developed a vision for IM&T which features the following
deliverables:
•

Electronic paper record (paperless outpatients as a minimum).

•

Self-Check-In.

•

Patient calling system that enables patients to be called on their smartphones.

•

Technology in the Treatment Centre should be accessible to all staff and
patients.

•

Web based outpatient and day case viewer tracking (patient pathway).

•

Electronic solutions to support non-face to face consultation.

•

Electronic solutions that promote electronic clinic outcome letters (GP and
Patient).

•

Clinic room utilisation and scheduling should be electronic and link with the
outpatient tracker.

•

Online Pre-Assessment Form / Consent / Education Material.

•

Integrated appointment Booking System/Waiting List Management System
(including a reminder service) that integrates with the outpatient and day case

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 73

STRATEGIC CONTEXT

trackers.
•

Theatres Management System.

•

Electronic prescribing.

•

Information reporting to ensure that the facility is utilised to maximum
efficiency, and the requisite security, connectivity and infrastructure.

Central to all of this is UHL’s ambition for ‘EHospital’ by 2020.
As part of this plan, in 2018/19 UHL focussed on:
•

Creating a new version of the Integrated Clinical Environment (ICE) (mobile
ICE, acting on results, ICE in outpatients). (Work in progress).

•

Introducing a new version of Nervecentre which will give UHL better
functionality, forms and reporting to support workflow and quality commitment.
(Work in progress).

•

Starting a computer replacement programme across the Trust to improve the
product staff use. (Work in progress).

•

Introducing Electronic Prescribing and Medicines Administration (EPMA) to
the whole organisation to ensure there is a single, safe approach to
prescribing. (Work in progress).

•

Bringing all Picture Archiving and Communication Systems (PACS) back on
site and under UHL’s own control and will continue with plans to make the
organisation paperless, removing paper through ICE / Nervecentre / new
Electronic Document and Records Management (EDRM) and through better
integration with primary care. (Completed).
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Figure 3-17 UHL eHospital components 2018/19

Figure 3-18 UHL eHospital core functional requirements
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UHL recently signed a ten year contract with NerveCenter to deliver their EPR
solution.
The main elements of the UHL eHospital Programme for 2019 to 2022 are shown in
the figure below.
Figure 3-19 UHL eHospital Programme for 2019 to 2022

3.4.8 UHL Quality Strategy and Priorities
UHL’s Quality Strategy addresses the challenges faced by the Trust to move UHL
closer to its ultimate goal of delivering “Caring at its Best” for every patient, every
time. It is a major shift away from how UHL has done things in the past and reflects
how the best hospitals work. It provides a framework for conversations across the
Trust. The UHL Quality Strategy is included in Appendix L – UHL Quality Strategy
and Priorities 2019 to 2022.
There are six core elements which will frame these conversations:
•

Understanding what is happening in UHL’s services.
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•

Clear priorities and plans for improvement.

•

The right kind of leadership.

•

Embedding an empowered culture of high quality care (including patient
empowerment).

•

Giving people the skills to enable improvement.

•

Working effectively with the wider system.

These conversations will be important in harnessing the collective expertise of
everyone in the Trust, not least because it is most often the people doing the job who
know best about how to improve it.
Involving patients, the public and stakeholders
In Quality Improvement methodology the central role of patient involvement is explicit
and in the construction of UHL’s 2019 to 2022 priorities the voices of patients and
stakeholders were influential. UHL’s reconfiguration plans have been informed over
many years by patient feedback and when permission to formally consult on those
plans is given the plans will once again be tested with stakeholders.
UHL acknowledge that the outcome of involvement, engagement and consultation
rarely, if ever, pleases all parties largely because it seeks to navigate a path between
what is clinically safe and acceptable, what is most desirable for the many and the
few and ultimately what is affordable. Nonetheless, UHL’s desired approach has to be
that given the significant changes in health and social care that we want to bring
about, UHL should recognise that there is a greater chance of ‘getting it right’ if the
people who use the services are involved in the planning of those services.
UHL’s priorities for the next three years are depicted in the figure below.
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Figure 3-20 UHL’s Quality Strategy priorities

There are six quality priorities and six supporting priorities. Sitting below the priorities
are the Quality Improvement approach and UHL’s long standing and well regarded
Values. The priorities are ‘WHAT’ UHL is going to do; the approach is ‘HOW’ UHL is
going to do it and the values govern how UHL behave on the journey called
‘Becoming the Best’.
Linking the cogs together is the chain of Patient and Public Involvement which shows
that UHL’s patients and the wider public are the people the Trust is trying to get this
right for.
3.5

Conclusion on strategic context
The above demonstrates that the proposed reconfiguration of acute and maternity
services is entirely consistent with health and social care strategies at both a national
level, in terms of government policy for health and social care and Department of
Health and NHSE priorities, and at a local level in terms of the LLR BCTP and UHL
strategies. All of which are predicated on ‘working together to provide individuals
with better care, in the most appropriate setting, in a financially sustainable
way’.
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4
4.1

Current service configuration and demographics
Introduction
This section describes the current configuration of acute and maternity services
provided by UHL and provides details of the LLR population served by UHL.

4.2

Overview of UHL
UHL is one of the biggest and busiest NHS Trusts in the country, serving the 1.1
million residents of LLR and provides increasingly specialist services to a much wider
area. UHL provide nationally and internationally-renowned specialist treatment and
services in cardio-respiratory diseases, Extra Corporeal Membrane Oxygenation
(ECMO), cancer, vascular and renal disorders to reach a further 2 to 3 million patients
from the rest of the country.
UHL provides services from three main sites; LRI, GH and LGH. The Trust works
closely with partners at the University of Leicester and De Montfort University
providing world-class teaching to nurture and develop the next generation of doctors,
nurses and other healthcare professionals, many of whom go on to spend their
working lives with the Trust.
UHL continues to work with many different organisations throughout the world to push
the boundaries of research and develop new surgical procedures for the benefit of
patients; with around 1,000 clinical trials taking place every year. The Trust is now
home to a National Institute for Health Research (NIHR) Biomedical Research Centre
which supports key research including lifestyle, diabetes, and cardio-respiratory
diseases, and for the first time the Trust has been successfully designated as an
NIHR Clinical Research Facility. UHL is extremely proud to have an Experimental
Cancer Medicine Centre and the Hope Unit is an instrumental factor in delivering
clinical trials of new cancer treatments, and is generously supported by the locallybased charity Hope Against Cancer.
The Trust is providing access to cutting edge genetic medicine for patients by
participating in the 100,000 Genomes Project. All of this means that thousands of
UHL patients are amongst the first to try the latest medicines and techniques.
The heart centre at GH continues to lead the way in developing new and innovative
research and techniques, such as Trans-Catheter Aortic Valve Insertion (TAVI) and
the use of the sutureless valve in heart surgery. It has also become one of the world’s
busiest ECMO centres and the only hospital in the UK to provide mobile ECMO
therapy for both adults and children.
UHL has one of the best vascular services nationally, with more patients surviving
longer following an aneurysm repair. The move of the vascular service from LRI to
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GH in 2017 provided new state of the art facilities including a hybrid theatre, enabling
the development of joint working practices with cardiac surgery and cardiology to
treat patients with complex cardiovascular disease.
UHL is also proud to continue to have some of the lowest rates of hospital-acquired
infections, such as C.difficile and Meticillin-Resistant Staphylococcus Aureus
(MRSA), in the country. In 2017/18 UHL reported 68 cases of C.difficile and 4 cases
of MRSA.
Whilst UHL is proud of its achievements and the services it provides, the current
three acute site configuration of services, is an accident of history, not design, and is
suboptimal in clinical, performance and financial terms. Medical and nursing
resources are spread too thinly making services operationally unstable and the
duplication and triplication of clinical and support services is inefficient. Many
planned, elective and outpatient services currently run alongside emergency services,
and as a result, when emergency pressures increase, it is elective patients who suffer
delays and last minute cancellations.
4.2.1 UHL clinical management
Clinical management within UHL is provided by seven Clinical Management Groups
(CMGs):
•

Intensive Care, Theatres, Anaesthesia, Pain and Sleep (ITAPS).

•

Clinical Support and Imaging (CSI).

•

Emergency and Specialist Medicine (ESM).

•

Musculoskeletal and Specialist Surgery (MSS).

•

Renal, Respiratory and Cardiovascular (RRCV).

•

Women’s and Children’s (W&C).

•

Cancer, Haematology, Urology, Gastroenterology and General Surgery
(CHUGGS).

Each CMG is led by a triumvirate of Clinical Director, Head of Operations and Head
of Nursing; with a structure below it of services led by specialty Heads of Service,
General Managers and Matrons and allied health professionals.
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4.3

Current service configuration

4.3.1 Acute services
The three acute site configuration is an accident of history, not design, and is
suboptimal in clinical, performance and financial terms. Medical and nursing
resources are spread too thinly making services operationally unstable and the
duplication and triplication of clinical and support services is inefficient. Many
planned, elective and outpatient services currently run alongside emergency services,
and as a result, when emergency pressures increase, it is elective patients who suffer
delays and last minute cancellations.
The three acute sites are:
•

Leicester Royal Infirmary -LRI is located on the southern edge of the city
centre. The site is located on the A594 through Leicester providing easy access
to main bus routes that serve the wider city and is also close to the Train
Station. A hopper bus service is also available from the Train Station to the site
and runs at regular intervals. LRI is the main acute site for UHL with an
inpatient bed provision of approximately 1,085.
•

Glenfield Hospital - GH is located three miles northwest of Leicester city
centre on the A50 and can be accessed by car and public transport. A hopper
bus service is also available between sites and runs at regular intervals. GH
provides a range of services including a specialist hearth centre and currently
has an inpatient bed provision of approximately 488.

•

Leicester General Hospital - LGH is on the outskirts of Leicester in Evington
on the A6030 and is approximately three miles east of the city centre. Bus
services are provided to the area and a hopper bus service is also available
between the sites which runs at regular intervals. LGH houses the Diabetes
Centre of Excellence which is delivered from this site this has a current
inpatient bed provision of approximately 460.

The services delivered from the three sites are shown in the table below.
Table 4-1 Services provided on UHL acute sites

Services provided
Colorectal cancer services
Diabetic medicine
Gastrointestinal and liver services
General medicine
Geriatric medicine
Intensive care

LRI
x
x
x
x
x
x
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Services provided
Nephrology
Occupational therapy services
Orthopaedics
Rheumatology
Allergy services in hospital
Disability services
Dermatology
Emergency abdominal surgery
Endocrine and thyroid surgery
Endocrinology and metabolic medicine
Gastrointestinal cancer services
General Surgery
Gynaecology
Imaging services
Lung cancer services
Maternity services
Orthotics and prosthetics
Physiotherapy
Pain management
Respiratory medicine
Accident and emergency services
Adult cardiology
Breast surgery and screening
Bariatric surgery
Cardiothoracic surgery
Cancer services
Cardiology
Children’s and Adolescent Services
Children’s and Adolescent Cardiology
Dementia services
Diagnostic endoscopy
Ear, nose and throat
Haematology
Head and neck cancer services
Immunology
Infectious diseases
Major trauma
Oncology – clinical
Ophthalmology
Oral and maxillofacial surgery

LRI
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x

Acute sites
GH
x
x
x
x
x
x

LGH
x
x
x
x

x
x
x
x
x
x
x
x
x

x

x
x
x
x

x
x
x
x
x

x
x
x
x
x
x
x
x
x
x
x
x
x
x
x

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 82

CURRENT SERVICE CONFIGURATION AND DEMOGRAPHICS

Services provided
Orthodontics
Paediatric cardiology
Plastic surgery
Restorative dentistry
Stroke
Stroke rehabilitation
Sports and exercise medicine
Urology
Vascular surgery

LRI

Acute sites
GH
x
x

LGH

x
x
x
x
x
x
x

The above table demonstrates the extent of duplication of services across UHL’s
sites.
4.3.2 Maternity services
UHL currently provides acute maternity services at both LRI and LGH including antenatal and post-natal services for complex pregnancies.
Midwifery services
Midwifery led services are provided by UHL as follows:
•

Midwifery Led Unit (MLU) adjacent to obstetrics at LRI.

•

MLU adjacent to obstetrics at LGH.

•

Standalone MLU at St Mary’s Birth Centre, Melton Mowbray.

•

Community midwifery services.

•

Home births.

St Mary’s Birth Centre is LLR’s only standalone MLU and is situated just east of
Melton Mowbray town centre. The centre is staffed 24 hours a day and offers two
birthing rooms as well as eight post-natal beds on a ward, differing from the majority
of MLUs which offer birthing rooms only (i.e. following birth, the mother and baby go
home with no overnight stay).
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Neonatal services
Level 1 (Special Care Baby Unit) neonatal services are presently delivered across
two sites; LGH and LRI. Level 2 (High Dependency) and Level 3 (Intensive Care)
services are provided from LRI.
Low risk Midwifery Led Antenatal and Postnatal services
The table below summarises the multiple antenatal and postnatal services currently
available to women across LLR.
Table 4-2 Current Antenatal and Postnatal service provision in LLR

Service
Antenatal

Ante-natal appointments

Parent education
There are programmes of
parent education which are
already up and running within
the City and which are also
launching in the county.
These have been organised
by joint working parties
including midwives, health
visitors and Children’s Centre
managers and are provided
through a multidisciplinary
team approach.

Post-natal
Begins on the birth centres,
delivery suites and for some
women, includes a spell on

Current options
Options for a women to arrange to book with a
midwife:
• Contact GP and practice will make a midwife
appointment.
• Contact local Children’s Centre for an
appointment.
• Stand-alone Birth Centre.
• Contact either of the Maternity units.
• Contact Community office.
• Request booking via dedicated UHL Maternity
website booking system.
GP practice
Children’s Centre
Melton Hospital (new wing)
At LGH or LRI Maternity units
Home
Sessions are led by:
• Midwives.
• Health visitors.
• Children’s centre staff.
• Maternity Support Workers.
• Breast feeding peer supporters offer support also.
• UHL Specialist midwives for vulnerable women
offer someone to one parent education sessions.
There is also a private provider endorsed by UHL
offering additional sessions for those wishing to take
this option.
Healthy living in pregnancy programme offers
exercise and preparation for parenthood for women
with a BMI >30.
Options for care on discharge include:
• Home.
• Post-natal clinics (in some areas).
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Service
the post-natal wards.

4.4

Current options
• Post-natal ward (e.g. for women caring for a baby
on NNU).
• GH (for women delivering there for cardiac
reasons or caring for a baby on ECHMO etc).
• Post-natal beds at LRI, LGH and St Mary’s.

Population profile/demographics
Public Health England (PHE) published their latest health profiles for 2018 on 3rd July
2018. The profiles give a picture of people’s health in the areas covered by the
specific profiles. They are designed to help local government and health services
understand the needs of their community, so that they can work together to improve
people’s health and reduce health inequalities.
UHL primarily provides services for the populations of Leicester City, Leicestershire
and Rutland. The latest PHE health profiles for Leicester City, Leicestershire and
Rutland are summarised below.

4.4.1 Leicester City
The area of Leicester City is shown on the map in the figure below.
Figure 4-1 Area of Leicester City

Population
Understanding the sociodemographic profile of an area is important when planning
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services. Different population groups may have different health and social care needs
and are likely to interact with services in different ways. The population profile for
Leicester City is shown in the figure below.
Figure 4-2 Leicester City population

The profile compared to the rest of England is shown in the table below.
Table 4-3 Leicester City population profile compared to England

Population (2016)
Projected population (2020)
% population aged under 18
% population aged 65+
% people from an ethnic minority group

Leicester

England

350,000
362,000
23.8%
11.7%
48.6%

55,268,000
56,705,000
21.3%
17.9%
13.6%

Deprivation
The level of deprivation in an area can be used to identify those communities who
may be in the greatest need of services. The maps and charts below show the Index
of Multiple Deprivation 2015 (IMD 2015).
The first of the two maps shows differences in deprivation in Leicester City based on
national comparisons, using national quintiles (fifths) of IMD 2015, shown by lower
super output area. The darkest coloured areas are some of the most deprived
neighbourhoods in England. The second map shows the differences in deprivation
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based on local quintiles (fifths) of IMD 2015 for Leicester City.

The figure below shows the percentage of the population who live in areas at each
level of deprivation.
Figure 4-3 Levels of deprivation in Leicester City

Lines represent electoral wards (2017). Quintiles shown for 2011 based lower super
output areas (LSOAs).
The above demonstrates that a significantly higher proportion of the population of
Leicester City live in the most deprived areas compared to the national average.
Health inequalities – life expectancy
The figure below shows life expectancy for males and females within Leicester City
for 2014-16. The area is divided into local deciles (tenths) by deprivation (IMD 2015).
The life expectancy gap is the difference between the top and bottom of the inequality
slope. This represents the range in years of life expectancy from most to least
deprived within this area. If there was no inequality in life expectancy the line would
be horizontal.
Figure 4-4 Leicester City life expectancy gap
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In 2014-16, there was a difference of 9.4 years in the life expectancy of a man and
7.4 years in a woman between the most and least deprived population. This is an
increase from 2013-15 where the difference was 8.2 years and 6.6 years
respectively.
Trends over time – under 75 mortality
The figure below provides a comparison of the trends in death rates in people under
75 between Leicester City and England. For deaths from all causes, they also show
the trends in the most deprived and least deprived local quintiles (fifths) of Leicester
City.
Figure 4-5 Leicester City comparison of death rates for under 75s

In 2014-16, the under 75 mortality rate for all causes in Leicester City was worse than
the national average for both men and women. The under 75 mortality rate for heart
disease and stroke was also worse than the national average. However, the least
deprived quintile in Leicester City has a slightly lower under 75 mortality rate for all
causes for both sexes than the national average.
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Life expectancy in good health
Figure 4-6 Life expectancy and healthy life expectancy in Leicester City

The above demonstrates that life expectancy has shown a gradual improvement.
•

On average men in Leicester City can expect to live 77.2 years and women
81.7 years.

•

On average, men in Leicester live 2.3 years fewer and women 1.4 years fewer
than in England

•

Men and women can expect around 59 to 60 years to be spent in ‘good
health’, 3 years fewer in men and 4.5 years fewer in women compared with
England.

•

Women in Leicester can expect to have a similar life expectancy in ‘good
health’ as men, but a longer life expectancy ‘not in good health’.
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Changes in cause of death
The main changes in cause of death in Leicester City are shown in the figure below.
Figure 4-7 Changes in causes of death in Leicester City and England

The above shows a reduction in proportion of deaths in Leicester City from 2007 to
2016 in respect of:
•

Cardiovascular diseases (34.5% to 27.2%).

•

Cancers (24.2% to 23.1%).

•

Respiratory diseases (15.5% to 13.6%).

However, there has been an increase in respect of:
•

Mental and behavioural disorders (2.2% to 9.9%).

Prevalence of long term conditions
The figure below shows the projected numbers, in Leicester City, of over 65s with
long term conditions up to 2035. Numbers are based on current prevalence applied to
projected populations.
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Figure 4-8 Forecast prevalence of long term conditions in over 65s in Leicester City

Health summary for Leicester City
The figure below shows how the health of people in Leicester City compares with the
rest of England. Leicester City’s value for each indicator is shown as a circle. The
England average is shown by the red line, which is always at the centre of the chart.
The range of results for all local areas in England is shown as a grey bar. A red circle
means that Leicester City is significantly worse than England for that indicator. A
green circle may still indicate an important public health problem.
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Figure 4-9 Leicester City health summary

Leicester City performs significantly worse than the national average on 16 of the
indicators and significantly better than the national average on 6 of the indicators.
Conclusions for Leicester City
Leicester City health in summary
The health of people in Leicester City varies compared with the England average.
Leicester City is one of the 20% most deprived districts/unitary authorities in England
and about 23% (17,100) of children live in low income families. Life expectancy for
both men and women is lower than the England average. Leicester City has a
significantly greater proportion of ethnic minorities in its population, 48.6% compared
to the average for England of 13.6%.
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Leicester City health inequalities
Life expectancy is 7.2 years lower for men and 6.6 years lower for women in the most
deprived areas of Leicester than in the least deprived areas.
Leicester City child health
In Year 6 (the last year of primary school), 23.0% (987) of children are classified as
obese, worse than the average for England.
The rate of alcohol-specific hospital stays among those under 18 is 20, better than
the average for England. This represents 16 stays per year.
Levels of teenage pregnancy, GCSE attainment and breastfeeding initiation are
worse than the England average.
Leicester City adult health
The rate of alcohol-related harm hospital stays is 734, worse than the average for
England. This represents 2,088 stays per year.
The rate of self-harm hospital stays is 196. This represents 735 stays per year.
Estimated levels of adult physical activity are worse than the England average.
Estimated levels of adult excess weight are better than the England average. Rates
of hip fractures and TB are worse than average.
Rates of sexually transmitted infections and people killed and seriously injured on
roads are better than average.
4.4.2 Leicestershire
The area of Leicestershire is shown on the map in the figure below.
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Figure 4-10 Area of Leicestershire

Population
The population profile for Leicestershire is shown in the figure below.
Figure 4-11 Leicestershire population
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The profile compared to the rest of England is shown in the table below.
Table 4-4 Leicestershire population profile compared to England

Population (2016)
Projected population (2020)
% population aged under 18
% population aged 65+
% people from an ethnic minority group

Leicestershire

England

680,000
701,000
20.1%
20.0%
7.8%

55,268,000
56,705,000
21.3%
17.9%
13.6%

Deprivation
The level of deprivation in an area can be used to identify those communities who
may be in the greatest need of services. The maps and charts below show the Index
of Multiple Deprivation 2015 (IMD 2015).
The first of the two maps shows differences in deprivation in Leicestershire based on
national comparisons, using national quintiles (fifths) of IMD 2015, shown by lower
super output area. The darkest coloured areas are some of the most deprived
neighbourhoods in England. The second map shows the differences in deprivation
based on local quintiles (fifths) of IMD 2015 for Leicestershire.
The figure below shows the percentage of the population who live in areas at each
level of deprivation.
Figure 4-12 Levels of deprivation in Leicestershire

Lines represent electoral wards (2017). Quintiles shown for 2011 based lower super
output areas (LSOAs).
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Health inequalities – life expectancy
The figure below shows life expectancy for males and females within Leicestershire
for 2014-16. The area is divided into local deciles (tenths) by deprivation (IMD 2015).
The life expectancy gap is the difference between the top and bottom of the inequality
slope. This represents the range in years of life expectancy from most to least
deprived within this area. If there was no inequality in life expectancy the line would
be horizontal.
Figure 4-13 Leicestershire life expectancy gap

Some inequalities are still present throughout the local population in Leicestershire.
In 2014-16, there was a difference of 6.2 years in the life expectancy of a man and
5.3 years in a woman between the most and least deprived population. This is an
increase from 2013-15 where the difference was 6.1 years and 4.8 years
respectively.
Trends over time – under 75 mortality
The figure below provides a comparison of the trends in death rates in people under
75 between Leicestershire and England. For deaths from all causes, they also show
the trends in the most deprived and least deprived local quintiles (fifths) of
Leicestershire.
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Figure 4-14 Leicestershire comparison of death rates for under 75s

In 2014-16, the under 75 mortality rate for all causes in Leicestershire was better than
the national average for both men and women. The under 75 mortality rate for heart
disease and stroke, and cancer was also better than the national average. However,
the most deprived quintile in Leicestershire has a higher under 75 mortality rate for all
causes for both sexes than the national average.
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Life expectancy in good health
Figure 4-15 Life expectancy and healthy life expectancy in Leicestershire

The above demonstrates that life expectancy has shown a gradual improvement.
•

On average men in Leicestershire can expect to live 80.7 years and women,
84.0 years. On average, men and women in Leicestershire live 1.2 years and
0.9 years respectively more than in England.

•

Men and women can expect around 65 years to be spent in ‘good health’, 2
years higher than compared with the national average for England.

Across Leicestershire, men and women live between 56 to 57 and 74 years in good
health. The worst years of good health in Leicestershire are in the Loughborough and
Coalville areas and the best years of good health are in the Harborough and
Charnwood villages. This is demonstrated in the figures below.
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Figure 4-16 Healthy life expectancy at birth for Leicestershire men 2009-13
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Figure 4-17 Healthy life expectancy at birth for Leicestershire women 2009-13

Changes in cause of death
The main changes in cause of death in Leicestershire are shown in the figure below.
Figure 4-18 Changes in causes of death in Leicestershire and England

The above shows a reduction in proportion of deaths in Leicestershire from 2008 to
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2016 in respect of:
•

Cardiovascular diseases (31.4% to 26.6%).

•

Respiratory diseases (13.9% to 12.0%).

However, there has been an increase in respect of:
•

Mental and behavioral disorders (3.0% to 9.6%).

Cancer deaths have remained reasonably static at 29.1% in 2008 and 2016.
Prevalence of long term conditions
The figure below shows the projected numbers, in Leicestershire, of over 65s with
long term conditions up to 2035. Numbers are based on current prevalence applied to
projected populations.
Figure 4-19 Forecast prevalence of long term conditions in over 65s in Leicestershire

The above demonstrates a projected increase in the number of people with the
following conditions between 2017 and 2035 in Leicestershire:
•

Dementia (80.0%).

•

Stroke (51.3%).

•

Bronchitis and emphysema (46.4%).

•

Heart attack (47.9%).
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•

Depression (45.4%).

•

Diabetes (44.8%).

•

Obesity (38.5%).

Health summary for Leicestershire
The figure below shows how the health of people in Leicestershire compares with the
rest of England. Leicestershire’s value for each indicator is shown as a circle. The
England average is shown by the red line, which is always at the centre of the chart.
The range of results for all local areas in England is shown as a grey bar. A red circle
means that Leicestershire is significantly worse than England for that indicator. A
green circle may still indicate an important public health problem.
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Figure 4-20 Leicestershire health summary

Leicestershire performs well with 20 indicators performing significantly better than the
England average. There are no indicators where Leicestershire performs significantly
worse than England.
Conclusions for Leicestershire
Leicestershire health in summary
The health of people in Leicestershire is generally better than the England average.
Leicestershire is one of the 20% least deprived counties/unitary areas in England.
However, about 10% (11,800) of children live in low income families. Life expectancy
for both men and women is higher than the England average. Rutland has a lower
proportion of ethnic minorities in its population, 7.8% compared to the average for
England of 13.6%.
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Leicestershire health inequalities
Life expectancy is 6.2 years lower for men and 5.3 years lower for women in the most
deprived areas of Leicestershire than in the least deprived areas.
Leicestershire child health
In Year 6, 16.1% (1,072) of children are classified as obese, better than the average
for England.
The rate of alcohol specific hospital stays among those under 18 is 20, better than the
average for England. This represents 27 stays per year.
Levels of teenage pregnancy and smoking at time of delivery are better than the
England average.
Leicestershire adult health
The rate of alcohol-related harm hospital stays is 578, better than the average for
England. This represents 3,942 stays per year.
The rate of self-harm hospital stays is 162, better than the average for England. This
represents 1,104 stays per year.
Estimated levels of adult smoking and smoking in routine and manual occupations
are better than the England average.
Rates of sexually transmitted infections, people killed and seriously injured on roads
and TB are better than average.
Rates of statutory homelessness, violent crime, early deaths from cardiovascular
diseases, early deaths from cancer and the percentage of people in employment are
better than average.
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4.4.3 Rutland
The area of Rutland is shown on the map in the figure below.
Figure 4-21 Area of Rutland
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Population
The population profile for Rutland is shown in the figure below.
Figure 4-22 Rutland population

The profile compared to the rest of England is shown in the table below.
Table 4-5 Rutland population profile compared to England

Population (2016)
Projected population (2020)
% population aged under 18
% population aged 65+
% people from an ethnic minority group

Rutland

England

39,000
39,000
19.9%
24.2%
0.9%

55,268,000
56,705,000
21.3%
17.9%
13.6%

Deprivation
The level of deprivation in an area can be used to identify those communities who
may be in the greatest need of services. The maps and charts below show the Index
of Multiple Deprivation 2015 (IMD 2015).
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The first of the two maps shows differences in deprivation in Rutland based on
national comparisons, using national quintiles (fifths) of IMD 2015, shown by lower
super output area. The darkest coloured areas are some of the most deprived
neighbourhoods in England. The second map shows the differences in deprivation
based on local quintiles (fifths) of IMD 2015 for Rutland.
The figure below shows the percentage of the population who live in areas at each
level of deprivation.
Figure 4-23 Levels of deprivation in Rutland

Lines represent electoral wards (2017). Quintiles shown for 2011 based lower super
output areas (LSOAs).
Health inequalities – life expectancy
The slope index of inequality for Rutland is not calculated in the 2018 health profile,
due to the unreliability of the life expectancy value for one or more deprivation deciles
in the area. However, the average life expectancy in Rutland is 84.7 years for women
and 81 years for men compared to the average for England of 82.8 years for women
and 79.1 years for men.
Trends over time – under 75 mortality
The figure below provides a comparison of the trends in death rates in people under
75 between Rutland and England. For deaths from all causes, they also show the
trends in the most deprived and least deprived local quintiles (fifths) of Rutland.
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Figure 4-24 Rutland comparison of death rates for under 75s

In 2014-16, the under 75 mortality rate for all causes in Rutland was better than the
national average for both men and women. In 2015, the under 75 mortality rate for
heart disease and stroke, and the under 75 mortality rate for cancer was also better
than the national average.
Life expectancy in good health
Figure 4-25 Life expectancy and healthy life expectancy in Rutland
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The above demonstrates that life expectancy has shown a gradual improvement:
•

On average men in Rutland can expect to live 82.1 years and women, 85.4
years. On average, men and women in Rutland live 2.6 years and 2.3 years
more than the England average

•

Men and women can expect around 69/70 years to be spent in ‘good health’,
5/6 years higher when compared with England.

Figure 4-26 Healthy life expectancy at birth for Rutland men 2009-13
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Figure 4-27 Healthy life expectancy at birth for Rutland women 2009-13

•

Across Rutland, men and women live between 67 and 73 years in good
health.

•

Worst years of good health in Langham, Ketton and Ryhall area.

•

Best years of good health in Oakham and Uppingham area.

Changes in cause of death
The main changes in cause of death in Rutland are shown in the figure below.
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Figure 4-28 Changes in causes of death in Rutland and England

The above shows a reduction in proportion of deaths in Rutland from 2008 to 2016 in
respect of:
•

Cardiovascular diseases (32.9% to 26.2%).

However, there has been an increase in respect of:
•

Mental and behavioral disorders (4.0% to 10.6%).

Despite fluctuations, respiratory deaths and cancer deaths have remained reasonably
static between 2008 and 2016.
Prevalence of long term conditions
The figure below shows the projected numbers, in Rutland, of over 65s with long term
conditions up to 2035. Numbers are based on current prevalence applied to projected
populations.
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Figure 4-29 Forecast prevalence of long term conditions in over 65s in Rutland

The above demonstrates a projected increase in the number of people with the
following conditions between 2017 and 2035 in Rutland:
•

Dementia (78.8%)

•

Stroke (47.5%)

•

Bronchitis and emphysema (42.9%).

•

Heart attack (44.8%).

•

Depression (41.6%).

•

Diabetes (41.1%).

•

Obesity (34.2%).

Health summary for Rutland
The figure below shows how the health of people in Rutland compares with the rest of
England. Rutland’s value for each indicator is shown as a circle. The England
average is shown by the red line, which is always at the centre of the chart. The
range of results for all local areas in England is shown as a grey bar. A red circle
means that Rutland is significantly worse than England for that indicator. A green
circle may still indicate an important public health problem.
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Figure 4-30 Rutland health summary

Rutland performs well with 18 indicators performing significantly better than the
England average. There is 1 indicator where Rutland performs significantly worse
compared to England:
•

Killed and seriously injured on roads.

Conclusions for Rutland
Rutland health in summary
The health of people in Rutland is generally better than the England average. Rutland
is one of the 20% least deprived districts/unitary authorities in England. However,
about 7% (400) of children live in low income families. Life expectancy for both men
and women is higher than the England average. Rutland has a significantly lower
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proportion of ethnic minorities in its population, 0.9% compared to the average for
England of 13.6%.
Rutland child health
In Year 6, 11.3% (38) of children are classified as obese, better than the average for
England.
Levels of teenage pregnancy, GCSE attainment and breastfeeding initiation are
better than the England average.
Rutland adult health
The rate of alcohol-related harm hospital stays is 444, better than the average for
England. This represents 177 stays per year.
The rate of self-harm hospital stays is 103, better than the average for England. This
represents 37 stays per year.
Estimated levels of adult smoking and smoking in routine and manual occupations
are better than the England average.
The rate of people killed and seriously injured on roads is worse than average.
Rates of sexually transmitted infections and TB are better than average.
Rates of violent crime, early deaths from cardiovascular diseases, early deaths from
cancer and the percentage of people in employment are better than average.
4.5

Joint Strategic Needs Assessment (JSNA) Leicester, Leicestershire and
Rutland
A Joint Strategic Needs Assessment (JSNA) is a statutory requirement (Health and
Social Care Act 2012) placed upon the Directors of Public Health, Adult and
Children’s Services in all local authorities to guide the commissioning of local heath,
wellbeing and social care services.
The JSNA provides a systematic method for reviewing the short and long term health
and wellbeing needs of a local population. This JSNA is an important starting point for
strategy development and commissioning decisions.
UHL predominantly provides services for the populations of Leicester, Leicestershire
and Rutland. Each has a JSNA to address the needs of the population and future
demographic changes. The last JSNA for each was published in 2015, so the
comments below are based on the 2015 JSNAs. The JSNAs are currently in the
process of being updated but were not published in time to be reflected in this PCBC.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 114

CURRENT SERVICE CONFIGURATION AND DEMOGRAPHICS

As people grow older, there is a higher prevalence of long term illness and disability.
The number of people living with long term conditions will grow as a population ages.
Furthermore, many people will have multiple conditions, meaning their care needs
are more complex.
4.5.1 Life expectancy and disease prevalence
Prevention of illness and disease has the potential to lead to longer, healthier lives for
local people and have a substantial impact on the future need and demand for social
care and health services.
The development of ill health and disease within a population is complex and is
influenced by a range of factors including:

Behavioural and
lifestyle factors

Wider determinants
of health

The effectiveness of
health interventions

•This includes factors
such as the level of
physical activity,
eating and smoking
habits, as well as
social isolation and
frailty; all of which we
know have an impact
on health outcomes

•This will include
income, the
economy, housing,
educational
attainment, transport,
recreation, air quality,
regulations regarding
food, alcohol and
tobacco, and
environment, all of
which help shape
behaviours and
lifestyle

•Diagnosing, treaeting
and managing
conditions such as
cardiovascular
disease, Chronic
Obstructive
Pulmonary Disorder,
diabetes, cancer or
mental health also
have a bearing on the
overall health of the
local population

4.5.2 Life expectancy
The average life expectancy for a woman in England is 82.8 years and for a man it is
79.1 years. The picture is mixed in LLR; in Rutland, women and men are living longer
than the England average, surviving for 84.7 years and 81 years, respectively.
However, in Leicester, life expectancy is lower than the England average at 81.9
years for women and 77.3 years for men. Furthermore, across Leicester there is a
significant variation of eight years between the area with the best life expectancy and
that with the worst.
Premature mortality in our area is primarily caused by cardiovascular disease,
respiratory diseases, cancer and liver disease. Improvements in the early detection
and management of these diseases can improve the outcomes.
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4.5.3 Population health
Life expectancy is of course not the only measure of good public health. It is also
important to look at whether the population is living in good health. In Leicester, it is
estimated that on average nearly 19 years of a resident’s life are not lived in good
health. The figures for Leicestershire and Rutland are 17 and 11 years, respectively.
Although average life expectancy for women is longer, women experience, on
average, more years of poor health. In Leicester it is estimated that women on
average live in poor health for 24 years, while in Leicestershire the estimate is 18
years and 15 years in Rutland.
These statistics are the result of a complex interplay of many factors. One of these is
the effectiveness of health interventions. In LLR, we know we have some gaps in
what we do to prevent avoidable illness and there is more we can do to improve
health outcomes for local people.
For example, there is a considerable difference in the level of service across LLR. In
Leicester, 43.8% of diabetes patients have all three of the National Institute for Health
and Care Excellence (NICE) recommended treatment targets, compared to 41.9% of
patients in East Leicestershire and Rutland. In West Leicestershire, 66.4% of people
with a long term condition feel supported to manage their condition, while in Leicester
the rates are lower at 58.5%.
4.5.4 Impact of multi-morbidity
Multi-morbidity is also a driving factor in the increased demands noted within our
system. Across LLR, the demand for elective and non-elective hospital care is driven
largely by the number of conditions a person suffers from, rather than just age. We
know for example, that in Leicester City particularly, emergency activity increases
significantly as the number of co-morbidities rises. We see the effects of this rising
demand in NHS RightCare analysis for all three CCGs but it is particularly
pronounced in the Leicester City data as shown below:
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Figure 4-31 Unplanned hospitalisation for chronic ambulatory care sensitive conditions

These high levels of admissions for ambulatory case sensitive conditions exhibit the
over-reliance on emergency and urgent care across the system and demonstrate
inconsistent delivery due to the lack of skills and confidence to maintain the target
patient cohorts in the community.
4.6

Overall conclusion in respect of LLR
Overall, the population of LLR in recent decades has seen an improvement in life
expectancy and a reduction in mortality rates for the most prevalent conditions, such
as cancer and cardiovascular diseases. However, given the growing and rapidly
ageing and multi-morbid population, the outlook is for an increase rather than
decrease in pressure on the health and social care system. In addition, health
outcomes in LLR vary greatly owing to the large disparities in income and deprivation
levels across the counties.
From a health need perspective there is a marked variation in life expectancy across
LLR with the main factors contributing to mortality being cardiovascular disease
(CVD) and respiratory. Any plans for service improvement must respond to these
challenges and make a significant contribution towards better outcomes.
In view of the above trends, the BCTP looks to develop a future Model of Care that
addresses the changing nature of demand while maintaining accessibility of services
for the LLR’s entire population; this is particularly true for the configuration of our
acute hospitals which aims by ‘working together, to provide individuals with
better care, in the most appropriate setting, in a financially sustainable way’.
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5
5.1

The case for change
Introduction
This section considers why the configuration of acute and maternity services needs to
change for the people of LLR and sets out why the status quo is not an option. It
highlights the need for ‘working together to provide individuals with better care,
in the most appropriate setting, in a financially sustainable way’.

5.2

Demand for acute services

5.2.1 Non-elective care
The long-standing challenges in providing consistently high quality emergency and
urgent care services are well documented. With levels of demand on hospital
services well in excess of demographic need, patients often wait longer than the
national 4 hour wait standard in LRI’s Emergency Department (ED), are admitted
more frequently than in other comparable health systems and then stay in local acute
and community hospitals longer than is needed to complete the treatment required.
Increased pressure on non-elective services often leads to cancellations of UHL’s
elective services, leading to poor patient experience and inefficiency within the
services.
During 2017/18, the system saw small decreases in ED attendances following the
introduction of an integrated model of urgent care in the community including clinical
navigation and work with multi-morbid patients. However, during 2019/20
attendances have subsequently begun to rise again in all cohorts of patients.
Home First’ should remain the driving principle, and we are progressing plans to
strengthen home based support for those patients who can go home with the right
support. However, there are some patients who need a little bit more and for whom a
bed is the only option. We are working on improving discharge support pathways and
the model of bed based care in the community including reablement beds and
community hospital beds.
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Figure 5-1 Attendances at UHL ED and UCC
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However, UHL’s emergency admissions, particularly in medicine at the LRI and
respiratory/cardiology the GH, have been increasing year on year as shown in the
figure below.
Figure 5-2 UHL Emergency admissions
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Projection of current trends shows that demand is expected to rise over the course of
the next few years.
Once patients are admitted, there is often a delay in discharge. This applies
particularly to the group of patients who are predominantly frail with multiple comorbidities and require a comprehensive wrap around package (out of hospital) that
cannot always be provided by the wider system in its current form. Consequently,
patients are sometimes stranded in the acute setting, vulnerable to infections, falls,
increased confusion and decompensation.
In July 2017, an audit of 1,116 beds across UHL sites showed that 31.5% of the
patients could be cared for in a different setting. Whilst ‘Home First’ should
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absolutely remain the driving principle, the fact is that for some patients, who need
that little bit more, their only option currently is to remain in an acute bed.
Whilst significant effort has been made both across UHL, LPT and LLR partners to
respond to these findings and earlier reports (including improved discharge planning,
board rounds etc.), there is still much work to do particularly in respect of patients
with multiple long term conditions. If nothing is done, our analysis predicts a shortfall
in acute beds of 300 by 2023/24.
Detailed work has been undertaken over the past few years to define the future
number of beds required within LLR’s acute hospitals. The original vision to move
acute services away from LGH in 2015 was accompanied with a reduction of
approximately 400 beds.
By the time the 2016 STP was submitted in November 2016, this position had been
reviewed in light of feedback from clinicians and a review of the STP work
programme to assess the potential impact of key workstreams and their likely impact
on the number of acute beds required. Following more detailed modelling and more
granular work in the BCTP and more recently the LTP it is now proposed to increase
bed numbers from the current 2,033 to 2,172 by the end of the Programme, an
overall increase of 139 beds.
5.2.2 Elective care
The demand for acute elective care services has also risen over the previous few
years. Analysis of more recent activity shows this trend to have stabilised as a result
of clinical interventions, such as referral management, put into place through the LLR
planned care programme. This is demonstrated in the figure below.
Figure 5-3 UHL elective admissions
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Figure 5-4 UHL outpatient attendances
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However, it is widely recognised that a significant amount of outpatient elective
activity does not need to take place within an acute setting and could be delivered
within community hospitals or General Practice. For example, a recent audit of
ophthalmology services showed that approximately 27% of elective activity did not
have to be delivered on an acute site but could be delivered elsewhere in the
community.
Equally, we know that elective activity which must be delivered on an acute site
should be separated from non-elective activity in order to reduce disruption to
planned care activity as a result of emergency pressures. By separating non-elective
and planned care services as proposed in this PCBC, it will mean patients who attend
our hospitals for planned operations, such as hernia repairs, gall bladder surgery and
hip replacements, won’t have their care affected by the need to prioritise seriously ill
or injured emergency patients. The plans will reduce patient inconvenience, increase
patient and staff satisfaction and maximise productivity for UHL.
It is also acknowledged that the demand for elective care could be better managed.
Analysis of the Getting It Right First Time (GIRFT) data at service level evidences
this. As an example, the GIRFT data shows that UHL is below the recommended
benchmark for the percentage of ureteroscopies and urethrotomies delivered as a
day case. Likewise, UHL’s follow up to first attendance ratio within urology is above
the recommended benchmark. UHL will address such variations through
implementation of the proposals set out in this PCBC.
The BCTP and LTP activities proposed to address the demand for elective and nonelective care as well as increasing flow and discharge are covered in more detail in
Sections 7.2 and 7.3.
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5.3

Demand for maternity services
The maternity facilities at UHL were designed to cater for approximately 8,500
deliveries per year, but the number of births now totals approximately 9,889 per year.
However, while the pressure on LLR is already high, demand for maternity and
children’s services is expected to increase even further.
In the next 25 years, the population is predicted to grow as follows:
•

5.1% increase in children aged 0-4 years (64,600 people to 67,900).

•

13.8% increase in children and young people aged 0-24 years (346,000
people to 373,900).

•

6.4% increase in the number of women in their reproductive years, aged 1544 years (208,100 to 221,500).

In addition to the increasing number of births, it is also anticipated demand will be
driven by more complex births and the additional challenges posed by high levels of
deprivation, among other factors.
5.4

Service performance and challenges to be addressed
UHL evidences some excellent quality of care and patient safety. For example GH is
nationally renowned for the quality of its specialist ECMO services as well as
specialist cardiac, respiratory and vascular services whilst LRI is a regional centre of
excellence for specialised services such as intestinal failure and paediatric surgery.
However, UHL recognise that improvement is needed to attain the highest possible
standards of care across all of its services.

5.4.1 Performance against national standards
Performance of acute services
UHL has struggled to achieve the 4 hour standard for patients treated in the ED for a
number of years. In 2018/19, only 77% of UHL’s patients were seen and treated
within 4 hours in our Emergency Department compared to the national standard of
95%. UHL’s performance against the RTT target of 18 weeks also fell short of the
national target at 85.1% versus a target of 92%. UHL also failed to meet six out of the
eight national cancer standards. A summary of UHL’s performance against national
standards is shown in the figure below.
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Figure 5-5 UHL performance against national standards

Likewise, UHL has had to cancel a high number of elective operations during recent
years, largely as a result of emergency pressures. Over the last five quarters, UHL
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has ranked between 10th and 12th compared to its peer group of 18 similar acute
trusts on the percentage of cancellations.
The plans presented through this PCBC include separating UHL’s elective and nonelective care, which evidence suggests improves service reliability and reduces
disruption to patient care. This will also enable UHL to improve flow across
emergency and elective care, improving performance against key national standards
such as the 4 hour wait. The reasons for delays and cancellations today fall broadly
into two categories. The first is that in some of UHL’s services, demand is rising
inexorably every year, faster than the Trust’s ability to deal with it. The second is the
impact of emergency pressures on non-emergency care services. There are times
when the number of emergency admissions overflows the emergency beds into beds
set aside for non-emergencies; the result is that patient appointments are cancelled,
often at short notice. Similarly there are times when the operating theatres or
intensive care units are full of emergency patients, again resulting in cancellations of
non-emergency admissions.
Similarly, consolidating UHL’s services onto two sites will result in greater
specialisation and seven day senior cover, both essential to improving the standards
of care patients receive.
Performance of maternity services
The clinical complexity of maternity care is influenced by a range of clinical factors
noted in various parts of LLR:
•

Complex health needs across the Local Maternity System with pockets of high
level of need focused in the city.

•

High rates of low birth weight babies.

•

High rates of infant mortality which may be linked to the population profile.

•

High rates of teenage pregnancy.

•

Projected increase in number of complex births.

•

Leicester City being one of the 20% most deprived areas in England.

•

High proportion of the population from BME groups and mothers whose first
language is not English.

These complexities influence outcomes across Maternity care, often negatively, as
noted in analysis of NHS RightCare data for LLR, as shown in the figure below.
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Figure 5-6 Maternity and early year’s pathway

Although outcomes in our early years pathway are promising across the three local
CCG areas, the trends for maternity show that there is considerable room for
improvement in LLR.
One of the key drivers of reconfiguration of the maternity Model of Care is to enable
these clinical factors to be managed in the most effective way possible. For example,
increasing the presence of consultant obstetricians on delivery suites has been
shown to reduce caesarean section rates and complications of deliveries. UHL
struggle to deliver this on the current multiple site Model of Care but this would be
sustainable if UHL were to move to a reconfigured Model of Care.
With continuous oversight and scrutiny from our LLR Local Maternity and Neonatal
System over the current Maternity Transformation Programme (Better Births) we
have seen significant work undertaken locally in relation to improving and maintaining
quality to ensure a safe and sustainable maternity service. This has resulted in
investment in midwifery, neonatal and obstetric services. However, services still face
demographic challenges, especially in Leicester City, in relation to the capacity of
services to cope with increasing complexity. The current split-site working has caused
difficulties for both neonatal and obstetric services and we know that this is
unsustainable.
The maternity facilities in UHL were designed to cater for approximately 8,500
deliveries per year but deliveries now total approximately 9,895 (revised 2019). The
Health community agreed in 2010, through the Next Stage Review, that the solution
would be to have a single site maternity and neonatal service based at the LRI site,
with the option of community birthing facilities. However, due to financial constraints
at the time, an interim solution was adopted. The interim solution has been successful
at maintaining the current provision, but progression to the single site option is
imperative to sustain the safety of maternity services.
Following the recognition of a number of issues facing the service, in 2012/13 LLR
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CCGs commissioned an independent review.
The report identified four key priority recommendations:
•

A review of maternity services across LLR.

•

Revisiting plans for a new single site maternity and new-born hospital.

•

Reviewing obstetric, neonatal and midwifery capacity.

•

Improving training and support for midwives and the obstetrics and neonatal
teams.

These recommendations were all taken into account when developing the BCT
programme and subsequently developed into the STP which will now feed into the
Integrated Care System (ICS). We are currently working to meet our ambition to
provide high quality, safe and easily accessible maternity and neonatal services,
based on best practice. These services will offer a range of options for women across
the whole pathway and will be supported by the appropriate infrastructure across
primary and secondary care. There will also be sufficient capacity to care for babies
requiring all levels of neonatal care from LLR and the surrounding neonatal network,
whilst consolidating and further developing transitional care and outreach services to
avoid unnecessary admissions and maternal/neonatal separations, as well as
facilitating early discharge when appropriate. For this to be delivered, the midwifery,
medical and nursing workforce needs to be developed across both maternity and
neonatal services to ensure that adequate staff numbers and skill mix are available at
all times.
With the recent announcement that UHL will receive £450m capital funding we now
have the opportunity to design services that we feel will achieve the best patient
outcomes, modernise facilities and make services more efficient.
The facilities provided for expectant mothers require modernisation to provide a better
experience. At present, maternity services are spread across units at LRI, LGH and
St. Mary’s Birth Centre and it is challenging to maintain adequate staffing over these
sites.
It is recognised that many women may prefer to choose to have their baby in a
community based standalone MLU which provides access for more women across
LLR.
The current standalone MLU is based at St. Marys Hospital in Melton Mowbray. Due
to its locality, this unit is not accessible for the majority of women in LLR and is
underutilised, with an average of 141 deliveries per year (this is an average of 3 births
per week). We believe this underutilisation is also due to concerns regarding
proximity to emergency care and acute support, making the service no longer viable.
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As part of our consultation and engagement plan we will be looking at putting forward
options which will maximise safety and minimise the need for women to be
transferred between one hospital site to another. However, it is recognised that many
women may want to have their baby in a standalone midwife led birth centre and this
should be situated to provide the best equity of access for all women living in LLR
and in recognition of this preference there is the offer to look at providing a
standalone MLU at LGH which, due to its central locality, would increase the number
of birth options available to LLR women and families.
Recognising the priorities of sustainability, quality and safety, the proposals subject to
consultation will look to creating a new Maternity Hospital at LRI which will offer a
range of services which extend choice, and offer safe quality care in a safe
environment. This will include:
•

Screening.

•

Antenatal care for women with complications including fetal maternal
medicine.

•

A range of birth options in different environments, including a midwife-led birth
centre for low risk women and a high risk and intermediate level delivery
suites for women with complications.

•

A separate pathway for women having elective caesarean section or induction
of labour.

•

There will be access to HDU/ITU facilities and expertise in neonatal care.

These will all be delivered from the LRI, situated next to the neonatal,
pharmaceutical, blood bank, E & D and adult intensive care units, which are both vital
adjacencies in case of emergencies, along with many other important clinical
services.
We will continue to engage with our service users through multiple forums including
our Maternity Voice Partnership (MVP) in the in the development and design of the
future services.
5.4.2 Clinical challenges
Acute services
There is a widely recognised and well articulated need to consolidate acute services
in Leicester, which are currently spread too thinly across three hospital sites. The
current configuration is suboptimal, and creates clinical challenges which are felt
across most specialties; which can only be resolved once the Reconfiguration
Programme is complete. These fall into a number of categories including quality and
Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 127

THE CASE FOR CHANGE

safety; workforce sustainability; efficiency and effectiveness, and demand and
capacity / flow.
Challenges faced by specialties
All specialties within UHL will be impacted by the Reconfiguration Programme. Some
are not part of this PCBC, for example, cardiology is located at GH, and will remain at
GH, but will benefit from an improved adjacency with renal services when renal
moves by improving clinical access to a tertiary opinion. The specialties which will
specifically impacted by reconfiguration, and require consultation, are those that will
be moving from LGH to GH and LRI e.g. gynaecology, maternity, Level 2 ICU,
urology, renal and orthopaedics; and services moving into the Treatment Centre from
any of the sites – e.g. ophthalmology. Examples of the challenges felt by specialties
include:
•

Emergency and elective flow: Many elective specialities are not protected
from the ongoing emergency pressures faced by UHL. This is widely
recognised in the ‘Next Steps to Better Care in LLR’ planned care workstream
which gives recognition to the fact that planned care is affected by the
challenges due to increased demand and cancellations in elective care due to
emergency pressures in UHL’s acute hospitals. Pressures on the emergency
medical bed base has persistently led to the cancellation of planned elective
inpatient and day case procedures in Ear Nose and Throat (ENT), Plastic
Surgery, Gastroenterology, and General Surgery.

•

Demand and capacity: There is an imbalance between demand and capacity
across the system. As a result a key area of focus for the LLR planned care
programme is demand management. The aim is to reduce demand, over the
next 3 years, in GP initiated new outpatient and referral activity by 20% (over
31 specialities) through increased use of the Pathway and Referral
Implementation System (PRISM), Advice and Guidance, Musculoskeletal
(MSK) triage, MSK Physio, Low Value Treatment Policies and the
development of Referral Support Services to manage referrals and ensure
care is delivered in primary care where clinically appropriate. This links to the
development of the seven community hospitals across LLR and the
requirement to deliver more care out of primary care practices as described in
the 5YFV. Planned care pathways will be redesigned so that some outpatient
appointments, diagnostic tests and day case procedures can be carried out in
community hospitals and other facilities in primary care. This will reduce
unnecessary stays, outpatient appointments and follow ups in UHL.
For 2019/20 year to date the three areas have produced the following results:
o

MSK: 15,000 GP referrals (on ave 2500 per month) - approximately
8% have been deflected to non-Secondary care.
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o

Dermatology: 4500 GP referrals (on ave 750 per month) –
approximately19% deflected on to non-secondary care

o

ENT: 4500 GP referrals (on ave 750 per month) - approximately 18%
deflected on to non-secondary care.

The current demand and capacity gap within UHL manifests itself in many
ways including insufficient access to dedicated theatre lists, High Dependency
Unit (HDU) beds and a shortfall of diagnostic capacity within specialities such
as ENT, Gastroenterology, Gynaecology and General Surgery which results in
challenges to delivering the cancer targets, as well as the ability to reduce and
sustain lower levels of RTT backlogs. A further aim of the BCT programme is
therefore to prevent and detect cancers early and support patients through
treatment and into survivorship, as well as reduce waiting times for cancer
treatment. As a consequence solutions that will not only meet the NHS
standards for cancer treatment, but will also prevent disease, detect it earlier
and support patients living with and beyond cancer. The BCT programme is
working towards implementing the recommendations from Achieving World
Class Cancer Outcomes Strategy 2015/20. A number of themes include:
o

Prevention: The system will develop and continue to run programmes,
such as screening initiatives, to prevent cancers and reduce the risk
factors such as smoking and obesity through activities to raise
awareness.

o

Improve the early detection of cancers: This will feature the need to
raise the profile of symptoms, improve diagnostic tests and pathways,
(such as the offer of a Faecal Immunochemical Test (FIT) test as a
tool within the bowel cancer pathway), and work towards the national
optimal lung cancer pathway.

o

Developing a package to support people living with and beyond
cancer: Working with Macmillan Cancer Support, Cancer Research
UK and the East Midlands Cancer Alliance, the CCGs will work with
UHL and primary care to provide a local offer for patients accessing a
seamless recovery package.

o

Review and redesign pathways: Partners will work to meet the 2020
requirement that all patients should have access to high-quality and
timely services working with our local Cancer Alliance.

o

Remotely monitor patients: This will focus on the continued focus on
checks for patients who have had prostate and thyroid cancer for
whom care has been moved into the community with hospital support
and look to develop other tumour groups which can be monitored
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remotely.
o

Strengthening the process for cancer two-week referrals: Ensuring
the utilisation of PRISM, for all urgent, suspected cancer two-week
wait referrals and review the design of the 2WW forms so that they
contain the relevant information required by UHL.

o

Ensuring a regional approach to delivering high quality cancer
care: Across specialities the work of the East Midlands Cancer
Alliance will be mirrored and endorsed.

Particular challenges are faced by neonatology in terms of Cot occupancy
(Neonatal Intensive Care Unit (NICU) and Special Care Baby Unit (SCBU)
combined) in Leicester exceeded 100% between the months of January and
May 2018. This is compared to occupancy across the East Midlands
Operational Delivery Neonatal Network of 73-83% over the same period. This
demonstrates that flow across the East Midlands Operational Delivery
Neonatal Network is not working as effectively as it could and that the
neonatal service has insufficient capacity.
Successful implementation of demand management will lead to a
corresponding reduction in follow up activity. From an outpatient perspective
Dermatology, ENT and Ophthalmology are services where patient demand
exceeds substantive capacity and as a result additional waiting list initiatives
are required to manage the gap. In Ophthalmology for example the demand
for services significantly exceeds capacity and the service requires a further
40 clinics a week to meet current demand and reduce reported risk to patients
awaiting follow up. Despite the current pressure on the service with demand
out stripping available capacity the service performance metrics continue to
improve month on month.
From a clinical support service perspective there is an increased focus on
earlier diagnosis, management planning and treatment including earlier
discharge. This coupled with increasing expectations from users for greater
access to Pathology and the range of imaging services in order to make
quicker diagnosis across elective care, cancer services and emergency care
is putting increasing pressure on diagnostic facilities.
•

Discharge capability: Unnecessary delay in discharging older patients (those
aged 65 and over) from hospital is a known and long-standing issue. For older
people in particular, longer stays in hospital can lead to worse health
outcomes and can increase their long-term care needs. Older people can
quickly lose mobility and the ability to do everyday tasks such as bathing and
dressing. On a typical day in Leicester, there will be around 40-60 people
aged 65+ admitted to the acute medical units at LRI or LGH, of whom at 12-20
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will be frail and 11-18 of whom will be admitted to a base ward, with a mean
length of stay of nine days. With demand outstripping resources this is
reflected in growing delays in discharging patients.
•

Care over multiple sites: Many of UHL’s clinical specialities deliver services
across multiple sites giving rise to a number of workforce challenges. The
ability to staff wards is becoming more difficult, against a backdrop of national
shortages of nursing staff in some specialities, meaning staff being moved
between sites in order to avoid care being compromised. For some
specialities this has a further impact on higher than average sickness absence
rates. The workforce issues impacting clinical service delivery are
compounded by the fact that consultant on call rotas are in services such as
maternity and gastroenterology being unsustainable in the longer term.
Clinical safety issues potentially could arise as a consequence of multiple site
provision as seen in neonatal services where service reviews over time have
highlighted that there remains a significant risk that a baby will come to harm
should consultant presence be required simultaneously on both units (LRI and
LGH). This risk is compounded by significant rota gaps in the junior doctor
rotas, highlighted by both the East Midlands Operational Delivery Neonatal
network and the Care Quality Commission (CQC).
Inefficiencies are also reported in specialities such as Gynaecology as a
consequence of split site working. Geography adds further to these clinical
challenges. Currently there is an inefficient configuration of Gynaecology
services e.g. day case activity is undertaken in main theatres, geographically
separated from the ward base. There is also a conflict between Gynaecology
emergency theatre use and the elective Obstetric pathway.
In addition, the general surgical take is presently split across LRI and LGH on
an approximate 60% and 40% split which results in inefficiency and delay in
patient treatment times across the two sites, particularly those patients who
are required to be transferred from LRI to LGH for review and treatment.

•

Lack of consistent and sustainable ICU capacity and associated HDU
support services across UHL: This results in cancellations of elective
procedures on a frequent basis which offers a poor patient experience and
could impact clinical outcomes. There is a recognised move towards using
critical care beds at an earlier stage in a patient’s treatment to optimise clinical
outcomes. On an international level the UK has a low number of ICU beds
compared to its population, and within the UK, UHL has a lower than average
per capita provision of ICU beds. An interim solution has been implemented to
move Level 3 ICU services from LGH. In the short term measures have been
put into place to stabilise and transfer patients requiring Level 3 ICU to LRI or
GH. Given the increase in case mix complexity for those services remaining at
LGH, these interim measures are not sustainable over a prolonged period of
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time and will give rise to safety factors of concern for elective Gynaecology,
Urology and Neonatology if the current configuration on two sites is sustained
and Level 3 intensive care withdrawn from LGH for any significant period of
time.
•

Streamlined pathways: Current configuration of space and colocations of
services limits the ability to develop one stop services in specialities such as
Gastroenterology and Urology therefore patients require unnecessary multiple
appointments. Lack of ambulatory facilities adds to current bed pressures as
patients are often admitted rather than being treated in an ambulatory care
setting. Ambulatory services cannot currently be provided in specialities such
as Gastroenterology, General Surgery and Hepatobiliary. An example where
reconfiguration will create the potential for patients to be diagnosed, a
management plan agreed and treatment commenced, is the future for the
provision of hot jaundice clinics.

•

Increasing complexity of case mix: With increasing multi morbidity
outpatients are becoming more complex which impacts on productivity.
Endoscopy services are seeing more complex endoscopy procedures (EDM
video capture) and Endoscopic Mucosal Resection (EMR)) which take up
more units on a list.
Frail older people comprise 30% of all Emergency Department attendees, but
75% will be admitted to an Acute Medical Unit (AMU) or Emergency Decisions
Unit (EDU). Of those aged 70+ on the AMU, 30% will be frail, representing
10% of all medical admissions. 90% of frail older people will be admitted to a
base ward from the AMU. Frail older people have the longest length of stay,
the highest rate of inpatient complications and subsequent readmissions.
The period from December 2017 to March 2018 saw unprecedented pressure
on the LLR system. This pressure was noted in every part of the health and
social care economy, from primary care to social care to secondary and
community care, with services stretched and staff fatigued across the system.
Analysis of UHL data suggests that the issue was not the volume of patients
(attendances and admissions have increased in February 2018 and March
2018 but not by a significant amount) but the acuity of the patients being
seen. The case-mix noted, particularly through the Emergency Floor and the
Admission Units, was largely frail, multi morbid patients over the age of 70.
It was estimated that 80% of beds within UHL were occupied by patients who
were over 70, with specific frailty markers, incirca multi-morbidity. We have
also seen increasing numbers and proportion of outpatient appointments for
patients over the age of 75.
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•

Achieving quality standards, GIRFT and accreditation requirements:
Within the planned care work programme we have used data and support
from the Menu of Opportunities (MoO) and Right Care. In 2017/18 three Right
Care priority areas focused upon Gastroenterology, Circulation and
Cardiology. Further Right Care opportunities are being reviewed in 2018/19
for Neurology (Chronic Pain, Parkinson’s disease, Epilepsy and Multiple
Sclerosis) and Genitourinary Medicine. UHL’s productivity improvement
programme is underpinned and informed by the GIRFT programme and the
Model Hospital tool as well as the recommendations from the Carter Report,
the Weighted Activity Unit (WAU), Patient-Level Information and Costing
Systems (PLICS).
UHL has been in receipt of a number of Peer Review, Accreditation, CQC and
other inspectorate visits. A number of findings impact on current service
quality and delivery. The Endoscopy services provided at LGH do not comply
with Joint Advisory Group (JAG) accreditation standards. UHL is only one of
two centres rolling out a full bowel screening service and are an exemplar site
for this Endoscopy growing significantly with projected growth of 50% in the
next three years therefore future accreditation will be required as a
consequence of reconfiguration. Many of our specialities (for example
Gynaecology, Urology, General Surgery and Paediatric Surgery) do not
achieve compliance with British Association of Day Surgery (BADS)
guidelines resulting in day case activity currently undertaken through the
inpatient bed base. The establishment of a true day case (23 hour stay) ward
would release up to 20 patient beds.

•

•

GIRFT makes many recommendations for improvement in a number of
specialities that will be addressed through reconfiguration. A few examples
are:
o

Improvements to Urology secondary care pathways for patients with
urinary tract stones in order to reduce average length of stay through
provision of enhanced recovery and increased use of day case
pathways.

o

The need to increase the provision of Urological Investigations Units
(UIUs), providing a dedicated resource for urological outpatient care.

o

The need to ensure that neonatal staffing guidelines are not breeched
in Paediatric surgery.

Privacy and dignity: The current configuration of inpatient Gynaecology
services at LRI means that patients coming in for a Termination Of Pregnancy
(TOP) are treated in an area immediately adjacent to Obstetrics, which can be
difficult to manage. The current configuration of many existing wards provide
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insufficient side rooms such as in General Surgery where the single rooms are
used to isolate patients either for infection prevention reasons (both
transmission of and/or exposure to infections) or for privacy and dignity
reasons, particularly in the case of the dying patient.
Impact of frailty and multi-morbidity
Across LLR, CCGs have begun to use the Johns Hopkins Adjusted Clinical (ACG®)
System to improve understanding of cohorts of population, to better understand the
factors that drive activity and cost and create risk and to identify the cohorts of the
population where holistic care could improve the patients’ overall outcomes.
Local data for our three CCGs in the BCTP demonstrates how our understanding of
healthcare resource has evolved using the ACG system. As an example, the figure
below shows the relationship between the number of chronic conditions within the
population of Leicester City CCG and the average cost to the health system for that
group.
Figure 5-7 Relationship between the number of chronic conditions within the population of
Leicester City CCG and the average cost to the health system

Further analysis of age and multi-morbidity in the same CCG shows the relationship
between age, multi-morbidity and healthcare usage as shown in the figure below.
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Figure 5-8 Relationship between age, multi-morbidity and healthcare usage

The graph groups the age band and number of chronic conditions noted in the
Leicester City population – the analysis shows that resource usage does not increase
solely with age but that multi-morbidity is driving healthcare resource usage. Charts
for West Leicestershire and East Leicestershire and Rutland CCG show a similar
trend.
In terms of breaking this healthcare usage down further, we know that emergency
admissions for our multi-morbid population are much higher than for those with single
conditions as shown below.
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Figure 5-9 Percentage of emergency admissions by multi-morbidity

These findings are shaping thinking and commissioning decisions within LLR
including:
•

Small numbers of individuals account for a disproportionate amount of
resource use.

•

Multi-morbidity is the norm.

•

Multi-morbid patients are not distributed evenly across the population.

•

Multi-morbidity more than any other variable/factor drives high cost and high
secondary care use.

•

Multi-morbidity occurs across the whole adult population.

•

There is overlap between groups of patients who are multi-morbid, at risk of
emergency admission or frail but ….

•

…. each cohort also contains individuals who only sit in one of those
categories.

This analytical piece of work continues to be an iterative process involving leaders
across the health and social care footprint of LLR and is driving the service
transformation described in Sections 7.2 and 7.3.
5.4.3 Workforce challenges
Acute services
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The current UHL three site hospital configuration is suboptimal in clinical performance
terms, which has a direct impact on patient outcomes and experience. This results in
duplication and sometimes triplication of services, which is inefficient. Clinical
resources are therefore spread too thinly making services operationally unstable.
Many elective (planned) and outpatient services currently run alongside emergency
services and as a result when emergency pressures increase, it is elective patients
who suffer delays and last minute cancellations. By focusing resources on two acute
sites, outcomes for patients can be improved through increased consultant presence
and earlier regular senior clinical decision-making.
Simply hiring more staff is not a feasible solution. Locally and nationally, there is a
shortage of key workforce groups, such as GPs, nurses and midwives, emergency
medicine consultants, non-consultant anaesthetists, paediatricians, general surgeons
and obstetricians and gynaecologists. In addition to the availability of staff there is
also the question of affordability.
UHL vacancy rates average 7.5% and includes a nursing rate that ranges between
11% and 12% throughout the year. The medical vacancy rate is lower than the
national acute trust average and varies between 5% and 6% but with significant gaps
in key areas like Neonatal services. Women’s and Children’s services have the
largest number of vacancies for Junior Doctors. Premium spend is used to fill the
gaps currently and the average non-contracted pay bill is between £5 million and £6
million per month and averages around 11% of the pay bill.
There are two aspects to dealing with workforce shortages: reducing demand and
increasing capacity. The best way to address both of these aspects is to develop new
ways of working. For example, to increase the overall supply of local health and
social care, community health staff will need to take on new roles, and will need new
skills and training for that purpose. The same applies to other health professionals.
Primary and secondary care clinicians across LLR are united in the view that “no
change” is not an option.
Maternity services
Key workforce challenges relate to some significant medical and nurse staffing issues
for Maternity and Neonatal services, which is exacerbated by local services being
split across more than one site. This has been noted most recently through the
Quality Surveillance Programme Peer Review visit for Neonatal services. This review
identified a serious concern around insufficient consultant cover for the split site
model. Likewise, current recommendations state that consultant obstetricians should
be present on delivery suites for a minimum of 60 hours per week for units delivering
more than 6,000 deliveries per year. UHL currently struggles to meet this standard
and UHL faces a growing issue with neonatal staffing, in both medical and nursing.
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At present the maternity care of women is transferred from one site to the other when
capacity or staffing in either unit makes this necessary. Pressure on availability of
staff is expected to increase, particularly medical staff in neonatology and obstetrics
with a significant risk of severely compromising the safety of service on one site in
order to sustain the service on the other. This will lead to prolonged periods of limited
service on one site with women being referred to other centres or receiving suboptimal care.
From a workforce perspective the development of one major site delivering Women’s
services is a considerable benefit. Currently, maternity services are spread across
multiple sites creating staffing gaps; this results in an increased premium spend.
Rostering and out of hours cover is also unsustainable on multiple sites.
5.4.4 UHL estates challenges
In LLR we are responding to the challenge of a growing and ageing population,
increasing service user expectations and a period of continued financial austerity.
Section 3.4.4 summarises UHL’s Estate Strategy which identifies the need for
significant reconfiguration of the current estate to support the vision for the delivery of
services as articulated in the BCTP.
In addition, UHL has a significant backlog maintenance requirement of circa £77m
which will be reduced substantially to circa £33m, a reduction of 58%, through the
consolidation of services onto two sites.
The UHL Estate Strategy sets out the changes required to UHL’s buildings to
facilitate the change in the way healthcare services are delivered and how UHL is
planning the use its estate to support the Trust’s Clinical Services and
Reconfiguration Strategy and the BCTP and to provide a flexible estate to meet the
changing healthcare environment. Going forward, the estate will both be an enabler
and driver for change, supporting the delivery of UHL’s current and future clinical and
other associated Trust strategies and the BCTP.
5.4.5 Financial challenges
Current system financial position
In 2018/19 the local NHS in LLR spent circa £2.10 billion on running local health
services. This includes paying staff, running our buildings and equipment/IT, and
funding treatments and drugs. The greatest proportion of this was spent on acute
hospital services, followed by mental health, community, primary care and continuing
health care services. This is clearly a significant sum of public funding and it is also
one that increases year on year. However, in recent years the rate of growth in local
health funding has been consistently outstripped by increases in demand for services
and cost pressures in providing these.
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As noted earlier in this document, the population is growing and getting older, and
expectations are rising along with the costs of meeting them. Demographic
pressures in the form of a growing and ageing population are key, but only part of, the
challenge. Rising public expectations, changing population health needs, and a range
of cost pressures from wages, to new drugs and technologies are all creating
substantial pressure on local NHS resources.
Alongside these increases in demand and cost pressures, the level of health funding
has grown more slowly over the last eight years than in any comparable period since
the NHS was founded in 1948. To put this into context, a report by the Institute for
Fiscal Studies and The Health Foundation (May 2018) found that in the seven years
since 2009/10, per person spending on health nationally grew by 0.6%, compared
with average annual increases of 3.3% since the NHS was formed.
Set against this context it is not surprising that after a record sustained period of low
funding growth combined with continuous increases in health service demand and
cost, the NHS locally and across much of the country is under considerable financial
strain. Put simply, demands on local NHS resources are growing faster than those
available; as a result our local health and social care services are under increasing
financial pressure. This was evident locally in 2017/18 where three of our local NHS
organisations within the BCT programme overspent on their in year allocations (UHL,
ELR CCG and WL CCG).
In each of the last two years the local NHS organisations between them have
delivered actual in year savings of circa £94 million. In 2018/19 the scale of the
challenge is greater than ever, with the local NHS organisations needing to save
more than £100 million between them in order to operate within the levels of funding
allocated to them. We have plans in place to do this by focusing on cutting waste and
reducing inefficiency across a number of areas including:
•

Freeing up hospital beds by reducing delays for stages of treatment and
enabling timely discharge once patients are medically fit.

•

Procurement to reduce the cost of goods and services.

•

Minimising high cost staff spend on agency and locums.

•

Increasing productivity in operating theatres and outpatients.

•

Managing demand to make sure that patients get to the right service, first
time, thereby reducing avoidable demand.

•

Getting best value out of medicines and pharmacy.

•

Reducing unwarranted variation in clinical quality and efficiency.
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•

Making best use of estates, infrastructure and clinical support services.

These financial pressures and the ongoing requirement to make significant year on
year savings are not unique to LLR. In response to the scale of financial pressures
across the NHS, the Prime Minister set out plans in June 2018 to increase NHS
funding by £20.5 billion over the next five years. This means the NHS nationally will
receive an average 3.4% a year real terms increase (i.e. above inflation) in funding
over the next five years. This funding growth will be ‘frontloaded’, meaning the
annual rates of growth will be slightly greater in the first two years (3.6%) and then
slightly lower in the later periods. This increased funding supports the ten year long
term NHS Plan which was published in January 2019.
It is unlikely that the additional funding allocated to the LLR system will be sufficient to
cover both the costs of additional demand / cost pressures and create the financial
headroom needed to support some aspects of service transformation and introducing
new Models of Care.
The new national funding is for the NHS only and will therefore not help ease the
pressure on local authority social care budgets which are themselves under arguably
even greater financial pressure than NHS services.
Whilst the new funding is absolutely welcome, it is not going to change the ongoing
requirement for local BCT programme to work together to make difficult resource
choices and improve productivity and efficiency in the way that we provide services to
local people. Our priority will be to do this in a way that focuses on maintaining core
clinical services and safeguard quality and patient safety. Our approach is also
seeing the various local NHS organisations work more closely together than ever
through the BCT programme, in order to make sure that the overall health budget for
our area is spent and managed well. This is about making sure that we make the
best use of every ‘health pound’ in LLR in a way that is best for local patients and
taxpayers.
Forecast UHL financial position
UHL has developed a Long Term Financial Model (LTFM) based on a “do nothing”
scenario (but including the Interim Critical Care moves for which an OBC has recently
been approved by the DHSC). UHL’s Statement of Comprehensive Income has been
projected over the following 9 years as shown in the table below.
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Table 5-1 UHL Statement of Comprehensive Income
Statement of Comprehensive Net Income (no
reconfiguration)
Gross employee benefits
Other operating costs
Revenue from patient care activities
Other operating revenue
Operating surplus/(deficit)

2019/20

2020/21

2021/22

2022/23

2023/24

2024/25

2025/26

2026/27

2027/28

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

(676,683)

(703,373)

(727,130)

(753,942)

(782,239)

(820,320)

(860,508)

(902,916)

(947,669)

(381,779)

(412,515)

(415,217)

(419,066)

(425,367)

(438,757)

(454,220)

(471,907)

(492,061)

938,026

949,207

991,389

1,031,930

1,074,217

1,123,548

1,175,132

1,229,072

1,285,475

122,320

126,464

130,781

134,928

139,264

143,798

148,538

153,494

158,677

1,884

(40,217)

(20,177)

(6,149)

5,875

8,268

8,943

7,744

4,423

(7,412)

(8,764)

(10,110)

(12,010)

(12,480)

(12,916)

(13,421)

(13,857)

(14,500)

(5,528)

(48,982)

(30,287)

(18,160)

(6,605)

(4,648)

(4,479)

(6,113)

(10,077)

(5,391)

(5,617)

(3,557)

(2,660)

(2,080)

(1,878)

(1,591)

(1,419)

(1,022)

(10,919)

(54,599)

(33,844)

(20,819)

(8,684)

(6,525)

(6,069)

(7,532)

(11,099)

Investment revenue
Other gains and losses
Finance costs
Surplus/(deficit) for the financial year
Dividends payable on PDC
Net gains/(loss) on transfers by absorption
Retained surplus/(deficit)

This is based on the same underlying assumptions used in developing the LTFM including Cost Improvement Programmes (CIPs) and
cost pressures. The key assumption in delivering this position is a regular CIP of UHL’s baseline of 2.5% to 3.7% over the next 4 years
and 1.7% thereafter.
The above demonstrates that without the financial benefits from the Reconfiguration Programme UHL’s underlying deficit remains even
after planned CIPs have been delivered.
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The Key strategic Oversight Framework indices in the “do nothing” scenario are
projected to be as shown in the table below.
Table 5-2 UHL Strategic Oversight Framework metrics
Strategic Oversight Framework Metrics

2019/20

2027/28

Do nothing scenario

Score

Rating

Score

Rating

EBITDA Margin

2.4%

2

2.20%

2

I&E surplus margin

(1.0%)

2

(0.80)

2

Liquidity days

4.115

1

10.485

2

The position is assumed to improve marginally as a result of UHL’s planned
efficiencies but does not deliver an income and expenditure surplus or a positive
liquidity position.
5.5

Conclusion on the case for change
The above demonstrates why the configuration of acute and maternity services needs
to change to address:
•

The challenges presented by an increasing and increasingly elderly and multimorbid population and significant variations in life expectancy across LLR.

•

Increasing demand for non-elective care and maternity services.

•

The need to address the increasing balance between emergency and elective
care.

•

The need for improvements in clinical care to address poor service
performance against national standards at UHL.

•

The need for a more efficient use of the workforce.

•

The need for significant reconfiguration of the current UHL estate to support
the vision for the delivery of services as articulated in the BCTP.

•

The need to alleviate the structural financial deficits at UHL and in the LLR
health economy.

Overall, it also confirms the need for ‘working together to provide individuals with
better care, in the most appropriate setting, in a financially sustainable way’.
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6
6.1

Options for the future Model of Care
Introduction
This section describes the process that UHL has been through to evaluate the
various options for service configuration and place of delivery. It identifies the
objectives and benefit criteria that need to be delivered by the reconfiguration of
services, with the over-arching aim of ‘working together to provide individuals
with better care, in the most appropriate setting, in a financially sustainable
way’. It also considers the potential options to deliver the required objectives. A long
list of options is identified for initial consideration, this is then refined into a short list of
options for more detailed qualitative evaluation (benefits appraisal) and economic /
financial appraisal to identify the preferred option. The preferred option is then
explained in some detail in order to demonstrate how the proposal meets the NHS
tests for service reconfiguration. The section also sets out details of the clinical
assurance that has been sought throughout the process of developing the proposals
for the reconfiguration of acute and maternity services.
The initial options appraisal, in respect of acute services, considered options for the
main locations for the provision of services. This included, as part of the preferred
option, the provision of Women’s services in a single location at LRI. Subsequently, a
more detailed consideration was given to, and an additional options appraisal carried
out in respect of the scope of maternity services at LRI in the context of proposals for
the development and provision of maternity services in the wider community.

6.2

Context and linkage to STP requirements
UHL has been considering its options to deliver the required service transformation in
the LLR health economy since the LLR BCT programme was established in January
2014. The BCT programme supports the LLR health and social care commissioners
and providers to enact system wide change that will both improve the quality of care
from a citizen or patient perspective, while also achieving overall system
sustainability.
From the outset UHL identified that, in order to meet the challenges it faced and to
support the delivery of the transformation required in LLR, it needed a wide ranging
reconfiguration programme encompassing the whole estate and in particular its three
main sites:
•

LRI.

•

GH.
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•

LGH.

As a result, UHL embarked on the reconfiguration of acute services and the
associated changes to the estate in the form of its DCP.
The following elements of the UHL DCP have already been delivered or are in the
process of being delivered:
•

Relocation of vascular services from LRI to GH – resulting in a consolidation
of clinical dependencies with Cardiology/Cardiothoracic services and
interventional radiology at GH – enhancing patients outcomes through optimal
clinical adjacencies. (Completed in 2017).

•

LRI emergency floor redevelopment - new Emergency Department and
assessment units (completed in June 2018).

•

Relocation of paediatric element of East Midlands Congenital Heart Centre
(EMCHC) from GH to LRI (currently at FBC stage).

•

Relocation of Level 3 ICU from LGH to LRI and GH – providing consolidation
of Level 3 ICU dependant patients, thus optimising clinical expertise in the
right place at the right time (currently at FBC stage).

The remaining elements of the DCP are the subject of this PCBC. These are
summarised below:
•

Development of a new maternity hospital at LRI.

•

New build development at GH (including Treatment Centre, theatres and new
wards).

•

Development of a dedicated children’s hospital at LRI by refurbishment works.

•

LRI relocation of gynaecology services.

•

LRI ICU expansion.

•

GH ICU expansion.

•

Development of surgical admissions unit at GH by refurbishment works.

•

LRI ward refurbishments.

•

LRI support functions (pharmacy and mortuary).
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6.3

•

GH ward refurbishments.

•

GH support functions (pharmacy).

•

LRI and GH infrastructure.

•

LGH works (including works to Leicestershire Partnership NHS Trust’s
Evington Centre to relocate stroke services).

•

Back office reconfiguration.

Acute services options appraisal process
The initial options appraisal process undertaken by UHL has encompassed the whole
reconfiguration of services as represented by the DCP as described above.
UHL established an Options Appraisal Workshop team, for both Adults’ and
Children’s services in late 2013. The team included clinicians, patient and public
representatives, managers, commissioners and Healthwatch. The role of this team
was to make a recommendation on the proposals for development, which would then
be considered and endorsed by the Executive Strategy and UHL Trust Boards. The
team’s overall objective was to ensure that clear decisions were made that were
consistent with the overall guiding principles and vision of the BCT programme and
UHL’s Clinical Services and Reconfiguration Strategy. Three individual options
workshops were conducted for each of the Adults’ and Children’s services. In
summary these workshops considered:
•

Workshop 1 – agreement of options appraisal approach, decision criteria and
confirmation of long list of options.

•

Workshop 2 – evaluation of long list of options and confirmation of shortlist.

•

Workshop 3 – qualitative scoring of shortlisted options (benefits appraisal).

The options appraisal process has been informed by the public engagement carried
out as part of the BCT programme, as described in Section 6.6 and Appendix Q –
Feedback from BCTP public engagement activities.
Following the qualitative / benefits appraisal an economic / financial appraisal was
carried out and the results of the two appraisals combined to identify the preferred
option.
6.3.1 Decision criteria – objectives and benefit criteria
In order to establish the most appropriate option, the Trust first identified the
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objectives that needed to be delivered to support the BCT programme and the
associated benefit criteria.
Table 6-1 Options appraisal objectives and benefit criteria

Objectives

Improved Health Outcomes

Quality of Patient
Experience

Benefit Criteria
•
•
•
•
•
•
•

Minimises clinical risk
Reduces preventable deaths
Improves health outcomes
Facilitates effective Infection Prevention and Control practices
Recognises the importance of Enhancing the Healing Environment
Improves access to services - right service, right place, right time
Integrates embedded evidence based care pathways across the health
economy

•
•
•
•
•

Enhances the quality of the environment
Improves patients privacy and dignity
Provides a safe and secure environment for patients, public and staff
Optimises the patient journey e.g. way finding, access
Addresses requirements of national and local policy e.g. relevant NSFs;
NICE Guidance; Dementia guidance, same sex compliance Equality Act
Enhances the quality of life for patients with long term conditions

•
•
Improved Service Delivery

•
•
•
•

Improved Staff Experience
and Motivation

•
•
•

Stakeholder impact

•
•
•
•
•

Strategic Fit
•
•
•

Flexibility for the future

Improved Facilities

Streamlines clinical services to deliver efficiencies whilst providing
consistently safe and expert care, minimising risk
Enables and facilitates excellent clinical adjacencies and patient/work flow
Promotes organisational ability to develop new clinical services / Models
of Care
Facilitates provision of integrated care closer to home (realising the
objectives of the Better Care Together programme)
Improves UHL’s profile to attract and retain a high calibre and highly
skilled workforce
Enhances staff wellbeing through an improved, high quality working
environment
Supports effective and efficient working practices
Supports a whole system approach to the delivery of healthcare across
LLR
Satisfies a full range of stakeholders – including commissioners, NTDA,
NHSE, patients and staff
Supports principles in the Better Care Together programme
Has the ability to respond to an evolving Strategic Direction and Clinical
Vision
Ensures commissioner activity requirements can be met
Facilitates delivery of the wider strategic vision of the LLR Better Care
Together programme
Addresses current requirements of national and local policy
Embraces the future demands of national agenda
Provides opportunities for Education, Training and Research to be
optimised

•
•
•

Can adapt to support future changes in healthcare provision
Can respond to the constantly changing healthcare economy
Accommodates changes in technology and its application to efficient
delivery of services

•
•
•
•

Optimises clinical configuration
Ensures compliance with national standards such as CQC etc.
Improves the quality of the hospital environment
Provides functional and flexibility facilities which will adapt to future
changing health care needs
Meets statutory compliance (e.g. Fire Code)
Positively impacts on patient experience

•
•
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Objectives

Feasibility and Timescale

Ease of Implementation

Value for Money

Benefit Criteria
•
•
•

Achievable within a reasonable and acceptable timeframe
Supports the expedient realisation of benefits
Minimises impact on resources during transition e.g. workforce duplication

•
•
•
•

Minimises disruption during implementation of the option
Supports continuity of service provision throughout the programme
Is likely to achieve planning approval
Has the land available for delivery of the option

•
•
•

Enhances efficiency of the workforce through changes in working practice
Reduces the need for duplication of major capital equipment
Reduces the need for duplication of specialised facilities

6.3.2 Description of long list of service options
Options for the way forward to deliver the objectives were discussed across a series
of Site Reconfiguration Programme Boards. The aim was to explore all possible
options for achieving improved service configuration at an affordable cost and within
a realistic timeframe. As a result of this process, a long list of eight options was
generated. These are set out below.
Table 6-2 Long list of service options

Option

Description

0

“do nothing”

1

Two Plus One Sites (2.5 Sites)

2

Two sites OP/DC Hub - New Build (2.25 Sites)

3

Two Sites Minimal

4

Two Sites Redesigned – Hot and Cold

5

Two Sites Rationalised (2 Sites)

6

Single Site New Build

7

Two Sites Minimal – Cancer Centre at GH

8

Two Sites Minimal – Thoracics at LRI

All of these options assume that Children’s services remain in situ with a Children’s
Board established to drive the strategy to deliver the long term vision of a dedicated
Children’s Hospital in Leicester and to manage the interim requirements of Children’s
services.
Each if the above options are described in more detail in the table below.
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Table 6-3 Long list option descriptions

Option

Description

0

“do nothing”

1

Two Plus One Sites (2.5 Sites)

Two main sites - LRI and GH. LGH will reduce in size and would consist of an
outpatient and day case hub (OPDC hub) which would be part new build/ part
retained estate.
There is potential for Haemodialysis to also be on LGH. This would mean that all
services that are not day case or outpatients would be repatriated to either LRI or
LGH. There would be an MLU on site.
Aspects of some services may relocate to a community setting.
2

Two sites OPDC hub - New Build (2.25 Sites)

LGH would reduce further in size (from option 1) – it would consist of an OPDC hub
which would be new build on the edge of the site. There is potential for Haemodialysis
to also be on LGH.
There would be no MLU as this would be located in the north and south of the
County.
3

Two Sites Minimal

The OPDC hub would be at GH.
There is potential for Haemodialysis to also be on LGH as a community unit.
There would be no MLU as this would be located in the north and south of the
County.
4

Two Sites Redesigned – Hot and Cold

LRI and GH only - services split by elective and emergency activity.
All Emergency activity would be delivered at LRI as the ‘Hot’ site as the Emergency
Floor project is live.
GH would be the ‘Cold’ site delivering all planned services and outpatient and day
case services.
5

Two Sites Rationalised (2 Sites)

There would be two sites LRI and GH. The OPDC hub would be at GH. Location of
MLU to be confirmed. The following may potentially remain at LGH:
•

Diabetes Centre of Excellence.

•

Haemodialysis.

Aspects of some services may relocate to a community setting.
6

Single Site New Build

Every service would be located on the same site, location being irrelevant at this
stage.
7

Two Sites Minimal – Cancer Centre at GH
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Option

Description

The OPDC hub would be at GH as would the Cancer Centre.
There is potential for Haemodialysis to also be on LGH as a community unit.
There would be no MLU as this would be located in the north and south of the county.
8

Two Sites Minimal – Thoracics at LRI

The OPDC hub would be at GH.
Thoracics would be at LRI.
There is potential for Haemodialysis to also be on LGH as a community unit.
There would be no MLU as this would be located in the north and south of the county.

6.3.3 Short listing of service options
The key criteria for short listing was based on the extent to which each option met
UHL’s vision and project objectives which had been established at workshop 1. An
assessment was undertaken during workshop 2 which involved a debate and
challenge on the implications for each option, this also involved completing a
Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis on each of the
options; as a result of this assessment, options were either recommended to be
removed from this process (on grounds of affordability or incompatibility with
objectives and benefit criteria) or recommended for short listing. These
recommendations, which were approved at UHL’s Executive Strategy Board in
February 2014, are shown below.
Table 6-4 rationale for shortlisting options

Option

Decision

Rationale for Decision

0

“do nothing”

Discounted

1

Two Plus One
Sites (2.5 Sites)

Shortlisted as Option 1.

2

Two sites
OPDC hub New Build (2.25
Sites)

Shortlisted as Option 2.

3

Two Sites
Minimal

Combination of Option 3 & 5 shortlisted as Option 3.

4

Two Sites
Redesigned –
Hot and Cold

Discounted

This option was discounted as it places unacceptable
constraints on the reconfiguration of acute care which
impact upon UHL’s long term sustainability.

Whilst the concept of an elective and emergency site
option was attractive it was deemed to be clinically
unsustainable. The number of specialities that are able
to provide a true ‘hot and cold ‘service are too few
resulting in the need for duplication of workforce and
equipment.
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Option

Decision

Rationale for Decision
In addition, there would be a need to move some
services that are already well established at the LRI
and GH, meaning tht the cost would be prohibitive.

5

Two Sites
Rationalised (2
Sites)

Combination of Option 3 & 5 shortlisted as Option 3.

6

Single Site New
Build

Discounted

There is not a single current UHL site large enough to
accommodate the necessary footprint for a single
hospital. Initial enquiries indicate it is unlikely that
sufficient real estate will be available close to the city
centre on which to build the required facilities. The
option would also have prohibitive costs.

7

Two Sites
Minimal –
Cancer Centre at
GH

Discounted

Excluded on the basis of a lack of clinical requirement
for or benefit to relocating Cancer services (dislocating
cancer services from the major surgical specialities
base) and high cost of relocation;.
Cancer sits in the Osborne Building. Facilities are high
cost to re-provide. (Bunkers and Linacs circa £4m £5m each and 6 bunkers needed, with specialist CT
scanners). Co-location with a number of services on
the LRI site: gynaecology, surgical specialties,
maxillofacial and plastics.

8

Two Sites
Minimal Thoracic
services at LRI

Discounted

Excluded because of the clinical requirement to colocate Cardiac and Thoracic services. This was
approved at the ESB board and supported in the 1st
Adult services workshop.
There is an important clinical dependency between
Cardiac and Thoracic surgery which would be lost in
this option. In addition, there is no clinical value of
relocating Thoracic surgery to the LRI and the cost of
relocation would be high. As a separate issue the
Trust is aware of a variance in outcomes of respiratory
patients between the LRI and GH sites which is
being addressed by the Trust through process and
pathway redesign. However, the relocation of Thoracic
surgery to the LRI would not be part of
a solution to this.

6.3.4 Short list qualitative evaluation
The advantages and disadvantages, in light of the investment objectives and the
benefit criteria, of each of the shortlisted options are outlined below together with a
SWOT analysis in respect of each of the sites. The analysis for each of the options
was constructed following detailed discussions and engagement with all present at
the Stakeholder workshops. Thereafter the options were scored.
Advantages and disadvantages of options
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Option 1 – Two plus One Sites (2.5 Sites)
There would be two main sites - LRI and GH. LGH would reduce in size and would
consist of an OPDC hub which would be part new build/part retained estate. There is
also potential for Haemodialysis to be at LGH. This would mean that all services that
are not day cases or outpatients would be repatriated to either LRI or GH. There
would be a MLU on site. Aspects of some services may relocate to a community
setting.
Table 6-5 Advantages and disadvantages of Option 1

Advantages

•
•

•
•
•

Allows Emergency Take at LRI.
Car parking at LGH would be
satisfactory - especially for the
OPDC hub.
Capital cost- efficient use of retained
estate.
Utilisation of LGH is perceived as
good politically, if not clinically.
Despite there being no acute beds
at LGH there would be a strong
health service with outpatients and
diabetes.

Disadvantages

•

•

•

•

•

•

Workforce implications, little
clinical gain due to three site
working.
Not many state of the art
facilities currently with a
tired and poor estate. Will
not be an efficient structure
with a substantial
investment required.
Limitations around the type
of activity due to the limited
type and amount of staff left.
Limited financial opportunity
through the disposal of
estate due to continual use
of retained estate.
Reduced day case activity
when inpatient activity
moves off site.
Ultrasound is contained
within estate currently –
MLU would require this
service – where would it be
provided?

During the feedback sessions a number of topics were raised that required further
debate and clarification, but had the potential to impact the solution:
•

There may be an impact on asset management, and an opportunity to reduce
assets accordingly. (The two acute site preferred option allows consolidation
of assets and improved utilisation. To maintain 2.5 sites reduces the efficiency
opportunity on asset management).

•

Haemodialysis could go to community setting as there is no need for it to be
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located on an Acute site. (Further consideration of the Model of Care for
patients receiving haemodialysis has resulted in the proposal that UHL do not
plan to re provide the haemodialysis unit at LGH when the renal service has
relocated to GH, but propose to provide a haemodialysis unit at GH, and a
haemodialysis unit to the south of the Leicester).
Option 2 – Two sites OPDC hub - New Build (2.25 Sites)
LGH would reduce further in size from option 1 and would consist of an OPDC hub
with potential for Haemodialysis to also be at LGH. There would be no MLU as this
would be located in the north and south of the county.
Table 6-6 Advantages and disadvantages of Option 2

Advantages

•
•
•
•

LGH presence is positive politically, if
not clinically.
Car parking availability.
Reconfigure services across site to
improve overall efficiency.
Potential to improve theatre
utilisation.

Disadvantages

•

•
•

•
•

Workforce implications, little
clinical gain due to continued
three site working.
Limited financial opportunity
through the disposal of estate.
Significant expansion of
Midwifery at LRI would be
required to accommodate
additional Women’s activity
from LGH.
OPDC hub on non-acute siteisolated spectrum of patients.
Potential loss of activity outside
of Leicester.

During the feedback sessions a number of topics were raised that required further
debate and clarification, but had the potential to impact the solution:
•

Could aid recruitment and retention of a highly skilled workforce when the
Diabetes Centre of Excellence becomes established. (The Diabetes Centre of
Excellence is now well established at LGH, has a national profile and attracts
a highly skilled workforce in its own right. There is little risk that the preferred
option of moving acute services from LGH will impact on recruitment and
retention at the Diabetes Centre of Excellence, which will remain at LGH).

•

Could attract activity when the Diabetes Centre of Excellence becomes
established. (The Diabetes Centre of Excellence attracts activity in its own
right; leaving it at LGH is not considered to impact on activity moving from
LGH).
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•

The potential to move Diabetes and Haemodialysis from LGH and sell the
LGH site. (This has subsequently been considered and whilst the move of
Diabetes has been discounted, this PCBC proposes that the Haemodialysis
services moves from LGH).

Option 3 – Two Sites Rationalised (2 Sites)
This option assumes there will be two sites, LRI and GH. The OPDC hub would be at
GH. Location of MLU to be confirmed. The following could potentially remain at LGH:
Diabetes Centre of Excellence and Haemodialysis.
Table 6-7 Advantages and disadvantages of Option 3

Advantages

•

•
•
•

•
•

•
•

If OPDC hub runs independently it
would result in fewer cancellations
with protection of inpatient beds.
Improved workforce efficiencies (two
site working).
Land Receipts from sale of LGH.
Provides the opportunity where
relevant for emergency and elective
beds to be separated thus protecting
elective services.
Enables opportunity to grow sub
specialities.
Protects smaller specialities,
enabling them to be located on one
site.
Enables the provision of appropriate
clinical adjacencies.
Forces debate and consideration of
relocation to community.

Disadvantages

•

•

•

•

Loss of LGH site (only
Diabetes and
Haemodialysis remain).
Relocation / provision of
expensive imaging
equipment.
Continued split of Cardiac
services at Glenfield and
Children's services at LRI.
ICU at LRI landlockedexpansion potential limited.

During the feedback sessions a number of topics were raised that required further
debate and clarification, but had the potential to impact the solution:
•

Pathways need to be reviewed to feed into this model to rationalise services.
(A full review of the patient pathways and Models of Care has been carried
out as part of the Reconfiguration Programme. The DCP is based on an
agreed set of clinical adjacencies, which reflect individual patient pathways,
and a review and transformation of the pathways has informed the Models of
Care as described in Section 7.3).

•

With the ever increasing demand from an aging population, what is the
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strategy for meeting Intermediate Care in the community? (LLR has
developed the frailty and multi-morbidity programme which will help to mitigate
the increasing demand from the aging population on acute beds, by providing
appropriate care in the community. The BCTP sets out a clear direction for the
transformation required to the way in which services are provided in LLR and
the resulting Models of Care. This is described in Section 7.2.3).
•

What is the strategy for care for teenage and young adults? (UHL has agreed
a strategy for the delivery of care to patients in the age range of 15 years 364
days and 18 years 364 days. These adolescents will be cared from dedicated
facilities provided from within the children’s hospital.)

•

OPDC hub – Should this be a standalone unit, a Centre of Excellence in its
own right? (Considerable work will be undertaken to transform services and to
deliver new Models of Care with innovative ways of working to ensure that the
design of the new Treatment Centre is fit for purpose and delivers modernised
efficient services within a paperless environment. Whilst the DCP identifies
that the Treatment Centre will be part of the new build at GH, the design will
reflect an identifiable centre with a dedicated entrance. This is described in
Section 7.3.4).

•

Obstetrics – the provision of MLU will not cover the loss of activity currently at
LGH, how do we manage the increased capacity at LRI? (The proposed
configuration for maternity services at LRI provides facilities and capacity
based on the consolidated maternity activity from LRI, LGH and the St Mary’s
Birth Centre Melton Mowbray. The MLU which may be provided at LRI,
subject to the outcome of consultation, will be sized to accommodate in
excess of 500 births a year. As described in Section 6.4.4, if this number of
births is not achieved, then this MLU will close and the activity will be
managed either as home births or at the MLU at LRI.)

SWOT analysis of sites
A SWOT analysis was carried out for each of the sites to inform the option appraisal
and prospective design solutions. The SWOT analysis assessed the site in its current
capacity and provided justification for decisions taken with respect to each of the
sites. The SWOT analysis for each of the sites is shown below.
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Figure 6-1 LRI SWOT analysis
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Figure 6-2 GH SWOT analysis
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Figure 6-3 LGH SWOT analysis
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6.3.5 Scoring of shortlisted options
The shortlisted options were evaluated against the agreed criteria in a workshop
which included representatives from each of the Trust’s seven Clinical Management
Groups (CMGs), Patient Representatives, CCGs and Directors from the Trust.
Participants worked in ten groups, and were asked to award each shortlisted option a
score out of 10 for each criterion. The scores from the ten groups were then
multiplied by differential weightings of the ten criteria, which had previously been
agreed, to generate a weighted benefit score. The weighted scores are shown in the
table below. The detailed scores from each of the CMGs are shown in Appendix M –
Acute options appraisal detailed scoring.
Table 6-8 Scoring of shortlisted options

Criteria

Weighting

Scores
Option 1

Option 2

Option 3

1. Improved Health Outcomes

14%

1,848

2,338

3,934

2. Quality of Patient Experience

11%

1,639

1,760

2,915

3. Improved Service Delivery

11%

1,100

1,155

3,190

4. Improved Staff Experience and
Motivation

11%

1,375

1,397

3,003

5. Stakeholder Impact

9%

1,188

1,386

2,385

6. Strategic Fit

9%

828

1,152

2,457

1,134

1,485

2,367

7. Flexibility for the future
8. Improved Facilities

9%

1,112

1,448

2,104

9. Feasibility and Timescales

8%

1,358

1,267

1,309

10. Ease of Implementation

7%

1,330

1,316

1,337

11. Value for Money (Qualitative)

7%

452

500

988

Total

100

13,364

15,204

25,989

3

2

1

Rank

On the basis of weighted scores, the preferred option is Option 3, with a score 42%
higher than that of Option 2 (the second best option).
The rationale for this scoring is broadly as follows:
•

Option 1 fails to meet the investment objectives and scores poorly against all
criteria except ‘Ease of Implementation’.

•

Option 2 scores lower than Option 3 on all criteria. Although it would maintain
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a strong presence at LGH it would limit any land receipt value which could be
gained from the sale of LGH land as well as potentially exacerbating
workforce issues. In particular, there would be increasing numbers of patient
and staff transfers between sites, impacting upon quality of care and patient
experience.
•

Option 3 scores highly and delivers all investment objectives. It is felt that
Option 3 will deliver the most improved health outcomes and service delivery.

Sensitivity Analysis
In order to analyse the results further, a comparative break down was carried out
which focused on each individual benefit criterion and their associated scores. The
average scores across each option clearly demonstrate that Option 3 is the preferred
option scoring highest in each of the criterion with the exception of two criterions. The
two benefit criteria in which Option 3 becomes increasingly comparable with Option 1
and 2 is ‘Ease of Implementation’ and ‘Value for Money (qualitative)’. This indicates
that further work is required as the Reconfiguration Programme progresses to
understand ways in which a mitigation strategy can be applied.
Overall there is no indication of any major variances in the figures. The scores are
generally consistent with a preferred option with the highest overall score and
therefore ranking. The discrepancy regarding the importance of each benefit criterion
between each CMG is as a result of the preferences of the individual CMGs, though
overall the differences are not significant enough to investigate further due to the
nature of the scoring sheet. The scores show that CMGs are focusing on their own
departments and the impacts the options will have on them, thus the overall scoring.
This concludes why the scores vary in each criterion and why there is no significant
hierarchy group when focusing on the individual benefit criteria.
It was therefore concluded that the outcome of the qualitative / benefit appraisal was
robust and that Option 3 was the preferred option.
Whilst the original options appraisal originally started in late 2013 UHL have reviewed
the original objectives, benefit criteria and options to confirm that they remain valid in
the context of the BCTP and the Trust’s current strategies. The economic/financial
appraisal has also been refreshed and the options re costed based on current prices.
6.3.6 Economic / financial appraisal
An economic / financial appraisal has been carried out using the DHSC’s
Comprehensive Investment Appraisal (CIA) model which uses a Discounted Cash
Flow (DCF) analysis to assess the relative economic costs of the various options to
the public sector. This combines all the costs of a project over its life and discounts
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them, to take account of the time value of money, to allow the costs for a variety of
options to be directly compared, even when capital and revenue implications are
widely different in terms of the timing of the associated cash flows.
The main assumptions used in carrying out the analysis are summarised below:
•

Capital cost estimates and supporting DHSC cost forms – provided by
technical advisers, Rider Levett Bucknall (RLB).

•

Optimism Bias – calculated using DHSC guidance and advice from technical
advisers, RLB.

•

Operating costs and income – taken from the Trust’s latest LTFM.

•

Do minimum costs – based on existing budgets for the Trust’s existing
premises and known backlog maintenance requirements.

•

Price base for cost inputs – all costs updated to be based on April 2018 price
base.

•

Appraisal period – 60 years from occupation.

•

Discount rate – 3.5% (real) for years one to 30 and 3.0% (real) for years 31 to
60.

UHL has estimated the changes in revenue costs as a result of the proposed capital
investments. This is consistent with the financial analysis set out in Section 8, but
also assumes different levels of savings for each option. This is shown in the table
below.
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Table 6-9 Changes in revenue costs for options

Income opportunities
Savings from delivering new care
pathways
Efficiencies / savings from dedicated
Treatment Centre
Reduction in management and
administration overheads.
Reduction in duplication as a result of
combining clinical services
Savings through the introduction of digital
technology facilitated by the creation of the
Treatment Centre
Total
Estates and Facilities Savings
Estates and Facilities Additional Costs
Total recurrent cash changes

Option 1
£’000
0

Option 2
£’000
0

Option 3
£’000
30

3,890

3,890

4,733

10,372

14,986

15,056

0

0

1,816

783

783

1,453

5,066

5,066

10,133

20,112
4,824
(4,889)
20,046

24,725
9,647
(7,830)
26,542

33,221
9,647
(8,646)
34,222

In addition to the cash releasing savings non cash releasing benefits and societal
benefits have also been identified and are described below.
Table 6-10 Societal benefits

Category

Non Cash
Releasing
(annual)

Societal
Benefits
(annual)
Societal
Benefits

Description

Improvements
in Staff
motivation as a
result of better
facilities and
care pathway
also proxy for
quality of care

Option 1

Option 2

Option 3

£’000

£’000

£’000

1,863

3,763

5,589

75

75

75

914

914

914

Carbon
Emissions
Impact of
ALOS
reduction on
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Category

Description

(annual)

economy

Societal
Benefits
(whole life)

Multiplier
impact on
economy

Option 1

Option 2

Option 3

£’000

£’000

£’000

399,217

502,032

519,495

The estimated capital costs for each option are shown in the table below and the
detailed DHSC cost forms supporting these costs are included in Appendix N –
DHSC SOC forms for options appraisal capital costs.
Table 6-11 Capital cost of options

Cost breakdown
Departmental Costs
On Costs
Sub Total
Location Adjustment
Works cost

Option 1

Option 2

Option 3

£

£

£

169,478,202 212,695,307 218,099,319
16,233,638

20,555,349

20,793,720

185,711,840 233,250,656 238,893,039
(7,428,472)

(9,330,026)

(9,555,722)

178,283,368 223,920,630 229,337,317

Fees

36,497,378

45,168,458

46,197,629

Equipment Cost

18,309,586

23,708,256

23,975,010

Planning Contingency

10,697,002

13,435,238

13,760,239

Sub Total
Optimism Bias
Total For Approval
Purposes
Inflation
Total Outturn

243,787,334 306,232,582 313,270,195
14,462,240

18,208,955

18,631,212

258,249,574 324,441,537 331,901,407
39,783,415

50,502,099

56,923,325

298,032,989 374,943,636 388,824,732

As required by HM Treasury and DHSC guidance, all internal public sector and
accounting transactions (such as VAT, depreciation and capital charges) were
excluded from the appraisal.
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The results of the economic / financial appraisal are summarised in the table below,
which shows the Net Present Cost (NPC) of each option compared to the Business
As Usual scenario.
Table 6-12 NPC of each option

Net Present Cost (£m)
Capital Costs
Capital Receipts
Operational Costs
Transitional Costs
Total Costs
Cash Releasing Benefits
Total Costs less Cash
Releasing Benefits
Non Cash Releasing
Benefits
Societal Benefits
Total Net Present Cost
Rank

Business
As Usual
382
0
28,585
0
28,967

Option 1

Option 2

Option 3

496
(9)
28,470
9
28,967
(543)

567
(13)
28,537
9
29,099
(746)

551
(20)
28,555
9
29,095
(932)

28,967

28,424

28,353

28,163

0

(41)

(83)

(123)

28,967
4

(373)
28,010
3

(462)
27,808
2

(478)
27,562
1

6.3.7 Preferred option for acute services
The results of the economic/financial appraisal demonstrate that Option 3 is the
preferred option. This is the case even before non-cash releasing and societal
benefits are taken into account. When these are also included the differential
between option 3 and the other options is increased.
The results of the qualitative / benefits appraisal and the economic / financial
appraisal were combined by considering the cost per benefit point of the options, with
the lowest option representing the best value and being the preferred option. The
results are summarised in the table below.
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Table 6-13 Combination of qualitative appraisal and economic/financial appraisal

Option 1

Option 2

Option 3

Qualitative score

13,364

15,204

25,989

NPC

28,010

27,808

27,562

2.10

1.83

1.06

3

2

1

1.04

0.77

n/a

49.40%

42.02%

n/a

Cost per benefit point
Rank
Distance from #1 ranked option
% reduction in NPV to become #1 ranked option

Combining the results of the qualitative / benefits appraisal and the economic /
financial appraisal identifies Option 3 (the two site option) as the preferred option. The
table above also identifies that in order for Option 1 and Option 2 to become the
preferred option their NPCs would need to reduce by 49.40% and 42.02%
respectively.
6.4

Maternity services options appraisal process
The options appraisal process for Women’s services under the Reconfiguration
Programme recommenced in spring 2015. The long listing process included options
for the delivery of all Women’s services of which maternity is a part and was partly
informed by the Next Stage Review of Maternity services that took place in 2010 and
by the UHL reconfiguration options appraisal process which had taken place in 2013.
The output from the UHL reconfiguration options appraisal is an input to the Women’s
services options appraisal. Therefore as the UHL reconfiguration options appraisal
deemed that LGH would be not be an acute site, it is only considered as a possible
site for a standalone MLU.
There are a number of options appraisal processes therefore that need to be
considered:
•

UHL reconfiguration options appraisal (see Section 6.3) which influences
where acute services could be delivered and excludes LRI but does not make
any conclusions about an MLU.

•

Women’s services options appraisal (described below) which determines the
proposed location of obstetrics, co-located midwifery services adjacent to an
obstetrics unit and neonatal services.

•

Further specific options appraisal to consider the requirement for and location
of a standalone MLU.
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A number of the long-list options for Women’s services included the potential to
provide standalone MLUs with locations not defined. The option to continue to
provide midwifery services from St Mary’s Birth Centre in Melton Mowbray was
included in these options as it is one potential site for a standalone MLU.
Between May 2015 and October 2015 the project team worked with clinicians, patient
and public representatives, managers, commissioners and Healthwatch to develop a
shortlist of feasible options for the reconfiguration of Women’s services including
Maternity. The process involved a number of workshops and public meetings to gain
insights into public opinion.
Three individual options workshops were conducted for Maternity services. In
summary these workshops considered:
•

Workshop 1 – agreement of options appraisal approach, decision criteria and
confirmation of long list of options.

•

Workshop 2 – evaluation of long list of options and confirmation of shortlist.

•

Workshop 3 – qualitative scoring of shortlisted options.

The process was enacted in a number of phases as shown in the table below.
Table 6-14 Options appraisal process

Phase
Phase 1
(Workshop 1)
Phase 2
(Workshop 2)
Phase 3
(Workshop 3)
Phase 4
Phase 5

Description
Long List developed based on strategic plans feedback from Next
Stage Review in 2012 and UHL reconfiguration options appraisal
outcomes.
Short list developed based on an agreed set of weighted benefit
criteria following discussions between stakeholders.
Short list considered and validated by clinical, management, patient
and commissioner partners.
The preferred acute option was developed.
The preferred standalone MLU options were developed.

6.4.1 Decision criteria – objectives and benefit criteria
In order to establish the most appropriate option, in Phase 1 (workshop 1), UHL first
identified the objectives that needed to be delivered from the transformation of
Maternity services to support the BCT programme and the associated benefit criteria.
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Table 6-15 Options appraisal objectives and benefit criteria

Objectives

Benefit Criteria
•
•
•
•

Clinical Quality, Safety,
Configuration & Choice

•
•
•

•
•
•
•
•
Efficiency and Service
Effectiveness

•
•
•
•
•

Flexibility

•
•

Enables the provision of safe, sustainable, high quality services in line
with national guidance standards and frameworks.
Enables the safe, sustainable and clinically effective delivery of the
agreed Service Models for Neonatal, Gynaecology, Maternity Services
and Genetics.
Creates a critical sustainable mass of activity, staff and equipment to
deliver consistently safe, expert care.
Provides a configuration of services that maximises the required services
adjacencies and optimises the patient journey, which:
- minimises clinical risk
- enhances the overall patient experience
Is in line with the BCTP and UHL 5 year plan and clinical strategy,
centralising care where necessary, localising where possible and yet is
flexible to respond and adapt to future policy and demand.
Delivers care closer to home where safe service delivery and critical
mass is achieved.
Addresses the requirements of national and local policy for example NICE
guidance, Institute of Government guidelines and relevant National
Service Frameworks, Royal Collage of Gynaecologists and National
Midwifery Council guidelines.
Takes into account demography and deprivation.
Delivers a configuration of services that is understandable for staff and
patients, and offers choice.
Efficiency and service effectiveness.
More efficient and effective use of resources to reflect growing service
provision.
Allows provision of an effective service that maximises clinical efficiency
whilst minimising clinical risk.
Enables optimum use of all resources.
Delivers an acceptable transitional strategy: that maintains service
capacity: patient accessibility; and minimises disruption during
implementation.
Demonstrates an efficient deliverable workforce solution that is
sustainable.
The extent to which the development of services has the capability to
respond flexibly to changes in clinical practice, activity and service
delivery changes.
Facilitates a generic approach where possible to the use of space and
shared facilities whilst ensuring functionality.
Allows for expansion / contraction potential to meet new guidance;
business opportunities and service demands.
Accommodates changes in technology and its application to efficient
delivery of services.

•
•
Quality of the Patient
Environment

Training Education & Research

•
•
•
•
•
•
•
•

The provision of an environment that maximises the provision of high
quality services.
Optimises patient’s privacy and dignity.
Provides a welcoming environment and suitable facilities for patients,
relatives and staff.
Supports the equality and diversity of patients.
Provides safe and easy access through the building.
Enables accommodation to be sized which is fully functional.
Maintains and enhances education, training and research.
Provides appropriate facilities for up to date education and training that
meets the requirements for all staff and students.
Enhances opportunities for research through collaboration with academic
partners.
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Objectives

Benefit Criteria
•

Accessibility

•
•
•

The ease of external access to facilities and once on site to the services
provided.
Accessible public transport links.
Access for ambulances, private vehicles, emergency drop off and car
parking.
Ease of wayfinding.

6.4.2 Description of long list of service options
A number of meetings took place to develop the long list of options with clinical,
management, patient and commissioner representatives involved throughout. The
long list of options was developed and associated weighted benefit criteria agreed by
a group of multidisciplinary stakeholders including the public, Patient Partners,
Healthwatch, clinicians and managers.
The options appraisal was for Women’s services and the following services were
included, those relevant to the Reconfiguration Programme in relation to maternity
services are underlined. The others are considered as part of the options appraisal
for acute services.
•

Maternity including obstetrics and midwifery services.

•

Gynaecology.

•

Neonatal.

•

Clinical oncology.

The aim was to explore all possible options for achieving improved service
configuration at an affordable cost and within a realistic timeframe. The long list was
also informed by the output of the Next Stage Review in 2012 and the UHL
reconfiguration options appraisal in 2013.
As a result of this process, a long list of 14 options was generated. These are set out
below.
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Table 6-16 Long list of service options

Option

Description

0

Do nothing – Women’s services remain split between LRI and LGH as
current

1

Do minimum – Women’s services remain split between LRI and LGH as
current, with enhanced support facilities at LGH to allow the service to
continue when other acute services are moved from LGH (subject to
consultation)

2

All Women’s services on one site, GH, as well as home birth option
Standalone sites which may include St Mary’s Birth Centre to be
determined – green/ brown field

3

All Women’s services on one site, as well as home birth option
All at LRI

4

All Women’s services on one site, as well as home birth option
All at GH

5

All Women’s services on two sites (duplicated service), as well as home
birth option
LRI – some acute and some ambulatory
GH – some acute and some ambulatory

6a

All Women’s services on two sites (acute / ambulatory split), as well as
home birth option
LRI – acute
GH – ambulatory

6b

All Women’s services on two sites (acute / ambulatory split), as well as
home birth option
LRI – ambulatory
GH – acute

7a

All Women’s services on one site (acute, ambulatory and MLU as well
as home birth option and an additional standalone MLU at GH
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Option

Description
GH – acute and ambulatory
LGH – Standalone MLU

7b

All Women’s services on one site (acute, ambulatory and MLU as well
as home birth option and an additional standalone MLU at LGH
LRI – acute and ambulatory
LGH – Standalone MLU

8a

All Women’s services on three sites (acute / ambulatory / standalone
MLU), as well as home birth option
LRI – acute
GH - ambulatory
LGH – standalone MLU

8b

Women’s services on three sites (acute / ambulatory / Standalone
MLU), as well as home birth option
GH – acute
LRI - ambulatory
LGH – standalone MLU

8c

Women’s services on three or more sites (acute / ambulatory /
standalone MLU), as well as home birth option
LRI – acute
GH - ambulatory
Standalone sites which might include St Mary’s Birth Centre to be
determined – MLU

8d

Women’s services on three or more sites (acute / ambulatory /
standalone MLU), as well as home birth option
GH – acute
LRI - ambulatory
Standalone sites which might include St Mary’s Birth Centre to be
determined – MLU
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In all of the above the following is assumed:
•

Neonatal services are assumed to move to a single acute site irrespective of
any model delivered.

•

Antenatal community services and community midwives are assumed to
continue unaffected.

6.4.3 Short listing of service options
The ‘usual’ approach to shortlisting options is to look at the extent to which the long
listed options satisfy some high level principles and to rule out those that do not meet
minimum specified criteria. However, it was decided, given that there had been
widespread involvement in determining the benefit criteria and agreeing weightings,
that all short listed options would be scored and the highest ranking options taken
forward to the short list.
A second workshop was held in June 2015, with clinicians, managers, Healthwatch,
public health, CCGs and local authorities. The purpose of the session was to score
the long list of Women’s service reconfiguration options against the agreed qualitative
weighted benefit criteria. The aim was to identify which options would go forward as a
short list for further review and development as part of any future Outline Business
Case.
Prior to the options analysis taking place, presentations were made to the workshop
participants to ensure that all parties had a shared understanding of process to be
followed and the necessary clinical adjacencies and Models of Care.
At the start of the options appraisal workshop the benefits criteria were agreed as
satisfactory and the weightings confirmed.
The weighted benefit criteria, as agreed by the Project Board and at the beginning of
the workshop, are shown in the table below:
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Table 6-17 High Level Benefit Criteria & Weighting

High Level Benefit Criteria

1

Agreed
Weighting
(%)

Priority

35

1

20

2

10

4

10

4

15

3

10

4

Clinical Quality, Safety, Configuration & Choice
Enables the provision of safe, sustainable, high
quality services in line with national guidance
standards and frameworks

2

Efficiency and Service Effectiveness
More efficient and effective use of resources to
reflect growing service provision

3

Flexibility
The extent to which the development of services
has the capability to respond flexibly to changes in
clinical practice, activity and service delivery
changes

4

Quality of the Patient Environment
The provision of an environment that maximises
the provision of high quality services

5

Training Education & Research
Maintains and enhances education, training and
research

6

Accessibility
The ease of external access to facilities and once
on site to the services provided

These weighted benefit criteria are also split into a number of sub categories, the
detailed weightings for each is shown in Appendix O – Maternity services options
appraisal – detail benefit criteria and weightings.
The scoring of the long list of options is summarised in the table below.
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Table 6-18 Scoring of long list of maternity options

Rank Score
Option
Option 3
1
767
Women’s services on one site as
well as home birth option:
• LRI.
2

736

3

615

4

611

5

602

6

534

7

527

Theme
A sustainable option with all
critical clinical adjacencies met. It
does not offer services close to
home but consensus that it is a
very good option.
Option 7b
A very good, sustainable option
Women’s services on two sites with all critical clinical adjacencies
as well as home birth option:
met. Providing a stand-alone MLU
provides more choice.
• LRI – acute & ambulatory.
• LGH – Standalone MLU.
Option 8c
Sustainable solution with good
Women’s services on three or clinical adjacencies and provides
more sites as well as home birth patient choice.
option:
• LRI – acute.
• GH – ambulatory.
• Standalone sites to be
determined – MLU.
Option 8a
Sustainable solution providing
Women’s services on three sites patient choice with good clinical
as well as home birth option
adjacencies.
• LRI – acute.
• GH – ambulatory.
• LGH – MLU.
Option 6a
Provides good clinical adjacencies
Women’s services on two sites and patient choice with care
as well as home birth option:
closer to home.
• LRI – acute.
• GH – ambulatory.
Option 2
Women’s services would be on a
All Women’s services on one different
site
to
Children’s
site, as well as home birth services, ED and other critical
option:
clinical adjacencies which is not
acceptable. Duplication of support
• Standalone site to be
services
would be required.
determined – green/ brown
field.
Option 7a
Reasonably good for sustainability
Women’s services on two sites of
service.
Some
clinical
as well as home birth option:
adjacencies met but not all –
and
separation
from
ED
• GH – acute & ambulatory.
Children’s
services
which
is
not
• LGH – Standalone MLU.
acceptable. More patient choice
with stand-alone MLU.
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Rank Score
Option
Option 4
8
521
All Women’s services on one site
as well as home birth option:
• GH.
9

382

10

346

11

316

12

301

13

284

14

223

Theme
Does not meet critical clinical
adjacencies e.g. with ED and
Children’s services which is not
acceptable – very poor patient
journey.
Option 5
Lack of efficiencies due to
Women’s services on two sites duplicated services, but would
(duplicated service), as well as offer patient choice.
home birth option:
• LRI – some acute & some
ambulatory.
• GH – some acute & some
ambulatory.
Option 8d
Critical clinical adjacencies would
Women’s services on three or not be met, unsustainable and
more sites as well as home birth poor for efficiencies. Would offer
patient choice.
option:
• GH – acute.
• LRI – ambulatory.
• Standalone sites to be
determined – MLU.
Option 8b
Critical clinical adjacencies would
Women’s services on three sites not be met, unsustainable and
as well as home birth option:
poor for efficiencies. Would offer
patient choice.
• GH – acute.
• LRI – ambulatory.
• LGH – standalone MLU.
Option 6b
Not sustainable and poor for
Women’s services on two sites efficiencies and clinical safety.
as well as home birth option:
Critical clinical adjacencies would
not
be met. Not a workable option.
• LRI – ambulatory.
• GH – acute.
Option 1
Unacceptable and conflicts with
Do
minimum
–
Women’s strategic direction. Split services
services remain split between are sub-optimal.
LRI and LGH as current, with
enhanced support facilities at
LGH to allow the service to
continue when other acute
services are moved from LGH
(subject to consultation).
Option 0
Not sustainable and concern
“Do nothing”.
around all benefit criteria.
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A sensitivity analysis was also undertaken to determine the level of consensus within
the group regarding the scores that were awarded. The actual, high and low scores
can be seen in the table below.
Table 6-19 Maternity options scoring sensitivity analysis

Actual Scores
Rank

Low Scores

High Scores

Option

Actual
Score

Option

Low
Score

Option

High
Score

1

Option 3

767

Option 3

705

Option 3

815

2

Option 7b

736

Option 7b

703

Option 7b

746

3

Option 8c

615

Option 8a

594

Option 8c

665

4

Option 8a

611

Option 8c

586

Option 8a

649

5

Option 6a

602

Option 6a

586

Option 6a

648

6

Option 2

534

Option 2

485

Option 2

587

7

Option 7a

527

Option 7a

485

Option 4

570

8

Option 4

521

Option 4

462

Option 7a

567

9

Option 5

382

Option 5

370

Option 5

432

10

Option 8d

346

Option 8d

339

Option 8d

349

11

Option 8b

316

Option 8b

316

Option 8b

335

12

Option 6b

301

Option 6b

285

Option 6b

327

13

Option 1

284

Option 1

257

Option 1

317

14

Option 0

223

Option 0

192

Option 0

269

As can be seen, the options ranked one and two (Options 3 and 7b) remain at the
same ranking across all fields, which indicates a high level of consensus within the
group. The options ranked three, four and five have a small variation as Options 8a
and 8c rank differently when the low scores are analysed; however the difference is
minimal and therefore this is not deemed material at this stage since these options all
form part of the short list.
This therefore validates the scoring exercise and supports the plan to move forward
with the top five options on the short list.
The top five ranked options were taken forward to the short list for further
examination.
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6.4.4 Short list qualitative evaluation
The five short listed options together with their options appraisal workshop scores are
shown in the table below.
Table 6-20 Short listed options

Rank
1

Score
767

2

736

3

615

4

611

5

602

Option

Analysis
Option 3
These two options are the
Women’s services on one site as well same for acute site
as home birth option:
services – the only
difference
is the provision
• LRI.
of a stand-alone MLU at
Option 7b
LGH or to not have one.
Women’s services on two sites as well
as home birth option:
• LRI – acute and ambulatory
(outpatient).
• LGH – Standalone MLU.
Option 8c
These three options are
Women’s services on three or more the same for acute site
sites as well as home birth option:
services – the only
difference is the provision
• LRI – acute.
of stand-alone MLUs being
• GH – ambulatory.
either at a site to be
• Standalone sites to be determined
determined, LRI or not
– MLU.
have one.
Option 8a
Women’s services on three sites as
well as home birth option:
• LRI – acute.
• GH – ambulatory.
• LGH – MLU.
Option 6a
Women’s services on two sites as well
as home birth option:
• LRI – acute.
• GH – ambulatory.

Consideration of the five short listed options in more detail showed that they could be
categorised into two key choices for UHL hospital based care:
•

Option A - All services (excluding standalone MLUs) at LRI (Options 3 and
7b).

•

Option B - Acute services at LRI and ambulatory services at GH (Options 8c,
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8a and 6a).
Underpinning both of these options are variations on the provision of standalone
MLUs as follows:
•

No stand-alone MLUs (Options 3 and 6a).

•

One stand-alone MLU at LRI (Options 7b and 8a).

•

Two or more stand-alone MLUs - location TBC (Option 8c).

At this stage it was agreed to consider the options for acute and ambulatory Women’s
services and the options for standalone MLUs separately and the remainder of the
options appraisal process therefore concentrated on:
•

Determining a preferred option for the delivery of acute and ambulatory
Women’s services.

•

Determining the options for standalone MLUs.

Preferred option for acute and ambulatory Women’s services
The short list comprised two options:
•

Option A – all services at LRI (which scored 767 points).

•

Option B – acute services at LRI, ambulatory services at GH (which scored
615 points).

At a third options appraisal workshop, on 15th September 2015, it was agreed that all
acute and ambulatory services would be located at LRI, for the following reasons:
•

Single site LRI solution scored highest in the qualitative options appraisal
process and is therefore the preferred clinical option on the grounds of quality,
safety, configuration and choice; efficiency and service effectiveness flexibility.

•

Single site LRI solution is the least expensive, recognising further work
required to reduce costs to within budget.

•

Single site LRI solution is likely to achieve the greatest revenue savings with
efficiencies relating to consolidation of services.

The proposed option is therefore that there is a new Women’s hospital at LRI which
includes an obstetrics unit, an alongside MLU adjacent to Obstetrics and Neonatal
services. The move is dependent on a capital project for the creation of a new
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Women’s hospital, which will also include Gynaecology and Clinical Genetics.
Options for Midwifery led services
Further stakeholder engagement sessions were held to discuss the preferred option;
in particular, the midwifery led services available to women across LLR. This involved
detailed evaluation and a one-off event with midwives, patient representatives and
stakeholder groups to discuss national guidance, constraints to the current service,
how the service currently works, and what they might look like in the future.
It was clearly stated at these events that, whilst the provision of standalone MLUs
was for continued discussion, the options for women to have home birth, obstetric led
care with co-located midwifery led care, and access to community midwifery services
were never in doubt; these will always be available.
Preferred option for standalone MLUs
As described above it was agreed by stakeholders that there is only one viable option
for Women’s acute and ambulatory services in LLR, which is for all services to be
provided at LRI (this includes obstetrics, co-located MLU, neonatology). There is an
option for consultation which is whether to have standalone MLUs or no stand-alone
MLU. Based on the output of the options appraisal described above the following
three options for standalone MLUs were considered;
•

No standalone MLUs (Options 3 and 6a).

•

One standalone MLU at LRI (Options 7b and 8a).

•

Two or more standalone MLUs – location TBC (Option 8c).

The analysis involved considering these three options against the following criteria:
•

Potential to be sustainable and attract over 500 births per year.

•

Equity of access for all.

The following assumptions were made as part of the options appraisal process
regarding the sustainability of stand-alone MLUs:
•

Each stand-alone MLU costs circa £5 million to build, and £1.405 million per
year to run (based on the current stand-alone MLU at St Mary’s).

•

With running costs of £1.405 million per year; for a stand-alone MLU to be
viable it must deliver a minimum of 500 births per year.
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Due to the cost of sustaining a stand-alone MLU within LLR, the CCGs and provider
agreed that based on potential birth rates it is only viable to provide one stand-alone
MLU which must support at least 500 births per year. This means that on the
grounds of sustainability the following option was rejected.
•

Two or more stand-alone MLUs (Option 8c).

Potential locations
When considering the possible location for the one standalone MLU the following
sites were considered as potential locations. This is simply based on the fact that
today they have the potential to provide inpatient services and no other
considerations. It does not consider at this stage the feasibility of developing the
estate:
•

LGH.

•

St Mary’s Birth Centre – Melton Mowbray.

•

Rutland Memorial Hospital Oakham.

•

St Luke’ Hospital Market Harborough.

•

Fielding Palmer hospital Lutterworth.

•

Loughborough Hospital.

•

Hinckley and Bosworth Hospital.

•

Coalville Hospital.

Activity levels at St Mary’s Birth Centre are shown in the table below.
Table 6-21 Number of births at St Mary’s Birth Centre 2012 to 2018

YEAR

2012/13
2013/14
2014/15
2015/16
2016/17
2017/18

Number of births at St
Mary’s Birth Centre
261
223
189
167
161
131

Based on the above, it is clear that having a stand-alone MLU in Melton Mowbray
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does not attract the required activity levels, despite active efforts to promote the
service. The potential for St Mary’s Birth Centre to be a sustainable standalone MLU
was therefore rejected.
It is possible that other community hospitals would suffer from the same challenge of
sustainability given they are in some cases quite isolated. However, as there is no
evidence to prove this one way or the other they were not discarded on these
grounds alone.
Equity of access
If a single standalone MLU is to be considered it is important to choose a location
which provides the most equitable access for women across LLR, it is vital that any
one stand-alone MLU is located to facilitate access to the maximum number of
women.
The Table below identifies the actual number of deliveries carried out by a midwife
irrespective of place of birth by proximity of post code to the potential MLU location
(assumed to be based at existing acute/ community hospital sites). It reinforces the
fact that the LGH is still be the best location of a standalone MLU; assuming there are
along side MLUs at the LRI in the new Maternity Hospital.
Table 6-22 Potential utilisation of midwifery services; number of deliveries carried out by a midwife
irrespective of setting by proximity of post code to proposed MLU site

Potential MLU Site
(based on post cade
district)

Number of
Number of
registerable
registerable births
births in post
in post code
code vicinity of vicinity of potential
potential MLU site
MLU site

Rank

2014/15

2017/18

LRI

2084

2032

1

LGH

1905

1737

2

Hinckley and Bosworth

559

477

3

Loughborough Hospital

539

444

4

Coalville Hospital

378

313

5

St Luke’s Hospital
(Market Harborough)

322

304

6
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Potential MLU Site
(based on post cade
district)

Number of
Number of
registerable
registerable births
births in post
in post code
code vicinity of vicinity of potential
potential MLU site
MLU site

Rank

2014/15

2017/18

St Mary’s Birthing Centre
(Melton Mowbray)

241

215

7

Feilding Palmer Hospital
(Lutterworth)

74

55

8

Rutland Memorial Hospital

65

45

9

6167

5622

TOTAL

We can conclude that if there were to be one standalone MLU in LLR it would be
most accessible to women if it were located at LGH. Also we know, from the LLR
JSNAs, that Leicester City is likely to experience the highest increase in births in the
coming years and the majority of city post codes are either closest to LRI or LRI.
It is therefore concluded that none of the community hospitals provide either a viable
option and/or equitable access. Therefore, if a standalone MLU is to be provided, the
only viable option for its sustainable future is LGH.
Sustainability of a standalone MLU at LGH
In 2014/15 the MLU at LGH had 1,865 inpatient stays. It is however adjacent to an
Obstetrics unit. As the analysis in the table shows, one of the potential reasons for
the falling and unsustainable birth rate at St Mary’s Birth Centre is the accessibility of
the location, but another reason may be that women prefer to give birth at a location
with obstetric services onsite.
There is anecdotal evidence from UHL that if there was a state of the art obstetrics
unit with an alongside MLU at LRI and dedicated short stay / drop off for women in
labour, then many women would travel the slightly longer distance (generally less
than 15 minutes) to LRI. It is not therefore clear if a standalone MLU at LGH would
be sustainable in longer term, and as a result UHL are proposing a one year pilot
using the existing LGH facilities to test if the MLU would maintain a birth rate of 500
births per annum.
If, following consultation, an MLU at LGH is desired by the public; it will be monitored
closely by the UHL CMG to ensure the unit is appropriately and safely staffed. The
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future sustainability of the service will be evaluated by the number of births that take
place there, and the UHL’s ability to maintain safe staffing in line with the latest
national guidance for maternity services. UHL will continue to work with Healthwatch
and patient representatives, as well as staff and commissioners to ensure that when
decisions are made, they are done so representative of the view of the wider LLR
health economy.
Conclusion
Based on the analysis carried out the preferred option was Option 3 (all women’s
services at LRI with no MLU at LGH), with a score of 767. However, it is proposed
that the consultation also includes Option 7b (all women’s services at LRI with a
standalone MLU at LGH) on the basis of a 12 month trial of the MLU at LGH to
establish whether the number of births can sustain a standalone MLU. These two
options were the highest ranked from the options appraisal and the additional
consideration of the best location for a standalone MLU confirmed LGH as the most
accessible site. Both options will see the transfer of services from the birthing unit at
St Mary’s Birth Centre.
The choice offer aligns with Better Births as it is planned to deliver all the three key
recommended choice options including homebirth, midwife led units and obstetric led
care. NHSE have rated this plan, in September, as assured. It is also planned to pilot
the stand alone midwife lead unit at LGH.
The number of MLUs will reduce if the LGH unit closes. However, if this unit does not
attract sufficient activity (500 births) this will provide evidence that there is lack of
appetite for this type of unit in LLR.
Subject to the outcome of consultation, in the time between the end of the
consultation and the opening of the new maternity hospital at LRI and community
based maternity services, UHL intends to maintain a community based MLU at St
Marys Birth Centre in Melton Mowbray. However, this may not prove sustainable; for
example if there is a material change to the fabric of the building or there are
unforeseen staffing issues, either of which might challenge the safety of the service.
This could lead to closure of the service without further consultation, having first
obtained support for the Health Overview and Scrutiny Committee (HOSC). If such
closure were necessary, alternative midwifery led birthing options would be provided
including alongside Birth Centres and Home Birth.
Governance of MLU pilot
The consultation process will make it clear that in the event that the MLU does not
reach the target births (500) by a minimum of a year, then it will be closed with no
further consultation. However, strenuous efforts will be made with local communities,
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GPs, patients and staff led by an independently chaired ‘co-production’ steering
group to test to the limit the deliverability and sustainability of the MLU.
The criteria for testing the viability of the MLU will be jointly agreed by an
independently chaired ‘co-production’ steering committee. The criteria are likely to
include the following:
•

The staffing and number of filled posts at agreed progress points.

•

Evidence of adequate future supply of staff to maintain improvement with
recruitment and retention.

•

Monitoring of serious incidents / near misses / clinical outcomes in the MLU.

•

Measures of staff and patient satisfaction.

•

Demonstrable change in ways of working for quality improvement including:
o

Continuity of care approach to meet the National agenda.

o

Monitoring of MLU being offered as a choice for birth.

o

Offer of partners staying and evidence of personalised care planning
and decision making for the women.

Engagement from key stakeholders will be used to develop other care model
innovations including development and promotion of the MLU and proposals to
mitigate the challenges of providing care at distance.
The decision making process is summarised in the Figure below.
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Figure 6-4 Summary of decision making for MLU viability at LGH

6.5

Development of the preferred options and relationship to UHL DCP
Since the preferred options for both acute and maternity services were identified they
have been progressed through UHL’s DCP across the three sites. In addition, the
proposal for maternity services has been developed through the BCT programme’s
Transformational Plan for Maternity Services which is set out in more detail in Section
6.5.1.
The DCP takes the core elements of UHL’s strategic intent and Clinical Strategy, as
clearly articulated within the BCTP and demonstrates how the estate will enable and
support service delivery / transformation and is aligned to the recommendations
arising from the Carter Review (2015) and Naylor Review (2017) which stress the
need for estate rationalisation and efficiency, release of land for affordable housing
and sustainable developments.
Through the BCTP modelling, the agreed future bed number has been modelled
through to specialty level and reflected throughout the DCP development process and
provides the basis of the analysis of capacity demand versus estate supply. More
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details of the bed modelling are shown in Section 7.3.6.
The original principles set out in the UHL 2014 Estate Strategy and subsequently
confirmed in UHL’s 2018 Estate Strategy have been upheld with regards to:
•

Clinical adjacency - ensuring the optimum clinical relocations.

•

SWOT analysis - best use of space and existing estate, site access.

•

Key planning assumptions - future service aspirations.

The DCP delivers the required future capacity via the Reconfiguration Programme
consisting of a series of major projects. This is supported by projected utilisation data
on Theatre, Outpatient & Day-case, Intensive Care Beds, and Imaging and
associated infrastructure assessments. It assumes that all other supporting services,
such as therapies, that are impacted by any service shift are captured within
individual project scope. This will be programmed to efficiently and effectively decant
and rationalise the LGH site and reconfigure both LRI and GH in order to provide
improved clinical adjacencies, patient experience and financial efficiencies.
There are four fundamental elements underpinning the UHL DCP which provide
clarity and robust information regarding scope, costs and programme. Those being:
•

Core fundamental projects – What UHL need to do?

•

Cost Model – How much it will cost?

•

Programme and Dependencies – How long it will take and in what sequence?

The proposed approach for each Project has been established with the support of
external cost advisors after comparing the demand versus the supply which gave a
range of design solutions: new build estate (traditional and modular), refurbishment of
existing estate to differing degrees and relocation to an alternative setting.
Constraints within existing estate provided ‘fixed points’ which have had an impact on
the supply element. This has been accommodated with new build elements. This
forms the basis of the Projects which were then costed and a timeline established
accordingly across the life of the Reconfiguration Programme.
A series of stakeholder workshops and meetings have taken place to thoroughly
assess and re-assess assumptions with regards to area, scope, opportunities and
constraints to reach agreement with regards to the stated fundamental elements.
6.5.1 LRI proposals
LRI will continue to be the primary site for emergency care. It will accommodate a
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consolidated Maternity service in a new build facility and all Gynaecology services
accommodated adjacent to Adult Surgical services, as well as the creation of a ‘super
ICU’. The Paediatric element of the East Midlands Congenital Heart Centre (currently
at GH) will relocate to LRI consolidating Paediatric services on one site with the
development of a dedicated Children’s Hospital. Brain Injury and Neurological
Rehabilitation Unit will relocate here from LGH within Adult Medical services.
Additional car parking and a Welcome Centre will be provided to support the
expansion of services.
Maternity proposals
The outcome of the DH national review on Maternity services 2016 (Better Births)
provided us with the opportunity to develop further our preferred option for Maternity
services within the BCT programme and articulate the direction of travel for the next
five years and beyond for Maternity and Neonatal services across LLR. A
Transformational Plan for Maternity Services was published in February 2018 (and is
currently being refreshed) which sets out a description of how the Local Maternity
System (LMS) aims to continue to transform local services and implement national
initiatives in the context of Better Births. The LLR Transformational Plan for Maternity
Services is included in Appendix P – LLR Transformational Plan for Maternity
Services. Following on from the results of the Maternity services options appraisal,
the proposed Maternity Hospital at LRI has been developed to facilitate the delivery of
the Transformational Plan for Maternity Services.
The proposed developments at LRI are show in the figure below.
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Figure 6-5 LRI proposed developments

Projects at
LRI
Description

LRI Ward
Refurbishment
Internal
refurbishment to
create new
inpatients (for
services
transferred from
LGH),
Gynaecology
outpatients and
day case.

Programme
Design Strategy
Cost
Size (m2)
Potential funding

EMCHC

LRI ICU Expansion

Internal
refurbishment of
areas to create the
new East
Midlands
Congenital Heart
Centre.

New build extension
and internal
refurbishment of
existing ICU.

Jun 25 - Aug 26

Jan 19 - Mar 20

May 21 - Oct 22

Mixed Refurb

Mixed Refurb

Mixed New & Refurb

£15.6m

£10.m

£25.9m

4,787
NHS capital

2,687
NHS capital

3,369
NHS capital
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Projects at
LRI
Description

LRI Maternity
Hospital
New build
standalone Maternity
building with links
into the existing
hospital estate and
Development of
Gynaecology
inpatients in
Balmoral building.

Programme

Jun 22 - Apr 25

Dec 23 - Nov 25

Jan 21 – Jan 22

New Build

Mixed New & Refurb

New Build

£107.1m

£39.0m

16,491

11,096

Commercial
Venture
n/a

NHS capital

NHS capital

Commercial

Design
Strategy
Cost
Size (m2)
Potential
funding

LRI Children's
Hospital
Refurbishment of
existing estate in
Kensington to create
a standalone
Children's hospital.

Car Park
Car Park to be
funded through
commercial
venture.

6.5.2 GH proposals
GH will expand considerably by almost one third as services move from both LGH
and LRI. The relocation of vascular services from LRI, in 2017, was the first of these
moves creating a complete cardiovascular centre. A ‘super ICU’ will be developed to
support the growth in demand across all services. Elective Orthopaedics,
Hepatobiliary, Renal (medicine and transplant), and Urology services will relocate
from LRI to create a specialised surgical hub with a supporting admissions unit.
These facilities will be delivered within a mixture of retained estate and new build
elements.
The largest development of the entire Reconfiguration Programme is delivered here
which will comprise of a new build Treatment Centre which will cater for outpatients,
23hr Care, Theatres, Imaging and additional wards.
Additional car parking and a Welcome Centre will be provided to support the
expansion of services.
The proposed developments at GH are shown in the figure below.
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Figure 6-6 GH proposed developments

Projects at
GH

Description

Programme
Design
Strategy
Cost
Size (m2)
Proposed
funding

Relocation of
Level 3 ICU
and
associated
services
3 new build
wards on the
roof of existing
hospital, new
build ICU
extension and
an internal
refurbishment
to create an
Interventional
Radiology
suite and
associated
enabling
works.
Jan 19 - Apr
21

GH New Build
(including
Treatment
Centre,
Theatres and
New Wards)
Large new
build
development:
Treatment
Centre, Inpatient Wards
& Theatres.

GH Surgical
Admissions
Unit
New build
development
adjacent to
existing unit.

GH ICU
Expansion

Car Park
development

Internal
refurbishment of
existing
Paediatric ICU
to expand Adult
ICU

Car Park to be
funded through
commercial
venture.

Jun 22 - Nov
24

Sep 23 - Nov
24

May 22 - Nov
24

Jan 21 – Jan
22

New build &
Refurbishment

New Build

New Build

Refurbishment

New Build

£30.8m

£169.7m

£3.8m

£20.5m

Commercial
Venture

9,150

26,774

580

4,832

n/a

NHS capital

NHS Capital

NHS capital

NHS capital

Commercial
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6.5.3 LGH proposals
As part of the Reconfiguration Programme UHL proposes to retain some facilities at
LGH. These being:
•

The Leicester Diabetes Centre of Excellence – A dedicated facility where it
currently resides within the H-Block. This facility has been developed over
recent years and provides services from newly refurbished buildings. It is
proposed that this building is technically isolated and will be able to be
maintained independently.

•

Dedicated GP Access Imaging Hub – The current Imaging facilities will be
retained and reconfigured to provide an independent facility. This will both
serve to alleviate the increased footfall on the two acute sites, release space
on the two acute sites for additional development and separate urgent
inpatient imaging from GP imaging.

•

Stroke Rehabilitation - Most of the clinical functions at LGH are captured
within the Reconfiguration Programme and are relocating to LRI or GH with
the exception of Stroke Rehabilitation which will locate to Evington Centre
currently owned by LPT.

•

Brandon Unit – This is a large currently unoccupied building which is
intended to provide administrative and education and training accommodation
- alleviating space constraints on the acute sites. Service functions which are
not needed to be accommodated on the acute sites will be relocated here

•

Midwifery Led Unit – Dependant on public consultation an MLU will be
provided within the existing Coleman Centre.

The proposed developments at LRI are shown in the figure below.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 189

OPTIONS FOR THE FUTURE MODEL OF CARE
Figure 6-7 LGH proposed developments

In addition, we propose to explore through the consultation the potential development
of other services at LGH which could include some of the following:
•

Primary Care Urgent Treatment Centre which is GP led, open at least 12
hours a day, every day, offering appointments that can be booked through
NHS 111, a GP practice or referred from the ambulance service. It would be
staffed by GPs, nurses and other clinicians and equipped to diagnose and
deal with many of the most common ailments people attend the emergency
department for. There would also be a walk-in access option. We believe that
the centre would ease pressure on the emergency department and improve
convenience as patients would no longer need to travel to LRI

•

Observation beds located alongside the Primary Care Urgent Treatment
Centre for patients where admission is not necessary, but where they need to
be cared for and monitored for up to eight hours by suitably trained staff. The
patient would then be assessed and a decision made on whether an
admission is necessary or whether a safe discharge or referral to another
service is more appropriate

•

Community Outpatients Service providing additional care for people
referred for treatment in the community. People would be treated as an
outpatient or a day case for a range of conditions both physical and mental,
avoiding the need to go to an acute hospital. The service will also offer followup appointments.
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•

An additional GP practice to provide family health services to people living
in the east of the Leicester City, which would help to meet the expected
increase in residents over the next decade.

6.5.4 Support services
Supporting services such as expansion to the Mortuaries, Pathology and Pharmacies
will form part of the plans as will the expansion to the technical infrastructure and IT
provision across the sites. In addition the provision of administrative support functions
will be reviewed to ensure the right services are in the right location ensuring the
estate is used to maximum clinical efficiency.
6.5.5 Proposed configuration of acute services
The tables below show the proposed configuration of adult day case, inpatient and
outpatient services at the three current sites and the proposed Treatment Centre at
GH, along with services proposed to be provided in community hospitals by the PCA.
Children’s services are excluded from this list as they will all be located at LRI when
the EMCHC service relocates from GH following the national consultation process.
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Table 6-23 Location of day case services

Day case speciality

Current
location

Future location

Chemical Pathology

LGH

GH Treatment Centre

Clinical Immunology

LGH

GH Treatment Centre

Dermatology

LGH

GH Treatment Centre

Ear Nose and Throat (ENT)

LRI

GH Treatment Centre

ESRF

LGH

GH Treatment Centre

Gastroenterology

LGH and LRI

GH Treatment Centre

General Surgery

LGH and LRI

GH Treatment Centre

Gynaecology

LGH and LRI

LRI

LGH

LRI

Haematology

LGH and LRI

LRI

Hand Trauma

LRI

GH

LGH and LRI

GH Treatment Centre

Infectious Diseases

LGH

LRI

Integrated Medicine

LGH

GH Treatment Centre

Interventional Radiology

LGH

LRI and GH

Nephrology

LGH

GH Treatment Centre

Neurology

LGH

GH Treatment Centre

Obstetrics

LGH

LRI

Orthopaedic Surgery

LGH

GH Treatment Centre

Pain Management

LGH

GH Treatment Centre

Renal Access Surgery

LGH

GH Treatment Centre

Rheumatology

LGH

GH Treatment Centre

Sleep

LGH

GH Treatment Centre

Gynaecology Oncology

Hepatobiliary & Pancreatic Surgery
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Current
location

Future location

Spinal Surgery

LGH

GH Treatment Centre

Sports Medicine

LGH

GH Treatment Centre

Stroke Medicine

LGH

GH Treatment Centre

Transplant

LGH

GH Treatment Centre

Urology

LGH

GH – Treatment Centre

Current
location

Future location

Colorectal Surgery

LGH

LRI

Critical Care Medicine

LGH

LRI and GH

ESRF

LGH

GH

Gastroenterology

LGH

LRI

Emergency General Surgery

LGH

LRI

Gynaecology

LGH

LRI

Gynaecology Oncology

LGH

LRI

LGH and LRI

GH

Neonatal Intensive Care

LGH

LRI

Neonatology

LGH

LRI

Nephrology

LGH

GH

Neurology

LGH

LRI

Obstetrics

LGH

LRI

Ophthalmology

LRI

GH

Orthopaedic Surgery

LGH

GH

Renal Access Surgery

LGH

GH

Day case speciality

Table 6-24 Location of inpatient services

Inpatient speciality

Hepatobiliary & Pancreatic Surgery
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Current
location

Future location

Rheumatology

LGH

LRI

Sleep

LGH

GH Treatment Centre

Spinal Surgery

LRI

LRI

Sports Medicine

LGH

GH

Stroke Medicine - Rehabilitation

LGH

Evington Centre

Transplant

LGH

GH

Urology

LGH

GH

Well Baby

LGH

LRI

Current
location

Future location

LRI

GH Treatment Centre

LGH and LRI

GH Treatment Centre

Audiology

LRI

LRI and GH Treatment
Centre

Bariatric Surgery

LRI

GH Treatment Centre

Cardiac Rehabilitation

LGH and LRI

Community provision

Chemical Pathology

LGH and LRI

GH Treatment Centre

Clinical Immunology

LRI

GH Treatment Centre

Critical Care Medicine

LRI

GH Treatment Centre

Dermatology

LGH and LRI

GH Treatment Centre

Endocrinology

LGH and LRI

GH Treatment Centre

LGH

GH Treatment Centre

LGH and LRI

GH Treatment Centre

Inpatient speciality

Table 6-25 Location of outpatient services

Outpatient specialty
Allergy
Anaesthetics

End Stage Renal Failure
Gastroenterology
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Current
location

Future location

General Surgery (incl colorectal)

LGH and LRI

GH Treatment Centre

Geriatric Medicine

LGH and LRI

GH Treatment Centre

Gynaecology

LGH

LRI

Gynaecology Oncology

LGH

LRI

Hepatobiliary & Pancreatic Surgery

LGH

GH Treatment Centre

Hepatology

LGH

GH Treatment Centre

Interventional Radiology

LGH

LRI/ GH

LGH and LRI

LRI

Neonatal Intensive Care

LGH

LRI

Neonatology

LGH

LRI

Nephrology

LGH

GH Treatment Centre

Neurology

LGH

GH Treatment Centre

Neurosurgery

LGH

GH Treatment Centre

Obstetrics

LGH

LRI

Orthopaedic Surgery

LGH

GH Treatment Centre

Ophthalmology

LRI

GH Treatment Centre

LGH and LRI

GH Treatment Centre

Plastic Surgery

LRI

GH Treatment Centre

Pulmonary Rehabilitation

LGH

Community

Renal Access Surgery

LGH

GH Treatment Centre

LGH and LRI

GH Treatment Centre

LGH

GH Treatment Centre

Spinal Surgery

LGH and LRI

GH Treatment Centre

Sports Medicine

LGH

GH Treatment Centre

Outpatient specialty

Maternity Scans

Pain Management

Rheumatology
Sleep
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Current
location

Future location

LGH and LRI

GH Treatment Centre

Transplant

LGH

GH Treatment Centre

Urology

LGH

GH Treatment Centre

Vascular Surgery

LRI

GH

Outpatient specialty
Stroke Medicine

6.5.6 UHL Road Map for service reconfiguration
The figure below shows UHL’s planned journey to deliver the service reconfiguration.
Figure 6-8 UHL Road Map for service reconfiguration

Details of the programme management arrangements and the delivery plan for the
reconfiguration are included in Sections 9.6 and 9.7.
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6.6

Public engagement to date

6.6.1 Engagement as part of the LLR BCTP
Early engagement
Throughout 2014 there were a number of both communication and engagement
activities including workshops on clinical workstreams throughout the development of
the BCT programme.
There was also an established Public and Patient Involvement (PPI) reference group
which developed service user groups for each workstream. From September 2014
until August 2019 the PPI reference group and the BCT Communications and
Engagement group worked together to ensure the patient and public voice is heard in
the programme. The PPI Group has now been replace by a Public and Patient
Involvement Assurance Group. The role of the group going forward is to maintain
strategic oversight of business intelligence and insights gathered from involvement
activities; understand the insights to gain a view of what people need and assure that
it has been used to design, organise and commission health services.
In early December 2014 the PPI Reference Group met to review individual
workstream plans and gain a ‘whole programme’ view.
A task and finish group met in January 2015 which was made up of PPI
representatives and partner communication and engagement leads to start to develop
an approach to wider engagement on BCT programme to ensure the wider public of
LLR are aware of the broad principles and issues.
The underpinning sources for engagement and were:
•

NHS ‘Planning and Delivering Service Change for Patients’ - December 2013

•

Transforming Participation in Health and Care - September 2013.

•

Cabinet Office guidance on Consultation Principles - October 2013.

•

Equality Delivery System - November 2013.

•

NHS Bite-size guides to patient and public participation.

•

Greater Manchester NHS Healthier Together Draft Communications and
Engagement Plan - March 2014.

•

Greater Manchester NHS consultation document.
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•

Leicester City Council: Consultation engagement and equalities.

•

Leicestershire County Council.

•

The Independent Reconfiguration Panel.

•

Lessons learned from: Urgent Care Consultation (East Leicestershire and
Rutland).

BCT engagement - 2015
Following the work co-designing an engagement and consultation campaign with our
service users, clinicians and managers from across the NHS and local authorities, a
campaign was launched in February 2015 across Leicester, Leicestershire and
Rutland.
Strategy and tactics
The strategy was to go out into the community with leaflets, brochures and
questionnaires to capture the views of the public. The aim was to reach high numbers
of staff and members of the public in a short space of time.
This was a combination of targeting mainstream media, driving more connections to
our digital platforms through a short film, driving up social media shares and
followers. A mobile engagement unit was also deployed to 12 locations in high footfall
areas throughout the very diverse market towns of Leicestershire and Rutland as well
as Leicester City.
Space was also used in high volume council newspapers which are delivered to
every door. Existing “seldom heard” group meetings were also attended, for example,
Dementia Friends Cafes, the counties’ multi-faith forum and Mencap sessions
throughout the area.
Implementation
An initial patient and communications leads campaign planning meeting was held in
January 2015, the campaign was launched in February 2015 in Loughborough and
completed on by the end of March 2015.
The launch was covered by BBC East Midlands Today, Oak FM, BBC Radio
Leicester, The Leicester Mercury and the Loughborough Echo reaching 300,000
people on its first day. The mobile unit was deployed in key locations with an
estimated footfall of 150,000 people.
Partner publications Leicester Link and Leicestershire Matters supported the
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campaign and were distributed to a combined 375,000 households reaching a
significant proportion of the 1.1million local population. In addition:
•

Targeted meetings were undertaken with 30 seldom heard groups.

•

Additional consultation was held with staff and frail / elderly people. This led to
a further 500 detailed responses (work which was subsequently used by The
King’s Fund).

•

Printed materials were distributed to all GP practices and libraries.

Stakeholder engagement
Approval of the creative approach and delivery of this campaign by a partnership
consisting of the chief officers and medical directors of seven major statutory bodies
was a major achievement of this campaign. The support and buy-in of patient
representatives was also critical.
There were two workshops where patient groups were invited to help develop the
campaign. This approach meant that key stakeholders, who would be impacted,
could contribute directly to the campaign.
Given the sensitive nature of health and social care changes, weekly updates went to
key MPs (including the Leicester based shadow health secretary), councillors and
Oversight and Scrutiny Committees, who are effectively the ‘gatekeepers’ of local
change.
Measurement and evaluation
The two key quantitative metrics were audience reach and completed questionnaires.
Local authority newspapers ensured 800,000 people were exposed to the campaign.
Additional media coverage, as well as the launch coverage meant that 400,000
people also came into contact with the campaign.
The mobile engagement unit, which was deployed in key locations in high footfall
locations, such as Fosse Park shopping centre and Leicester City centre, on busy
shopping days meant that large numbers of people had the opportunity to see this
campaign.
Throughout the campaign, the numbers of people visiting the BCT website went up
nearly 600% from 2,999 in February 15 to 17,650 in March 2015. In March 2015 the
BCT Twitter account also made 50,584 impressions and attracted 340 followers.
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Feedback and responses – outline responses
A total of 1,061 responses were gathered following the ‘Better Together 5 Year
Vision’ engagement questionnaire.
The key findings are as follows:
•

89% (945) respondents to the questionnaire agree that health and social care
needs to change “how” and “where” services are provided to meet the
changing population.

•

94% (999) respondents agree that we all have a responsibility to look after our
own health.

•

51% (536) respondents feel that the NHS and social care must plan services
in a way that meets the needs of all people.

•

87% (919) respondents feel that big city hospitals should focus on specialist
and emergency care, with some simpler care transferring to community
hospitals / GP services.

•

When asked what is most important to people when choosing a service 44%
(469) said the appointment availability/waiting times; 38% (397) said the
specialist you will see.

•

When asked what was most important when thinking about health and social
care 38% (405) respondents said quality of staff.

•

When asked what was most important if someone in your family needed a
simple health procedure, which did not require a stay in hospital, waiting time
was most important to 68% (709) respondents; the service is within a 30
minute car journey was the second most important 20% (207) respondents.

•

When asked what was most important if someone in your family needed a
major operation, waiting time was most important to most people 71% (756)
respondents.

When respondents were asked “what do you think about the proposals relating to the
eight healthcare areas”, the majority of people agreed with the proposals.
Detailed analysis is available and was published as part of the BCT Board papers.

1

1

http://www.bettercareleicester.nhs.uk/EasysiteWeb/getresource.axd?AssetID=33667
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BCT engagement – November 2016 to May 2017
The BCTP was published at the end of November 2016. Following the publication of
the document, a period of engagement took place both at a programme wide and
local level. This built upon engagement which had had already taken place during the
development of the draft BCTP. We have summarised below the communications
and engagement that has taken place and the key themes emerging from the
engagement period between November 2016 and May 2017.
Methods and channels of engagement used
The following methods of engagement were used during the period from November
2016 and May 2017:
•

Email.

•

Mail.

•

Public events.

•

Carer groups.

•

Equalities Challenge Group.

•

Voluntary Community Service (VCS) – via Voluntary Action Leicestershire
(VAL) forum.

•

Political engagement and briefing.

•

Public facing BCTP summary.

•

Digital and social media.

•

BCT programme PPI group.

The approximate number of interactions are shown in the table below:
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Table 6-26 Number of interactions by engagement method (2016/17)

Method of engagement

Approximate numbers engaged

Email

20 emails received

Mail

One letter received

Public events

10 public events held, approximately 650
attendees

Carer groups

Three meetings attended, approx. 10
attendees at each meeting

Equalities Challenge Group

Three meetings attended, approx. 20
attendees at each meeting

VCS – via VAL Forum

Three meetings attended, approx. 30
attendees at each meeting

Political engagement and briefing

Approximately 20 local authority meetings
attended (HOSC, member briefings, H&WB)
Six MPs briefed either verbally or by
personalised written briefing

Public facing STP summary

7,264 page visits to STP website and STP
document between November 2016 and May
2017

Digital and social media

Twitter: 98 likes on BCT tweets
474 link clicks from BCT tweets
175 retweets on BCT tweets
66 replies to BCT tweets
3345 Facebook post reach

Total estimated number of
interactions

11,929

Overall key themes from this engagement period
The key themes of the BCTP engagement have been drawn together by analysis of
emails and correspondence; received analysis of public events, and collation of
meeting notes and minutes from meetings such as the PPI group and VAL voluntary
forum.
Overall the key overarching themes have been found to be:
•

More detail is needed on plans and the evidence behind the choice of model.

•

Overall the plans for integrated teams and Home First make sense but there
is concern that the health and social care system can deliver them with the
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resources available.
•

Other stakeholders talked about the ‘step into the dark’ to go from a hospital
based model to one largely based in their home. This was particularly seen
as a concern for rural isolated areas.

•

There are concerns about the ability for health and social care to ‘play their
part’ when they are managing enormous demand and also large reductions in
funding available.

•

There was a strong sense from Rutland stakeholders that the east of the LLR
catchment area was bearing the brunt of changes to services without a clear
sense of what alternative provision would look like.

•

Some people believe that NHS 111 advice is not helpful and that it can be
slow to use – although many also talked about this being based on historical
experiences.

•

There is understanding of the need to go from three to two acute sites, but
questions about the impact it might that have on the services received in
Leicester City.

•

People asked for better access to GPs, and there are concerns over out of
hours access in particular.

•

Community services and care close to home was seen as really important but
must be accessible (especially by public transport).

•

Voluntary sector colleagues want greater input into the direction of the BCTP
and want further clarity on the role they can play in ultimately delivering the
plan.

There was broad support for our proposals to move more care into the community,
but concern about how that care will be delivered and whether the necessary services
are in place.
People told us that they want to know that services in the community will be
accessible for patients and that the staff and resources will be in place to deliver them
safely and effectively.
The table in Appendix Q – Feedback from BCTP public engagement activities
sets out some of the key comments and concerns we heard across LLR following
engagement on the BCTP, as well as our planned next steps for addressing them.
This feedback came from a number of sources, with a significant focus on the public
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events held across LLR.
BCT work stream engagement
In addition to generic engagement activities on BCT as a whole programme, there
have been public and patient engagement activities undertaken by each work stream.
The engagement has been undertaken with patients, services users, family carer,
staff delivering services and other individuals and organisations impacted by the
service under discussion e.g. mental health, frailty.
While the focus of the engagement was been specific to each work stream there are
huge independencies across work streams and the acute and maternity
reconfiguration. All health and care services are inextricably linked. Patients and
family carers share insights of their experiences of care and the things that matter
most to them about many services not necessarily just the services that we are
engaging on at any particular time.
The insight reports from the activities of the work streams have contributed to the
proposals considered for reconfiguration.
BCT engagement – October 2018 to August 2019
Engagement activities continued during 2018 and 2019 with the communities in LLR.
Methods and channels of engagement used
The following methods of engagement were used:
•

Leaflets and posters.

•

Public events.

•

Outreach with community and voluntary groups particularly representing those
with protected characteristics.

•

Outreach at community and public venues with high footfall.

•

Political engagement and briefing.

•

Public facing booklet outlining proposals.

•

Public facing videos outlining proposals with spokespeople from UHL, primary
care, CCGs, Public and Patient Involvement Assurance Group and
Healthwatch.
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•

Digital and social media.

•

BCT programme PPI group.

•

Monthly BCT newsletter.

The approximate number of interactions are shown in the table below:
Table 6-27 Number of interactions by engagement method (2018/19)

Method of engagement

Approximate numbers engaged

Public events

Nine public events held, approximately 317

Outreach with voluntary and
community sector group & outreach
in public venues

Fifteen events attended approximately 300
attendees

Political engagement and briefing

Six local authority meetings attended (all
member or executive briefings at Rutland
Council, Leicestershire County Council and
Leicester City Council)
Ten MPs briefed either verbally or by
personalised written briefing

Public facing BCT newsletter

Distributed monthly to 1,192 BCT
recipients. Also distributed to BCT
partnership databases including patient
members and staff

Digital and social media

Twitter: 1,691 followers received 71 tweets

Overall key themes from this engagement period
Outlined below are the key themes from the 2018 and 2019 engagement period,
which in the main reinforce the messages that we have heard since 2014, with similar
themes emerging.
•

Processes and procedures of bidding for capital resources and the unknown
timeline for being permitted to commence public consultation are confusing for
the public, the majority of who have a strong desire for formal consultation to
take place at the earliest possible opportunity.

•

In the past Leicester has been in a similar position of wishing to invest in
services, but for a variety of measures has not had funds available to
implement plans. There is worry that history may repeat itself.

•

Broad support that investment is needed into the hospitals in Leicester and
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agreement that overall the plans are the right ones. However, many people
still want to have a better understanding around the decision to transform
Leicester General Hospital into a community hub and the plan to move acute
services to Glenfield Hospital and Leicester Royal Infirmary.
•

Need for continued engagement and involvement of the public in the acute
and maternity services discussion to ensure that services are person-centred.
Also to ensure that if national approval is given and capital funding bids are
successful that we fulfil on our promise to go out to formal consultation
ensuring that the LLR public have their voices heard.

•

Need for transparency on what estates are being sold off, why and what will
happen to the income from the sale.

•

Assurance that formal consultation on acute and maternity services will be
effective and that feedback from the public will influence and impact on the
final proposals.

•

Plans should consider the quality improvements to the infrastructure and
environment including car parking, access into and around sites, sign-posting
and public transport.

•

Assurance, particularly from rural communities that the centralisation of acute
services will benefit patients and conversations are ongoing with acute
hospital trusts across the LLR borders.

•

Assurance that proposals will respond to and address the current financial
issues faced by NHS bodies, and will not contribute to further challenges.

•

Concerns about the proposed closure of the midwifery led birthing unit at St.
Mary’s in Melton Mowbray and anxiety that local pre and post pregnancy
support services, greatly appreciated by many, may be lost locally.

•

Recognition of national staff shortages, particularly nurses and how the
proposals impact on current staff and attracting and recruiting new staff.

•

Importance of the role of primary care including GP federations/GP localities
and the voluntary and community sector when redesigning services provided
outside of hospital in the community, including in peoples’ homes.

•

Need for better access to primary care and GP appointments.

•

Better use of information technology when integrating health and social care
services to ensure systems talk to one another so that patients and their
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carers do not have to repeat their story including creation of a single patient
record.
•

Recognition that local areas are different and there is a migration of LLR
residents outside of the counties as well as a migration of residents from other
counties into LLR’s acute and community services.

•

Enthusiasm to participate in discussion about community services including
community hospitals at the earliest possible opportunity.

6.6.2 UHL specific engagement
Acute services
Leicester is the only major city in the Midlands to have three acute hospitals and the
consolidation of services onto two sites, to emulate similar nearby cities serving
similar populations, has been discussed across the local, regional and national media
2
for 20 years.
The three acute sites have always been part of the bigger picture of delivering better
health and social care across LLR. The future of LGH has been discussed implicitly
and explicitly over many years across a wide range of stakeholders, patients and
service users.
Most notably this has been in:

2

•

Full options appraisal as part of Pathway Project (2000) with public
engagement.

•

Next stage review (2008).

•

Options appraisal for acute reconfiguration (2013).

•

Better Care Together Strategic Outline Case (November 2014).

•

Options appraisal process for maternity reconfiguration (2015).

•

Better Care Together pre-consultation engagement campaign (2015).

•

Delivering Care at its Best 5 Year plan (2015, updated 2016).

•

Strategic Transformation Plan (December 2016, with engagement in early

http://www.independent.co.uk/news/patients-anger-at-closure-threat-1149519.html

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 207

OPTIONS FOR THE FUTURE MODEL OF CARE

2017).
In addition to acute reconfiguration being part of the desired system wide change,
UHL, in the development of its own five-year plan have been clear about its own and
the system’s ambitions since June 2014 and within subsequent annual reviews:
“Leicester is very unusual in having three big acute hospitals, the General, the
Glenfield and the Royal Infirmary, for the size of population they serve. This creates
problems; first it means that we spread some of our specialist staff too thinly across
the three hospitals; second it means that we duplicate and even triplicate services
at two/three sites; third it means that some of our services are in the wrong place
3
and last but not least it is very expensive to run (July 2015).
The plan has been refreshed every year since its publication and explicitly mentioned
the move from three to two acute hospitals every time.
Prior to the publication, UHL had developed their plans alongside clinicians, service
users and staff, a snapshot of the types of engagement which took place can be seen
below in the table below.
Table 6-28 Examples of UHL public engagement

Forum

Nature of engagement

UHL Members’
Engagement
Forum (June 2014)

Trust
public
members

UHL Chair, Medical Director and Director of
Marketing and Communications led
engagement on the Trust’s five year plan.

UHL APM (Sept
2014)

100+
members
of the
public

Each of UHL’s Clinical Management
Groups engaged with attendees on their
service development plans for the next five
years.

UHL staff

CEO’s presentation focused on the Trust’s
five year plan.

Trust
public
members

UHL CEO presented the Trust’s
reconfiguration plans.

UHL Members’
Engagement
Forum (Sept 2014)

3

Who

http://www.leicestershospitals.nhs.uk/aboutus/our-purpose-strategy-and-values/our-5-year-strategy/
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As stated previously, the reconfiguration of acute sites has always been one part of
the bigger picture of delivering more care to people nearer their homes. Therefore it
was important to engage with the public on not what would be perceived as ‘lost’ (one
acute site) but what would be gained (improved patient environment, better health
outcomes, among many other benefits).
Maternity services
UHL has undertaken significant engagement in respect of proposals for Maternity
services. In particular:
•

An initial public listening event, called ‘Have your say on the future of
childbirth and gynaecology services’ at which the public were invited to
prioritise the criteria on which the Women’s model was predicated.

•

Involvement of Healthwatch representatives and PPI leads in the full option
appraisal process.

•

Significant engagement events with local parent groups, particularly covering
groups with protected characteristics.

Details of the individual events, the topics discussed and the feedback received are
included in Appendix R – UHL Maternity services public engagement activities.
6.7

Clinical assurance
Set out below is the approach to clinical assurance. It describes the role of the LLR
Clinical Leadership Group (LLR CLG) and describes the support received to date
from the East Midlands Clinical Senate (the Senate). The plans for continued
engagement with the Senate post consultation are also described.

6.7.1 Background
The Models of Care presented in these proposals for acute and maternity services
are based on the outcome of extensive and detailed local clinical review and design,
led by doctors, midwives, nurses, commissioners and patient representatives. The
acute and maternity Models of Care have been considered and supported by the LLR
CLG and the plans have also been reviewed by the Senate; both groups have
wholeheartedly supported the proposals.
The LLR CLG recognises that that the proposals for change will ensure sustainable
safety and quality of services whilst achieving greater equity of access to services
across the city and counties as well as increased efficiency and value for money. The
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Senate confirmed that services needed to change in line with proposals to ensure
that they are sustainable and equitable across Leicester, Leicestershire and Rutland
in the future.
6.7.2 LLR Clinical Leadership Group
The LLR CLG brings together senior clinicians, public health professionals and social
care service leaders, and patient and public involvement representation. The CLG
ensures that the outcomes of the BCT programme are clinically driven and delivered
within the required timescales for the benefits of all of the patients and service users
in LLR. It equally ensures that, collectively and individually, the BCT workstream
proposals to change clinical services are robust, clinically safe and in the best
interests of patients, service users and the public. It ensures that citizens, patients,
the public and wider stakeholders are involved in the early stages of developing
planning proposals.
The group comprises of medical and nursing clinicians, public health and social care
professionals, GPs from each of the CCGs, each of the Local Authorities, from UHL,
LPT and primary care (GP practices). The Group is chaired by the Chair of West
Leicestershire CCG, Professor Mayur Lakhani.

Following review of the plans outlined in this document, the
Joint Chairs of the Clinical Leadership Group fully supported
the proposals for acute and maternity reconfiguration and
supported the move to public consultation
6.7.3 Clinical Senates
Twelve Clinical Senates were established across England in 2013 to bring together
clinicians, healthcare and social-care professionals, patient and citizen
representatives, and individuals from organisations involved in the commissioning
and delivery of health and social care locally. The role of the Clinical Senate is to
provide independent, strategic clinical advice and guidance to health commissioners
and other stakeholders on healthcare decisions for the populations they represent.
Summary of engagement with the East Midlands Clinical Senate
The Models of Care presented in Section 7.3 include the feedback from each of the
Senate reviews. A brief summary of this is presented below.
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August 2015 – whole system review
In August 2015, a panel of the Senate met to provide independent clinical advice on
the initial proposals for the BCTP. Two day long sessions were scheduled. The first
session received presentations from the Urgent Care, Mental Health, Maternity and
Neonatal, Children’s Emotional Health and Wellbeing and End of Life Care
workstreams. The second session received presentations from the planned care,
adult social care and public health, learning disabilities and long term conditions
workstreams.
The Senate was asked to carry out reviews related to the following across cutting
areas:
•

The system reconfiguration as a whole - Review the clinical capability and
capacity across LLR as a whole and how it is impacted by BCT and consider if
the programme is taking the appropriate actions to mitigate any major clinical
risks.

•

Service reconfiguration - Consider plans to move services out of the acute
hospital settings into community care and in many cases into “virtual”
community beds or “beds at home”.

•

Primary Care Reconfiguration - Review Primary Care capacities and
strategies to ensure that they can underpin delivery of the BCT Programme

•

Adult Social Care - Consider the planned changes to provision of adult social
care and how these interact with the plans to change health care.

•

Improvements to Public Health - Consider the plans to improve public
health across the region as well as the theme of prevention that runs through
the various clinical workstreams.

The Senate panel were grateful for the opportunity to review the proposals presented
by the LLR BCT team and recognised the hard work that had been completed to
date. The panel was presented with a wide range of information across the
workstreams including information about service improvements under way already.
The panel was supportive of the broad direction of travel of the programme i.e.
reducing the reliance on hospital based care and the increase in services in the
community.
The detailed responses and recommendations from the Senate were subsequently
shared with the specialist clinical working groups. Each group considered the senate
responses and in many cases refined and adapted proposals as a result.
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September 2015 – whole system review
A teleconference session was held on the 29th September 2015 where community
and primary care were discussed along with additional information from the long term
conditions workstreams and the mental health workstream gave a further
presentation following feedback from the first sessions in August 2015. Again verbal
feedback was given to the panel at the end of the teleconference.
Again, on the basis of the information provided, the Senate supported the proposals
in respect of providing more care in patient’s own homes and moving some sub-acute
care out of centralised hospitals to suitably staffed and resourced community
hospitals.
Key points made by the Senate in this second review included:
•

The Senate recognises the hard work to date and is supportive of the actions
taken to respond to their original recommendations.

The Senate concluded that the work undertaken made it much
clearer which elements of the overall plan were going to
progress to public consultation and supported this
January 2018 – maternity specific review
A further external Clinical Senate review undertaken in January 2018 of the LLR
proposed Model of Care for maternity specifically concluded that:
•

The panel was able to support the LLR BCT programme’s plan to centralise
their maternity facility, as it was deemed sensible on a clinical basis and
addresses the drivers around medical workforce. The panel also supported
the proposed transfer of services from St Mary’s Birth Centre in Melton
Mowbray.

•

The panel was pleased to see that demographics and health inequalities had
been sufficiently addressed.

•

The LLR BCT programme has a compelling case for change to address
longstanding problems of quality and affordability. The proposed consolidated
model will address issues of co-dependencies (as the acute hospitals in
Leicester reconfigure) and workforce, which are currently most acute in
neonatology.

•

It was noted that the LLR BCTP’s proposal is dependent on capital funding;
although a new build is anticipated. This has been a longstanding issue with
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an interim solution concluded in 2011/12 (consolidation was not possible at
the time due to cost).
•

However, for maternity services all supporting evidence should be collated to
demonstrate that the LLR BCT programme has a robust case for change,
which should include birth rate plus data (the workforce planning system). It is
recognised that single site consolidation will help to alleviate the drivers
around medical workforce, although a formal staffing model has not yet been
produced.

•

The LLR BCT programme needs to be able to describe and evidence: liaison
with Health Education England regarding impact on workforce and training,
patient flows and activity modelling and, impact on transitional care.

•

This is a complex change process and the LLR BCT programme should
describe it in detail and its impact on patients and staff during the change
process including appropriate mitigations.

•

Access could potentially be more difficult if services are consolidated at LRI,
and consideration should be given to staff travelling on public transport
working a 12 hour shift pattern.

•

The panel commended the LLR BCT programme for its strong narrative
regarding population health inequalities and demographics.

The main recommendations from the review and the responses are summarised in
the table below.
Table 6-29 Clinical Senate recommendations - maternity

Recommendation

Response

1

The panel recommend that the LLR BCT programme
collate a source file of the supporting evidence that has
been gathered during the process over the past
decade as appendices. This should include: an
obstetric workforce plan; evidence of liaison with
Health Education England regarding workforce
implications; a detailed analysis of neonatal care and
patient flows, and evidence of consultation with
women.

Evidence gathered
and submitted to the
East Midlands
Clinical Senate for
additional review on
the 28th September
2018.

2

A sequenced plan which describes simply how the
services will change during the transition from the
existing service to the new model, and describing the
risks and appropriate mitigation, needs to be available
when the LLR BCT programme is ready to go out to
public consultation.

A sequenced plan
for transition will to
some extent be
dependent on the
estate solution and
therefore a transition
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Recommendation

Response
plan will be
developed once
there is a clear
understanding at a
detailed level of the
design.

3

It was noted that whilst Better Births and the proposed
acute reconfiguration are inter-related, this policy
directive is not driving the single site model. The panel
therefore recommended that the proposal describes
how the recommendations of Better Births have been
incorporated into the plan.

The LMS
Transformation Plan
has much of this
information
contained with it.
This will be pulled
out to add to the
BCTP.

The panel found the UHL plan to centralise acute maternity
services at LRI is clinically appropriate and recommend UHL
proceed to public consultation
The report of the Clinical Senate is included in Appendix S – Clinical Senate
Reports (July 2018 and September 2018)
July 2018 – whole system review
On 5th July 2018 the East Midlands Clinical Senate met to consider the proposed
reconfiguration of acute services. Following their consideration of the proposals their
final report was issued later in July 2018. The final report of the Clinical Senate is
included in Appendix S – Clinical Senate Reports (July 2018 and September
2018). The Vice-Chair of the Clinical Senate’s foreword to the report states:
“Clinical Senates have been established to be a source of independent, strategic
advice and guidance to local health and care systems, to assist them to make the
best decisions about healthcare for the populations they represent.
Leicester, Leicestershire and Rutland (LLR) works collectively under the umbrella of
“Better Care Together” and is one of five Sustainability and Transformation
Partnerships (STPs) in the East Midlands.
The Clinical Senate recognised the challenges the LLR STP faces in delivering their
Model of Care. It particularly understood the need for University Hospitals of Leicester
NHS Trust (UHL) to reconfigure its current three acute hospital sites onto two, as the
system is contending with a challenging operational situation. It was also
acknowledged that this is a very long transformation programme that will ultimately
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bring about a clinically sustainable solution for the local population.
The Clinical Senate was pleased to be able to assist the LLR STP again, and wishes
to thank all the constituent members of the STP for their time and input on the day,
and particularly to UHL for hosting the clinical review team, which was held at the
same location as the local NHS 70th birthday celebrations.
The panel were absolutely in support of the proposed reconfiguration of services from
three sites onto two, and on this basis, recommends that the STP proceeds. The
report highlights the strength of argument for the change, particularly from a
workforce and sustainability perspective. The panel did raise certain issues that need
some further work, all of which are highlighted in the report.
I would like to wish the LLR STP good luck with its aspiration to deliver a sustainable,
clinically effective and affordable service in the future.”
Dr Julie Attfield
East Midlands Clinical Senate Vice-Chair
The main findings of the Clinical Senate are summarised below.
The panel were unanimously in support of the overall acute reconfiguration proposed
by UHL and commented that the clinical sustainability and workforce benefits had
been clearly articulated, with a wealth of evidence expressed and supportive
professional opinion. They also commented that there was reference to relevant
national guidance and generally. The panel also praised the LLR BCT programme,
as clinical leadership was clearly evident and clinical leadership across the whole
health and care system would be vital for the LLR BCT programme to achieve its
ambition for improving standards of care.
Whilst the panel’s full conclusions and advice are detailed in the report, the main
feedback provided by the panel was to:
•

Seek assurance that a safe level of emergency provision at LRI (which
houses the Emergency Department) is made available for those surgical
services largely located away from LRI.

•

Give further consideration to the impact of increased co-morbidities and
complexity on GH once the services move.

•

Describe UHL’s dedicated ambulance service for the safe transfer and
transporting of patients between sites more clearly prior to public consultation.

•

Describe the suggested improved clinical outcomes which will be a
consequence of the two site consolidation, making transparent the suggested
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impacts on both quality and key performance indicators (i.e. NHS RightCare
data, GIRFT, Model Hospital and other benchmarks).
•

Consider and describe mitigation to address the bed bridge gap if there is not
the forecast reduced need associated with frailty and multi-morbidity, or failure
to realise the benefits of UHL’s own efficiencies programmes.

•

To expand the detail in onward communication on the role of the Treatment
Centre, and consider whether there may be further efficiencies gained in
theatre productivity.

The specific recommendations from the report together with the responses are shown
in the table below.
Table 6-30 Clinical senate recommendations and responses

Recommendation
Recommendation 1
The panel recommends that UHL proceeds
with its acute reconfiguration plans with
support from the Clinical Senate.
Recommendation 2
It was recommended by the panel that the
work undertaken by UHL regarding its
dedicated ambulance service for the transfer
and transporting of patients between sites, is
described much more clearly prior to public
consultation, including how UHL meet
national pathways and standards (i.e. for
managing chest pain).
Recommendation 3
The panel recommended that UHL provides
clarity on its Treatment Centre, including the
benefits and efficiencies of having a
dedicated Treatment Centre, which is one of
the proposed outcomes of the Glenfield
Hospital reconfiguration.
Recommendation 4
The panel recommended that further work is
carried out on UHL’s bed bridge modelling,
which should include detailing the required
mitigation if UHL does not make its efficiency
improvements.
Recommendation 5
UHL should articulate in association with this
change, the discernible impact on clinical
outcomes, beyond the strong sustainability
and workforce benefits.

Response
PCBC Submitted to NHSE Regional
Assurance Panel on 10 Oct 2018.

UHL have a dedicated transport
service provided via EMAS (East
Midlands Ambulance Service) to
transport patients between sites.
The public consultation document
will include how UHL will meet the
national pathways and standards,
as recommended.
Completed as part of this PCBC
and referenced in the Models of
Care Section 7.3.

Completed as part of this PCBC
and referenced in the activity
modelling and bed bridge Section
7.3.6.

Completed as part of this PCBC.
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6.8

Conclusion on options for the future Model of Care
The above demonstrates that the current proposals for the reconfiguration of acute
and maternity services:
•

Have been arrived at as a result of a robust appraisal of the potential options
and the subsequent detailed development of the preferred option.

•

Have achieved the required level of clinical assurance.

This demonstrates that the proposals are the most appropriate way of ‘working
together to provide individuals with better care, in the most appropriate setting,
in a financially sustainable way’.
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7
7.1

Impact of the reconfiguration proposals
Introduction
This section describes the revised Models of Care and identifies the implications of
the proposals in terms of the anticipated activity and resulting bed numbers and goes
on to set out the resulting staffing implications, premises requirements and impact on
quality of care. It concludes by demonstrating how the proposals contribute to the
delivery of the BCTP aims and priorities for ‘working together to provide
individuals with better care, in the most appropriate setting, in a financially
sustainable way’.
The work undertaken to design these models of care has been and will continue to be
an iterative process. These models of care form part of each CMG’s 5 year plan and
will continue to be refined as we gather, analyse and translate relevant intelligence
from sources such as GIRFT, Model Hospital and NHS Right Care benchmarking as
well as UHL’s own internal analysis of performance.

7.2

LLR Model of Care

7.2.1 Introduction
The BCTP sets out a clear direction for the transformation required to the way in
which services are provided in LLR and the resulting Models of Care. The focus of
this transformation is to address issues for those patients whose attributes lead to a
disproportionate use of our services, mainly those who are frail and with multimorbidities. The work to design the transformed care system is summarised below.
7.2.2 Background
As our population ages and the prevalence of long term conditions increases, the
case for managing our multi-morbid population in a different and more holistic way
emerges. As a result, the need for information that describes our populations and the
individual people in it has never been greater.
There are a number of policy areas that promote the identification and management
of high risk patients with a belief that those most at risk of emergency admission are
the highest cost patients and that they tend to have particular high impact diseases
like COPD and heart failure, are elderly and are frail. Whilst this is the case with some
of the high risk and high cost individuals this is not true of all of them.
In fact the top 2% of people most at risk of an emergency admission are a very
heterogeneous group. There are several discrete types of patients whose care needs
are different and each needs a different type of intervention to prevent avoidable
emergency admissions. There is also an increasing recognition that many of these
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cohorts of patients cannot have their needs met by a traditional community matron
type service.
7.2.3 Designing the system of care
As a result of the analyses and these new insights, the LLR health and care system
has designed a system of care to holistically provide care for a sub-set of these
patients, spanning the entire system of primary care, community care, social care and
acute care. This links the work of various BCTP workstreams, enabling integrated
neighbourhood working across the counties. Integrated care aims to ‘join up’ health
and social care to meet the needs of the population and transform the way that care
is provided, enabling people to live healthier, fulfilling and independent lives. Whilst
not necessarily a new approach, the focus on a primary care based service with
functional frailty and multi-morbidity as a dimension for identifying patients is fairly
unique.
Work has already been undertaken to describe a high level model of integration
which wraps around the patient and their GP practice, extending the care and support
that can be delivered in community settings through multidisciplinary working. The
clear aim is to reduce the amount of care and support delivered in acute settings, so
that only care that should and must be delivered in the acute setting will take place
there in the future. The new model is designed to improve health outcomes and
wellbeing, increase citizens’, clinician and staff satisfaction, and at the same time
moderates the cost of delivering that care. This is demonstrated in the figure below.
Figure 7-1 Overview of care system

This model is built on the principles in the 2012 King’s Fund paper on Integrated Care
and focuses on three key areas; keeping people well and improving the integrated
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offer of care available to the patient; provision of responsive and accessible urgent
care and effective discharge; and post-discharge planning following an acute spell.
This relies on a series of interconnected and complex interactions within and between
services – our goal is to standardise these using a ‘frailty checklist’ and ensure that all
frail and/or multi-morbid, ‘high risk’ patients (i.e. those at risk of emergency admission
or those who use three times the average secondary care spend within the STP area)
have access to the evidence-based interventions the system can provide.
The system of care will focus on different cohorts of patients who each have multimorbidity with a base disease that is unstable in nature and prone to exacerbation
(such as COPD and heart failure). It is felt that this cohort would be amenable to
using a different Model of Care predicated on a holistic approach to needs of the
individual, education of the patient and their carers, improving the co-ordination of
care already being provided by health and social care professionals and by involving
voluntary sector organisations.
This system of care is primarily GP led with a holistic, multi-disciplinary focus across
health and care in a standardised and systematised manner. The Adjusted Clinical
Groups (ACG) system firstly identifies a cohort of patients who have five or more comorbidities, a frailty flag or whose predicted resource use is three times the average
in that CCG area. This relates to 232,152 patients out of the population of 1.1 million.
GPs then sub-stratify this cohort of patients to identify patients where the potential
impact of intervention from health and social care is seen as high. These patients are
then assessed for a set of interventions including:
•

Two or three 30 minute appointments with their nominated GP.

•

Session with patient and family/carer to talk through care plan and what to do
in a crisis.

•

Medication use and compliance reviews.

•

Priority access to flu and pneumococcal vaccinations where relevant.

•

Access to a care navigator who makes the appropriate referrals across health
and social care agencies, including falls assessments etc.

The three CCGs within LLR have slightly different variations to this scheme in place
with a programme of work to standardise the offer across health and care.
This system has been piloted in Slough CCG with a 19% reduction in acute usage
noted in the target cohort. Early results in our pilot CCG area of Leicester City have
noted a stabilisation of emergency admission rates over a three year process.
Historically, Leicester City CCG has noted annual growth of between 5 - 6% in
emergency admissions; in 2016/17, a 2.6% year on year reduction was noted and in
2017/18, a further 0.01% reduction year on year taking into account coding changes.
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Analysis of data for month five of 2018/19 shows the impact of this integrated system
of care in an area that the intervention has already been embedded. In Leicester
City, where significant parts of this model of care have been established for two
years, admissions for patients over 65 with a length of stay longer than six hours
have not only stabilised but reduced year on year. At month five, admissions for this
cohort at 1.3% less than the same period in 2017/18 after taking into account
demographic growth of 1%. In other parts of LLR, growth of between 1% and 3% has
been seen.
Once the system of care is fully embedded, by 2024 it is expected that this will negate
the requirement for between 57 to 67 additional beds on the acute site if no action is
taken.
Details of the changes that are planned through this work are detailed in sections
3.3.1 and 7.2 of this PCBC. They are aimed at putting the right interventions in place
across the system in a systematic and standardised manner to reduce the amount of
care and support required in acute settings. Figure 7.2 summaries the key
interventions.
Figure 7-2 Impact of care system on acute usage

Improved community
support for
complex/multimorbid/frail patients

Accessible, effective
support in a crisis and
effective acute care

Identify patient cohort

Daily wards/board
rounds

Standardised care
planning

Standardised red to
green process

System-wide holistic
checklist of care

Optimise Model of Care
on Hampton Suite

Care coordination

Redesign of bed based
services (LPT)

Good discharge
planning and effective
post discharge support
Single discharge
coordination function
Reviewing readmissions
at 30 and 90 days for
CFS 5+
Standardised
reablement offer

Every health and care agency in the local economy has signed up to deliver this
programme. This programme is overseen by the LLR System Leadership Group with
senior leadership from UHL’s Chief Executive supported by a system wide group.
Work was completed to ensure that as many of the interventions as possible were in
place for winter 2018/19.
Actions completed to date include:
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•

Implementing the ‘Frailty Emergency Squad’ and the frailty pathway within the
Emergency Department.

•

Redesigning the GP held frailty care plan template so that it contains the right
information for clinicians to make an informed decision about the patients’
clinical journey at various provider access points (i.e. EMAS, 111 services,
Emergency Department).

•

Updating systems within UHL, ensuring easy access to these care plan
templates within ED and assessment units at UHL in particular.

•

A checklist of care has also been agreed for use across health and social care
and this will be live in November, with the aim of reducing the variation in care
our frail patients receive.

•

Implementing UHL Red2Green plan, which is now used in clinical areas to
facilitate discharge, linked to the Integrated Discharge Team to facilitate
complex discharges and reduce stranded patients.

•

Redesigning the discharge letter from the Acute Trust to GP’s detailing
recommendations for referral to community multi-disciplinary teams for
assessment for both frail patients and/or those at risk of readmission.

A second phase of work is ongoing through 2019/20. The changes therefore will be
embedded across the system prior to the need to curtail the bed growth.
The 2019/20 frailty programme has been focussed on both embedding the actions
delivered across the wider health and care system during 2018/19 and aligning the
work programme to the deliverables outlined in the NHS England’s Ageing Well
programme, based on a population health management approach. Actions include
standardising and contracting an approach to:
•

Preventing frailty - Promoting healthy ageing to at risk cohorts to avoid or
postpone the onset of frailty.

•

Identifying frailty - Systematically identifying people, of all ages, who are
living with moderate and severe frailty using a population-based stratification
approach.

•

Living with frailty - For people living with mild frailty our focus will be upon
helping individuals and their carers to acknowledge, understand and address
the condition, ensuring they are aware of the support available to them. This
will provide people with the tools they need to self-manage their condition and
enable them to access appropriate support when they need to.

The anticipated impact of the frailty and multi-morbidity programme is summarised in
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Figure 7.3. This shows the timescales for this work and a total reduction of 4,306
spells (three admissions per day and 67 beds).
Figure 7-3 Impact of the frailty and multi-morbidity programme

Reduction in 1250
spells (19 beds)

Reduction in 600
spells (9 beds)

Reduction in 2458
spells (39 beds)

Total reduction in 4,308 spells (3 admissions per day, 67 beds)

The totality of this programme over the five year period is expected to prevent 4,308
spells (3 admissions per day and 67 beds), mitigating the growth in acute beds
required of between 57 and 67 acute beds, predominantly in medicine and cardiorespiratory specialties.
The modelling for the frailty cohort shows an overall reduction of 0.3% at Month 5 for
the Leicester City frailty cohort (patients who are over 65 and have a length of stay of
over 6 hours). This has been used as one example of how the frailty programme is
impacting on emergency admissions; the growth mitigation outlined in the modelling
for the PCBC takes into account that this is just one cohort of patients.
Month six 2018/19 shows a similar trend with all three LLR CCG’s showing a positive
trend in terms of mitigating any expected growth. As Leicester City CCG has had part
of the model successfully implemented over the last few years, partial impact has
been noted; as the model takes shape and embeds across the wider system, we
expect that the impact will be noted on the overarching emergency admission trend.
The trajectory is as follows:
Table 7-1 Frailty & multi-morbidity trajectories

Year

2018/19
2019/20

Bed impact
modelled
(range)

Volume of activity
prevented
(range of spells)

5
8-9

325
480 - 603
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Year

2020/21
2021/22
2022/23
TOTAL

Bed impact
modelled
(range)
12 - 14
14 - 17
18 - 22
57 - 67

Volume of activity
prevented
(range of spells)
779 - 875
875 - 1,089
1,099 -1,424
3,743 – 4,309

Volume of activity
prevented
(% of 17/18 baseline)
1.4% - 1.6%
1.6% - 2%
2% - 2.6%
7% 7% - 8%- 8%

Oversight of the frailty and multi-morbidity programme sits with the LLR Clinical
Leadership Group, the membership of which includes senior medical and nursing
leadership across the wider health economy. The impact of the programme is also
reported through normal LLR programme management processes, with risks to
delivery escalated & mitigated appropriately across the system.
Modelling assumptions are underpinned by this local evidence base to produce a
realistic and achievable trajectory for total emergency admissions over a five year
timeline. Growth rates have been applied to align with known planning assumptions.
The models were then stress tested against other areas where Integrated Care
Models have been introduced. The PCBC contains details of the Slough CCG model
but there is also evidence to support the modelling nationally and in areas such as
Birmingham:


The National Integrated Care Pilots Study found those pilot sites which adopted
a case management approach achieved a 9% reduction in non-elective
admissions on average. Interventions varied across the pilot sites but a
recurring theme was the use of integrated multi-disciplinary teams.
(https://assets.publishing.service.gov.uk/government/uploads/system/uploads/a
ttachment_data/file/215103/dh_133127.pdf)



Birmingham Community Healthcare introduced a 24 hour, 7 day a week
community based integrated multi-disciplinary ‘Rapid Response’ team for
adults. The service led to 12% reduction in emergency admissions in the case
load of patients who were supported by the Rapid Response Team.
(http://webarchive.nationalarchives.gov.uk/20160805122742/http://www.nhsiq.n
hs.uk/media/2396712/rapid_response.pdf)

The volume of emergency activity prevented through this programme will contribute
to the performance improvements outlined in 2.3 of this document, impacting
positively on delivery of the 4 hour performance and stranded patient metrics. The
components of the Frailty programme are referenced in both the NHS Long Term
Plan and the NHS operational planning and contracting guidance for 2019/20 as
system-wide solutions to improving outcomes outside of hospital and reducing
pressures on emergency care.
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For example:
•

•

A large proportion of the ambitions in the Long term plan for ‘boosting out of
hospital care’ are covered by the Frailty programme, such as:
o

Community multi-disciplinary teams

o

Fully integrated community-based health care

o

Digitally-enabled preventative services

o

Identifying and managing the needs of Carers

The NHS operational planning and contracting guidance for 2019/20
stipulates the requirement of acute frailty services within emergency
departments to reduce pressure on emergency services. Again, a specific
deliverable of the frailty programme includes the standardisation of the
service offer in ED for functionally frail patients, identifying this cohort earlier
in their journey through the ED and coordinating appropriate out of hospital
care, preventing avoidable admissions and increasing performance against
the emergency care standards.

7.2.4 Primary care responses to demand management initiatives
The actions in primary care, to respond to additional demand management initiatives
and manage the potential increase in follow ups taking place in primary care, are
described below.
The STP Elective Transformation Plan contains a number of key components of the
Planned Care Programme and specific provider led elective care initiatives. The
Elective Transformation Plan draws together key elective care initiatives being
undertaken and focussed plans for two key national transformation priorities (First
Contact Practitioner and Ophthalmology). It also includes programmes of work aimed
at tackling demand management, reducing follow ups, delivering service
transformation within ten specialties, a review of diagnostic imaging and non-imaging
referral pathways and provision and an audiology service review. Integral to this is
UHL's productivity improvement programme including outpatient transformation.
The Planned Care programme has been working towards delivering change across
the elective specialities that involve secondary and primary care providers and
commissioners. One of the primary aims is to reduce demand, over the next 3 years
(to 2021/22), in GP initiated new outpatient and referral activity by 20% (over 31
specialities) through increased use of Pathway and Referral Implementation System
(PRISM), Advice & Guidance, Musculoskeletal (MSK) triage, MSK Physio, Low Value
Treatment Policies and the development of Referral Support Services to manage
referrals and ensure patients are referred to the most appropriate clinical setting
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including primary and community care where clinically appropriate.
It is anticipated that this will improve the efficiency of primary care and community
hospitals and other facilities which are underutilised.
Initiatives to date
Initiatives to date to manage demand include:
a) Eight diagnostic pathways developed to reduce the number of inappropriate
tests.
b) 216 elective PRISM pathways introduced across the 31 specialities with
clinical agreement from both secondary and primary care.
c) Advice & Guidance availability increased to 75% of all relevant specialties.
d) Primary care peer review identifying alternatives to referral to acute/secondary
care.
e) Services in primary care at agreed with the Alliance at reduced tariff price.
Details of each are set out below.
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a. Development of Eight diagnostic pathways developed to reduce the number of inappropriate tests
Development of diagnostic pathways to
reduce the number of inappropriate tests.

Development of 8 diagnostic referral pathways including:
•
•
•
•
•
•

Shoulder pathway.
Pelvic ultrasound.
Lung ultrasound.
Community ultrasound.
Community echo.
Advice and guidance for plain film.

Plans are to increase the number of PRISM referrals that support diagnostic decisionmaking, increase GP education, introduce advice and guidance for imaging plain film and
extend to other modalities and scope the configuration of diagnostic referral hubs. This
links to the FYFV about patients receiving care locally where appropriate which has a big
emphasis on diagnostics being available in a community settings wherever possible.
Anticipated outcomes are summarised:
•
•
•
•
•
•

Reduce the number of referrals to secondary care and the need for patients to travel to
UHL for their diagnostic procedure.
To ensure patients requiring secondary care referral are appropriately worked up to
reduce outpatient attendances.
Patients receive the appropriate investigation in a timely manner to support early
diagnosis and treatment.
Advice and Guidance embedded in Radiology.
More services provided closer to patient’s homes, improving patient outcomes and
experience and elimination of waste through redesigned pathways.
Better use of technology

The impact of these schemes is provided in the tables below:
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•
•
•

The impact of the shoulder imaging pathway has led to a 30% reduction in shoulder imaging at UHL.
By introducing community ultrasound, activity has remained to plan rather than in 2017/18 where activity was 58% above plan.
The UHL speciality level impact is mainly felt across imaging modalities.
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b. Implementation of 216 elective PRISM pathways introduced across the 31 specialities with clinical agreement from both
secondary and primary care
The application of 216 elective PRISM
pathways across 31 specialities, supported by
advice and guidance to 75% of all relevant
specialties

PRISM stands for “Pathway and Referral Implementation SysteM”. It works alongside
Clinical Systems, (SystmOne and EMIS web) that are used across the LLR GP community.
It has a range of features designed to benefit the GP and other clinicians, providers and
most importantly the patient through the referral journey. Referral pathways created through
PRISM ensure effective, consistent referral letters for the referrer and provider. Pathways
include helpful prompts and response driven questions specifically tailored to the provider’s
requirements.
PRISM provides a consistent approach to referral letter creation process that delivers
providers a standardised high quality referral letter. Benefits are:
•
•
•
•
•
•

Allows practice staff access to referral related resources in one location.
Ensures all required clinical tests and relevant patient responses are taken prior to
referral.
Greatly reduced chance of provider “bounceback” of referral letters, meaning that
referrals are processed without the need to contact busy practices for additional
information.
PRISM provides a wide range of referral resources that are fully searchable.
No patient information is stored outside of your EPR so there are no additional
governance considerations.
Document management within PRISM gives you peace of mind that you are using the
most up-to-date pathways and resources.

All 216 PRISM Pathways are now live and supporting the delivery of the Electronic Referral
System (ERS) which was fully implemented in June 2018. PRISM Pathways are tagged to
ensure patients are referred directly into the right clinic first time. Consultants review
referrals to either accept or reject referrals.
Evidence of the impact of PRISM pathways is shown below:
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•
•

In 2017/18 25.1% of all PRISM referrals made were Planned Care Referrals.
In the period April – November 2018 (YTD) 40.5% of all PRISM referrals made were Planned Care referrals.
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c. Implementation of advice and guidance availability increased to 75% of all relevant specialties
Advice and guidance is within the top 10 Planned Care PRISM referral Pathways for both 2017/18 and 2018/19. In 2017/18 there were 662
referrals, the 10th highest usage of the PRISM referral system. This has increased to 1927 during 2018/19 (figures as at November 2018) and
YTD is the 4th highest reason for referral, as shown in the tables below.

Whilst the tables above capture electronic requests for advice and guidance through PRISM, request are also made by the telephone, therefore
the true level of activity has risen from 1226 in 2017/18 to 2752 between April 2018 and Nov 2018.
d. Primary care peer review identifying alternatives to referral to acute/secondary care
Primary care peer review has been well established across LLR for a number of years in order to manage demand in to secondary care.
Moving forward a referral support service is being developed in primary care to offer GPs an alternative to secondary care referral. Plans are in
place for GP’s to access the advice of a GP with a special interest (GPwSI) or another expert who can signpost GPs to alternative services for
management and treatment. Initial areas of focus are in the specialities of Elective Orthopaedics, Ophthalmology, Dermatology, Ear Nose and
Throat (ENT) and General Surgery. The dermatology scheme will commence in the last quarter of 2018/19 with the remaining schemes going
live during 2019/20.
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e. Services in primary care agreed with the Alliance at reduced tariff price
Shift of activity into community hospital
settings (the Alliance) to make best use of
facilities, improve access for patients and
deliver care closer to home.

The Alliance has taken a lead on developing services and pathways that can be directly
referred into services offered in community hospitals.
Historically UHL has worked with the Alliance to ensure that as many patients can be seen
locally within their community hospital where appropriate as possible. This includes
diagnostics. As many of the UHL clinicians provide these services, UHL now has leadership
responsibility for UHL activity provided within community which has provided greater
opportunity to redirect activity away from UHL’s 3 acute hospitals. This system went live in
Autumn 2018.

A further example of how we are making sure patients are seen in the most appropriate setting by the most appropriate professional, shifting
activity away from the acute sector into appropriate community settings is detailed below:
Implementation of a musculoskeletal (MSK)
triage system.

The Planned Care programme has led the development of a new MSK triage and
physiotherapy referral model bringing together the existing teams from UHL and LPT.
All referrals will be managed within a newly developed virtual hub (as a single point of access).
They are triaged by a team of 6 GP’s with a Specialist Interest (GPwSI) following a clinically
approved referral process. This service is part of the wider MSK developments including MSK
triage and the new back pain pathway.
The new model incorporates:
•
•
•

Patient self-referral.
Telephone triage within two working days.
Telephone management where appropriate including patient information, exercises,
guidance towards websites which demonstrate exercises they need to do. This is followed
up by a further phone call to support the patient. Patients are either discharged at the
point or referred on for a face-to-face appointment.
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•

Where face to face physiotherapy treatment is required patients will be offered
appointments in physiotherapy services based in community settings or GP practice
buildings as well as at UHL.

The system went live in January 2018.

Our plans include ambitions to reduce outpatient appointments by a third and provide more digital appointments over the next five years,
as outlined in the NHS Long Term Plan. This will have a positive impact of the waiting list position.
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Future initiatives
Initiatives to manage demand going forward include:
•

Referral support services will be delivered for five specialities in the first
instance with referrals to these services being triaged through a central point.
The number of clinics delivered through primary care provision will be
increased as demand for services that can be delivered in alternative primary
care settings increases. This will make better use of primary care and
community hospitals and other facilities which are underutilised.

•

Capacity and capability to deliver care from primary care practices will be
increased, as described in the Five Year Forward View (5YFV) plans. This is
linked to developing a different workforce looking at the use of GPs with a
Special Interest (GPwSI), Pharmacists, Physiotherapists, High Street
Optometrists and Specialist Nurses.

•

A reduction in follow up attendances within secondary care will be supported
in primary care and other settings through promoting the remote follow up of
post operative hip and knee replacements, developing optometry led services
for the management of stable glaucoma and primary care led ear de-waxing
and irrigation as a few examples. Community services are being set up to
support such changes in patient pathways as capacity that is already available
is underutilised.

•

Development of diagnostic referral pathways (shoulder, pelvis etc), increase
the number of PRISM referrals that support diagnostic decision-making,
increase GP education, introduce advice and guidance for imaging plan film
and extend to other modalities and scope the configuration of diagnostic
referral hubs.

•

First Contact Practitioner (FCP) - This approach aims to ensure that, where
appropriate, patients with MSK conditions are seen by the right person in a
primary care setting and they receive appropriate care in a timely manner.
This involves a shift from traditional community or hospital based therapy
services to physiotherapists being part of the General Practice team. It is
estimated FCPs could see up to 10% of all patients currently being seen by
GPs.

•

In ophthalmology, alongside other initiatives, CCGs/STPs are to undertake
local eye health capacity reviews as part of the National Specification for High
Impact Interventions. A draft plan has been developed which includes public
health colleagues reviewing population needs and indicators, building a
picture of demand and workforce across primary and secondary care, and
agreeing priorities for pathway redesign with the Local Eye Health Network
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(LEHN).
Detailed working examples of the interventions that are being introduced to manage
demand are provided in Appendix T – Primary care demand management
initiatives.
7.3

UHL Revised Models of Care

7.3.1 Introduction
The BCT plan for LLR has been developed by clinicians to meet the rising demand
and provide safe, high quality care in a sustainable way. There is a need to redesign
care in the era of empowered patients able to take care of their own health, chronic
health conditions and new technologies. With increasing emphasis on moving care
closer to home specialist pathways are being developed to provide joined up, high
quality care focussed on prevention and wellbeing. Specialist teams will focus on care
pathways for those with cardiorespiratory conditions, diabetes, neurology and stroke
rehabilitation. There will also be improvements to end of life services and the
implementation of the new LLR falls prevention and treatment service.
All specialties within UHL will be impacted by the Reconfiguration Programme. Some
are not part of this PCBC, for example, cardiology is located at GH and will remain at
GH, but will benefit from an improved adjacency with renal services when renal
services relocate by improving clinical access to a tertiary opinion. The specialties
which will specifically impacted by reconfiguration, and require consultation, are those
that will be moving from LGH to GH and LRI e.g. Gynaecology, Maternity, Level 2
ICU, Urology, Renal and Orthopaedics; and services moving into the Treatment
Centre from any of the sites – e.g. Ophthalmology.
The detailed Models of Care by specialty are included in Appendix U – UHL Models
of Care. The Models of Care include details of:
•

Current configuration.

•

Rational for change.

•

Revised Model of Care.

•

Key benefits to be achieved through the Reconfiguration Programme.

In addition to the new Models of Care, a key element of UHL’s strategy is in respect
of the delivery of outpatient, day case and 23 hour stay services in the new Treatment
Centre at GH. As part of the early development of the clinical operational model for
the Treatment Centre generic models of care have been developed for outpatients
and day case / 23 hour stay as shown in the figures below. This follows the principles
of standardisation wherever possible, promoting one stop single visit Multi
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Disciplinary Team (MDT) clinics and maximising efficiency through optimum clinical
adjacencies.
Figure 7-4 UHL generic model of care for outpatients

Figure 7-5 UHL generic model of care for day cases

More details of GH Treatment Centre are shown in Section 7.3.4.
7.3.2 Developing the Models of Care
As a framework for developing the speciality level Models of Care, UHL has built and
applied a prioritisation model used as part of the annual planning process. It asks a
number of key questions, as described in Section 5.4.2, in defining the clinical
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challenges. These fall into a number of categories including quality and safety,
workforce sustainability, efficiency and effectiveness, demand and capacity / flow and
finance. In determining the drivers for change and the identification of new Models of
Care an assessment has been made by each speciality against the following
headings, where relevant:
•

Outcomes or effectiveness frameworks.

•

Patient safety areas.

•

Risks flagged on local risk registers.

•

Peer review or various regulatory inspections including CQC feedback, JAG
Accreditation, East Midlands Operational Delivery Neonatal network, GIRFT
and the NHSE Quality Surveillance Program (Neonatal Services).

•

Benchmark efficiency position.

•

Demand and capacity gap analysis including the impact on RTT / cancer
waiting times and diagnostic pathways.

•

Workforce sustainability.

•

Financial margin assessment using cost per Weighted Activity Unit (2016/17
model hospital data), Patient Level Information and Costing System and other
reference cost data.

This has led to the identification of many transformation opportunities some of which
will be delivered during the journey to reconfiguration. Others can only be realised by
site and service reconfiguration owing to current geography, service configuration and
other issues described within Section 5.4.2 on clinical challenges. As an output UHL
has now been able to describe the future Model of Care for each speciality impacted
by reconfiguration. Details are provided on where the service will be delivered in the
future, who will be providing the service and when the new Model of Care is expected
to be implemented.
The Models of Care explicitly respond the unique clinical, workforce and financial
challenges by speciality and are detailed at Appendix U – UHL Models of Care.
Each Model of Care summarises, the current service configuration, the rationale for
change and the key benefits achievable as a consequence of the Reconfiguration
Programme. In particular, each new Model of Care demonstrates how, over time, the
service will use reconfiguration of UHL services to address the challenges faced by
services today. Some examples of how the Models of Care respond to these
challenges are described below.
•

Emergency and elective flow: New Models of Care in Ear Nose and Throat
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(ENT), Plastic Surgery, Gastroenterology, and General Surgery describe how
the separation of emergency and elective flows, and in particular the provision
of a dedicated day case / 23 hour stay facility within the Treatment Centre will
create the necessary separation of elective and emergency flows. This will
prevent the need to cancel planned elective procedures which will deliver a
better quality of service for patients in a more timely way that will improve
clinical outcomes and minimise the time patients need to stay in hospital. New
ways of working in dedicated and separated facilities, supported by significant
advances in the use of technology, are described in the Models of Care that
release medical personnel to provide greater access to early medical opinion
at emergency points of entry. Examples are given in the Hepatobiliary,
General Surgery and Urology Models of Care. Further details of how the new
frailty and multi morbidity pathways support the separation of emergency and
elective flows are detailed in subsequent sections covering discharge
capability and mitigating the bed gap.
•

Demand and capacity: Across many specialities new Models of Care
enabled through the separation of elective and emergency flows, supported
by facilities designed around future demand and capacity modelling will help
to address imbalance between demand and capacity. In particular the future
Critical Care facilities and associated patient flows will serve to address the
current shortfall in access to High Dependency Unit (HDU) beds. New ways of
working in Clinical Support and Imaging services coupled with improved
clinical adjacencies will allow clinical access to a specialist opinion earlier in
the patient journey releasing much needed capacity within specialities such as
ENT, Gastroenterology, Gynaecology and General Surgery. This will
strengthen the cancer 2WW and diagnostic pathways as well as the ability to
reduce and sustain lower levels of RTT backlogs. The future Model of Care for
Imaging will be to deliver GP and Imaging direct access services from an
Imaging Hub at LGH. This will free up the necessary resources at GH to
deliver these pathways and to provide rapid access to diagnostics in order
that treatment planning can commence earlier in a patients stay.
The BCT vision for children and young people is to improve the health and
wellbeing of children and young people, reduce inequalities and support them
into adulthood with a focus on independence and improve emotional and
mental health and wellbeing. This will be achieved through the implementation
of a shared model of care that delivers a system wide emotional health and
wellbeing service for children and young people. Integrated pathways will be
established across primary and secondary care as well as public health and
social care, thereby reducing duplication and maximising productivity. In
addition, projects will focus on reducing inpatient activity and hospital based
outpatient contacts and developing networks with regional providers to ensure
children and young people have access to appropriate tertiary services.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 238

IMPACT OF THE RECONFIGURATION PROPOSALS

Particular challenges faced by Neonatology in terms of cot occupancy
(Neonatal Intensive Care Unit (NICU) and Special Care Baby Unit (SCBU)
combined) will be addressed through the new Model of Care which is to
deliver a single site service with all Neonatal services consolidated at LRI.
The development of a dedicated unit and new ways of working will overcome
these challenges by:
o

Creation of a neonatal unit with sufficient capacity to enhance the
ability of UHL’s allied services to work effectively, particularly EMCHC
and Paediatric surgery. This would mitigate the need for new born
referrals with surgical or cardiac problems to be sent to other centres.

o

The provision of a transitional care facility which will realise the
potential to decrease avoidable term admissions which is a national
priority.

o

The development of an outpatient assessment area to run a rapid
access clinic for new-borns. This will help reduce admissions to the
Children’s Hospital and will reduce ED attendance for babies in the
first week of life.

From an outpatient perspective new community delivered care pathways are
described for Dermatology, ENT and Ophthalmology to manage the demand
placed on UHLs outpatient services and to avoid the future use of waiting list
initiatives to manage the gap. In Ophthalmology, for example, a new
Ophthalmology Triage and Advice Service (OTAS) will be implemented for
patients requiring urgent access to treatment. Demand for ophthalmology
services is not being met and continues to grow. New patients are often
prioritised and this can result in delays for patients who require follow up and
for some of these patients this could lead to adverse outcomes e.g. visual loss
and blindness. Pathway transformation and failsafe approaches are required
to ensure patients are reviewed and treated safely within agreed timeframes.
Initial priorities will focus on developing failsafe prioritisation processes and
policies. Audits will be undertaken of current processes in order to inform the
design of the optimal model, developing a standard operating procedure,
having a dedicated failsafe officer/function in post and running clinics that are
optometrist or nurse led to free up consultant capacity. The CCGs are to
undertake local eye health capacity reviews. This includes public health
colleagues reviewing population needs and indicators, building a picture of
demand and workforce across primary and secondary care, and agreeing
priorities for pathway redesign with the Local Eye Health Network (LEHN).
A new integrated triage model will be introduced in the first instance across
LLR to support demand management for musculoskeletal conditions
incorporating Orthopaedics, Sports Medicine, Spinal, Pain Management and
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Rheumatology, Dermatology and ENT via a Prior Approvals Referral
Management Service.
Further initiatives within the BCT planned care work stream include the review
the LLR process for IFR for Low Value Treatments across the CCGs,
ensuring rigour and compliance with our low value treatment criteria.
Particular procedures of low clinical value such as Localised Vitiligo will be
managed locally in the community. Other conditions such as nurse led acne
services and childhood eczema will be delivered in an intermediate care
setting. The overarching BCT aim is to Ensuring that patients do not have
procedures where there is evidence of no or little clinical benefit therefore
reducing the risks of complications or negative outcome for patients in these
categories.
•

Discharge capability: Unnecessary delay in discharging older patients (those
aged 65 and over) from hospital is a known and long-standing issue and the
consequences as described in section dealing with current clinical challenges
in Section 5.4.2. To address this increasing problem, and future risks to
managing the predicted increase in demand placed on UHLs future
requirements for beds, UHL is working with partners across the system to
improve discharge capability and capacity. Internally there are a significant
number of schemes that will improve the ability for the Trust to make the most
efficient use of beds and minimise time that patients need to spend in hospital.
Some examples of new ways of working include the “Red to Green” process,
implementing the frailty Model of Care and the range of Trust wide measures
to bridge the bed gap. Details of these schemes are provided in Section 7.3.3.

•

Care over multiple sites: Consolidation of the majority of UHL’s clinical
services onto two sites will address the multiple and chronic workforce
challenges described by many specialities. Consultant on call rotas will
become sustainable in the long term through the pooling of consultants, for
example in General Surgery and Gastroenterology at LRI, which will also have
beneficial impact on elective activity by reducing the frequency of on-calls. In
the new Model of Care for Neonatology the current clinical safety issues that a
baby will come to harm should consultant presence be required
simultaneously on both units will be fully mitigated by the service being
provided on a single site at LRI. Further to this rota gaps in the Junior Doctor
rotas, highlighted by both the East Midlands Operational Delivery Neonatal
network and the Care Quality Commission (CQC) will be much improved.
Gynaecology and elective obstetric pathways will also be improved as a
consequence of consolidation of services onto a single site. In particular for
obstetrics this will create an environment for safe and sustainable maternity
services that will provide personalised care offering choice for mothers and
their babies through a network of integrated pathways across the LMS,
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supporting outcomes in relation to key local issues like Infant Mortality and
Perinatal Mental Health pathways. For the majority of women, the new
locations will be more accessible and more equitable. Maternity services
feature heavily in the BCTP and UHL’s new Model of Care to consolidate
services onto one site forms an integral part of this.
The reconfiguration of colorectal and General Surgery to LRI will enable better
pathways for emergency patients with prompt intervention for patients who
require emergency surgical treatment. This will eliminate the current
inefficiency and delay in patient treatment times as a consequence of the
need to transfer patients between hospital sites to LGH for review and
treatment, from LRI. In the new model there will be greater consultant cover
for general surgery admissions at LRI including the delivery of “front door”
consultant input for surgical admissions between 8.00am and 8.00pm, seven
days a week.
Lack of consistent and sustainable ICU capacity and associated HDU support
services across UHL will be addressed through implementation of the Trust’s
long term ICU strategy and the delivery of the revised core standards
published by the National Society of Intensive Care Medicine (NSICM) in
2013. The long term Critical Care model will deliver a Model of Care that
consolidates the service across two sites which will have a positive impact in
terms of addressing current shortfalls in capacity, avoiding elective surgery
cancellations, improving patient outcomes and creating a sustainable future
workforce supply and workable rosters. The new Model of Care will be to
create two super ICUs that have the right number of Critical Care Beds in the
right locations which will also include the consolidation of HDUs sitting within
specialties to create a single Level 2 / Level 3 unit on each of the two future
acute sites. The current capacity gap in ICU provision across UHL, resulting in
cancellations in elective procedures reliant on Level 2 and Level 3 care, will
be rectified by the long term plans.
•

Streamlined pathways: Reconfiguration promotes opportunities for the
development of a greater number of Ambulatory Care services. This is seen
for example in the new emergency Model of Care for General Surgery where
the consolidation of the consultant workforce at LRI will make it possible to
deliver an Ambulatory and Emergency GI Surgeons (AEGIS) consultant
service which will convert a significant proportion (up to 65%) of surgical
attendees to an ambulatory and “hot clinic” clinical pathway and help reduce
the necessity for admission. Added benefits from this new Model of Care will
mean that the frequency of on-calls will be reduced and that the AEGIS
surgeons, when not providing emergency cover, will support the day case
elective pathway and relocation of surgical activity to the PCA. New Models of
Care in Hepatobiliary services will mean that day case laparoscopic
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cholecystectomy rates will be improved, there will be improvements in the
delivery of more streamlined emergency pathways for patients with biliary
disease or obstructive jaundice and the provision of urgent one-stop clinics to
see and assess patients in order to complete multiple procedures and
diagnostics in a single hospital visit
•

Increasing complexity of case mix: With increasing multi-morbidity, the
case mix that UHL will manage in both an inpatient and outpatient setting in
the future will be addressed through the future proposed frailty and multi morbidity Model of Care as described in Section 7.2 and shown in the figure
below.

Figure 7-6 Frailty and multi-morbidity model

In delivering future emergency care emphasis is placed on promoting the
need to maintain individuals within the home setting for as long as is safe and
possible do to so rather than admit an individual to hospital.
On an elective basis new pathways are being developed across LLR to
manage patients with chronic long term conditions in primary and intermediate
care settings. Examples are seen in specialities such as Gastroenterology
where it is proposed that more services will be developed in the community to
enable access pain management support, the provision of social behavioural
support for non-medical conditions, the promotion of self-management for
patients with stable Inflammatory Bowel Disease (IBD) and the development
of alternative dyspepsia pathways. Further examples of this can be seen in
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cardio and pulmonary rehabilitation where these services will increasingly be
delivered in local community settings away from UHL. This direction of travel
is underpinned by the philosophy and vision for the Treatment Centre which is
to generate efficiencies through a system wide approach to delivering
integrated pathways and only bringing patients into UHL’s hospital sites where
this is necessary.
A significant area of focus within the BCT planned care work stream for
outpatients is to reduce follow up appointments by 20% over the next 5 years.
The planned care work stream will focus on 31 specialties over the next 4
years focusing on 6 specialities per year. Examples of how a system wide
approach will deliver this includes: a Doctor ‘Opt In’ approach for any followup as opposed to a current ‘Opt Out’ model, reducing clinical variation
between clinicians in all specialties, increasing the use of open access follow
ups and expand to other areas other than procedure based specialties with a
limited time period and a specific criteria, increasing the percentage of virtual
follow ups in a wide range of specialties and looking at specialties who
undertake surveillance monitoring as a follow up and develop a model for this
to be carried out in a community setting, e.g. Haematology MGUS monitoring.
•

Achieving quality standards, GIRFT and accreditation requirements: UHL
has been in receipt of a number of Peer Review, Accreditation, CQC and
other inspectorate visits. New Models of Care, enabled by reconfiguration, will
deliver Joint Advisory Group (JAG) accreditation standards across all units
meaning that the service can deliver a fully integrated LLR wide service which
offers greater flexibility and choice. UHL remain an exemplar site for full bowel
screening service and the new Model of Care described will enable
Endoscopy to meet the projected growth 50% requirements over the
forthcoming years. The new Model of Care for General and Colorectal
Surgery provides a single colorectal MDT which will be commensurate with
peer review recommendations.
The provision of a dedicated day case / 23 hour stay facility within the
Treatment Centre, coupled with a new Gynaecology unit, will enable the
delivery of a modernised day case Model of Care in Gynaecology, Urology,
General Surgery and Paediatric Surgery including compliance with British
Association of Day Surgery (BADS) guidelines. Through the establishment of
a true day case (23 hour stay) ward in the Treatment Centre would release up
to 14 inpatient beds. The new Models of Care delivered through this facility
will also service to deliver some of the GIRFT recommendations. In Urology
new pathways will be developed for the management of urinary tract stones in
order to reduce average length of stay through access to enhanced recovery
and increased use of day case pathways delivered by the new Treatment
Centre. This facility will also enable new ways of working that will replicate the
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concept of a Urological Investigations Unit (UIU), providing a dedicated
resource for urological outpatient care.
Reconfiguration of Neonatal services and consolidation onto one site will
ensure that the serious concern about split site working and compliance with
national standards for consultant staffing (National Review of Neonatal
Services UK - NHSE Quality Surveillance Program October 2017) are fully
addressed. In the new model the service will be compliant with the British
Association of Perinatal Medicine (BAPM) staffing standards, implemented by
Specialised Commissioners, through the delivery of a dedicated 24/7
consultant presence. This level of cover is likely to improve our National
Neonatal Audit Programme benchmark data across the service as well as
bringing multiple other workforce benefits.
•

Privacy and dignity: The Termination of Pregnancy (TOP) service will be
moved to an entirely Gynaecology setting as a part of implementing Phase I of
the new Gynaecology Model of Care. This will mean women needing to
access this service they will receive their care in a much more appropriate
location, away from obstetrics.
The design of newly reconfigured ward areas will provide for sufficient side
rooms to isolate patients either for infection prevention reasons (both
transmission of and/or exposure to infections) and will create enhanced
privacy and dignity for patients, particularly in the case of the dying patient. In
developing the new super units for the provision of intensive care the quality
of the patient environment and experience remains a priority and will be
delivered though the proposed increase in single room provision, a focus on
improved privacy and dignity and improved infection prevention.

7.3.3 Efficiency schemes identified
In addition to the benefits described in the Models of Care detailed in Appendix U –
UHL Models of Care, all specialities, including those not directly affected by the
Reconfiguration Programme, have developed a schedule of efficiencies that will be
delivered as a consequence of reconfiguration. These are summarised in the table
below.
Table 7-2 UHL efficiency schemes identified

Area
Theatres
Outpatients

Inpatient / day case/ 23 hour stay
(excluding mitigating the bed gap)

Efficiency scheme
Pre assessment
Theatre efficiencies
Out-patient efficiencies e. g. Increase virtual non
F2F consultations, reducing follow up attendances,
optimising session utilisation
BADS Compliance
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Area
Out of hours working
Workforce

Improved clinical adjacencies /
service consolidation
Models of care

Equipment
Income

Efficiency scheme
Cessation of private sector activity
Removal of waiting list initiatives
Digital opportunities
Skill mix change
Premium pay e.g. Improved recruitment and
retention, improved sickness absence rates,
removal of WLI, consolidation of rotas
Improved sustainability of medical on call
rotas/agency reduction
Non-pay digital opportunities
Corporate services - Back office functions
MDT Working.
Pathway review e.g. Improved flow/productivity,
shift of activity to alternative settings, cessation of
activity/services, single visit clinics, and
consolidation of assessment units
Removal of duplication of equipment
Repatriation of Elective Activity
Best practice tariff
Commercial income

7.3.4 GH Treatment Centre
Considerable work is being undertaken to transform services and to deliver new
Models of Care and innovative ways of working to ensure that the design of the new
Treatment Centre is fit for purpose and delivers modernised efficient services within a
paperless environment. Transformation of services across LLR, delivered through the
BCT planned care workstream, will ensure that through standardised referral
processes and pre-referral specialist advice and guidance that patients are referred
appropriately to UHL. This supports the vision for the future treatment Centre which
is:
To deliver “best in class” for in our outpatient, day case, 23 hour stay, diagnostic and
support services, designed around the needs of our patients, from a dedicated
environment with co-located diagnostics to facilitate one stop clinics. In making every
contact count we will have a single standardised process for booking appointments
and self-check in for patients on arrival. We will optimise the use of digital technology
and wherever possible will provide consultations in a way that is most suited to
patient needs, only bringing patients into our hospital sites where this is necessary.
We will move to a paperless environment where clinicians have immediate access to
all the information they require to be able to deliver today’s work today.
The philosophy is to deliver a Treatment Centre which encompasses the following
key characteristics.
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Visionary, Vibrant , Agile
Delivery of a physical environment which acts as a positive influence on
health for patients and staff, focussed on improving outcomes.
Separation of adult planned care activities from emergency and complex in
patient care.
Delivering a model based on rapid diagnostic and treatment .
Delivery of seamless pathways of care for adult patients.
Enabling co-location of purpose built outpatient, day case , pre-operative
assessment, enhanced recovery and supporting facilities.
Applying leading edge technology and innovative clinical practice.
Generating efficiencies through a system wide approach to delivering
integrated pathways reducing unacceptable duplication and delays.
Investing in our future workforce.
Encouraging partnerships with Primary Care and Community Services.

An important feature of the design and development of the Treatment Centre will be
the adoption of UHL’s “e-hospital” programme. Some of the key features of this are:
•

Electronic paper record that improves the quality of clinical consultations and
that promotes information sharing, non-face to face consultation.

•

Self check-in, supported by a patient calling system that enables patients to
be called on their smartphones.

•

Patient centred online Pre-Assessment Form / Consent / Education Material.

•

Integrated appointment Booking System / Waiting List Management System
(including a reminder service) that integrates with the outpatient and day case
trackers, with management information and reporting functionality.

•

Theatres Management System.

Supporting the principle that the UHL Treatment Centre will provide more complex
services for higher risk patients whose care cannot be managed in alternative
settings, and for patients for whom this facility is more convenient and accessible.
In LLR, a high proportion of planned care relies on patients travelling to one of UHL’s
three city based hospitals or to the hospitals on the borders of the counties. Planned
care is often hampered by the pressure of emergency demand, which can lead to
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cancelled operations and appointments. The Treatment Centre enables the
segregation of elective from emergency care for a significant proportion of elective
outpatient and day case activity delivered by UHL. Planned care pathways will be
redesigned so that some outpatient appointments, diagnostic tests and day case
procedures can be carried out in community hospitals and other facilities in primary
care. This will reduce the need for initial and follow up outpatient appointments in the
acute setting. Duplication of services, improving the flow of work through operating
theatres and improving the management of outpatient appointments will be essential
in informing the future development of the plans for the Treatment Centre.
The Treatment Centre will therefore provide:
•

Safe high quality outpatient and day surgery services, with extended recovery
(up to 23 hour care), to adults in LLR and beyond, reflecting best practice and
improving outcomes and experience.

•

A patient centred service and environment; ensuring patients receive
accessible information based on individual needs assessment.

•

Improvements in the quality of care through the modernisation of services,
streamlining patient pathways, introducing efficient working practices, and
providing an infrastructure with capacity conducive to the needs of a modern
workforce.

•

Adult outpatient, day surgery and extended recovery services in UHL that are
focussed on optimising patient flow through the provision of enhanced clinical
adjacencies.

•

A range of operational and capital solutions that will respond flexibly to current
and future predicted demand. This will reflect proposals to integrate care
pathways across the system, reduce unacceptable variations in care, deliver
performance standards required in the future with a key focus on improving
outcomes for patients.

The design of the Treatment Centre will be generic where possible in order to
promote flexibility of use, shared use of non-clinical space to avoid unnecessary
duplication of space and equipment and to provide the maximum opportunity for
the co-location of shared functions wherever possible to support all areas, e.g.
day case, outpatient, diagnostic and support areas.
In developing a new Treatment Centre and improving the facilities for patients
there is an acknowledged risk that such a facility could attract more planned care
work to UHL. This has not been included within UHL’s current activity modelling
assumptions; however any such growth would be mitigated in the following ways:
•

The impact of the BCT planned care initiatives will continue to manage and
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mitigate demand.
•

The impact of increased travel times for some patients who have previously
accessed services at LGH. (An assessment has been made of the impact on
activity where patients need to travel further. It is estimated that this will
impact some day case and new outpatient activity adversely. Details of the
travel impact are provided in Section 7.8.1).

New Models of Care in the Treatment Centre
The following principles are reflected in the speciality level Models of Care provided in
Appendix U – UHL Models of Care:
•

Only patients requiring secondary care intervention will attend the Treatment
Centre based on agreement across the LLR system of how and where
different clinical pathways will be delivered.

•

Patients accessing services within the Treatment Centre are seen by the right
clinician at the right time and in the most appropriate way (e.g. face to face,
telephone, Skype, virtual etc.).

•

The workforce is used efficiently and flexibly to deliver safe, efficient, cost
effective, sustainable care.

•

Patients are fully engaged in their treatment in a way that enables them to
take responsibility for their own care.

•

Patients will not be brought back for unnecessary non value adding
appointments.

•

The services will promote a culture of self-help and early safe discharge.

•

Information and communication systems will be used effectively to ensure
relevant information on a patients care is available where and when it is
needed for clinicians and patients.

•

Variation in core processes and care will be minimised in order to improve
clinical and service quality.

•

Care will be delivered in an appropriate environment that is accessible,
comfortable, and which respects individual privacy.

•

Technology will drive alternative Models of Care and promote better
communications across the health system.

•

Advice will be readily available to GPs and other providers of care across the
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system.
7.3.5 Theatres
UHL’s current operating theatre (hereafter referred as theatre) configuration includes
a total of 50 theatres across its three acute hospital sites; theatre location by site is
displayed in the table below.
Table 7-3 UHL current theatre configuration by site

Current UHL
Theatres
Trust Total

LRI
GH
LGH

Central
Operating
Department
17
10
14
41

Satellite
theatres
5
0
1
6

Dedicated
day case
1
0
2
3

Total
theatres
23
10
17
50

Each acute site has a Central Operating Department (COD) where the vast majority
of theatres procedures are conducted. In addition, there are a number of satellite
theatres situated on the same site but not adjacent to the COD which typically
provided specialty specific activity such as Ophthalmology and Maternity Services.
The Reconfiguration Programme will see the construction of 28 theatres across UHL
which, after taking into account the reduction in theatre capacity at LGH, will add 11
theatres to its 2018/19 net complement. This is displayed in the tables below.
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Table 7-4 Net change in theatre configuration through the Reconfiguration Programme

Net change through
the Reconfiguration
Programme

LRI
GH
LGH

Central
Operating
Department
0
8
-14

Satellite
theatres
5
0
-1

Dedicated
day case
-1
12
-2

Trust gain

Total
theatres
4
20
-17
7

Table 7-5 UHL Theatre configuration post Reconfiguration Programme

Reconfiguration
Programme
end state
Total

LRI
GH
LGH

Central
Operating
Department
17
18
0
35

Satellite
theatres
10
0
0
10

Dedicated
day case
0
12
0
12

Total
theatres
27
30
0
57

This construction will mitigate the loss of theatre capacity as acute services move
away from LGH, accommodate demographic growth, demand and increasing surgical
complexity, and enable the split of elective and emergency theatre activity
(significantly improving patient experience and outcomes through the protection of
elective activity). In addition, it will allow UHL to operate a rolling programme of
bespoke maintenance to its theatre estate, which has not been possible for the past
few years resulting in significant backlog on the theatre stock at GH and LRI.
Theatre construction at LRI will comprise eight theatres in two distinct elements:
•

Four theatres within the Children’s Hospital in the Kensington building which,
combined with two existing Kensington theatres, will create a dedicated
paediatric theatre suite of six theatres.

•

Four theatres within the new Maternity Hospital which ensures dedicated
obstetric elective and emergency capacity.

Theatre construction at GH will comprise 20 theatres:
•

12 theatres within the Treatment Centre which will create a dedicated suite for
patients requiring day case procedures aligned to BADS recommendations.

•

Eight additional theatres will be added to GH’s COD thus ensuring that
services relocated to GH have the capacity required to meet growth and
demand requirements.

The additional theatre capacity delivered through the Reconfiguration Programme will
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ensure that demographic growth and demand can be accommodated with theatre
services in the most appropriate clinical location aligned to bed and ICU provision.
The increase in theatre estate enables UHL to provide dedicated emergency theatre
capacity (ensuring that patients will not have their elective procedures cancelled due
to emergency cases). It also UHL to introduce a rolling programme of theatre
maintenance and permits decant theatre space in the event of service disruption.
This increase in theatres does not negate the requirement for transformation in
theatre processes. A programme approach has been adopted to deliver the reform of
theatres across UHL, with a dedicated programme board chaired by the Chief
Operating Officer and work streams covering the various areas to deliver efficiencies.
The future configuration of UHL’s theatres has been designed to meet demographic
growth to 2040. UHL has made no operational assumptions of speciality specific
growth beyond demographic change and hence does not assume additional activity
or income.
The Reconfiguration Programme provides 28 new build theatres to deliver the
required theatre capacity at the correct future service location.
It is recognised that not every theatre will be immediately required to meet this
demographic change. However, the construction of additional theatres at this point
allows the future proofing of capacity through the most cost effective avenue,
principally due to significant economies of scale, and will ensure that UHL can meet
the physical demand for its theatre capacity into the middle of the 21st century. To
this end, UHL will effectively mothball / not operationally commission the additional
capacity not immediately required and hence will not incur additional revenue spend
until the point that it would be offset by additional income.
The additional capacity will be robustly modelled and challenged in further detail, by
UHL, when each project that will drive individual theatre construction progresses to
OBC. This will include theatre capacity to respond to innovations and developments
in practice, such as Robotic Assisted Surgery, and the outcome of any regional
capacity reviews. It is anticipated that new Models of Care and transformation change
will deliver further opportunities to stretch the average number of cases delivered per
theatre list beyond the relatively conservative (through stretching for UHL based on
historic trends) assumptions currently applied.
UHL’s plans provide for devoted emergency theatre provision within the Children’s
Hospital, the Maternity Hospital and each of the two central operating departments at
LRI and GH. This will significantly reduce elective cancellations due to emergency
cases (in 2017/18 UHL cancelled 1,556 on the scheduled day of procedure). In
addition, the future theatre configuration will enable UHL to eliminate weekend list
initiatives as part of baseline activity thus significantly reducing expenditure.
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The reconfigured theatre estate will ensure that UHL has the ability to allow a period
of downtime in a specific theatre for deep cleaning and general maintenance without
a resultant loss in activity or the cancellation of operations. Such essential theatre
downtime has not been possible at UHL for a significant number of years due to a
lack of alternative provision and has led to a deterioration in theatre estate.
Furthermore, modelling of capacity has been based on standardising the UHL theatre
timetabling to planned activity across 48 weeks of operation per year generating a
rolling period of prudent time when each theatre will not be in use.
The opportunity for maintenance and deep cleaning dramatically reduces the
potential risk of theatre estate breakdown which UHL has experienced in each of the
last two years due to the pressure of continual usage and will ensure that each
theatre’s operational availability is significantly increased. Indeed, should such a
prolonged outage occur UHL will have decant capacity in situ thus avoiding the need
to provide expensive temporary capacity.
Significant additional benefits aiding the recruitment and retention of staff will be
derived from utilising the new theatres estate for the provision of dedicated multidisciplinary training and simulation facilities. This will allow UHL’s highly skilled
workforce to implement and benefit from both detailed skills and human factors team
training in a setting identical to where they will deliver care.
7.3.6 Inpatient activity modelling and bed numbers
The mantra for reconfiguration and particularly for right sizing the hospitals is that
UHL should be ‘big enough to cope but no bigger than necessary’. Of course, ‘big
enough’ is largely determined by activity and the models of care managing that
activity.
The revised bed requirement
Taking into account what we have learnt over the last 18 months from the original
PCBC to this final version and recognising UHL’s new opening bed position, the
projected bed requirement is 2,333 beds by 2023/4. This is the unmitigated number
i.e. without efficiencies factored in.
In calculating this UHL took the following into account:
•

Opening bed position as of winter 2019 is 2,033 beds.

•

Activity growth assumptions have increased from 1.4% to 3% in line with
those contained in the LLR system Long Term Plan. Emergency activity
across the UK has grown between 2% and 6%, with the majority of peer
Trusts showing a growth rate of c4%. Whilst UHL has noted year on year
growth rates of between 4% and 5% in the first 2 quarters of 2019/20, this
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includes significant pathway changes which have influenced the growth
rate. To mitigate against the impact of these pathway changes UHL has
modelled and applied a growth rate of 3%. This growth rate is also higher
than most of our regional peers have included in their plans.
•

Occupancy levels of 93% for electives, 93% for day cases and 90%
emergency which will allow more flexibility to improve flow. Noting that the
BMA review of the busiest months over winter 2017/18 suggested that an
85% non-elective occupancy level is unachievable, (British Medical
Association, “Beds in the NHS” 2018), we have applied a more realistic
occupancy rate of 90% for emergency. Our efficiency plans are targeted to
improve flow to enable us to reduce our non-elective occupancy rate.

The impact of this change in occupancy levels and growth assumptions means the
unmitigated bed gap is 300 beds at its highest during peak winter months in 2023/4.
Conversely during summer months the bed gap reduces significantly.
Bridging the gap
To bridge the gap UHL have two types of intervention; the first is designed to
increase actual physical bed capacity above the current baseline of 2,033 whilst the
second will reduce the number of beds required through improvements to clinical
pathways and changes to length of stay, (LoS).
As a result, over the life of this plan UHL will both increase the actual bed stock by
139 beds (approx. 4 wards) and decrease the requirement for beds by a minimum of
161 through pathway and LoS improvements. Taken together these interventions
bridge the gap.
The table below and subsequent narrative explains this in more detail.
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Figure 7-7 UHL summary bed bridge

Planned efficiencies
As shown above, UHL have applied a series of mitigations, including assumptions
around LoS and admission avoidance to the likely bed requirement in 2023/24. The
work underpinning this looked at changes to individual clinical pathways, approaches
to population health management, particularly in frail and multi-morbid patients and
internal efficiencies impacting LoS. Taken together this produces a potential
efficiency range of 161-237 beds.
The underpinning modelling for each of these schemes takes into account
benchmarked data from GIRFT, NHS RightCare, Model hospital and other relevant
national and international benchmarks, including a range of population health
management tools from the John Hopkins Adjusted Clinical Groups system. The
opportunity improvement in our frailty and multi-morbidity programme has been
derived using these data sets, overlaid with evidence from various NHS Right Care
case studies.
It is important to recognise that for planning purposes UHL have deliberately taken a
conservative approach to the modelling and used the minimum efficiency expectation
to define the future bed requirements. In other words if UHL over achieve against
what GIRFT/Model Hospital and their own internal assumptions indicate, there is
potential for a beds upside and or reductions in occupancy.
The high level breakdown of efficiencies is shown in the table below. The detailed
scheme by scheme is set out.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 254

IMPACT OF THE RECONFIGURATION PROPOSALS
Table 7-6 UHL bed efficiencies

Scheme

Bed
reduction
range
2023/24

Optimal management of frail and multimorbid patient cohort

57 to 67

Evidence base




Optimal length of stay through
implementation of Safe and Timely
Discharge processes

28 to 51




Optimal BADS pathway

14 to 20


•


Specialty specific schemes

62 to 99

Total




Local evidence of
delivery
NHS Right Care case
study/STP pack
GIRFT data
CHKS benchmarking
data
GIRFT data
British Association of
Day Surgery guidelines
GIRFT data
NHS Right Care data

161 to 237

Increase in physical beds
As well as efficiency/pathway improvements UHL have chosen to create more
physical bed capacity within the revised plan as an insurance policy should it be the
case that either the necessary clinical transformation does not happen or that future
demand is above the 3% per annum value.
There are three elements to this depicted in the Bed Bridge above:
•

Conversion of non-clinical space - There are areas, particularly at LRI,
where clinical space has been converted into non-clinical space. As such
there is an opportunity to reverse that and in doing so create extra bed
capacity. The estimate is that this could release the space for the creation of
41 more beds.

•

Transfer of services - LRI is home to the ‘Hampton Suite’, a therapy led
reablement ward. Given the nature of the patient cohort, this service could be
delivered in a different way this would free up 28 acute beds.

•

Additional contingency - Taken together the conservative efficiency
improvements and the increase in physical beds amounts to 230 beds worth
of capacity over and above the 2019 opening position of 2,033 beds. This
leaves a potential residual gap of 70 beds if, for example, efficiency
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improvements are actually at the lowest calculated and/or activity growth is
greater than 3%. As such the Trust will, if necessary, address this in later
years through CRL funding for what equates to 2.5 wards.
Summary of bed model
The variables impacting the future bed requirements for an acute Trust are
numerous. Equally, for a Trust of the size of Leicester even the smallest change to
activity/efficiency projections makes a significant difference to bed requirements. For
example, a half day improvement in length of stay releases 38 beds worth of
capacity. Conversely a 1% increase in activity would result in the need for 76 more
beds. (For more detail on the upside and downside scenarios see Appendix V –
Mitigating UHL growth in activity and beds).
UHL are confident that the current model aligns with the direction of the NHS Long
Term Plan as there are no over optimistic assumptions in respect of bed reductions, a
conservative approach to efficiencies and a pragmatic approach to the creation of
extra capacity.
7.3.7 Outpatient activity modelling
Introduction
An outpatient model has been developed which demonstrates the impact of
improvements in the delivery of outpatients, alongside expected growth in demand for
the period from 2018/19 to 2023/24. The model only focusses on those outpatient
specialities that will move as a consequence of site and service reconfiguration. The
activity figures presented within the model therefore do not reflect UHL’s total future
outpatient requirements or our total system ambition to reduce outpatient activity by a
third as per the guidance in the NHS Long Term Plan, released since the original
version of this plan was written. Further work is ongoing, both internally within UHL
and across the wider LLR system to ascertain the implications of this mandate, with
all specialty level models of care being aligned to this principle.
The outputs from the model have been used to inform future clinic space
requirements for the planned GH Treatment Centre and maternity services. As with
inpatient activity and the bed model, the modelling shows that without fundamental
changes to the Models of Care, internal efficiency and system wide pathways,
outpatient demand will be above what is affordable to the local health economy and
sustainable for the UHL in terms of capital funding and staffing.
In completing the model a number of system wide transformation and internal
efficiency opportunities have been considered, taking into consideration the
aspirations and planning assumptions of the BCT planned care programme. The
focus for this area of work is to shift to a transformative approach focussed on
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eliminating waste through improved use of funded capacity/sessions coupled with the
drive to improve system funded capacity. This will also feature a move of activity to a
lower cost setting and the implementation of new models of provision, with the
predominant use of UHL capacity for complex cases that require secondary care.
Outpatient modelling 2018/19 to 2023/24
Consideration of growth
Between the previous iteration of the PCBC and this updated version, the NHS Long
Term Plan has been released outlining a mandate to reduce outpatient activity by a
third and the LLR Planned Care Workstream has implemented various schemes,
successfully managing demand in certain specialties. The implication of these two
factors has been taken into account and unmitigated growth levels have therefore
been agreed with LLR commissioners.
These differ from the growth assumptions in the previous iteration of the PCBC of a
flat 2% growth rate plus some specialty specific growth. The resultant model shows
projected unmitigated demand to grow as set out in the table below.
Table 7-7 UHL unmitigated outpatient demand

Point of
Delivery

New
Outpatients
Follow ups
Outpatient
procedures
Non face to
face
Total

Baseline activity
for specialties
within
reconfiguration
2018/19

Unmitigated
activity
levels
2023/24
(original
PCBC)

Unmitigated
activity levels
inc speciality
growth
2023/24
(original
PCBC)
147,565

Revised
growth
levels
agreed

Unmitigated
activity level
in 2023/24
(refreshed)

0.5%

141,794

332,520
97,707

1.4%

333,565

9.8%

162,871

0.7%

49,395

138,302

142,937

311,166

325,472

102,055

95,326

47,618

51,687

54,972

599,141

615,422

632,764

687,625

The outpatient model starts from the baseline outturn for 2018/19 of 599,141 total
outpatient attendances at UHL for the specialties involved in reconfiguration. Taking
into account growth levels over the five year period, the modelling shows that
demand for outpatient attendances (including face to face and non-face to face
activity) will increase to 687,625 attendances.
The original projected growth showed in the previous iteration of the PCBC identified
a maximum number of outpatient attendances as 615,422; this was the activity
scheduled for the GH Treatment Centre and Maternity Hospital, and is therefore
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reflected in the capital plan. As UHL’s plans develop over the next year, UHL expect
that this number will reduce by a third as per planning parameters in the NHS Long
Term Plan. This would reduce the projected number of outpatient appointments to
507,882. At this stage, UHL’s plans for this reduction are in being tested with revised
system wide clinical models of care under design.
UHL will adjust the capacity of the GH Treatment Centre and reflect this in their
capital assumptions as their clinical plans for this reduction become clearer.
Transformation of planned care services
Recognising that the unmitigated growth is both unsustainable and does not enable
UHL to reduce activity by a third as per the NHS Long Term Plan, the next section
sets out UHL’s transformation plans in more detail.
Efficiency schemes in place
Section 7.3 outlines the process undertaken in the development of revised Models of
Care, which are models supporting transformation across LLR, and those internal to
UHL. The outcome from this work has been the establishment of a number of
schemes which will support the mitigation of future outpatient demand and ensure
that the right patients are seen within UHL.
LLR wide schemes (incorporating UHL internal work on models of care)
UHL is an active partner in delivering the BCT Planned Care Programme supporting
patients to have access to safe, high quality and effective care, delivered locally.
Planned Care covers routine services with planned appointments or interventions in
hospitals, community settings and GP practices. We want our planned care services
to deliver high quality, personalised care, which enable patients to see the right
person, in the right place, at the right time where possible in local community settings
or virtually.
The figure below highlights the strategic aims of the LLR Planned Care Programme.
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Figure 7-8 LLR Planed Care Programme strategic aims

Reducing demand
Work by the BCT Planned Care Board is aimed at reducing the demand, over the
next 3 years, in GP initiated new outpatient and referral activity by 20% (over 31
specialities). A number of initial best practice schemes have been implemented
during 19/20:
•

Delivering First Contact Practitioner - The NHS Long Term Plan has
identified that physiotherapists (including First Contact Practitioner) within
general practice as the first point of contact for patients with musculoskeletal
concerns greatly improves experience, reduces pressure on primary care and
often removes the need for ongoing treatment.
By 2023/24 all members of the public are required to have access to a First
Contact Practitioner within general practice. General practice and the PCNs
are being supported to develop First Contact Practitioner services. This will
ensure that from the 1 October 2019 150,603 patients will have access to a
First Contact Practitioner. During 2019/20 we will work with all partners and
patient groups to develop a full system plan to ensure 100% coverage by
2023/24.

•

Delivering the new MSK physiotherapy model - Bringing together the
existing teams from UHL and LPT. The model incorporates:
o

Patient self-referral.

o

Telephone triage within two working days via a virtual hub.

o

Telephone management, where appropriate, including patient
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information, exercises, guidance towards websites which demonstrate
exercises they need to do. This is followed up by a further phone call
to support the patient. Patients are either discharged at the point or
referred on for a face-to-face appointment.
o

Face to face physiotherapy access as part of this scheme is ensuring
that all localities have local physiotherapy based in community /
practice buildings.

Another initiative supports the management of demand for ophthalmology services,
which is not being met and continues to grow. New patients are often prioritised and
this can result in delays for patients who require follow up and for some of these
patients this could lead to adverse outcomes e.g. visual loss and blindness. In
2018/19 NHSE launched a series of high impact interventions within ophthalmology
to minimise the risk of harm to patients. UHL in conjunction with partners across LLR
have responded by developing a system-wide plan to improve ophthalmology
services.
Reducing long waiters
We know that the demand for ophthalmology services outweighs current capacity. To
address the challenges UHL will redesign ophthalmology services by the first quarter
for 2020/21. This will include:
•

Increased provision of safe appropriate ophthalmology services away from
acute hospital eye services (within primary and community settings).

•

Redesigned acute hospital eye services.

•

Improved management of waiting lists and the associated risk of delays to
follow-up appointments.

•

A single ophthalmic electronic patient record (MediSOFT) for hospital eye
services in UHL and within the Care Alliance will be introduced.

Outpatient transformation
UHL is implementing a significant programme of transformation in order to ensure
these efficiency schemes are delivered which has informed the future size and design
of the GH Treatment Centre. The co-location of services, coupled with the use of
technology to support patient care and information sharing in a paperless
environment will be a significant enabler of these initiatives.

The vision for outpatient transformation is:
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“As a system wide approach to our outpatient Transformation programme we aim to
deliver best in class out-patient services, designed around the needs of patients, from
a dedicated environment with co-located diagnostics to facilitate one-stop clinics. In
making every contact count we will have a single standardised process for booking
appointments and self-check-in for patients on arrival. We will optimise the use of
digital technology and wherever possible will provide out-patient consultations in a
way that is most suited to patient needs, only bringing patients into our hospital sites
where this is absolutely necessary.”
Through the development of future Models of Care, UHL’s services have focussed on
changes and improvements in pathways that deliver benefits for their patients. There
are a number of speciality specific schemes which will deliver clear improvements in
outpatient productivity, these are summarised below together with the impact on
reducing outpatient activity or delivering care in a different way or alternative setting.
In 2019/20 the outpatient transformation has five areas of work:
•

Increasing outpatient efficiency.

•

Improving quality and experience for our outpatients.

•

Implementing technology to remove paper from outpatients.

•

Delivering the national annual priorities.

•

Delivering our local BCT annual priorities.

Through this UHL has focussed on:
•

Increasing the use of specialist advice and guidance across all elective
specialties.

•

Implementing a joint musculoskeletal physiotherapy service.

•

Embedding and managing the 102 low value treatments.

•

Progressing the roll out of Referral Support Services within specialties
experiencing high demand to improve the quality and reduce the quantum of
referrals into secondary care.

In 2018/19 the Referral Support Service was one of the largest elective
transformation programmes and supported the process of directing referrals to the
most appropriate location. The Referral Support Service is delivered by clinicians and
nurses and has been implemented in five specialties during 2018/19. Over the next
five years there are plans to expand its coverage to all routine elective specialties.
Other ways in which activity is being moved to the most appropriate setting include
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working with system partners to deflect patients to community-based treatment
including:
•

GPs with specialist interests, physiotherapists and optometrists.

•

Ensuring a rolling process of updating the Specialty Directory of Service to
reduce inappropriate referrals into UHL.

•

Supporting the use of PRISM to reduce inappropriate referrals into UHL.

•

Increasing the uptake of GP advice and guidance, leading to increased
learning and reduced need for referral.

•

Working with system partners to reduce outpatient follow-up rates (by more
than the required level in the Long Term Plan) moving to alternatives such as
non-face-to-face or patient initiated follow up appointments.

•

Maintaining the integrity of two-way text reminders to improve both clinic
utilisation and reduce non attendances (DNA rates).

Successful implementation of demand management will lead to a corresponding
reduction in follow up activity. Further opportunities for follow up reductions will
continue to be specified as our transformation work activities become focussed on
delivery of a new system wide model of care for outpatients.
A transformed model of care for frail and multi-morbid patients
It has long been acknowledged that the traditional model of outpatient services will
not meet the needs of our growing population with complex conditions within LLR. In
response to this UHL will launch a range of new multi-disciplinary clinics where
patients can receive (in one place and at one time) key information regarding their
care options and symptom management. This will prevent patients having to attend
multiple outpatients and undertake multiple diagnostics.
Reducing outpatient follow-ups
From 2019/20 to 2023/24 UHL will actively work to transform the way outpatient
services are delivered. Central to this will be the delivery of the key NHS Long Term
Plan requirement to reduce face to face follow up outpatient appointments by one
third over five years. This will ensure that patients do not have to make unnecessary
journeys and will help to meet the NHS carbon footprint challenge. This will ensure
clinicians are focused on clinically necessary appointments.
As a system we are taking 11 specialties a year and reviewing existing pathways.
UHL will then undertake a mixture of service transformation and changes to booking
rules to ensure follow up outpatient activity is done only when clinically necessary and
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face to face only when other possibilities are clinically sub-optimal. UHL will, for
example, utilise technology (such as Skype) to develop virtual follow up appointments
post MSK scheduled shoulder surgery. UHL will also use the Referral Support
Service to ensure appropriate follow up activity is taking place in specialties such as
urology.
UHL will be working with partners such as the East Midlands Academic Health
Science Network to support the development of digital outpatient services and
working with services to develop online questionnaires as an alternative to face to
face appointments. UHL will also be developing a series of new booking rules across
the system that only support follow up activity when it can be demonstrated that this
is clinically required as well as ensuring all specialties (such as neurology) comply
with guidelines such as those promoted by NICE.
Impact of efficiency schemes
The impact of these schemes has been modelled using the evidence base from
benchmarking data, local analysis and projecting activity levels for future models of
care from the NHSE/I ‘elective care transformation programme’. The anticipated
impact is shown in the table below.
Table 7-8 UHL unmitigated outpatient demand

Scheme
Demand management

LLR/UHL

Description

LLR

20% Reduction in new and
follow up attendances
Shift activity to alternative
settings

Implementation of
LLR
system wide pathway
review
Specialty specific plans in place
Follow up reduction
UHL

Non-attendance rates

UHL

Clinic utilisation &
optimisation

UHL

Move to Non Face to
Face

UHL

Other

UHL

Cessation of unnecessary
Follow Ups
Shift to virtual or patient
initiated follow up
appointments wherever
appropriate
Target reduction of rates to
5 % or below
Improve in session
utilisation.
Achieve 95%
resource/capacity
utilisation
Delivery of single visit/one
stop clinics as a
consequence if improved
clinical adjacencies
Percentage of ASA1 and
ASA2 patients seen nonface-to-face
Change in pathway to
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Scheme

LLR/UHL

(Pathway Redesign)

Description

Activity
reduction/Impact

deflect at admission to a
more appropriate setting
than the Trust

UHL total
Programme total
GAP to target demand (inclusive of 30% reduction)

26,805
146,633
33,110

The current schedule of accommodation for the GH Treatment Centre plans for an
activity level of 615,422 attendances as per the original modelling. The unmitigated
activity level projections show a requirement of 687,625 attendances, a gap of 72,203
attendances. However, we anticipate that the joint LLR/UHL programmes of work will
deliver a reduction of 146,633 attendances, covering this gap.
However, UHL’s plans do not mitigate fully the gap between the projected demand in
2023/24 when taking into account a full 30% reduction. This would suggest an
anticipated demand level of 507,882 attendances, leaving a gap of 33,110
attendances. Plans to mitigate against this will be part of the global LLR outpatient
transformation programme, focussed on specialties out with the reconfiguration
programme.
Summary outpatient model
As work is in the early stages of development the impact of LLR wide schemes is not
yet modelled fully. Capacity will be challenged through the Outline Business Case
process to ensure that the facilities are ‘right sized’. Using the growth levels agreed
with commissioners at this stage to provide indicative capital costs is therefore seen
as a worst case scenario. The outpatient bridge is shown in the figure below.
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Figure 7-9 UHL outpatient bridge to mitigate demand

UHL Outpatient Bridge to Mitigate Predicted Growth in Demand by
2023/24 (incl. 30% reduction)
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7.3.8 Governance for delivery of the UHL Efficiency Programme
UHL’s five year Efficiency Programme will be managed by a formal committee
chaired by UHL’s Director of Operational Improvement. Each CMG will be
represented to ensure the actions are owned and delivered within the services. The
programme will provide assurance to UHL’s Urgent Care Board.
UHL’s Outpatient Transformation Programme will be overseen by the Outpatient
Transformation Programme Board. Membership includes representation from all
CMGs and has executive sponsorship from the Director of Strategy and
Communications. Outpatient transformation is included within UHL’s Quality
Commitment and remains one of the Trust’s annual priorities.
The risks of each of the efficiency schemes have been assessed and it is recognised
that the challenge is not insignificant. Each of the schemes is led at Senior Officer
level (Chief Executive/Accountable Officer) and is supported by both corporate and
clinical leadership across and within UHL and partner organisations. Reporting of
progress and unblocking of issues is undertaken on a bi-weekly basis to ensure pace
of delivery, with the LLR Senior Leadership Team taking overall responsibility for
delivery of the programme.
From a planned care perspective the theatres efficiency programme is managed
within UHL by the Theatres Programme Board, chaired by the Chief Operating
Officer. Outpatient transformation is overseen by the Outpatient Transformation
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Programme Board with the Director of Strategy and Communications as the
Executive Sponsor. There are direct links with both these transformation programmes
and the wider LLR Planned Care Board, which has clinical and managerial
representation from all partners and patient representation. The programme has joint
SROs, at Director level, from LLR CCGs and UHL to demonstrate joint leadership
and accountability. All programmes are supported by a team of Project Managers,
Business Intelligence, Finance and Communications and Engagement with LLR
support based in Leicester City CCG (hosted service). UHL’s internal governance
arrangements are illustrated in the diagram below.
Figure 7-10 UHL’s Productivity and Improvement Programme governance arrangements

The role of local organisations and leaders within our BCT partnership is to develop
new ways of working within the current statutory frameworks which enable us to
operate in a more collaborative way as one system focused on doing the best for the
health and care of local people, including those with planned care needs. The
governance structure outlining decision-making, assurance and stakeholder
engagement for the wider LLR BCT planned care programme is shown in the figure
below.
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Figure 7-11 LLR planed care governance structure

7.3.9 Conclusion on activity modelling and bed numbers
The process undertaken to agree the mitigating actions required across the health
and care system by 2022/23 has been set out above.
The future bed number allows for growth and a reduction in occupancy levels based
on the delivery of the efficiencies outlined above.
This approach has been supported by the CCG Commissioners, the NHSE
Commissioners and by the East Midlands Clinical Senate.
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7.4

Staffing implications and UHL’s workforce planning

7.4.1 Introduction
The UHL Strategic Workforce Plan sets out how UHL plan to support the service
reconfiguration through the use and development of its workforce. The UHL
Workforce Plan is included in Appendix I – UHL Strategic Workforce Plan.
The plan sets out actions required:
•

Immediately at the operational level.

•

Medium term, particularly covering efficiency and productivity interventions.

•

Long term, particularly covering transformational approaches to workforce
change.

The plan also describes the demand for future workforce and, the appropriate supply
and actions to address the gap between demand and supply.
This forms part of UHL’s overarching People Strategy and as such references the
importance of critical dependencies including but not limited to:
•

The Attraction and Retention initiatives.

•

Strategies in Clinical and Non Clinical Education.

•

Becoming the best with particular emphasis on creating the right (leadership)
behaviours and culture for driving change.

•

The Apprenticeship Strategy.

•

Professionally led strategies including Nursing, the Medical Workforce
Strategy; Healthcare Scientists, Imaging, Pharmacy and Therapies.

•

Individual reconfiguration business cases.

•

BCTP associated plans.

Whilst the current approach to workforce modelling is summarised below, this will
continue to be worked up in detail as the Reconfiguration Programme develops
through to OBC. While UHL continues to develop changes to care pathways and
operating procedures the workforce modelling will also be updated accordingly.
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7.4.2 Approach to determining staffing requirements
Although there are three distinct timeframes to the plan immediate, medium term and
long term, it is recognised that long term transformational actions must occur now in
order that the workforce is fit for purpose when UHL’s full reconfiguration of services
is achieved. Planning will take place across a number of units of planning:
•

Operational planning - how UHL best deploy the current workforce and
address immediate gaps in demand and supply normally at level of cost
centres through rota management and electronic rostering.

•

Medium term or tactical planning normally takes place at service or specialty
level seeking to define the demand and supply to deliver predicted activity. It
will focus on recruitment plans and plans for learning and development.

•

Long term strategic planning - promoting the development of plans at broad
skill level (foundation, core, advanced or specialist) and a care function level
such as crisis response or assessment or outpatient follow ups. This enables
planning agnostic to organisational or professional boundaries.

The most complex component of the planning process is identification of demand for
workforce. UHL has adopted a number of methods of reviewing future requirements
including:
•

Royal College recommendation on ratios contingent on demand e.g. Birthrate
Plus©, Emergency Department Consultants to emergency episodes.

•

Nursing acuity and dependency tools (Safer staffing).

•

Electronic Rostering for defining and matching supply for daily rosters.

•

Allocate for determining safe on call Junior Doctor rotas.

•

UHL’s internal Workforce Planning Tool which mirrors the NHSI approach and
enables planning of substantive and NHS Contracted workforce within a
financial envelope.

•

Care function definition and assessment of skill level.

•

Functional mapping which focuses on tasks within the care function and which
level of staff should undertake these. This challenges thinking about which
type of role should be undertaken.

•

Use of Model Hospital data for defining critical opportunities for improved
productivity and efficiency.
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7.4.3 Impact of reconfiguration proposals on the workforce and benefits realisation
UHL has a total head count of 16,062 which equates to 13,486 WTEs. The
reconfiguration will have a positive impact on the workforce and the UHL Strategic
Workforce Plan aims to impact on a number of performance measures across the
Trust. These include but are not limited to:
•

Improved Friends and Family Test scores.

•

Numbers of patients referred to ambulatory pathways.

•

Improved ward length of stay.

•

Reduction in numbers of Delayed Transfers of Care.

•

Improvements in the average theatre case per list and less cancellations.

•

Improvements in the full range of Emergency Department measures.

•

Improvements in RTT times across key access standards.

•

Specific workforce improvements including:
o

Reduction in vacancies (targets set at differential levels across
different specialties and staff groups).

o

Decrease in Waiting List Initiative, Overtime and Agency expenditure
to enable better triangulation with financial plans.

o

Improved staff engagement scores due to better rota management,
more opportunities for career development and better working
conditions. Includes improved scores in relation to health and
wellbeing and team working.

o

Improved sickness rates to Trust stretch target of 3%.

o

Increased applications per advert and improved length of time to hire
(60 day target).

o

Improvements in turnover and stability indices.

o

Increased numbers of apprenticeships.

o

Improvements in workforce productivity measured by changes in
activity versus changes in workforce.

The reconfiguration will have a positive impact on the workforce as identified in the
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table below.
Table 7-9 Impact on workforce

Reconfiguration

Impact
Improved
stream-lining
of services

Consolidation and
co-location of
services

Reduced
duplication
and better
balance of
service
delivery and
training
Reduced
cancellations,
enhanced
elective
versus
emergency
split

Workforce Impact

Metrics

Improved Retention

Stability Indices

Reduction in
Turnover (target
reduction from Trust
average of 7.9% to
6.8% reducing
turnover by 172
people)

Turnover Rates

e.g. Emergency
Floor Phase 1
resulted in rate
falling from 13.5% to
6.9% in the year
after opening
Reduction in
sickness absence
rates
From 4.06% to
3.04% saving 93.98
WTE per day

Digital and
Technological
Opportunities

New Build and
Refurbished
Facilities

Better
working
environment
Encourage
and inspire
new ways of
working
(e.g. Develop
new model
for OPD/day
case as part
of new
Treatment
Centre
embracing
IM&T)

Reduction in
Vacancies
From 7.5% to 7%
saving 72 WTE
Reduction in
premium spend
Improved Staff
Satisfaction/Morale

Improved Reputation

Sickness Rates

Vacancy Rates

Premium Spend
(Agency/WLI/Locum/
OT)
Staff Surveys
(pulse
checks/questionnaires)
Attrition / Conversion
from Medical/Nursing
cohorts to employment

These areas have been worked though with each of UHL’s CMGs and the Trust has
identified savings in WTEs as shown in the table below.
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Table 7-10 UHL savings in WTEs

Grade
Consultants
Middle Grades and Junior Doctors
Nursing
Scientific and Technical
Other (Administration Estates and Facilities)
Total

WTE
4.5
21.6
113.0
30.7
377.6
547.4

In addition to this, the Trust has identified further efficiencies in respect to premium
spend. This affects the Trust’s pay costs without changing the funded establishment.
The main workforce risks associated with the reconfiguration together with mitigations
are summarised in the table below.
Table 7-11 Workforce risks and mitigations

Risk

Mitigations
• An integrated workforce strategy that aligns
with transformative Models of Care and ways
of working and new roles to create more
flexibility in staffing.

Staff shortages and gaps

• An improved environment has been shown to
increase recruitment and retention of staff.
• Provide organisation development support to
managers to ensure that the changing needs
of service can be delivered.
• Adequate OD resource assigned early in
project programme.

Lack of organisational
development resources to
deliver the workforce
changes required for
successful transition into
new Models of Care

• Executive Senior Responsible Officers
assigned to individual projects will hold
accountability for delivery of Models of Care
and transition.
• Post Project Evaluation will ensure lessons
learnt from individual projects are considered
within future projects and engagement and
benchmarking with other comparable Trusts to
take account of their experience.

To monitor the benefits realisation of the reconfiguration, from a workforce
perspective, UHL will develop the existing performance management workforce KPIs,
for example staff turnover, sickness absence rates and vacancy levels. These in turn
all support the reduction in premium spend and ultimately reduce the average cost
per WTE. The targets set are based on a range of current and recent indicators that
are already routinely measured, but achievable with the additional benefit from the
development of transformed services in transformed locations. For example,
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reducing the staffing turnover for CMGs from an average of 7.9% to 6.8% is based on
the best performing CMG. For sickness absence, a Trust wide target rate of 3.04%
compares to 4.06% currently, again this relates to the best rate achieved by a CMG in
2017/18. Reducing the vacancy rate overall from 7.5% (UHL target for 2018/19) to
7% reflects the challenging workforce supply for certain groups and is mitigated by
the development of new roles (e.g. Nurse Associate, Physician Assistant, Advanced
Clinical Practitioners, Apprentices etc.) combined with a better working environment.
UHL anticipate targeting this improvement to the key services directly impacted by
the Reconfiguration Programme.
The reconfiguration will create the opportunity to develop workforce plans that will be
patient focussed and wrapped around the service. UHL will use workforce planning
techniques as outlined in the UHL Workforce Plan, for example, with support from
Health Education England (Midlands and East) UHL aim to use functional mapping to
design roles around the skills and competencies required for these new services,
whilst identifying the current workforce that will be required to transform and meet this
opportunity.
It will be equally important to measure staff satisfaction and morale to ensure the
working experience for staff and trainees is enhanced. The benefits can be measured
in terms of reduced attrition and better training experiences which in-turn lead to
better chances to recruit staff in the future and increased staff engagement
(measured in the NHS Staff Survey). Developing services in conjunction with front
line staff and patient representatives will also further enhance the organisational
engagement and was noted as critical in developing services elsewhere, i.e. research
linked to the development of a Treatment Centre in Nottingham. The combination of
the aforementioned benefits should also be reflected in reduced agency expenditure
and the reduction in the reliance on non-contracted staff.
Further analysis of the impact on workforce is detailed in the UHL Workforce Strategy
(pages 20 to 28) and is broken down by programme. In summary, the key themes
are highlighted below with specific reference to the on-going development of the
Models of Care being undertaken across all the CMGs within UHL.
Premium spend reduction
Enrichment of supply will improve levels of recruitment to substantive posts and
reduces the dependence and cost of temporary staffing and a reduction in premium
spend. For example in Gastroenterology a reduction in the frequency of on call and a
reduced requirement to cover the service seven days through Waiting List Initiative
(WLI) activity due to increased capacity in the week. Better facilities will enhance
recruitment and retention and also support a better training and education
experience, which will all contribute to a reduction in nursing vacancies.
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WTE overall capacity reduction
The development of a dedicated and co located Treatment Centre covering
outpatients, day cases and 23 hour care will generate significant efficiencies and,
aligned to enhanced opportunities for digitisation, will improve scheduling, create
more opportunities for one stop shops and increase flexibility around a range of staff
groups. A detailed analysis of the roles involved, primarily administrative but
including nursing, medical, diagnostic and other support services indicated a potential
reduction in the overall staffing requirement but will necessitate the development of
new and enhanced roles to support a more automated service and new ways of
working.
Increased efficiency through focused management of frail patients will contribute to a
reduction of beds / offset further growth in beds for example geriatric / orthopaedic
assessments can enable treatment in ambulatory spaces without the requirements for
admission. This approach does not always require increased geriatric specialism but
can also be achieved through changes in mandatory training for all staff groups.
Areas like Gastro are introducing more ambulatory facilities with new ways of working
which similarly reduce the requirement for beds and potentially reduce the need for
more staffing.
Skill mix shift / new role development
As outlined in the UHL Workforce Strategy there is an increased demand for
Advanced Clinical Practitioners in all areas that will support the direct delivery of care
but also support the medical staffing needs in some areas. In the Stroke Models of
Care for example, but also the Medical Step Down suite introduced in 2018, the
consolidation of wards and an increase in Advanced Nurse Practitioners are
highlighted as a means of reducing the dependency on medical staff and to provide
care with a different mix of staff groups.
More therapeutic input and the use of multi disciplinary teams changes the staffing
compliments on medical wards and their effectiveness is being evaluated to
incorporate the development of generic support workers with a range of nursing and
therapeutic skills that enhance the patient experience, reduce length of stay and
better support reablement for particular cohorts of patients. CSI have indicated more
ward based Pharmacists, Therapists and Dieticians supporting tasks currently
undertaken by staff from difficult to recruit to areas. We anticipate more MDT working
coterminously and collaboratively to deliver better outcomes for complex patients in
areas like Geriatrics and reduce post operative complications which in turn reduces
the length of stay.
A range of operative procedures linked to the development of the Treatment Centre
include the development of virtual clinics and a single hub for complex patients linked
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to pre assessment which will reduce the WTE requirement. As will the development
of more integrated care in the community and up-skilling of Assistant Practitioners in
areas like Neurology will reduce the requirement for WLIs. The total impact on WLIs
should be a reduction supported by more efficient practice and workforce wrapped
more around the patient. This has also been modelled into high level workforce
reductions as highlighted in the table above and is predicated on a single site,
purpose built treatment hub and the opportunities this affords for workforce planning
efficiencies.
In addition, the potential benefits realisation linked to better facilities with more
sustainable workforce rotas during the day and night time and at weekends will have
an anticipated knock-on benefit in terms of staff satisfaction and morale leading to
lower turnover and sickness, less reliance on temporary staffing and premium spend
and ultimately a reduction in both vacancy levels and the average cost of a staffing
unit.
Impact of digitisation of services on GH Treatment Centre workforce
The digitisation of services linked to opportunities to develop a dedicated day case
and outpatient hub in GH Treatment Centre will generate efficiencies, whilst
developing new and enhanced roles. Although the technology already exists, funding
the required capital investment and the vehicle to deliver change present challenges.
UHL has instigated a project to progress incrementally towards an Electronic Patient
Record; with all the benefits that that entails. This project is called the ‘eHospital’
project. UHL has bid for £4m as part of an LLR bid from NHS Digital. This only
accounts for half of the capital needed to progress with the project. In the event that
this external funding is not forthcoming, the hospital will prioritise funding the
remaining of this project from its CRL. The workforce assumptions associated with
digital opportunities are derived from assumptions from a former business case for
the introduction of an EPR. The model has then been refined to reflect the potential
changes linked to the implementation of UHL’s eHospital 2020 (paperless) strategy.
The combination and cumulative effect of the eHospital Programme, the development
of agile working coupled with the drive for a ‘paperless outpatients’ all contribute to
the transformation of our workforce over the next few years. Features include new
ways of working, the adoption of a more standardised approach to workforce planning
supported by the flexible use of space. The replacement of paper processes with
electronic solutions, enabled by new and better equipment, allows for a more flexible
and efficient deployment of staff.
The realisation of the workforce efficiencies in full is ultimately tied in with the GH
expansion and the delivery of the GH Treatment Centre in 2023. In the interim, there
will be an incremental shift towards the introduction of radically different job roles,
particularly for administrative and support roles in accordance with UHL’s five year
plan for IM&T. Analysis from other Trusts who have introduced electronic patient
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records and other digital strategies indicate that a target productivity saving,
specifically to non clinical staff roles in clinical administration and notes, of 35% is
realistic and achievable. Modelling projections for UHL’s outpatient transformation
programme are therefore based on a 35% savings target across specific
administrative and clerical job roles in Bands 1 to 4.
7.5

Premises implications
As set out in Section 6.5, the development requirements for UHL’s Estate resulting
from the Reconfiguration Programme are being delivered via UHL’s DCP which forms
a fundamental part of the Trust’s Estate Strategy. This will be programmed to
efficiently and effectively decant and rationalise LGH and reconfigure both LRI and
GH in order to provide improved clinical adjacencies, patient experience and financial
efficiencies. In order to facilitate the service reconfiguration the DCP will deliver the
following projects:
•

Development of a new maternity hospital at LRI.

•

New build development at GH (including Treatment Centre, theatres and new
wards).

•

Development of a dedicated children’s hospital at LRI by refurbishment
works.

•

LRI relocation of gynaecology services.

•

LRI ICU expansion.

•

GH ICU expansion.

•

Development of surgical admissions unit at GH by refurbishment works.

•

LRI ward refurbishments.

•

LRI support functions (pharmacy and mortuary).

•

GH ward refurbishments.

•

GH support functions (pharmacy).

•

LRI and GH infrastructure.

•

LGH works (including works to Leicestershire Partnership NHS Trust’s
Evington Centre to relocate stroke services).

•

Back office reconfiguration.
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The following elements of the UHL DCP have already been delivered or are in the
process of being delivered:

7.6

•

Relocation of vascular services from LRI to GH (completed in 2017).

•

LRI emergency floor redevelopment (new Emergency Department and
assessment units – completed in June 2018).

•

Relocation of paediatric element of East Midlands Congenital Heart Centre
(EMCHC) from GH to LRI (funded from UHL’s capital resources and currently
at FBC stage).

•

Relocation of level 3 Intensive Care Unit (ICU) from LGH to LRI and GH
(funded from Wave 1 STP capital and currently at FBC stage).

IT implications
UHL’s approach to working more efficiently and reducing reliance on paper is via a
hybrid ‘best in class’ approach exploiting a set of tightly integrated core IT systems.
Legacy infrastructure requires significant investment to enable the opportunities that
technology presents to work differently. The desire to change, innovate and be
transformative using IT in UHL’s approach to the delivery of care is fundamental to
UHL’s future plans and UHL will implement the required enabling infrastructure. Key
aspects of the UHL approach will be:

7.7

•

Standardisation of equipment and technical specifications for equality and
accessibility in all clinical and non-clinical areas.

•

Implementation of a ‘mobile first’ approach at the point of care using standard
(not application specific) mobile devices.

•

Data will be entered once by clinical staff.

•

Implementation of a ‘cloud first’ approach for IT infrastructure.

•

Connectivity will be used as a key enabler for technological change.

Impact on quality of care and performance

7.7.1 Overview of impact on quality of care for UHL services
We have set out below a summary of our analysis of the impact of reconfiguring
UHL’s acute and maternity services on the quality of care provided by the Trust. One
of the primary aims when designing the reconfiguration proposals was to improve the
quality of care UHL provide to patients. The impact of each change on UHL’s
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patients has been analysed and a summary of the benefits of the proposals are
shown in the table below.
Table 7-12 Impact on quality of care

Service

From
Where

Dermatology

LGH & GH Treatment
LRI
Centre and/or
PCA
LRI & GH Treatment
LGH
Centre and/or
PCA
LRI
GH Treatment
Centre
LGH
GH Treatment
Centre and LRI
(Inpatients)
LRI
GH Treatment
Centre

Pain
management
General
medicine
Neurology

Endocrinology

To Where

Impact on quality of care
•

•

•

•

•

•

Ear Nose and
Throat (ENT)
outpatient and

LRI

GH Treatment
Centre

Delivery of a physical
environment which acts as
a positive influence on
health for patients and
staff, focussed on
improving outcomes.
Enables co-location of
purpose built outpatient,
pre-operative assessment,
therapy and diagnostic
facilities promoting one
stop clinics thereby valuing
patient and carer time.
Development of facilities
that are fit for purpose and
make a positive impact on
the patient experience
through delivery of a quality
environment that responds
to individuals needs and
affords high standards of
privacy and dignity.
Delivers required service
change, transformation and
improved efficiencies to
make sure patients are
seen in the right setting by
the right healthcare
professional first time.
Out-patient services
delivered in environments
that promote ease of
access and navigation.
Out-patient services colocated to promote multidisciplinary, cross
speciality working that
minimises the need for
multiple hospital
appointments.

As above plus:
• Creation of a dedicated
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Service
day case
General Surgery
outpatient and
day case
Rheumatology
outpatient and
day case
Gastroenterology
outpatients and
planned
endoscopy
Plastic surgery
outpatients and
day case
Sports medicine

Ophthalmology

From
Where

To Where

LGH

GH Treatment
Centre

LGH

GH Treatment
Centre

LGH

GH Treatment
Centre

Impact on quality of care

•
LRI

GH Treatment
Centre

LGH

GH Treatment
Centre and/or
PCA
GH Treatment
Centre and/or
PCA

LRI

•

•

•

•

Elective
orthopaedics

LGH

GH Treatment
Centre and GH

hub for pre-assessment,
bringing all pre-assessment
services together to
improve ease of access
and reduce the need for
multiple hospital
appointments. Patients are
able to see all the
necessary personnel on
the same visit.
Enables co-location of
purpose built pre-operative
assessment, day case and
extended recovery facilities
promoting one stop clinics
and valuing patient and
carer time. Aids the
familiarisation with the
environment where
patients will receive ongoing treatment, helping to
relieve anxiety.
Drives the need for service
change, transformation and
improved ways of working
tailored to patient need,
minimising time patients
need to spend in hospital.
Provision of day case and
extended recovery facilities
so that patients can return
home at the earliest
opportunities after their
treatment.
Separation of elective
activity from emergency
care avoiding the
cancellation of patient
appointments.
Where possible patients
can be seen in local
community settings with
improved ease of access,
reduction in travel time and
hospital transport costs.

As above plus:
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Service
(including spinal
surgery)
Urology

Renal services

From
Where

LGH

To Where

Impact on quality of care

(Inpatients)

•

GH Treatment
Centre and GH
(Inpatients)

•

LGH

Hepatobiliary
and pancreatic
surgery

GH Treatment
Centre and GH
(Inpatients)
LGH & GH Treatment
LRI
Centre and GH
(Inpatients)

Stroke services

LGH

GH Treatment
Centre and GH
(Inpatients) and
Evington Centre
Leicestershire
Partnership Trust
(LPT)

•

•

•

•

•

•

A sustainable, long term
configuration of theatres to
meet future clinical need of
patients.
Delivers adult planned
outpatient and day case
care in an environment that
is not affected by demand
or provision of emergency
care.
Achieves many of the
required clinical
adjacencies such as the
co-location of renal and
transplant services on the
Glenfield site alongside
Cardiac services to
improve outcomes for
patients.
The opportunity to provide
community rehabilitation
that remains accessible for
city residents.
Facilities promoting one
stop clinics and valuing
patient and carer time. Aids
the familiarisation with the
environment where
patients will receive ongoing treatment, helping to
relieve anxiety.
Drives the need for service
change, transformation and
improved ways of working
tailored to patient need,
minimising time patients
need to spend in hospital.
Provision of day case and
extended recovery facilities
so that patients can return
home at the earliest
opportunities after their
treatment.
Separation of elective
activity from emergency
care avoiding the
cancellation of patient
appointments.
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Service

Gynaecology

From
Where

LGH

To Where

LRI

Impact on quality of care
•

Where possible patients
can be seen in local
community settings with
improved ease of access,
reduction in travel time and
hospital transport costs.

•

Centralises Women’s
services on one site
Opportunity to improve
Women’s health across
LLR; A sustainable, long
term configuration of
Women’s services offering
choice to patients.
The creation of a single
acute site Women’s facility
in LLR.
Delivery of an efficient and
affordable service model
that offers innovative and
effective workforce models.
Improved adjacencies of
specialist services,
diagnostics and support
services delivering an
improved patient
experience.

•

•
•

•

Obstetrics
Co-located
midwifery
services

LGH
LGH

Neonatal
care LGH
(Special
Care
Baby Unit)

LRI and PCA
LRI (with a
potential
standalone MLU
at LGH)
LRI

•

•

•

The co-location of
specialist services obstetric
services mainly on one
acute site, with immediate
access to diagnostics and
support services to ensure
an efficient Model of Care,
resulting in an improved
patient experience.
Opportunity to improve
obstetric services across
LLR; Opportunity to
improve facilities for
women and their babies.
The creation of a single
acute children’s hospital at
LRI featuring children and
young people-centred
services with a particular
focus on age-appropriate
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Service

From
Where

To Where

Impact on quality of care
facilities to ensure the best
possible patient
experience.
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7.7.2 UHL performance and quality improvements
The anticipated impact of the reconfiguration proposals on performance and quality for key elements of the Programme are summarised
in the table below. This does not focus on quantitative performance against specific standards as both the standards and our trajectories
to achieve these change on an iterative basis annually whereas many of the benefits of the proposed reconfiguration will not be realised
until completion of the Programme, which is 5 to 7 years in the future.
Table 7-13 Impact of reconfiguration proposals on performance and quality

Key Project
Programme
wide

Performance improvement
•
•
•
•
•
•

•

Opportunity to grow specialised teaching
and research to enhance careers.
A sustainable workforce through the
consolidation and transformation of
services.
Reduction in the number of medical
outliers but increasing bed numbers.
Improved patient flow and throughput
through better clinical adjacencies.
Improved system flow (impact on
A&E/DTOC’s/Stranded/super stranded
patients).
Frailty & multi-morbidity pathway will
reduce bed requirement by 57 to 67
beds; thereby mitigating demographic
growth.
The transformative work programmes
within the Trust (such as red2green etc)
will enable outflow, reducing
stranded/super stranded patients and

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Quality improvement including patient /staff
experience
Workforce:
•
•
•

Reduction
in
clinical
risk
and
sustainability through consolidation onto
two acute sites.
Staff experience improved through the
ability to concentrate service onto two
sites.
Workforce attraction and retention rates
improved as a consequence of enhanced
working Sustainable rotas through
consolidation of services onto two sites
and improved co-location of specialities.

Patients / Visitors:
•
•

Increased patient satisfaction from
improved environments.
Patient environments which comply with
the highest expectations of PLACE.
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Key Project

Performance improvement
further minimising DTOC’s and LoS.
This is in place within the trust and is
being embedded across all Trust sites
and LPT sites by March 2019.
Cancer:
• The plan for 62 Day Cancer is to deliver
the performance from December 18. An
increase in critical care beds and
theatres will support delivery of this
target on a more sustainable basis.
•

Treatment
Centre

•
•
•
•

Increased throughput in elective care via
one stop outpatient clinics in treatment
centre.
Increased capacity through more
theatres and dedicated space for
specialities.
Improved diagnostic performance
through the separation on GP referrals
and emergency and inpatient work.
RTT performance will improve with the
reconfiguration as a result of fewer
cancellations and improved efficiency as
a result of:
o Improved efficiencies in outpatients
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Quality improvement including patient /staff
experience
• Co-location of specialities to enable
enhanced input and multi-speciality
management of patients in a timely way.
• Improved outcomes through increased
Consultant presence and earlier, more
regular senior clinical decision making.
• The Home First ethos and community
service plans will prevent/delay
readmissions by ensuring appropriate
integrated care is available to this high
risk patient cohort via the integrated
locality team offer.
• Ability to meet accreditation and
compliance standards through modern fit
for purpose facilities.
•

•

•
•

Only patients requiring secondary care
intervention will attend the Treatment
Centre based on agreement across the
LLR system of how and where different
clinical pathways will be delivered.
Patients accessing services within the
Treatment Centre are seen by the right
clinician at the right time and in the most
appropriate way (e.g. face to face,
telephone, Skype, virtual etc.).
The workforce is used efficiently and
flexibly to deliver safe, efficient, cost
effective, sustainable care.
Patients are fully engaged in their
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Key Project

Performance improvement

•

Maternity
Hospital

•

resulting in more patients being
seen earlier in their pathway.
o Separation of elective work will
significantly reduce the impact of
emergency flow on elective activity.
Reduced cancellations due to critical
care capacity or theatre capacity.

A sustainable, long term configuration of
women’s services offering choice to
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experience
treatment in a way that enables them to
take responsibility for their own care.
• Patients will not be brought back for
unnecessary non value adding
appointments.
• The services will promote a culture of
self-help and early safe discharge.
• Information and communication systems
will be used effectively to ensure relevant
information on a patients care is available
where and when it is needed for
clinicians and patients.
• Variation in core processes and care will
be minimised in order to improve clinical
and service quality.
• Care will be delivered in an appropriate
environment that is accessible,
comfortable, and which respects
individual privacy.
• Technology will drive alternative Models
of Care and promote better
communications across the health
system.
• Advice will be readily available to GPs
and other providers of care across the
system.
•

To improve the environment and the
experience of users (patients, visitors and
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Key Project

Performance improvement
•
•

•

•
•

•

•

patients shaped by better Births.
Reducing the number of stillbirths
(currently 6.79/1000 must be halved by
2025).
The LMS identifies the plan to deliver
better births; which is by 2021- i.e. before
the delivery of the new maternity
hospital. However, the new maternity
hospital will allow us to.
The new maternity hospital will allow for
the sustainability of improved safety
within maternity services and enable us
to remodel the workforce as we will not
have consultants and midwives split over
two sites. It will also reduce the number
of transfers that take place to and from
neonatal services.
Enhanced neonatal ( and future proofed)
cot capacity to reduce babies needing to
be treated out of county.
Improved adjacencies of specialist
services, diagnostics and support
services delivering an improved patient
experience.
To improve the clinical adjacencies of
services to optimise clinical safety and
reduce clinical risk; whilst enhancing
clinical effectiveness.
To provide the Trust with increased
capacity for women’s services to meet
the demands of population growth,
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experience
staff) of the women’s hospital.
• To offer choice and improved access to
services for patients and users.
• Improved facilities for women and their
babies.
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Key Project

Performance improvement

•

Children’s
Hospital

•

•

•

Quality improvement including patient /staff
experience

Delivery
date

changing service models and improved
efficiency targets.
To facilitate the modernisation of
services, including streamlining patient
pathways and efficient working practices
providing a service for women that
ensures adequate infrastructure and
capacity for supporting services that are
conducive to the needs of a modern
workforce.
The establishment of Leicester
Children’s Hospital as both a physical
entity and a brand within its own right,
attracting an international reputation
reflecting high quality, responsive
services.
Deliver an estates solution which will
facilitate the modernisation of services,
prioritising the co-location of specialist
services, diagnostics and support
services wherever possible to ensure an
efficient model of care and improved
clinical adjacencies, resulting in
operational savings, improved clinical
safety and an enhanced patient
experience.
Identification and promotion of the
Leicester Children’s Hospital brand,
helping to expand tertiary and quaternary
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•

•

•

•

The creation of a child-centred hospital with
a focus on age-appropriate facilities to
improve the environment and experience of
the Leicester Children’s Hospital, for
patients, families and visitors.
To provide safe, high quality care for children
and their families through new models of
care, which reflect best practice and improve
outcomes and experience.
The co-location of specialist paediatric
services, diagnostics and support services
will allow an efficient model of care, reducing
the number of visits a patient has to make to
the hospital.
The new dedicated facility is likely to improve
the Trust’s ability to recruit and retain staff,
improving safety, reducing the number of
cancelled procedures and reducing spend on
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Key Project

Performance improvement
•

•
•

•

Super ICUs

•

areas of the service.
Future proofing of the service through
robust activity modelling to support the
development of tertiary and quaternary
paediatric services within the context of
affordability.
Co-location of the two PICU’s will create
efficiencies within medical on call rotas.
A dedicated paediatric MRI scanner with
GA facilities adjacent will improve flow,
improving utilisation. It will also allow the
opportunities for use of sedation and/or
distraction as an alternative to scanning
under GA.
The Paediatric theatre arrivals area
adjacent to the paediatric theatre
department will reduce delays between
surgical procedures, thereby improving
theatre utilisation.
Reduction in cancelled operations
through more ITU capacity and
separation of elective and emergency ;
will support the delivery of the 62 Day
Cancer target; recognising that this
target will be delivered from December
18. An increase in critical care beds and
theatres will support delivery of this
target on a more sustainable basis.
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experience
agency and locum staff.

•

Enhanced critical care capacity that allows
UHL to meet national standards and reduce
cancellations.
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7.7.3 UHL performance improvement trajectories
The following information sets out a summary of UHL performance trajectories from
2018 to full implementation of the Reconfiguration Programme that is driven by the
changes described in the Models of Care as well as the estate changes.
Elective care
Programme outline
SRO:

Rebecca Brown (Chief Operating Officer, UHL).

Assurance structure: UHL Executive Performance Board.
Anticipated performance trajectory
The anticipated performance trajectory for elective care is set out in the table below.
Table 7-14 Anticipated elective care performance trajectory 2019/20 - 2023/24

Target

2018/19
Actual

2019/20
Plan

2020/21
forecast

2021/22
forecast

2022/23
forecast

2023/24
forecast

0

0

0

0

0

0

0

< 18/19
baseline

64,506

64,404

64,088

63,764

63,440

61,493

-

54,639

52,103

52,366

52,622

52,878

52,383

-

9,867

12,301

11,722

11,142

10,562

9,110

RTT %

92%

84.7%

80.9%

81.7%

82.5%

83.4%

85.2%

Diagnostic wait

< 1%

0.90%

0.90%

0.90%

0.90%

0.90%

0.90%

Standard
52 week waits
Waiting list size
- RTT
incompletes
<18 weeks
>18weeks

Over the next five years, there is ambition to reduce the outpatient and elective
waiting list by 30% (this incorporates the increase in demand) with the largest
reduction in the final year. There will then be a material reduction with the opening of
the new treatment centre in 2024/25.
In 2019/20 transfers to the independent sector are down to less than 300, compared
to previous financial year where transfers exceeded 2,400 in order to meet the
planning guidance target of waiting list reduction. Efficiencies made for admitted
patients by the introduction of the Treatment Centre will free extra capacity to be used
for patients currently being transferred to the Independent Sector to maintain planning
guidance of waiting lists stabilisation. This will allow for UHL to treat these patients,
keeping the financial spend with the LLR NHS system whilst still maintaining a
trajectory of negative waiting list size per year. This is reflected in the financial
benefits of the programme and is outlined in PCBC in section 5.4.5.
Successful reconfiguration with the creation of the Treatment Centre will result in the
splitting of emergency work and planned pathways; this protection of elective activity
will enable the Trust to further reduce waiting times to help deliver and sustain the 18
week RTT pathway.
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Table 7.20 above shows a reduction in outpatient and elective waiting list activity year
on year, this will be achieved by:
•

Working with system partners to deflect patients to community based treatment
including the use GP’s with Specialist Interests.

•

Rolling process of updating Specialty Directory of Service to reduce
inappropriate referrals into UHL

•

Increased update in GP Advice and Guidance leading to increased learning and
reduced need for referral

•

Reductions in outpatient follow up rates, moving to alternatives such as nonface to face appointments.

•

Implementation of 2 way text reminders to improve both clinic utilisation and
theatre utilisation, treating patients in a slot that would have otherwise been left
vacant

•

Continued internal efficiencies will increase the number of patients treated
electively, this includes improvements in scheduling, reduction in hospital
cancellations.

We will continue to meet the national DM01 standard of less than 1% of patients
waiting over 6 weeks for a diagnostic test.

Programme plan – key actions
The Models of Care in Appendix U provide the detailed descriptions of the schemes
that will deliver key quality and performance improvements by specialty.
Example: Elective waits for diagnostics
•
•

•

Diagnostic services will continue to optimiser use of capacity over 3 session
days, 7 days per week.
Work with partners responsible for the delivery of redesigned Planned Care
pathways to make sure that the right patients are seen for the right scan rather
than every patient first time.
Use existing planned MES growth over the next 5 years to mitigate future
growth post reconfiguration.

Example: reducing diagnostic waits for Gastroenterology
•
•

Seek transformation opportunities to improve capacity management and
booking processes, including staff training & retention.
Implementation of 2 way text reminder service to reduce DNAs and optimise
capacity.
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•
•

Increase capacity (options appraisal underway looking at 4 options) – Business
case under development.
Improve use of capacity within the Alliance where patient choice allows.

Example: Decontamination unit
In 2019/20 UHL will be commissioning a new Decontamination unit, this will be a
purpose designed facility bringing together all endoscopic decontamination services
onto one site to supply all units undertaking endoscopy procedures, from across the
Trust and Alliance sites. The unit will:
•
•
•

Allow the Trust to accommodate the growth in endoscopy and bowel screening
activity (currently increasing by 10% per annum).
Give the Trust capacity to manage activity relating to HPB services when that
specialty moves to the Glenfield in July 2020.
Ensure that the Trust retains JAG accreditation and maintains HTM 01-06
compliance on the LGH, LRI and GH sites.

Impact of Reconfiguration
Successful reconfiguration will result in a hot/semi-cold site model; this protection of
elective activity will enable the Trust to ensure that no patient has to wait 52 weeks
and a reduction in size of the total waiting list.
This will be achieved by:
1. Improved workforce attraction and retention across all clinical and support
services as a result of reconfiguration.
2. Improved patient flow on the base wards as a result of improved staffing which
will decrease overall occupancy and decrease the number of patient
cancellations.
3. Improved workforce in diagnostics will increase the number and speed of
diagnostic testing.
4. An increase in the number of theatres from 50 to 57 will enable theatre
timetable efficiencies and planning across 48 weeks of the year.
5. Increased throughput in elective care via one stop outpatient clinics in the
Treatment Centre.
6. A year on year decrease in the number of follow up appointments in outpatients
which will allow quicker decision to treat or discharge and clinical resource to
be used in other parts of the patient pathway.
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Emergency Performance
Programme outline
SRO: John Adler (Chief Executive, UHL).
Assurance structure: LLR A&E Delivery Board.

Anticipated performance trajectory 2019/20-2023/24
The anticipated performance trajectory outlined below will change subject to the
outcome of the Clinical Standards review that was announced in the NHS Long Term
Plan and the Annual Planning guidance.
Table 7-15 Anticipated emergency performance trajectory 2019/20 - 2023/24

Standard
LLR 4 hour standard

National
target

2018/19
actual

2019/20
forecast

2020/21
forecast

2021/22
forecast

2022/23
forecast

2023/24
forecast

95%

83.2%

81%

89%

92%

95%

95%

11,014

11,344

11,685

12,035

137

136

135

134

133

1,701

1,725

1,749

1,773

1,798

Annual growth in ED
attendances (3%)
Stranded adult
patients (21+ days)
Annual growth in
emergency admissions
(3%)

40%
reduction
of 228

177

4 hour performance
As stated above, the volume of emergency activity prevented through the Frailty and
Multi-morbidity programme will contribute to the Emergency performance
improvements and achievement of 95% of patients being discharged from ED within
4 hours and the stranded patient metrics below.
Stranded Patients
The trust is currently performing in the upper quartile for the number of stranded
patients in hospital. As models of care are transformed, the lower acuity patients
suitable will remain in the community with alternative packages of care, and the
patients admitted to hospital will be higher acuity. We propose to maintain our
stranded patient high performance whilst recognising the additional challenge due to
increased acuity of these patients. Improvements made in Super Stranded patients
from April 2018 to September 2019 are shown in Figure 7.12 below.
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Figure 7-12 Improvement made in Super Stranded patients from April 2017 to January 2019

Programme plan – key actions
Our plans to improve flow across our system are overseen by the AEDB, although
there are key interdependencies with other related programmes of work such as the
Integrated Community Services Board. As described in the PCBC, our model of care
for emergency care has been evolving over recent years and has three key
components, outlined below. Each of the key actions outlined will enable the LLR
system to meet the improvements in performance as projected in the trajectory
above.
Keep more people well and out of hospital through better public health and
prevention of illness, early detection and management of disease, support for patients
at home and in their community. We will strengthen primary care to help people make
the right lifestyle choices and improve access to GPs and practice teams. Integrated
teams have been created at a local level, across different NHS organisations, to meet
the needs of an ageing population and patients with complex conditions in order to
better care for people and reduce reliance on acute hospital care. These teams are
now part of a system of care, particularly for complex, frail patients, accepting
referrals for patients from acute care as well as primary care.
Care in a crisis from 111 to 999, urgent care to the emergency Department,
including an urgent and emergency response for people experiencing mental health
episodes. We will improve urgent and emergency care by extending access to
general practice in the evenings and at weekends and developing urgent treatment
centres in the community. Pressure on emergency care will be eased through the
NHS 111 service, offering GP support at A&E and improving the flow of patients
through the hospital. The opening of the new ED provided additional capacity which
has enabled improved ambulance handover which has benefited patients across
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LLR. The new build has also decreased corridor cohorting which has been a
significant quality and safety benefit to our patients.
We will also develop and further implement a ‘Same Day Emergency Care (SDEC)’
model of care, increasing the number of acute admissions discharged on the day of
attendance from a fifth to a third. This is in place for some specific areas, such as
frailty, with plans to develop further pathways through 19/20.
More care closer to home from the management of long term conditions to planned
procedures and follow-ups. We will introduce a “Home First” approach to care for
people at home or in community facilities, avoiding unnecessary hospitalisation or
rehabilitating them after a stay in hospital as they regain their independence. These
pathways will enable a further reduction in the number of stranded and super
stranded patients as well as further improve our DToC performance.
Impact of Reconfiguration
Overall, our modelling shows an improved patient flow as a result of:
•
•
•
•
•
•

Improved colocation of services.
Improved staff efficiency.
Increased workforce recruitment and retention.
Decreased delays to diagnostics.
An increase in the number of theatres.
Improved efficiency and performance when there is an infection outbreak e.g.
increased flu over winter.

Improved workforce attraction and retention across all clinical and support services as
a result of reconfiguration will have a positive impact on patient flow on the base
wards. This will decrease the length of time patients wait in ED for a bed. Improved
staffing levels will result in:
•
•
•
•
•

Increased number of ward / board rounds within the organisation.
Decreased delays in patient next steps / Improved Red to Green processing
resulting in decreased length of stay.
Decreased delays to diagnostics.
Decreased number of stranded and super stranded patients.
Increased time for clinical care will ensure an increased focus on the
discharge management plan which will support the decrease in number of
readmissions therefore decreasing demand on ED and decrease
overcrowding which results in a deterioration in performance.

The additional side rooms as a result of reconfiguration will decrease delays for
patients that require a side room moving out of ED this will result in:
•

Faster movement for patients requiring a side room.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 294

IMPACT OF THE RECONFIGURATION PROPOSALS

•
•

Improved efficiency and performance when there is an infection outbreak e.g.
increased flu over winter.
Prevention of infection spreading to other areas.

Improved patient flow through better clinical adjacencies will result in:
•
•
•
•

Decreased outliers in times of high demand and pressure e.g. winter.
Decreased LOS.
Improved staff efficiency.
Higher staff satisfaction.

Cancer
Programme outline
SRO: Paul Gibara (Chief Commissioning & Performance Officer, CCG) & Sam Leak
(Director of Operational Performance, UHL).
Assurance structure: Cancer Pathway & Performance Board.

Anticipated performance trajectory 2019/20-2023/24
Table 7-16 Anticipated cancer performance trajectory 2019/20 - 2023/24

Standard
2 Week Wait
2 Week Wait
Breast
31 Day
st
1 Treatments
31 Day
Subsequent
Surgery
31 Day Drugs
31 Day
Radiotherapy
62 Day
62 Day
Screening

National
target

2018/19
actual

2019/20
forecast

2020/21
forecast

2021/22
forecast

2022/23
forecast

2023/24
forecast

93%

92.3%

93%

94%

94%

94%

94%

93%

79.3%

93%

93%

93%

93%

93%

96%

95.2%

93%

96%

96%

96%

96%

94%

86.1%

86%

90%

92%

94%

94%

98%

99.6%

99%

99%

99%

99%

99%

94%

97.9%

97%

97%

97%

97%

97%

85%

75.2%

74%

77%

80%

85%

85%

90%

82.3%

85%

90%

90%

90%

90%

The 31 day subsequent surgery and 62 day delivery are heavily reliant on all tumour
sites achieving the targets. With urology demand growing exponentially, and the
requirement for prostatectomies to be robotically performed, there is an increased
pressure on this tumour site at UHL, regionally and nationally. We are working closely
with NHSE and other Trusts to do all we can to improve the urology position which
will require transformational change across multiple Trusts and primary care. We are
committed to improvement, however it must be recognised that this will take time to
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deliver.
Programme plan – key actions
Provision of a Radiology Academy 2019/20
(£392,510 of capital funding has been provided by East midlands Cancer Alliance)
The aim of the Radiology Academy is to increase the numbers of learners (both
medical and non-medical) and make the best use of available teaching faculty in the
M&E by providing a dedicated multi-site facility for Clinical Radiology, Diagnostic
Radiography and Sonography. This will increase training capacity with a flexible, high
quality learning environment. There would subsequently be an increase in CCT
holders and other diagnostic imaging staff able to enter the workforce locally.
Implementation of FIT testing in primary care 2018/19
(£21,250 has been provided by East midlands Cancer Alliance)
FIT offers primary care a triage test for symptomatic patients in the lower GI pathway
who only have a change in bowel habit +/_ abdominal pain. Only on a positive result
would a 2WW Lower GI referral be made. Using FIT as a primary care triage tool
supports GPs to identify low-risk symptomatic patients at risk of colorectal cancer
Implementation of the Optimal Lung Cancer Pathway in 2019/20
(£593,219 has been provided by East midlands Cancer Alliance)
The redesign of the lung cancer pathway is split into 3 areas: early diagnosis,
reducing variation and living with and beyond cancer.
Implementation of the RAPID Prostate Pathway
(£76,500 has been provided by East midlands Cancer Alliance)
The new pathway will help to support early diagnosis, shortening the pathway to 28
days. The new pathway involves conducting an mpMRI before the first prostate
biopsy improving the detection accuracy of clinically significant cancer.
Living With and Beyond Cancer
(£194,744 has been provided by East midlands Cancer Alliance)
The Living with and Beyond Cancer project will include the Recovery package and
Risk Stratified Follow Up, and will primarily focus on Lower GI, Breast, Prostate and
Lung pathways over the next 2 years.
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Impact of Reconfiguration
The proposals outlined in the PCBC will support the consistent delivery of all targets
to 2023 and beyond, against an increasing referral rate and consistent delivery year
on year in Patient survey results as a result of faster diagnosis and treatment.
This will be achieved by:
1. An increase in the number of theatres from 50 to 57 which will enable
theatre timetable efficiencies and planning across 48 weeks of the year.
2. Increased ITU bed numbers allowing increased flexibility to decrease cancer
cancellations due to ITU and HDU capacity over the winter months.
3. Improved workforce attraction and retention across all clinical and support
services as a result of reconfiguration
4. Improved patient flow on the base wards as a result of improved staffing
which will decrease overall occupancy and decrease the number of patient
cancellations.
5. Improved workforce in diagnostics as we become a desired hospital to work
for due to improved environment and improved performance, this will
increase the number and speed of diagnostic testing.
7.8

Impact on patients

7.8.1 Acute reconfiguration Travel Impact Assessment
Introduction
A Travel Impact Assessment (TIA) has been carried out to illustrate which areas of
LLR will be most affected by moving services between UHL’s three main hospitals,
namely, LRI, GH and LGH. The details findings are included in Appendix W –
Detailed Travel Impact Assessment for reconfiguration of acute services and
are summarised below. The analysis of journey times was carried out using MapInfo
which is a Geographic Information System.
Current journey times
Methodology used
The first three maps below demonstrate the current journey time, in minutes, to each
of UHL’s main hospitals from each postcode sector in the area.


A postcode sector is the complete first part of a postcode and the first number
of the second part (i.e. LE1 1).



An assumed boundary is then drawn on a map around all addresses with the
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same postcode sector.


Each postcode sector is coloured according to its journey time on a graduated
scale of 1 to 61 in 10 minute intervals.



The darker the shade of blue on the map the longer the time it takes to travel
to the hospital shown at the centre of the map.



The major road network, which includes Motorways and A / B roads, was
added, as it influences the journey times.



Faster main routes make the journey times shorter. This effect is shown on
the map by the lighter shades spreading out of the City along these main
routes.

Findings
Figure 7-13 Current journey times to LRI

Analysis shows that the majority of the population of LLR live within a 30 minute
journey to LRI, with nearly half of the total population living within a 10 to 20 journey
time. Every postcode area in Leicester City and the surrounding border areas are
within 20 minutes of LRI by public transport.
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Figure 7-14 Current journey times to GH

In terms of GH, the analysis shows that the majority of the population of LLR live
within a 50 minute journey, with nearly half of the total population living within a 20 to
30 minute journey time. Access is easier by public transport and by road network
from the west of the LLR sub-region, with longer journey times for patients living in
the east of the sub-region.
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Figure 7-15 Current journey times to LGH

For the majority of the LLR sub-region, journey times to LGH are between 1 and 40
minutes, with access easiest for patients living in the east of the sub-region.
Change in journey times as a result of service reconfiguration
Methodology used


The three maps below show the effect on journey times if a patient’s service is
moved from one hospital to another.



The current journey time data has been used to calculate the difference
between journey time to the hospital currently providing the service and the
hospital the service could be moved to.



As with the first three maps each postcode sector is coloured on a graduating
scale, but this time the difference in journey time is used on a graduated scale
of 1 to 16 in 3 minute intervals.



Where the change in location results in a shorter journey time the sectors are
shown in shades of green and where it takes longer to travel to the changed
location the sectors are shown in shades of red. The darker the shade on the
map the larger the increase or decrease in journey time.



The major routes have again affected the shading of the map in particularly on
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the increased journey times. Some faster major routes have reduced the
difference in journey time between hospitals shown by the lighter shades of
red spreading out to the edge of the county.
Figure 7-16 Chance in journey times LGH to LRI
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Figure 7-17 Chance in journey times LGH to GH
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Figure 7-18 Chance in journey times LRI to GH

The proposed reconfiguration of UHL services potentially creates a materially
increased travel journey for circa 30% of LLR patients travelling by car. This increase
is largely for those patients living in the east of the sub-region, who use services
shifting from LGH to LRI. Given the relative proximity of each site, the maximum
increase to journeys will be 12 minutes for a small proportion of our patients.
However, this is offset by reductions in journey times for patients to the west of the
sub-region who will have reduced travel times to GH compared to both LGH and LRI.
As the majority of outpatients will be at the treatment centre, this will be a positive
change for patients seeking elective care.
In terms of public transport, all three hospital sites are served by a multi-site bus
service; this is a minimal stop shuttle service and is free to use by staff at all times
and those with concessionary passes in off-peak hours. Journey times between sites
are between 20 and 30 minutes, with the shuttle stops coinciding with other locus bus
stops.
UHL’s plans have taken additional vehicle traffic on the LRI and GH sites with
increased parking facilities built into plans, including additional disabled spaces.
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Further analysis required
Further work is needed to establish which geographic communities are most
impacted by the proposals, and whether, within those communities, people in the
protected characteristic groups are impacted even more than their counterparts in
other communities / those who are not in protected characteristic groups.
Mitigations in place
Previous engagement undertaken by the BCT engagement campaign in spring 2015
suggested that the majority of people rated waiting times and access to a specialist
above travel time; it is therefore questionable how significant the increased travel time
will be for those in the east of the sub-region.
However, it is also possible, based on previous engagement feedback, that a number
of the overall system changes may mitigate the negative impact of the above
changes for those in the east of the sub-region particularly. These include:
•

Creation of the Treatment Centre at GH that will ring fence day case and
outpatient activity, reduce cancellations and reduce waiting times.

•

More UHL planned care services being delivered in community hospitals
closer to many residents’ homes.

•

Recently improved car parking at LRI which has significantly improved
access.

In addition, mitigations will include:
•

Ensuring patients and visitors have access to accurate, up to date information
about their travel choices, including public transport information, and are
aware of online journey planners.

•

Ensuring patients and visitors have accurate information about parking
choices and costs.

•

Providing users with information about schemes that offer assistance with
travel costs.

•

Providing travel information with appointment letters.

Conclusions
The analysis suggests a maximum increase in journey time of 12 minutes for a small
subsection of the population, with a corresponding decrease of up to 16 minutes for
those in the west of the sub-region. There is minimal impact for the Leicester City
population, which constitutes approximately half of the total LLR population.
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The equality impact assessment has highlighted positive health impacts of the
reconfiguration proposals as a result of the workforce consolidation benefits and
associated improved clinical outcomes. The improvement in quality and increased
clinical sustainability is therefore a sufficient and necessary gain to justify the
increased travel to services that can be retained as locally and safely as possible.
However, the personal impact on families, patients and carers of additional travel, is
not underestimated. The deprivation levels across both geographical areas,
represents a financial as well as emotional impact and this will be analysed further
through consultation.
7.8.2 Maternity reconfiguration Travel Impact Assessment
Summary of potential shift in services
As a result of the proposed changes to Women’s services some of the locations from
which obstetrics, midwifery led services and neonatology are delivered will change. It
should be noted the “do nothing” option was not considered as regardless of which of
the preferred options is chosen post public consultation services will be transferred
from St Mary’s Birth Centre and this will create a change of location for the cohort of
women who might have wished to use that service.
The table below summarises the potential changes. Only those services which will
change are shown.
Table 7-17 Potential shift in services

Options
Option 1 (MLU and
LGH all other acute
services at LRI)

Option 2 (all services
at LRI)

Services delivered now
Midwifery at St Mary’s Birth
Centre

Services delivered future
LGH MLU or LRI MLU,
home birth

Neonatology at LGH

LRI

Obstetrics at LGH

LRI

Midwifery at St Mary’s Birth
Centre and LGH

LRI or home birth

Neonatology at LGH

LRI

Obstetrics at LGH

LRI

The impact of the above potential changes on travel times has been considered and
the analysis is included in Appendix X – Detailed Travel Impact Assessment for
reconfiguration of maternity services. As with other impact analysis carried out
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some changes have been classed as material and others not. In this case a change
is classed as significant if the impact on travel time is seen to increase travel time by
greater than 5 minutes, and / or increase in cost greater than £1 and/or create a total
journey time of over 30 minutes.
Conclusion
The residents of a number of postcodes are likely to be negatively impacted by the
shift of maternity services. The level of impact as described above depends on which
option is selected post consultation; the option to have an MLU at LGH or the option
to have all Women’s services delivered via LRI.
The provision of an MLU at LGH would if used as now reduce the impact of the
change. However, this does not take into account that women may use LGH
services now for midwifery services because they have a co-located obstetrics unit,
and without this some women may choose to go to LRI or other hospitals. There is
the potential for significant flows out of LLR as a result of this move but these are
mitigated by the provision of a modern Maternity hospital at LRI, as evidence shows
patients will choose services based on expertise of specialist and waiting times and
not just location.
7.8.3 Equality Impact Assessment
An Equality Impact Assessment (EIA) was carried out during July 2018 to assess the
potential equality impacts for the proposed reconfiguration of Acute and Maternity
Services provided by UHL. Midlands and Lancashire Commissioning Support Unit
were commissioned to carry out the assessment as part of the BCT programme. The
full assessment is included in Appendix Y – Equality Impact Assessment.
The EIA has drawn upon a wide range of existing information and previous
engagement work. This examines if particular protected characteristic groups or other
vulnerable groups are likely to experience any impact from the proposals – either
negatively or positively. Assessment work pays particular attention to equality
legislation and in particular in showing how the proposed work is considering the
needs and views representative of different protected groups under the Equality Act
2010 and Public Sector Equality Duty 2011.
The main findings of the EIA are that current information and engagement work so far
does not highlight any significant adverse impact or disadvantages for people within
protected groups. The tables below show a summary of the impacts identified so far.
Many aspects of the proposals should have positive impacts due to the changes
resulting in improved quality of care, addressing staffing problems and addressing
waiting times.
Within the EIA there is clear acknowledgement that the changes of location of acute
services and MLUs may result in increased travel time and travel cost for some
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patients across the LLR area. The most significant impact in terms of travel will be for
women in or near to Melton Mowbray who would access St Marys Birth Centre.
The EIA highlights a range of recommendations that can be incorporated within the
planned public consultation work. The EIA recognises that although no significant
impacts have been currently identified, the formal public consultation work will
provide further robust information to fully assess any impacts relating to protected
and other vulnerable groups.
A summary of the impacts for acute and maternity services is presented in the tables
below.
Table 7-18 Summary of impacts for acute services

Equality Group /
Protected Group
Age
Disability
Gender Reassignment
Marriage and Civil
Partnership
Race
Religion and Belief
Sex
Sexual Orientation
Pregnancy and
Maternity
Staff
Other vulnerable groups
such as carers,
deprivation.

Positive
effect
x
x

Negative effect

Neutral / Indirect
effect

X travel for some
postcodes
x
x
x
x
x
x

x
x
X travel costs for
some postcodes
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Table 7-19 Summary of impacts for maternity services proposals

Equality Group /
Protected Group
Age (child bearing age)

Positive
effect
x
(Consultant
led births)

Negative
effect
x
(Melton Mowbray
mothers)

Disability
Gender Reassignment
Marriage and Civil
Partnership
Race
Religion and Belief

x
x
x
x
x
x
(Consultant
led births)

Sex
Sexual Orientation
Pregnancy and
Maternity
Staff
Other vulnerable groups
such as carers,
deprivation

Neutral
/Indirect effect

x
(Melton Mowbray
mothers)
x

x
x
x
(Overall)

x
(Melton Mowbray)

In undertaking this assessment, it was assumed that:

7.9

•

Formal consultation work had not yet taken place due to an NHSE
requirement that a PCBC must be developed before views within a formal
public consultation are sought from the public.

•

Previous engagement (insight) work had been carried out and provided an
opportunity to gain the perspectives of protected characteristic groups.

•

The drivers for change emphasise the intention to enhance services and
improve the efficient use of resources by reducing unnecessary duplication.

•

BCT will conduct ongoing assessments as part of the commitment to meeting
the Public Sector Equality Duty under Section 149 Equality Act 2010 in order
to ensure proposals and implementation meets the needs of communities.

•

Data and information available within the PCBC will be deemed as accurate
and correct.

Implications for specialised services

7.9.1 Background
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UHL’s Specialised Services Strategy is described in Section 3.4.2.
7.9.2 Implications of reconfiguration proposals
The implications of the reconfiguration proposals on specialised commissioning are
summarised below.
At LGH, there are 27 individual services lines where specialised activity is reported.
Across the point of delivery there are approximately 11,000 day case spells, 1100
emergency inpatient spells and 700 elective inpatient spells, 150 new outpatient and
1,000 follow up outpatient attendances. The majority of these patients will transfer to
GH and LRI.
At LRI, the majority of the 57 service lines where specialised activity is reported, will
remain in their current location. Across the point of delivery there are approximately
20,000 day case spells, 16,800 emergency inpatient and 7,100 elective inpatient
spells, 23,000 new outpatient and 77,000 follow up outpatient attendances. 710
gastroenterology, 68 General Surgery and 46 Ear, Nose and Throat day case spells
will transfer to GH. This is approximately 4% of the total specialised day case activity
at LRI. 21,800 outpatient appointments from LRI will move to GH (about 20% of the
total) of which around 20,000 are dermatology with gastroenterology, allergy and
endocrinology making up the remainder. With respect to inpatient spells, there are no
changes as the vascular service has already moved, with the exception of some
outpatient clinics and is outside the scope of this PCBC.
The only service to move from GH is children’s congenital heart to the new Children’s
Hospital at LRI which is outside the scope of this PCBC.
7.10 Potential impact on neighbouring acute providers
7.10.1 Background
As identified in the TIA, in Section 7.8.1, people living in Eastern Leicestershire and
Rutland are most affected by the Reconfiguration Programme in that their travel
distances are increased to access UHL’s acute sites. Whilst a significant proportion of
this population (40%) already choose to get their care from neighbouring providers in
alternative STP areas, it is possible that more patients living in this area will chose to
travel out of LLR, rather than to LRI and GH.
UHL has considered the potential impact on neighbouring acute providers of moving
services from LGH and the results are summarised below.
7.10.2 Impact on neighbouring acute providers of moving acute services from LGH
Background
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Throughout the process of redesigning services the impact on neighbouring acute
providers has been considered. Described below are the parameters used to define
patients potentially impacted by the move of services from LGH to either GH or LRI.
This was initially based on a model assuming that between 10% and 25% of patients
from relevant postcodes could choose to use an alternative provider from
neighbouring areas due to reconfiguration of UHL’s services.
The output of the modelling has been presented to the following senior executives
from neighbouring acute trusts:
•

Kettering (KGH) - Polly Grimmet (Director of Strategy).

•

Peterborough (NWAFT) - Keith Reynolds (Assistant Director of Strategy and
Planning).

•

Grantham (ULHT) - Mark Brassington (Chief Operating Officer).

•

Northampton (NGH) - Chris Pallot (Director of Strategy)

The objective of these meetings was firstly, to test the rationale and the assumptions
made to identify the potential impact on patient choice of provider of moving services
from LGH and secondly, understand their capacity (or otherwise) to absorb these
patients locally. No concerns were raised and discussions suggested that the
potential impact could be accommodated by the respective providers without any
significant impact. In addition, written confirmation of a broader executive
conversation has been received from NWAFT and NGH, again with no issues raised.
To further stress test these assumptions, the model was also run assuming that
between 50% and 75% of patients from relevant postcodes could choose an
alternative provider from neighbouring areas; the outputs of this is are shown in the
7.22 and 7.23 below.
UHL has previous experience in offering patients the choice of other providers
including providers with shorter wait times. UHL’s experience shows that patients
prefer using locally based services, even if they have to wait longer, with less than
10% of patients choosing an alternative provider. It is therefore considered extremely
unlikely that between 10% to 25% of patients will choose to go elsewhere, a view
supported by the neighbouring trusts.
In addition, not all of the neighbouring acute trusts offer the same services, or specific
element of a service, as UHL. Therefore, the service(s) may not even be available at
a neighbouring trust for UHL’s patients to choose. As the original model did not take
this into account, it is likely that the numbers in the model are overestimated,
reducing the likelihood of any impact on neighbouring trusts.
Potential impact on neighbouring providers
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Travel times for some patients will change by moving acute services from LGH to LRI
or GH. Some patients will have their travel times decreased, where GH or LRI is
closer to their home than LGH, whilst others will have to travel further. This analysis
carried out only considers those patients who may have to travel further. Where
patients have a choice of an alternative acute provider, this change from LGH to GH
or LRI, may influence where a patient initially chooses to be referred to and therefore
present a capacity pressure, or opportunity, on the alternative provider.
In considering the potential impact on neighbouring providers a number of
assumptions have been made. The main assumptions are:
•

The first data set used is patients discharged from LGH for the financial year
2017/18.

•

The second data set used is new patients seen in the outpatient department
at LGH for the financial year 2017/18.

•

Patients admitted as an emergency are excluded as it is assumed that the
admission is being driven by immediate clinical need rather than patient
choice.

•

Patients with a responsible commissioner identified as NHS England are
excluded as these will be accessing specialised services not available in
every provider and/or are most likely admitted as part of a clinical pathway
rather than being influenced by patient choice.

•

Overseas, offender, military and private patients are also excluded.

•

Recorded postcodes are used to define where patients have travelled from.

•

For out of area patients, only postcodes bordering on Leicestershire to the
East, have been considered (NG32 and NG33 - Grantham; PE9 - Stamford;
NN17 and NN18 – Corby; NN14 - Kettering; NN6 - Northampton).

•

For Leicestershire patients living in LE15 - Oakham and LE16 – Market
Harborough postcodes have been considered.

•

It has been assumed that impact on the choice of patients living further afield
will be negligible – they are already travelling a significant distance and an
additional few miles is not considered to be significant to their choices.

•

Potential impact is based on 10%, 25%, 50% and 75% of patients from the
postcodes choosing an alternative provider.

•

The selected postcodes have been mapped to alternative providers as
follows:
o

NG32 and NG33 Grantham to United Lincolnshire Hospitals (ULHT).
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o

PE9 Stamford and LE15 Oakham to Peterborough Hospital (PSH).

o

NN17 and NN18 Corby; NN14 Kettering and LE16 Market Harborough
to Kettering General Hospital (KGH).

o NN6 Northampton to Northampton General Hospital (NGH).
Table 7-20 Potential impact on alternative providers (admitted patients)

Service

Day Cases

Inpatient

10%

25%

50%

75%

10%

25%

50%

75%

KGH

61

153

306

459

34

85

170

255

Chemical Pathology
Clinical Immunology
ESRF
Gastroenterology
General Surgery
Gynaecology
Gynaecology
Oncology
Haematology
Hepatobiliary &
Pancreatic Surgery
Integrated Medicine
Interventional
Radiology
Nephrology
Neurology
Orthopaedic Surgery
Pain Management
Renal Access Surgery
Rheumatology
Sleep
Spinal Surgery
Sports Medicine
Stroke Medicine
Transplant
Urology
NGH

2
1
1
4
3
3

5
3
3
10
8
8

10
6
6
20
16
16

15
9
9
30
24
24

3
4
2

8
10
5

16
20
10

24
30
15

1
4

3
10

6
20

9
30

4

10

20

30

3
4

8
10

16
20

24
30

3
4
4
4
2
4
4
3
1
1
1
4
12

8
10
10
10
5
10
10
8
3
3
3
10
30

16
20
20
20
10
20
20
16
6
6
6
20
60

24
30
30
30
15
30
30
24
9
9
9
30
90

2
1
4

5
3
10

10
6
20

15
9
30

1
1
4
3

3
3
10
8

6
6
20
16

9
9
30
24

1
4
5

3
10
13

6
20
26

9
30
39

Gastroenterology

1

3

6

9

Gynaecology
Oncology
Hepatobiliary &
Pancreatic Surgery
Interventional

1

3

6

9

1

3

6

9

1

3

6

9

1

3

6

9
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Service
Radiology
Neurology
Orthopaedic Surgery
Pain Management
Renal Access Surgery
Rheumatology
Sleep
Spinal Surgery
Urology
PCH
Chemical Pathology
Clinical Immunology
ESRF
Gastroenterology
General Surgery
Gynaecology
Gynaecology
Oncology
Haematology
Hepatobiliary &
Pancreatic Surgery
Integrated Medicine
Interventional
Radiology
Nephrology
Neurology
Orthopaedic Surgery
Pain Management
Renal Access Surgery
Rheumatology
Sleep
Spinal Surgery
Sports Medicine
Stroke Medicine
Transplant
Urology
ULHT
Gastroenterology
Gynaecology
Nephrology

Day Cases

Inpatient

10%

25%

50%

75%

10%

25%

50%

75%

1
1
1
1
1
1
1
1
27

3
3
3
3
3
3
3
3
68

6
6
6
6
6
6
6
6
136

9
9
9
9
9
9
9
9
204

1

3

6

9

1
1
1
16

3
3
3
40

6
6
6
80

9
9
9
120

2
1
1
2
1
1
1

5
3
3
5
3
3
3

10
6
6
10
6
6
6

15
9
9
15
9
9
9

1
2
1
1

3
5
3
3

6
10
6
6

9
15
9
9

1
1

3
3

6
6

9
9

2

5

10

15

1
1

3
3

6
6

9
9

1

3

0
6

9

2
1
1
1
1
1
1
1
1
1
2
1
14

5
3
3
3
3
3
3
3
3
3
5
3
35

10
6
6
6
6
6
6
6
6
6
10
6
70

15
9
9
9
9
9
9
9
9
9
15
9
105

2

5

10

15

2
1
1
1

5
3
3
3

10
6
6
6

15
9
9
9

1
7

3
18

6
36

9
54

2

5

10

15
1

3

6

9

1

3

6

9
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Service
Neurology
Orthopaedic Surgery
Pain Management
Rheumatology
Sleep
Spinal Surgery
Urology
Grand Total

Day Cases

Inpatient

10%

25%

50%

75%

1
1
2
1
2
1
3
114

3
3
5
3
5
3
8
285

6
6
10
6
10
6
16
570

9
9
15
9
15
9
24
855

10%

25%

50%

75%

2

5

10

15

1

3

6

9

3
62

8
155

16
310

24
465
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Table 7-21 Potential impact on alternative providers (new outpatients)

New outpatients

KGH

10% 25% 50%

NGH

75%

Anaesthetics

3

8

16

24

Cardiac Rehab
Dermatology
Diabetology
Gastroenterology
General Surgery
Geriatric Medicine
Gynaecology
Gynaecology Onc
Interventional
Radiology
Maternity Scans
Nephrology
Neurology
Neurosurgery
Obstetrics
Orthopaedic Surgery
Pain Management
Renal Access
Rheumatology
Sleep

1
1
9
1
11
1
9
6
2

3
3
23
3
28
3
23
15
5

6
6
46
6
56
6
46
30
10

9
9
69
9
84
9
69
45
15

10
3
16
4
9
15
6
1
2
24

25
8
40
10
23
38
15
3
5
60

50
16
80
20
46
76
30
6
10
120

75
24
120
30
69
114
45
9
15
180

PCH

ULHT

10% 25% 50% 75% 10% 25% 50% 75% 10% 25% 50%

1

1

1
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3

3

6

6

6

9

9

9

3

8

16

24

6
1
6
1
6
2
2

15
3
15
3
15
5
5

30
6
30
6
30
10
10

45
9
45
9
45
15
15

5
1
7
1
4
8
3

13
3
18
3
10
20
8

26
6
36
6
20
40
16

39
9
54
9
30
60
24

1
6

3
15

6
30

9
45
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75%

1

3

6

9

1

3

6

9

1

3

2

6
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New outpatients

KGH

10% 25% 50%

NGH

75%

PCH

ULHT

10% 25% 50% 75% 10% 25% 50% 75% 10% 25% 50%

75%

Spinal Surgery
Sports Medicine
Stroke Medicine
Transplant
Urology

11
5
1
1
25

28
13
3
3
63

56
26
6
6
126

84
39
9
9
189

2

5

10

15

11
2
1

28
5
3

56
10
6

84
15
9

1

3

6

6

8

20

40

60

1

3

6

9

Grand Total

177

451

902

1353

6

17

34

51

86

218

436

654

4

12

20

33

Based on the above analysis, the potential move of patients is relatively small and across a number of specialities. A range of 176 to
440 admitted patients (out of circa 73,000 total discharges from LGH) and 278 to 696 new outpatients (out of circa 233,000 total
outpatient appointments at LGH) has been identified. Around 50% of the impact will be on KGH.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 316

IMPACT OF THE RECONFIGURATION PROPOSALS

Next steps
Meetings with the potentially impacted providers, KGH, NGH, PCH and ULH, are
being arranged for September 2018. These meetings will be used to test the rationale
and the assumptions made here to identify the potential impact on patient choice of
provider of moving services from LGH and their capacity, or otherwise, to absorb
these patients locally. Initial discussions, based on the analysis above, suggest that
the potential impact can be accommodated by the respective providers without any
significant impact.
Discussions are also on going with the surrounding maternity commissioners,
including Lincolnshire, which cover the locality closest to Melton Mowbray, where St
Marys Birth Centre is currently located. Grantham and District Hospital is the closest
District General Hospital; they do not currently offer maternity services, and there are
no plans to do so from his facility in the future.
7.11 How the reconfiguration proposals meet the 5 NHS tests of reconfiguration
7.11.1 Introduction
In 2010, the Government introduced four tests of service reconfiguration. These tests
are “designed to build confidence within the service, with patients and communities”.
The organisations involved in developing service change proposals are responsible
for working together to show that the evidence in each test is convincing, and thereby
to reassure themselves and their communities.
The four tests are for the proposed service changes to demonstrate evidence of:
•

Strong public and patient engagement.

•

Consistency with current and prospective need for patient choice.

•

A clear clinical-evidence base.

•

GP Commissioner support for the proposals.

We have set out below our approach to assessing the Reconfiguration Programme
against each of the four tests of reconfiguration for clinical assurance, and the
additional ‘fifth test’, introduced in March 2017 in respect of justification for bed
closures (should this be proposed).
The five tests have been applied throughout the pre-consultation phase, and will
continue through the consultation and post-consultation phases of this Programme.
The following sections describe how the BCT programme has engaged with a broad
range of stakeholders to meet the five tests. Each section describes:
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•

The guidance.

•

The approach taken.

•

Future planned activities.

7.11.2 Test 1 - Strong public and patient engagement
Guidance
Under the NHS Act 2006 (as amended by the Health and Social Care Act 2012),
CCGs and NHSE must make arrangements to ensure that people who use, or may
use, services are properly involved in the following:
•

Planning the provision of services.

•

Developing and considering proposals for change in the way those services
are provided.

•

Considering the NHS organisation’s decisions affecting the operation of
services.

Providers of NHS-funded services have a separate but similar legal duty, under
Section 242 of the NHS Act 2016, to involve service users.
Guidance in “Planning and delivering service change for patients” states that
engagement activity should be proactive and should reach out to local populations,
engaging them in ways that are accessible and convenient for them. The approach
should take account of the differing information and communication needs of the
audiences, and their differing preferences. Communities should be actively involved
as partners rather than as passive recipients.
Approach taken
PPI has been central to the approach taken by both UHL and the wider BCT
programme and the governance of the Programme. A summary of the key
approaches taken are set out below:
•

June 2014 to 2017 - Development of the UHL five year plan clearly stated the
ambition to move from three acute sites to two. This plan is published annually
on UHL website.

•

Sep 2014 to 2017 – UHL Annual Public Meetings attended by 100+ people
received presentation on the five year plan. This is presented at the public
meeting every year.
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•

March 2015 – BCT Awareness and Engagement Campaign stated explicitly
the proposal to reduce from three to two sites. This LLR wide campaign
utilised Media Outlets including local radio and TV reaching over 375,000
people. Local Authority publications distributed to over 375000 households. A
mobile unit deployed to 12 key locations around the Leicestershire and
Rutland with an estimated footfall of over 150,000.

•

Nov 2016 – May 2017 – STP published with 10 public events, local groups
and meetings, published on the BCT website and social media with
approximately 11,929 interactions.

•

October 2018 to 2019 – Open public engagement events, outreach work
through voluntary and community sector agencies/groups, online briefings,
press and broadcast media briefings.

Each of these phases has resulted in changes to the overall Models of Care
underpinning these proposals as evidenced throughout this document.
7.11.3 Test 2 - Consistency with current and prospective need for patient choice
Guidance
The NHS Constitution outlines the right to informed choice on the following elements:
•

The right to choose your GP practice.

•

The right to express a preference for seeing a particular doctor within your GP
practice.

•

The right to make choices about your NHS care and to information to support
these choices.

•

The right to choose the organisation that provides your NHS care when you
are referred for your first outpatient appointments with a service led by a
consultant.

The Health and Social Care Act 2012 requires commissioners to ensure good
practice and to promote and protect patient choice. Choice and competition are
effective tools that a commissioner can use to improve services for patients.
In March 2013, NHSE and Monitor published a joint statement on choice and
competition in commissioning clinical services in the NHS. According to the
statement, it is for commissioners to decide how best to use choice and competition
to improve the quality and efficiency of services, beyond the rights in the NHS
Constitution. Commissioners need to make balanced judgments on a variety of
factors, such as delivering care in a more integrated way, ensuring service
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sustainability, and determining whether there is a range of suitable providers.
Approach taken
In the development of proposals locally, patient choice (for appropriate, high quality
services) has been a key factor:
One of the four criteria used for narrowing the options for service changes was
maintaining appropriate access to services for patients, relatives and staff. This
criterion includes the impact of the proposals on patient travel times and the impact
on patient choice (see Section 7.8.1).
A clinically focused review panel assessed the impact of the proposals on each of the
options appraisal criteria, including patient choice. Scores were combined to give an
overall assessment of each proposal – an assessment that balanced the need for
appropriate patient choice with the need for safe and effective care. No option scored
below neutral for patient choice.
An EIA was undertaken, to demonstrate that there will be equitable access for
everyone and no group of people would be inadvertently excluded (on the basis of
protected characteristics, for example).
Proposals were developed aimed at ensuring that services are locally accessible
wherever possible and centralised where necessary. For example:
•

Proposals include consolidation of services only where clinically necessary;
the option of an MLU to be retained at LGH is one consideration.

•

Direct access to imaging was retained at LRI and GH following feedback from
commissioners and the public.

Table 7-22 Assessment of impact of proposals on patient choice (acute)

Patient Cohort

Choice Now

Choice Future

Patients receiving
planned care at LGH

Majority of
activity carried
out at UHL
sites, small
level of activity
available in
community
hospitals.

Patients receiving
inpatient (not day
case) services at

Activity split
between LRI
and LGH

Increase in activity,
both amount and type,
in community hospitals
and over time primary
care facilities,
development of a
planned care
Treatment Centre at
GH, where necessary
planned care at LRI
All LLR services
delivered via LRI,
outside of LLR remains
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Patient Cohort

Choice Now

LGH

Choice Future
an option

Patients in UHL’s
acute hospitals who
no longer need acute
care

Remain in
acute hospital
until full
rehabilitated
and potentially
deteriorate

Intensive Community
Support (ICS) “Hospital
and home” beds and
inpatient beds in six
community hospitals
distributed across LLR

Impact on
Choice
(0.18% of the LLR
population)
More options to
choose from
impacting circa
2,800 patients
(0.26% of the LLR
population)

Table 7-23 Assessment of impact of proposals on patient choice – (maternity)

Option

Patient cohort

Choice now

Choice future

Option 1
MLU at
LGH

Pregnant
women

St Mary’s Birth Centre,
LGH MLU and
Obstetrics, LRI MLU
and Obstetrics or
Home birth

LGH MLU, LRI
MLU and
Obstetrics,
Home birth

Option 2
No
standalone
MLU

Pregnant
women

St Mary’s Birth Centre,
LGH MLU and
Obstetrics, LRI MLU
and Obstetrics or
Home birth

LRI MLU and
Obstetrics,
Home birth

Impact
on
choice
Retaining
four
choices,
reducing
to four
locations
Reduced
to three
choices
and
locations

Future planned activities
Patient choice will continue to be a focus for the Reconfiguration Programme, and to
inform the Reconfiguration Programme’s proposals. The formal consultation will
review the feedback from patients, public and clinicians, including feedback regarding
the impact of the proposals on patient choice.
Once the final proposals have been agreed, reviewers will again assess the impact
on patient choice, testing for any adverse effects and recommending any appropriate
mitigating measures.
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7.11.4 Test 3 - A clear clinical evidence base
Guidance
The objective of this test is to ensure that the service change proposals are
underpinned by a clear clinical evidence base and align with up to date clinical
guidelines and best practices.
Approach taken
Clinical leadership has been at the heart of the approach adopted in developing these
proposals, resulting in a strong focus on the evidence base underpinning the Models
of Care proposed. Key developments have included:
•

Proposals were developed by frontline clinicians (including nurses, midwives
and other healthcare professionals). Lead clinicians, together with clinical
subgroups involving 60 clinicians from across UHL, developed the future
Model of Care for acute and maternity services.

•

There have been two reviews by the East Midlands Clinical Senate, which
were carried out in August 2015 and July 2018, to provide independent clinical
advice on the Reconfiguration Proposals. More details are provided in Section
6.7.3.

•

National guidance and recommendations from the Royal Colleges have been
included in the proposal development process.

•

Emerging proposals were tested and refined by a broad clinical and
professional leadership group, including circa 40 leaders from primary care,
community services, mental health, public health and acute care.

•

Proposals have been developed in accordance with national policies and
guidelines.

Future activities to maintain compliance
The proposals will continue to be clinically led, and will include views from a wider
group of clinicians during public consultation.
7.11.5 Test 4 – GP Commissioners support for the proposals
Guidance
All service change needs GP Commissioner ownership, support and leadership (even
if change is initiated by a provider or other organisation).
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Commissioners have a duty to ensure that proposals meet certain conditions,
including that they:
•

Align with commissioning intentions and expenditure plans.

•

Will meet the current and future healthcare needs of the patient.

•

Will deliver high-quality care.

•

Will install services that have long-term sustainability.

Approach taken
Proposals for service change have been developed with local commissioning
organisations and GPs, and have support from partners from across the sub-region.
Commissioning organisations have led much of the BCT programme and have been
involved in the Reconfiguration Programme at a number of levels:
•

The Clinical Chairs and Accountable Officers of all three LLR CCGs have
been members of the LLR System Leadership Group, which steered and
advised the programme in its early stages.

•

The SRO for BCT programme to date was also the Accountable Officer for
West Leicestershire CCG, and has ensured close liaison and joint working
with the other LLR CCG Accountable Officers.

•

GPs from across LLR have been involved in both the development of
proposals (working alongside acute and maternity colleagues) and in the
wider engagement on the programme.

Decision making
Each CCG Governing Body will formally approve the PCBC in January 2020 prior to
its formal submission to the regional and national assurance panels in February 2020.
A previous draft of this PCBC was discussed by CCGs in late 2018 prior to its
previous submission to the regional assurance panel.
Future activities to maintain compliance
The three CCGs in the BCT programme are the owners of the Reconfiguration
Programme proposals, and will lead the proposed public consultation in 2019.
Following consultation, decisions on service reconfiguration will be taken by the CCG
Committees later in 2019.
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7.11.6 Test 5 – bed closures
Guidance
In March 2017, NHSE published “Next Steps on the NHS Five Year Forward View”,
which introduced a ‘fifth test’ for proposed service reconfiguration:
From 1 April 2017, NHS organisations also have to show that proposals for significant
bed closures, requiring formal public consultation, can meet one of three common
sense conditions:
•

That sufficient alternative provision, such as increased GP or community
services, is being put in place alongside or ahead of bed closures, and that
the new workforce will be there to deliver it.

•

That specific new treatments or therapies, such as new anti-coagulation drugs
used to treat strokes, will reduce specific categories of admissions.

•

Where a hospital has been using beds less efficiently than the national
average, that it has a credible plan to improve performance without affecting
patient care.

Approach taken
The proposals developed across UHL include aspects of all three of the conditions
set out above. For example, the consolidation of services will improve bed utilisation.
The proposals for acute and maternity reconfiguration involve consolidating some
services from three sites to two; however, there are no plans to reduce the aggregate
bed base across LLR.
Future planned activities
The BCTP bed model is being continually updated, and the position in relation to
aggregate bed levels will be kept under review.
7.12 Conclusion on impact of the reconfiguration proposals
The above demonstrates that the implications of the current proposals for the
reconfiguration of acute and maternity services have been considered fully in terms
of:
•

Revised Models of Care.

•

Activity levels and required bed numbers.

•

Staffing implications.
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•

Premises implications.

•

Impact on quality of care.

•

Impact on patients.

All demonstrating that the proposals meet the five tests for service reconfiguration
and will result in local health and social care partners ‘working together to provide
individuals with better care, in the most appropriate setting, in a financially
sustainable way’.
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8
8.1

Financial implications
Introduction
This section sets out the financial implications of the reconfiguration proposals. It
identifies the anticipated capital costs and potential revenue implications, potential
procurement routes for the required capital developments and the financial impact on
UHL and Commissioners. It demonstrates how the reconfiguration proposals
represent Value for Money (VfM) and how UHL and the wider health economy will
realise the benefits of ‘working together to provide individuals with better care, in
the most appropriate setting, in a financially sustainable way’.

8.2

Capital costs
It should be noted that the acute and maternity proposals are not contingent on any
capital investment in out of hospital services.

8.2.1 Overview of capital costs
The estimated capital costs of the proposed developments (based on the DHSC
Healthcare Premises Cost Guides) together with the timing of the developments are
summarised in the table below and the DHSC cost forms (pre OBC) are provided in
Appendix Z – DHSC cost forms. A summary of each of the individual elements of
the reconfiguration is also included in Appendix AA – Individual project overviews.
Table 8-1 Estimated capital costs
UHL DCP

Capital cost
(Including
inflation)

SITE 19/20 20/21 21/22 22/23 23/24 24/25 25/26 26/27

Projects within the scope of this PCBC
LRI Maternity Hospital
LRI Children’s Hospital
LRI inpatients, day case and Gynaecology outpatients relocation
GH new build (including Treatment Centre, theatres and new wards)
GH surgical admissions unit
GH ward refurbishment
Total capital cost of PCBC specific projects

£107,130,776
£38,959,630
£15,649,510
£169,736,677
£3,787,815
£2,759,619
£338,024,027

LRI
LRI
LRI
GH
GH
GH

Projects outside the scope of this PCBC
GH decontamination unit
Enabling (back office reconfiguration, demolitions and early infrastructure)
LRI ICU expansion
LRI infrastructure
LRI support functions (pharmacy and mortuary)
GH ICU expansion
GH infrastructure
GH support functions (pharmacy)
LGH relocation of Stroke Services
LGH services and IT isolations
Total capital cost of DCP

£8,914,332
£19,682,950
£25,896,014
£12,224,918
£2,147,450
£20,462,287
£15,603,749
£1,666,950
£2,809,879
£5,567,444
£453,000,000

GH
All
LRI
LRI
LRI
GH
GH
GH
LGH
LGH
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8.2.2 Underlying assumptions
The above cost estimates have been prepared by UHL’s cost consultants RLB and
are based on the following assumptions:
•

Inflation has been assumed to mid-point on construction period for each
individual project.

•

Optimism bias of 6% has been included. This is lower than would normally be
expected at this stage as a significant amount of development work (including
the preparation of detailed schedules of accommodation) and review has
already taken place. In addition, there are costed allowances for infrastructure
which has been developed as its own project as part of the DCP.

•

An element of the VAT is recoverable which relates to fees and the type of
development being proposed, for new build developments this is limited, but it
is more extensive on refurbishments.

8.2.3 Potential procurement route for capital developments
The current expectation is that the majority of the developments at LRI, GH and LGH
will be procured from UHL’s ProCure22 partner, Galliford Try, and traditionally funded
by UHL from NHS capital. However, due to the size and complexity of the
programme, the UHL will work closely with the DHSC and the Regional Estates
Adviser in determining the most effective procurement route.
8.2.4 Impact on UHL capital programme and funding
UHL has assumed that fees incurred on the development of business cases, preapproval, will be provided by the DHSC through PDC. Further PDC funding will be
available after the each FBC is approved to deliver the construction of each project.
UHL has assumed that it will receive a total of £450 million PDC between 2019/20
and 2026/27. Any increased costs would need to be covered through other means
such as the Trust’s operational capital (which will increase as a result of the
reconfiguration) or through land sale receipts from the part sale of the LGH site.
Controls will be implemented over the development of each scheme, where
overspends have been highlighted at OBC stage and beyond, UHL will examine other
areas of the reconfiguration that may reduce expenditure to manage the overall
budget, Land sale receipts will also be used to enhance schemes to enable more
effective service delivery and to respond to any further investment in the long term
further of the LGH site. If for any reason any business case is not approved the
expenditure will need to be written off to I&E. The profile of the capital funding
drawdown is shown in the table below.
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Table 8-2 UHL capital drawdown
Total
£’000s
450,000

2019/20
£’000s
2,354

2020/21
£’000s
33,336

2021/22
£’000s
40,989

2022/23
£’000s
85,720

2023/24
£’000s
174,698

2024/25
£’000s
86,291

2025/26
£’000s
17,282

2026/27
£’000s
9,330

UHL will draw down £450 million PDC to fund the reconfiguration. The anticipated
total cost is £453 million. The remaining £3 million will be funded by charitable
donations in respect of the Children’s Hospital development. The achievability of
raising this money is based on a feasibility study carried out in 2016 to identify the
funding potential within the Leicestershire area. This confirmed that £10 million was
an attainable target for fundraising for the Children’s Hospital over a five year period.
A campaign board, comprising successful local business people, has since been
established, and a new Director of Leicester Hospitals Charity has been appointed.
To date, in excess of £4 million has been raised towards the £10 million target (due
by 2024/25), which will be split between the project to move the paediatric congenital
heart service to the LRI (internally funded) and the wider Children’s Hospital Project.
Leicester Hospitals Charity have a track record of successful fundraising campaigns,
and are well resourced to deliver a fundraising target of this size.
8.2.5 Other capital developments
UHL also has other capital developments which it assumes will not be counted
against its Capital Resource Limit (CRL). These reflect investment in car parks and
Welcome Centres at LRI and GH. UHL has assumed that these developments will be
privately funded, but will generate the income to cover their financing and operating
costs. Although these assets will be on the UHL’s balance sheet it has been
assumed that, as UHL will not pay ‘rent’ for the asset which will be funded from future
income streams, the asset is treated in a similar way to a donated asset and therefore
does not affect the UHL’s CRL. The car parking income currently received at LGH is
assumed to cover the additional revenue costs of the additional car parks. The
welcome centres will be funded through retail income.
8.3

Revenue implications

8.3.1 Overview of UHL revenue performance
In 2018/19 UHL did not deliver its planned surplus of £0.7 million which included
£21.9 million of Provider Sustainability Funding offsetting a deficit of £21.2 million.
This was primarily due to:
•

The cessation of UHL’s planned estates and facilities management subsidiary.

•

A reduction in Provider Sustainability Fund amounts received.

UHL’s actual deficit was £44.9 million including Provider Sustainability Fund of £9.9
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million.
In 2018/19 UHL achieved its External Financing Limit (the limit placed on net
borrowing) of £50.6 million and achieved its Capital Resource Limit (the limit placed
on net capital expenditure) of £25.9 million.
UHL accessed £49.5 million of an ‘Uncommitted Interim Revenue Support Facility’ to
continue to support revenue. Further cash support of £10.7 million is projected as part
of the UHL’s 2019/20 financial plan and an application has been submitted to NHSI
as part of the annual planning process. The level of loans to support the UHL’s deficit
position increased from £198.3 million to £246.5 million in 2018/19, with this amount
expected to rise to £255.0 million in 2019/20, representing over 20 per cent of the
UHL’s projected turnover. £34.1 million of loans are due to mature over the next 12
months and although the mechanism for repaying these through the availability of
renewed working capital or longer term loan facilities has yet to be defined. UHL’s
planning assumes that these facilities will be made available. These loans first
matured in 2018/19, and their terms were extended to 2019/20, it is likely that the
loans will mature for a second time. The net increase in loans will be £8.5 million.
UHL’s net assets have increased from £215.4 million (2017/18) to £218.4 million
(2018/19). This is a net impact of the increased cash borrowing, offset by the
increase in asset valuations and receipt of Public Dividend Capital funding. UHL’s
Board has agreed plans to deliver the agreed 2019/20 financial plan (a £10.7 million
deficit) which includes the delivery of a £26.6 million Efficiency Programme. Acting on
behalf of the Trust Board, the Finance and Investment Committee receives a report at
each of its monthly meetings tracking performance against the annual financial plan,
as well as the Efficiency Programme.
8.3.2 Impact of service reconfiguration proposals
The Reconfiguration Programme will deliver significant savings primarily as a result of
providing service from two sites instead of three and by the creation of dedicated
Treatment Centre at GH which will protect elective work. These savings will be
partially offset by the additional costs of re-providing services at LRI and GH. The
savings and additional costs are summarised in the table below and more detail in
respect of the assumptions used in calculating these savings are included in
Appendix AB – UHL Reconfiguration Programme revenue assumptions.
Table 8-3 UHL savings and additional costs
Savings and additional costs
Income opportunities
Savings from delivering new care pathways
Efficiencies/ savings from dedicated Treatment Centre
Reduction in management and administration overheads.
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Savings and additional costs
Reduction in duplication as a result of combining clinical services
Savings through the introduction of digital technology facilitated by the creation of
the Treatment Centre
Total

£’000s
1,453
10,133
33,221

Estates and facilities savings

9,947

Estates and facilities additional costs

(8,646)

Additional depreciation, PDC dividends and interest

(18,231)

Savings in depreciation, PDC dividends and interest

5,173

Total financial impact of reconfiguration

21,464

This shows a recurrent improvement to the UHL’s Income and Expenditure (I&E)
position of circa £21 million per annum (at current prices) by 2027/28. UHL has also
allowed for £10 million of non-recurrent costs over the transitional period to support
the organisational development requirements and supporting the move of services.
These will be developed in more detail when the OBC for the Reconfiguration
Programme is developed.
Process to ensure no double counting of CIPs, reconfiguration and
transformation savings
Like all Trusts, UHL has an annual CIP which in 2018/19 was £51.5 million,
representing circa £32 million CIPs from the Clinical Management Groups (CMGs)
and £19.5 million from technical and non-recurrent measures.
The £33.2 million savings UHL has assumed from the reconfiguration therefore
represents less than the normal level of CIPs expected on an annual basis from
UHL’s CMGs. The process that UHL has so far progressed has involved CMGs and
corporate areas reviewing the impact of the reconfiguration on the revenue cost base.
This has then been reviewed in relation to proposed cost improvements and where
there are potential double counts these have been removed. UHL has been careful
to identify only savings that can be achieved as a result of reconfiguration and has
discounted a number of savings that have already been assumed to be delivered
through CIPS in 2019/20 or beyond. The Table below shows the areas where savings
have been discounted as a result of this review.
Table 8-4 UHL discounted savings

BENEFIT

Assumption

Frailty & Multi morbidity

Assumed to be included in the bed
reduction included in the Do Nothing

OP Improvements (F/U

Remove per assumption above –
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BENEFIT

appointments and
DNAs)

Assumption

Total
opportunity
£’000

interim CIP

Specialised services
income

Remove as 2019/20 opportunity BAU

300

Pathway review

Delivery from next year so not benefit
for reconfiguration

350

OP Improvements (F/U
appointments and
DNAs)

Remove per assumption above –
interim CIP

70

Reduction in DNA rate
10.7 % to 7.5 % over 5
years

CIP no savings assumed

67

Increased outpatient
activity - better utilisation
of Bookwise

CIP

85

Reduction in DNA rates
- reduction to 7%
assumed

CIP – agreed to exclude for
reconfiguration benefits realisation

175

Stop using Medinet – already
included in assumptions above

177

Total savings identified and excluded as a result of
inclusion in CIPs

4,326

Appendix AB – UHL Reconfiguration Programme revenue assumptions
identifies the total opportunities against the levels of savings allowed for against
reconfiguration. This shows £55.5 million of opportunities against £33.2 million of
assumed savings. The savings have been allocated against each of the
developments.
UHL will set up regular meetings which review the CIP and assumed savings
identified in reconfiguration projects.
For each development the reconfiguration savings will be reviewed and agreed in
developing its OBC. These will be cross referenced to the UHL’s CIP. Similarly,
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UHL’s CIP schedule will refer to the reconfiguration savings. If UHL can deliver
reconfiguration savings earlier than reconfiguration then these will be removed from
the appropriate business case. However, if these savings can only be made in
advance of the proposed development as a result of the development then they will
be allowed for in the appropriate scheme OBC.
The key areas of savings identified which potentially could overlap with CIPs and how
UHL will particularly address any double counts in these areas are set out in the
Table below.
Table 8-5 UHL proposals to address potential double counting

BENEFIT

COMMENT

TOTAL

Sickness Absence
Reduction

Generally sickness absence may reduce due to
generic measures but it is expected that
absence will reduce further as a result of moving
to new facilities particularly re GH Treatment
Centre and Maternity. If CIPs are delivered
reducing sickness absence there will still be a
reduction caused by reconfiguration

2,390

Increase virtual non
F2F consultations
by 5%

Increase in virtual consultations driven by design
of new treatment centre and changes to care
pathways to deliver this. Identification of base
line in 2018/19 and track progress, year on year
tracking of progress with a target of 5%
reduction in Face to Face on transfer to
treatment centre.

515

BADS

The BADS target will be referred to in CIP
assumptions although it is recognised that only
be having a dedicated day case facility can the
targets be achieved. Some of the BADS target
may be achieved earlier than the treatment
centre as a result of the interim dedicated day
case facility at the LGH. Although this has not
been identified as a result of the interim ICU
business case, any delivery of this would be
identified as an overachievement of the ICU
development rather than a CIP.

1,417

Cessation of use of
Private sector

The baseline spend in relation to Private Sector
to be monitored and reviewed on a regular basis,
potential reduction in spend due to theatre
efficiency may be off-set by increased demand.

2,807
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BENEFIT

COMMENT

TOTAL

Removal of waiting
list initiatives

The baseline spend in relation to waiting list
expenditure to be monitored and reviewed on a
regular basis, potential reduction in spend due to
theatre efficiency may be off-set by increased
demand.

9,241

Workforce – Digital
opportunities @35%

Savings across specific administrative and
clerical job roles in Bands 1 to 4 are contingent
on the delivery of the GH Treatment Centre in
2023.

9,046

Non pay digital
opportunities

A digital business case is being developed by
UHL and the interdependency between the
digital strategy and reconfiguration will be clearly
identified.

1,086

There are 35 different areas where UHL has identified efficiencies as a result of
reconfiguration. A significant proportion of these savings are concentrated in a few
areas with eight of the areas accounting for 86% of the total savings. UHL believe
that the level of savings identified from reconfiguration is realistic and already has
been risk adjusted to reflect a proportion of the total opportunity. Although there is a
risk that these savings are not achievable, or may be delivered independent of
reconfiguration, it should also be noted that the level of savings may increase as the
costs incurred by UHL in some of these areas are increasing. There will also
potentially be other savings identified as the process continues.
Where savings identified as part of a business case process fall short of what has
currently been estimated, or where there are additional costs, further savings will
need to be identified. The opportunity for £56 million will change over time as costs
change and UHL makes efficiencies. This £56 million opportunity will therefore be
tracked, on an annual basis, to identify how the original estimate moves in terms of
changes in costs, savings through CIPs and through other factors. This will also show
where savings, as a result of the reconfiguration, have been firmed up through the
development of each scheme’s OBC. The level of savings identified driven by
reconfiguration will be reviewed as part of this process.
As new models of care and care pathways are developed further savings are
anticipated which will then be fed into the overall schedules of savings. It is expected
that these additional savings will deliver an overall more cost effective scheme or at
least make up for any shortfall of savings elsewhere.
The Trust has a track record of delivery of Cost Improvement Programmes as
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illustrated below:

8.4

•

2016/17 target £35m – achieved £35m.

•

2017/28 target £44m – achieved £39m.

•

2018/19 target £52m – achieved £52m.

Impact on UHL financial position / affordability

8.4.1 UHL current financial forecasts
The impact on UHL’s financial position from 2019/20 onwards (at current prices) is
summarised in the table below.
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Table 8-6 Impact on UHL financial position
2019/20
£’000s

Capital Expenditure

Scheme Savings
Additional FM Costs

2020/21
£’000s

2021/22
£’000s

2022/23
£’000s

2023/24
£’000s

2024/25
£’000s

2025/26
£’000s

2026/27
£’000s

2027/28
£’000s

2028/29
£’000s

2,322

29,013

40,474

76,643

159,886

113,947

22,772

4,942

0

0

0

0

1,447

1,698

1,758

9,526

30,349

32,894

33,221

33,221

0

0

(725)

(1,696)

(1,904)

(4,952)

(8,618)

(8,646)

(8,646)

(8,646)

(41)

(1,011)

(2,372)

(4,438)

(8,609)

(14,720)

(18,903)

(18,716)

(18,231)

(17,746)

LGH FM Savings

0

0

0

0

0

0

2,487

9,947

9,947

9,947

LGH Capital Charge Savings

0

0

0

0

0

0

1,293

5,173

5,173

5,173

0

(2,000)

(2,000)

(2,000)

(2,000)

(2,000)

Total Reconfiguration Impact

(41)

(1,011)

(3,650)

(6,435)

(10,755)

(12,146)

4,607

20,653

21,464

21,948

Cumulative Position

(41)

(1,052)

(4,702)

(11,136)

(21,892)

(34,038)

(29,430)

(8,778)

12,686

34,634

Additional Capital Related costs

Transitional Costs

0

The impact on UHL’s overall Statement of Comprehensive Income is shown in the table below.
Table 8-7 Impact on UHL Statement of Comprehensive Income
Statement of Comprehensive Net Income

2019/20

2020/21

2021/22

2022/23

2023/24

2024/25

2025/26

2026/27

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

(755,676)

(784,059)

(816,377)

(837,102)

Gross employee benefits

(676,683)

(703,373)

(728,583)

Other operating costs

(870,265)

2027/28
£'000s
(913,988)

(381,779)

(413,002)

(415,882)

(420,623)

(427,398)

(444,434)

(460,607)

(471,678)

(491,643)

Revenue from patient care activities

938,026

949,207

991,389

1,031,930

1,074,217

1,123,548

1,175,132

1,229,072

1,285,475

Other operating revenue

122,320

126,464

130,781

134,928

139,264

143,798

148,538

153,494

158,677

1,884

(40,704)

(22,295)

(9,441)

2,025

6,534

25,961

40,624

38,522

Operating surplus/(deficit)
Investment revenue
Other gains and losses

(1)

0

1

2

3

4

5

6

7

Finance costs

(7,556)

(8,827)

(10,239)

(12,336)

(13,156)

(13,837)

(13,782)

(12,957)

(12,237)

Surplus/(deficit) for the financial year

(5,673)

(49,532)

(32,533)

(21,775)

(11,129)

(7,298)

12,184

27,673

26,292

Dividends payable on PDC

(5,433)

(6,109)

(5,186)

(5,768)

(8,812)

(11,229)

(10,188)

(9,266)

(9,726)

(11,105)

(55,641)

(37,719)

(27,543)

(19,941)

(18,527)

1,996

18,407

16,566

Net gains/(loss) on transfers by absorption
Retained surplus/(deficit)
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The impact on UHL’s key Strategic Oversight Framework financial metrics is shown in
the table below.
Table 8-8 Impact on UHL Strategic Oversight Framework financial metrics

Strategic Oversight Framework
financial metrics 2027/28
EBITDA Margin
I&E surplus margin
Liquidity days

Do nothing
Score
Rating
2.2%
2
(0.8%)
2
10.5
2

Proposed
reconfiguration
Score Rating
5.1%
3
1.1%
3
6.9
1

The above shows that the rating for I&E margin and EBITDA improves compared to a
“do nothing” scenario. However, the liquidity rating deteriorates compared to the do
nothing. This is due to an assumption that by 2025/26, the UHL is in a position to
start to repay its deficit loans, therefore the loans due within one year increase from
£2.2 million to £24.2 million.
The financial bridge for UHL from 2019/20 to 2027/28 is shown in the figure below.
Figure 8-1 UHL financial bridge from 2019/20 to 2027/28

8.4.2 UHL 2018/19 financial plan
UHL has submitted a 2019/20 Financial Plan with an I&E deficit of £48.7 million
excluding centrally available funding defined as MRET Funding, Provider
Sustainability Funding (PSF) and Financial Recovery Funding (FRF). This is in line
with the Financial Control total and includes an efficiency of £26.6 million
representing 2.5% of turnover.
The Financial Plan for 2019/20 takes into account 2018/19 exit run rate driven by the
continued operational pressures with an I&E deficit of £51.8 million. During the
planning cycle, UHL’s Finance colleagues continue to work closely with Workforce
and Activity Planning colleagues to ensure an integrated plan whereby financial
assumptions are consistent with operational planning assumptions including
successful completion of the “Triangulation File” as part of the planning submission.
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The submitted planned deficit of £48.7 million represents an improvement of £3.1
million from the 2018/19 financial position and an improvement of £9.7 million on the
underlying baseline after taking into account non-recurrent and full year effect of
actions taken in 2018/19.
It should also be noted that the NHSI agency staff expenditure ceiling is £18.8 million
which is in line with the 2018/19 Agency ceiling and will require working through as
part of the detailed budget setting process.
8.4.3 Capital cost sensitivity
UHL’s estimates of capital costs include contingencies of 6% of relevant costs and
optimism bias of 6%. Whilst UHL is confident costs can be contained within the
specified envelope, the financial position, if contingencies and optimism bias were set
at higher levels, has also been considered. The impact of two scenarios has been
considered.
•

Scenario 1 - Optimism bias at 15% and contingencies at 10%.

•

Scenario 2 - Optimism bias and contingencies both at 15%.

The impact of applying the higher levels of contingency and optimism bias is shown in
the table below.
Table 8-9 Impact of capital cost sensitivities on revenue affordability

Capital costs
I&E saving in 2027/28 4

Baseline Position
£’000
450,000
21,464

Scenario 1
£’000
500,433
19,439

Scenario 2
£’000
515,887
18,831

8.4.4 Revenue Sensitivity
The financial impact of reconfiguration on UHL’s Income & Expenditure position is
explained fully in Appendix AB – UHL Reconfiguration Programme revenue
assumptions. There is a potential opportunity of up to £55.5 million savings
(compared to the £33.2 million assumed in the baseline financial analysis). If £47.5
million of this total opportunity was delivered, the net annual benefit of reconfiguration
would be £37 million, delivering an improved payback and internal rate of return. This
has been modelled as scenario 3 in table 8.10 reflecting the impact of the sensitivity
on the VfM ratio.
4

I&E impact assumes additional depreciation and interest charges as a result of additional capital costs.
Depending on the nature of the expenditure the additional costs may not add to value and therefore potentially
would not increase depreciation.
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8.5

Impact on Commissioners’/LHE financial position/affordability

8.5.1 Current financial position in 2019/20
The annual financial shortfall facing the LLR healthcare system reached £49.5m in
2019/20. Workforce expenditure represents the majority of provider spending, at 65%
of the total for 2019/20 across the LLR.
Only UHL of the five NHS organisations in LLR is planning to return a deficit in
2019/20 However, the position across both commissioners and providers will be very
challenging over the coming years, with all organisations projecting a deficit in
2020/21.
8.5.2 Forecast system financial position (2023/24)
The health economy of LLR has produced an LTP which UHL has contributed to.
The LTP focuses on the next five years and therefore does not reflect the full benefits
of the UHL Reconfiguration Programme. The current assumptions in the LTP and
therefore the context in which the Reconfiguration Programme is placed are
summarised below.
Health commissioners and providers expect increased pressure on services as a
result of growing demand due to both demographic and non-demographic trends in
LLR. Over the period to 2024/25, additional allocation funding of £264 million has
been assumed (at circa 4%). When this is added to £197 million of savings assumed
to be generated, this means that £461 million of additional resource is utilised within
the health economy’s plan. This additional resource utilisation can be broken down as
follows:
•

£181 million funding activity/demand growth.

•

£151 million funding cost inflation for pay and non-pay (and the impact of tariff
inflation outside the LLR system).

•

£16 million in creating a 0.5% contingency.

•

£69 million is required to fund the brought forward position (including
underlying pressures and removal of PSF/FRF).

•

£44 million is planned to be spent on new investments (from baseline
funding).

In assessing the level of savings that can be achieved during the planning period, the
LLR system has worked collectively to:
•

Review benchmarking information including Model Hospital, GIRFT, Right
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Care and locally sourced acute activity benchmarking information.
•

Considered previous levels of success in delivery of cost reduction through
Cost Improvement Programmes (CIP) and Quality Innovation Prevention and
Productivity (QIPP) schemes.

•

Considered key pieces of work/business cases currently being progressed
which are expected to deliver savings. For example, Community Services
Redesign, Urgent Care transformation and Planned Care transformation
programmes.

•

Taken account of the limited ability the system has to deliver net reductions in
large areas of spend which are prioritised for investment as part of the Long
Term Plan (for example, Mental Health, Community Services and Primary
Care).

•

Acknowledged the time taken to realise additional demand management
opportunities through a collaborative approach which will be adopted from
2020/21 for acute demand management.

As a result of this work the system has agreed an outline savings plan as part of this
plan which delivers:
•

Total savings equating to £197 million over the next 4 years, equivalent to
2.1% of the net spend within the system.

•

A minimum productivity/efficiency saving within each NHS Provider of 1.6%
each year, equating to £91 million of savings.

•

A saving of 2% per annum for CCGs focussed on Prescribing and Continuing
Healthcare costs equating to £24 million.

•

Transformation savings relating to Community Services redesign, Planned
Care and Urgent Care Transformation of £48 million.

•

50% of the “Right Care” benchmarked opportunity through pathway redesign,
equating to £8 million.

•

£26 million of savings which are still to be identified which will be delivered
through transformation in the latter years of the plan (from 2021/22 onwards).

Overall, the financial shortfall affecting the LLR healthcare system is expected to
reach £153 million by 2023/24 in the absence of initiatives to reduce costs and/or
increase income. Local Authority deficits add a further £3m to this total, giving an
overall funding gap of £156 million. UHL’s LTFM assumes £171 million CIPs from
2019/20 to 2023/24 which will contribute to managing this position. The
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Reconfiguration Programme will allow UHL to continue to deliver efficiencies in the
future, over and above the £33 million (gross) highlighted in this PCBC.
There is clearly a strong financial case for change across LLR. The deterioration in
the system’s financial position is due largely to the funding needs of acute care
services. Acute care is forecast to account for 67% of all healthcare spending in
2019/20, with annual locally commissioned acute expenditure rising by on average
5.1%. This is forecast to reach £747 million by 2023/24.
At present, whilst the latest draft of the LLR LTP financial trajectory does show an
improvement, the financial values are not in line with the Financial Improvement
Trajectories issued by NHSE/I. The LLR health system is currently undertaking
detailed analysis in order to understand the drivers behind the difference and any
potential areas to improve the LTP financial outlook over the LTP planning horizon.
It is important to note that the LTP includes a number of strategic investments which
are necessary in order for the health economy to deliver safe patient care more
sustainably and efficiently and are interdependent with the Reconfiguration
Programme. These investments represent a Reconfiguration Premium pending its
completion and the subsequent release of the Reconfiguration Dividend. In order to
have a more aligned financial trajectory, the LLR health system is pursuing the
availability of Taper/Transitional relief in relation to the Reconfiguration Premium
together with additional efficiency opportunities and priority investments. The LLR
health system is aiming to finalise this and submit an agreed LTP by February 2020.
8.6

Value for Money

8.6.1 Introduction
As part of their 2018 STP capital bid UHL provided an economic appraisal of the
proposed service reconfiguration and developments covered by this PCBC. This
focussed on a comparison of the estimated capital and revenue costs of the
developments compared to the monetisable benefits, together with the identification
of the non-monetisable benefits. The analysis was prepared in line with the
requirements of the HM Treasury ‘Green Book’ (concentrating on cash flows to the
public sector only). The appraisal calculates the incremental economic costs and
benefits to society of the proposed developments, over a 60 year appraisal period,
and the resulting VfM ratio. The results of the economic appraisal are summarised
below.
8.6.2 Economic appraisal
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Table 8-10 Results of economic appraisal

Costs
Capital Costs (including optimism bias)
Transitional & non-recurrent revenue costs
Total incremental costs
Revenue Costs
Cash Releasing Benefits

Sum of Cashflows
NPV £’000s
176,310
8,725
185,035
29,847
956,485

Non-cash Releasing Benefits

122,698

Societal Benefits
Total incremental benefits
Ratio of benefits/costs

478,269
1,587,299
8.58:1

These costs do not account for VAT, capital charges and non-cash payments in line
with the HM Treasury ‘Green Book’. This shows based on a 3.5% discount rate the
incremental benefits outweigh the incremental costs compared to a “do nothing”
scenario by circa £1,402 million with a ratio of 8.5 to 1.
If the same sensitivity is run on capital costs as used in section 8.5, the VfM ratio
changes as shown in the table below.
Table 8-11 Impact of capital and revenue cost sensitivities on VfM ratio

Baseline Position

Scenario 1

Scenario 2

Scenario 3

8.58:1

6.68:1

6.28:1

14.22:1

VFM Ratio

8.6.3 Benefits appraisal
In addition to the monetisable benefits included in the economic appraisal above,
there are a range of non-monetisable benefits which the proposed reconfiguration is
expected to deliver. These are summarised in the table below.
Table 8-12 Summary of non-monetisable benefits

Benefit
Staff experience

Description
Staff experience will be improved though the ability to concentrate
resources on two hospital sites, including the creation of an
identifiable Children’s Hospital, helping to overcome historic
challenges of staffing shortfalls. Evidence from the recently opened
Emergency Floor has demonstrated that recruitment and retention
has improved creating greater stability. Design of facilities supported
by technology will remove much of the current non value adding tasks
for staff. Information will be readily available and shared with
community partners removing the stress of dealing with patient
concerns and complaints. Consolidation of the two Children’s
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Benefit

Description
intensive care units will create staffing benefits, reducing the necessity
to continuously transfer nurses across sites to cover two units.

Patient experience

Splitting emergency and elective pathways and expansion of the ICU
capacity will reduce cancellations; ensuring patients are operated on
at the earliest possible point in time leading to improved patient
experience and clinical outcomes. The development of a Treatment
Centre and a dedicated Children's Hospital will allow us to develop
'one-stop ' patient pathways, whereby a patient has an outpatient
clinic, diagnostic procedure and know what will happen next all in the
same visit, valuing patient and their carer’s time. Transforming our
internal processes to enable a better patient journey will further add to
an improved patient experience and a reduction in complaints. To
further improve experience technology will be used as far as possible
to connect with our patients and ensure their information is available
electronically for all consultations. This will make sure every contact
counts and that we provide a positive patient experience on every
occasion.

Improvement to
clinical safety and
clinical pathways

Reconfiguration of our services onto two sites will offer opportunities
to standardise pathways, minimise variation and offer consistent
quality of care. Concentration of specialities that benefit from colocation will enable enhanced input and multi-specialty management
of patients in one location will result in more timely management with
fewer hand offs thus promoting early recovery. Evidence shows that
improved consolidation of specialist resource and expertise improves
outcomes. Reconfiguration will strengthen 7 day service provision,
access to senior opinion early on in the patient journey to secure
better outcomes as a result of consolidation of services and more
timely access to specialist opinion. Consolidation of surgical services
and co-location of particular specialities may reduce complication
rates, with new facilities providing optimal management of infection
prevention. The added benefit of improved technology will make it
easier to follow best clinical practice and secure better clinical
outcomes. Real time reporting will help us reduce adverse events and
to learn from these.

Patient environment
and estates

In progressing our estate reconfiguration there are a number of
significant quality benefits to the patient environment to be realised
through the physical changes taking place in our property portfolio.
We will deliver significant improvements in privacy and dignity for our
patients. We will create space which complies with the highest
expectations of the Patient Led Audit of the Care Environment
(PLACE) and deliver therapeutic spaces which aid wellbeing and
recovery. We will provide appropriate environments for all patients
groups including our frail multi morbid patients with complex needs.
Developments will address disability discrimination legislation and
provide safe and secure facilities fit for purpose and functionally
suitable. Our planned programme will provide significant benefits to
our local communities through the release of estate for housing
(aligned to the Planning Authority's Strategic Growth Plan), the
development of a local supply chain partner network and utilisation of
the local labour market giving improvements to reducing carbon,
reducing unemployment, opportunities to access education and
apprenticeship programmes and overall enhancements in value for
money.
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Benefit

Description

Workforce

Attraction and Retention will improve as a consequence of enhanced
working environments, consolidated services providing opportunities
for networking and professional support. Seven Day Service
Provision; more efficient provision on two sites which mitigates
challenge with workforce supply and cost. Enhanced Learning and
Training Environment; enhanced clinical supervision and mentoring
opportunities which will improve balance of service delivery with
education and training. We will give staff opportunities to grow their
skills and put them to use through the application of technology
designed to increase the capability of all UHL staff to maximise their
efficiency through the use technology. Enhanced working
environments where mobile first is the philosophy for clinical teams
will ensure that they can access their information anywhere and
anytime affording opportunities for agile working.

Culture and
engagement

Application of UHL Methodology (Organisational Development (OD)
framework) will support transformational change and increases the
likelihood of quality and efficiency improvements and implementing
and sustaining best practice. More opportunity to “get today’s work
done today”. Enhanced engagement by being involved in the change
of working practices on reconfigured sites. Better access to work
colleagues and an improved of the overall work environment.
In our reconfiguration plans we will deliver technical applications that
facilitate agile working which is not limited by physical location.

Wider system
benefit

The development and delivery of new Models of Care and clinical
pathways will ensure only those patients who require access to
secondary care expertise to manage their condition attend UHL. This
will increase the efficiency and effectiveness of primary care, social
care and community care services such as seen in the emerging
frailty multi morbid patient pathways. Patients will be better served
through services that have a "Home First" principle in order to
promote and maintain their independence in the community.

The proposals for monitoring the realisation of benefits are described in Section 9.9.
8.7

Conclusion on financial implications
The financial implications of the reconfiguration proposals have been summarised
above. The capital costs of the proposals are fundable through NHS capital and are
supported by UHL’s STP capital bid. The provision of the required PDC has been
confirmed by the Secretary of State for Health and Social Care in a letter dated 9th
October 2019.
The revenue impact of the proposals, for UHL, is to deliver a net annual saving of
circa £21m, once the reconfiguration is complete, providing a significant contribution
to the alleviation of UHL’s current deficit. In addition to the positive impact on UHL’s
deficit, the proposals also contribute to the alleviation of predicted deficit in the wider
LLR health economy.
The proposals also represent Value for Money (VfM) and deliver significant nonmonetisable benefits in addition to the financial savings.
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The delivery of the UHL Reconfiguration Programme and the wider service
transformation in LLR, together with the financial implications, are a clear
demonstration of ‘working together to provide individuals with better care, in the
most appropriate setting, in a financially sustainable way’.
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9
9.1

Delivering the reconfiguration proposals
Introduction
This section addresses how the Reconfiguration Programme will be delivered. It
demonstrates that Commissioners and the UHL have the appropriate plans in place
and the capacity and capability to deliver the project and to realise the benefits of
‘working together to provide individuals with better care, in the most
appropriate setting, in a financially sustainable way’.

9.2

PCBC approvals
The decision for approving this PCBC is the responsibility of the three LLR CCGs. In
addition, the PCBC is supported by the UHL Board and NHSE Specialised
Commissioning. The UHL Trust Board considered the PCBC, at its meeting on 6th
September 2018, and confirmed its support. The PCBC was considered by NHSE
Specialised Commissioning at its Senior Leadership Team, on 17th September 2018,
and its support was also confirmed.
The PCBC was discussed at both the Senior Leadership Team for the BCT
programme and the LLR Commissioning Collaborative Board before being approved
by the LLR CCG Boards as follows:
•

Leicester City CCG - approved on 11th September 2018.

•

West Leicestershire CCG - approved on 11th September 2018.

•

East Leicestershire and Rutland CCG - approved on 11th September 2018.

The PCBC was submitted to NHSE for consideration by the Regional Assurance
Panel on 10th October 2018 and completed subject to capital on 20th March 2019.
There was a requirement to review PCBC and Regional Assurance following the
capital announcement on 29th September 2019 and developments following the
previous version that was submitted in October 2018. The PCBC has therefore been
updated to reflect developments since the NHSE Regional Assurance Panel in 2018
as summarised in the table below.
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Table 9-1 PCBC updates since NHSE Regional Assurance Panel sign off 2018

Chapter

Reference

1. Executive Summary

Updates
Updated in line with updates in the
main body of the PCBC

2. Introduction

2.1.2

Updated individual project descriptions
in line with updated DCP project
structure

3. Strategic Context

3.3.2

Included details of the most recent LLR
Five Year Plan

3.4.4

Included details of the new UHL
People Strategy

3.4.6

Included details of UHL IT Strategy
Update

3.4.7

Included details of the new UHL
Quality Strategy and Priorities

5.2.1

Updated Figure 5.1 to include 2018/19
performance

5.2.1

Updated Figure 5.2 to include 2018/19
performance

5.2.1

Updated Figure 5.3 to include 2018/19
performance

5.2.1

Updated Figure 5.4 to include 2018/19
performance

5.4.1

Updated Figure 5.5 to show 2018/19
performance

5.4.3

Updated workforce figures to reflect
latest position

5.4.4

Updated backlog maintenance figures
to reflect latest position

5.4.5

Updated to reflect latest finance figures

5. The Case for Change
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Chapter
6. Options for the Future
Model of Care

7. Impact of the
Reconfiguration
Proposals

8. Financial Implications

9. Delivering the
Reconfiguration
Proposals

Reference

Updates

6.3.6

Updated economic/financial appraisal
to reflect latest DCP costings

6.5.1

Updated Figure 6.5 to reflect latest
DCP costings and timetable

6.5.2

Updated Figure 6.6 to reflect latest
DCP costings and timetable

7.3.6

Inpatient activity and bed modelling
updated to reflect latest position

7.3.7

Outpatient activity and bed modelling
updated to reflect latest position

7.4.3

UHL staffing numbers updated to
reflect latest position

7.7.3

Updated UHL performance
improvement trajectories to reflect
latest position

8.2.1

Updated capital costs to reflect latest
DCP costings

8.2.3

Updated procurement route to remove
PPP option

8.3

Updated to reflect latest financial
position

8.4

Updated to reflect latest financial
position

8.5

Updated to reflect latest financial
position

8.6

Updated to reflect latest financial
position

9.2

PCBC approval process updated to
reflect latest position

9.3.2

Updated proposed engagement to
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Chapter

Reference

Updates
reflect latest plan

9.5.1

Updated Figure 9.1 to reflect updated
structure

9.7.1

Updated Programme timeline to reflect
latest position

Each CCG Governing Body formally approved the updated PCBC in January 2020
prior to its formal submission to the regional and national assurance panels starting in
February 2020.
9.3

Public engagement

9.3.1 Background and the legal framework
The law requires NHS bodies to engage with members of the public before making
decisions on changes to health services. Currently, separate sections of the NHS Act
apply to CCGs and to other organisations.
CCGs are governed by Section 14Z2 of the NHS Act 2006, which states:
(1) This section applies in relation to any health services which are, or are to be,
provided pursuant to arrangements made by a clinical commissioning group in the
exercise of its functions (“commissioning arrangements”).
(2) The clinical commissioning group must make arrangements to secure that
individuals to whom the services are being or may be provided are involved (whether
by being consulted or provided with information or in other ways):
(a) In the planning of the commissioning arrangements by the group.
(b) In the development and consideration of proposals by the group for changes in
the commissioning arrangements where the implementation of the proposals
would have an impact on the manner in which the services are delivered to the
individuals or the range of health services available to them.
(c) In decisions of the group affecting the operation of the commissioning
arrangements where the implementation of the decisions would (if made) have
such an impact.
There are two other relevant aspects to Section 14Z2. Subsection 3 requires all
CCGs to include in their constitution a description of their public engagement
arrangements and a statement of the principles that they will follow in when
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implementing them. Subsection 4 empowers NHSE to publish guidance on
compliance with this section, which CCGs must have regard to. This was published in
September 2013 – see below for more details.
Section 13Q of the Act applies to NHSE and contains effectively identical provisions
to Section 14Z2. Section 242 of the Act contains the same obligations for NHS Trusts
and Foundation Trusts. Any NHS body considering changing the services it
commissions or provides must be aware of the obligations discussed in this note.
In summary, any significant commissioning decision or reconfiguration is caught by
these statutory requirements. The statute does not insist on “consultation”, but seeks
to make sure that service users are “involved”. In practice, for any significant
proposed change to services, some form of consultation exercise will be required to
comply with this duty.
9.3.2 Proposed engagement
Background
As set out in Section 6.6, BCT partners collectively and individually have been
engaging and involving patients, carers, staff, GP practices and other stakeholders in
BCT and the acute and maternity reconfiguration since 2014. In particular the BCT
Patient and Public Involvement (PPI) reference group and the BCT Communications
and Engagement group have been working together to ensure the patient and public
voice is heard in the Reconfiguration Programme. These two groups have been
crucial to the engagement so far and have been part of the development of the
consultation and engagement plans so far.
The launch of the 2018 BCTP marked a new phase in engagement ahead of any
formal consultation. Throughout May 2018 and June 2018, the Oversight and
Scrutiny Committees, Health & Wellbeing Boards and Healthwatch organisations,
among others have further scrutinised the BCTP.
We continue to work with all our stakeholders to develop a robust Consultation Plan
with a view to launching consultation in 2020. The current draft Consultation Plan is
included in Appendix AC – Draft consultation plan. NHS England Specialised
Commissioning has confirmed that they are content with the content of the
Consultation Plan.
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Aims of the consultation
The aims of the consultation exercise are:
•

To inform people about how the proposals have been developed.

•

To describe and explain the proposals for reconfiguring acute and maternity
services.

•

To seek people’s views, and understand the impact of the proposals on them.

•

To ensure that a range of voices are heard which reflect the diverse
communities involved in the consultation.

•

To understand the responses made in reply to our proposals and take them
into account in decision-making.

Audiences
There are a large variety of audiences and stakeholders for the BCT programme to
engage with and a detailed stakeholder mapping exercise was undertaken and used
to deliver a successful pre-consultation campaign in 2015. This has been updated
and is also included in the draft Consultation Plan (Appendix AC – Draft
consultation plan). Stakeholders have different needs and the first principle of good
communication and engagement is that activities / products are audience specific.
The general principles which will underpin our engagement or consultation are:
•

We will be as open and transparent as possible.

•

Plans will be in plain English and a variety of formats.

•

Consultation will be based, as far as possible, on reaching people where they
are and on their own terms.

A wide range of tools will be used including locality and thematic approaches,
outreach, events, workshops, video and social media.
Activities for the pre consultation engagement period
Engagement activities have continued during 2018 and 2019 to engage with
communities in LLR.
The activities provided opportunities for patients, the public and wider stakeholders to
discuss changes to the care they receive in ways that suit them. This includes talking
through the underpinning detail of the rationale for the proposed changes and what it
would mean in practical terms for patients using services currently being provided by
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the three hospitals in Leicester run by UHL. This discussion was undertaken in the
context of wider system changes including services provided in the community.
The activities have been a combination of deliberative events and outreach work with
patient, voluntary and community sector groups, to give the public the opportunity to
raise any questions or concerns that need to be addressed as we move through the
stages of the programme and towards formal public consultation. As the deliberative
events were localised to specific geographic areas we were able to broaden the
discussion to include plans pertinent to specific populations including community and
primary care services. In addition, the outreach work also explored services pertinent
to the audience we were engaging in. Therefore both activities were an integrated
part of our system wide communications and engagement activities and became
‘business as usual’. A programme of integrated online and offline communications
has supported the events and outreach work.
Feedback from the events has been captured to influence the decision making
processes within each work stream of BCT and the acute and maternity
reconfiguration.
The public engagement work has combined public events with community outreach,
along with online/social media and other communications.
Public events
To start this process, the CCGs and UHL jointly hosted a series of open engagement
events during late October and November 2018 to share more widely the plans for
acute hospital reconfiguration and maternity services.
The events, attended by 317 people, also recognised that people had questions
about the proposals for the consolidation of level 3 intensive care services onto two
hospital sites. We took the opportunity to explain why it is so important and what
impact this change has on wider reconfiguration plans.
People used the nine events as a drop-in to informally discuss NHS plans for
improvements and as formal events with presentations and question and answer
session. Feedback from the events was captured to influence the decision making
processes within each work stream of Better Care Together and the acute and
maternity reconfiguration.
Outreach work

From October 2018 and during 2019 we have also undertaken a programme of
outreach work.
The outreach work took two differentiated approaches, which attracted approximately
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300 people. To recognise our duties under the Equality Act 2010 to consider potential
impacts of service change on people with protected characteristics we have reached
out to these communities attending their existing meetings and events. We have
particularly worked through voluntary and community sector agencies and local
support networks to involve these communities.
Examples of the type of groups we have engaged are:
•

Mental health partnerships.

•

Carers groups.

•

Youth Councils (Leicester City and Leicestershire).

•

Carers of people with learning disabilities.

•

Children living with mental health conditions.

•

Cancer patients.

•

Deaf community.

•

Blind and sight impaired community.

•

Older Peoples’ Network.

•

Young on-set dementia group.

•

Maternity voices.

In addition, the second approach to outreach has been manned drop-in sessions
situated in community venues where there is reasonable footfall e.g. libraries. This
allowed the public to view the same BCT displays on show at the deliberative events
and have informal conversations about health services, but in their local area.
Other engagement and communications
•

Staff - To provide further opportunities for staff to be engaged, face to face
briefings have been organised. Existing mechanisms available through
organisations to reach staff including newsletters and online briefings have
been used.

•

Online communications - We have raised awareness of the Better Care
Together and the acute and maternity reconfiguration through a range of
online communication including social media channels (Twitter, Facebook and
YouTube) and partner websites. We have produced a regular BCT enewsletter and video case studies and explored interactive content. In
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addition, we launched in June 2019 a booklet and video outlining the proposal
and promoted this widely using on and offline mechanisms. The video was
also produced in chapters addressing each of the strategic elements for
change e.g. beds, maternity, children hospital. This was supported by a social
media campaign promoting the videos and the strategic issues.
•

Press and broadcast media – We worked with local print and broadcast
media to coordinate regular articles and updates utilising case studies. Video
case studies are being used to communicate the acute reconfiguration
proposals. The Leicester Mercury has also produced regular features on
various key aspect of the work. We also capitalised on the reach of our weekly
newspapers encouraging them to replicate the features for their local
audiences.

•

Existing communication mechanisms – We also used existing established
mechanisms to provide information and communicate with a range of
stakeholders:
o

BCT partner websites.

o

Presentations at Healthwatch (Leicester and Leicestershire, Rutland),
Voluntary Action Leicester and other voluntary groups.

o

Patients groups and members including PPG networks.

o

GP newsletters and locality/federation meetings.

Engagement with councillors - Discussions have been ongoing with individual local
authorities with regard to engagement with councillors using differentiated
approaches. This included an all members briefing, in December, for Leicestershire
County Council members and the Labour Group within Leicester City Council.
Consultation period and activities
The period of consultation will run for a minimum of 12 weeks, to ensure sufficient
time and opportunities for meaningful discussions.
The main activities will include:
•

A widely published consultation document, with other versions and formats
available on request.

•

Widely published shorter versions.

•

Online feedback questionnaire (printed version also available).

•

Associated presentation materials and support information, such as material
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for newsletters, articles and social networking.
•

A supporting publicity campaign, including engagement and special features
with local and national media.

•

A distribution cascade, using all outlets offered by partner organisations within
the BCT programme, plus external partners including the voluntary and
community sector.

•

Social media networking to signpost to the main websites of all partners,
alongside a suite of contextual materials, such as podcasts, films,
presentations, and reports from previous engagement.

•

A programme of open public events and meetings to reach diverse audiences,
and involving a range of techniques developed during the engagement
phases.

•

Range of discussion techniques though collaboration with Healthwatch and
voluntary organisations e.g. outreach to reach a good demographic mix.

•

A programme of consultation meetings for staff and stakeholders.

•

Coordinated handling of feedback, enquiries and FOI requests.

The BCT programme will appoint an independent organisation to collate all feedback
and analyse and evaluate it and produce a consultation report.
The Decision Making Business Case (DMBC) concluding the outcome of consultation
will be prepared and presented to LLR CCG Boards for consideration and approval.
In preparing the outcome report for final consideration there will be a series of
assurance checks by:
•

BCT Clinical Leadership Group and PPI Group.

•

The three Health Overview and Scrutiny Committees, with input from the three
Health and Wellbeing Boards.

•

The programme executive and programme board, with input from regulators.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 354

DELIVERING THE RECONFIGURATION PROPOSALS

Consultation questions
The proposed consultation questions for the reconfiguration of acute and maternity
services are set out below.
Improving acute and maternity hospital services for people
The configuration of the three hospitals in Leicester reflects how they have
evolved over time rather than a central plan. Patients who are coming to
hospital as outpatients (people attending hospital for treatment without staying
overnight) are suffering delays and experiencing last minute cancellations.
Medical and nursing staff are spread too thinly making services operationally
unstable and services are being duplicated or triplicated. Patients are
inconvenienced at a time when they are feeling most anxious and unwell. We
believe our proposals would achieve the best patient outcomes, modernise our
facilities and make services more efficient and financially sustainable to meet
future need.
We are proposing moving our acute services on to two of our three hospital
sites. We are proposing that acute services are provided at Leicester Royal
Infirmary and Glenfield Hospital.
Our proposal for acute services
Q1.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Q2.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
Our proposal for a new treatment centre
We are proposing that outpatient services would move from Leicester Royal
Infirmary to a new purpose-built treatment centre at Glenfield Hospital.
Q 3.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
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Strongly agree

Strongly disagree
1

2

3

4

5

Q4.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family, or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
We need to understand what size the new treatment centre should be and what
services should be included. It is important that the size of the treatment centre
is appropriate to meet the needs of people and takes into consideration the
additional number of services we plan to provide local communities closer to
home.
Q5.
Please tell us your views on this including how we can avoid negative
impacts or disadvantages on you, your family or any groups and how we can ensure
the new treatment centre is right to meet the needs of people.
OPEN BOX QUESTION
Our proposal to use new technologies to deliver patient consultations
We believe that new technology would help to provide certain aspects of preplanned care in a different way. Appointments by telephone or video call could
reduce the stress of attending a consultation in person due to - reduced travel,
reducing possible spread of infection and supporting people to self-care.
Q6.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Q7.
Please tell us your views on using technology to reduce the need for
attending appointments - including how we can avoid negative impacts or
disadvantages on you, your family or any groups.
OPEN BOX QUESTION
Our proposal for services at the primary care urgent treatment centre
We would like to create the following services at Leicester General Hospital in a
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primary care urgent treatment centre:
•

Observation area with beds where patients can be observed when they
are not well enough to go home, but don’t meet the criteria to be
admitted to hospital.

•

Diagnostic service - this provides appointments for people to have a test
or simple procedure

•

Community outpatients service – this is treatment for people with health
problems requiring a diagnosis or treatment, but do not require a bed or
to be admitted for overnight care

•

Potentially extra primary care capacity - to provide family health care to
people living in the east of the city.

Q8.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Please explain why you agree or disagree with this proposal to create these services
on the Leicester General Hospital site. It would be helpful if you could explain the
impact of these proposals on you, your family or any groups and if you, your family or
any groups would be disadvantaged and how any concerns could be overcome.
Q9. Primary Care Urgent Treatment Centre
OPEN BOX QUESTION
Q10. Observation areas
OPEN BOX QUESTION
Q11. Diagnostic service
OPEN BOX QUESTION
Q12. Community Outpatients Service
OPEN BOX QUESTION
Q13. Extra GP/primary care capacity
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OPEN BOX QUESTION
Our proposal for two new haemodialysis treatment units
In addition to the current units based in Loughborough and Hamilton, are
proposing providing two new haemodialysis treatment units. Haemodialysis is
the treatment that performs the job of kidneys when they stop working
properly. We are proposing that one is in a unit at Glenfield Hospital and the
second is in a new unit to the south of Leicester.
Q14.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Q15.
Please explain why you agree or disagree with the proposal for one unit to
be at Glenfield hospital. It would be helpful if you could explain the impact of these
proposals on you, your family or any groups and if you, your family or any groups
would be disadvantaged and how any concerns could be overcome.
OPEN BOX QUESTION
Q16.
Please explain why you agree or disagree with the proposal for one unit to
be in the south of Leicester. It would be helpful if you could explain the impact of
these proposals on you, your family or any groups and if you, your family or any
groups would be disadvantaged and how any concerns could be overcome.
OPEN BOX QUESTION
Q17 .
Please tell us where in the south of Leicester you think that the new unit
should be?
OPEN BOX QUESTION
Our proposal for hydrotherapy pools
There is currently one hydrotherapy pool at Leicester General Hospital. We are
proposing using hydrotherapy pools already located in community settings so
we can provide care closer to home. This would improve access to
hydrotherapy pools for our population
Q18.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
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Strongly agree

Strongly disagree
1

2

3

4

5

Q19.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
We believe that the facilities we provide for expectant mothers require
modernising to provide a better experience, to meet the increase in demand
and offer patient choice whilst meeting statutory standards. At present,
maternity services are spread across units at Leicester Royal Infirmary and
Leicester General Hospital and it is challenging to maintain adequate staffing
over the two sites.
We also recognise that many women may prefer to choose to have their baby in
a community-based standalone midwifery birth centre, but believe it should be
accessible for more women across Leicester, Leicestershire and Rutland. The
standalone birthing unit at St Mary’s in Melton Mowbray is currently underused with births decreasing every year since 2012-13, with only 141 births in
2018-19. To make the centre viable it would need 500 births per year. The
centre is also not accessible for the majority of women who live in Leicester,
Leicestershire and Rutland.
We believe our proposals would increase choice by providing expectant
mothers with an option of a home birth, a birth in obstetrics and neonatal
services in a new maternity hospital, a birth at a midwifery birth centre at
Leicester Royal Infirmary and Leicester General Hospital.
Our proposal for a new maternity hospital
We propose building a new maternity hospital on the Leicester Royal Infirmary
site. This would include a midwifery-led birth centre provided alongside the
obstetric unit. This would mean that existing maternity services (services
provided in pregnancy, childbirth and post-pregnancy) and neonatal services
would move from Leicester General Hospital to Leicester Royal Infirmary.
Q20.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4
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Q21.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
Our proposal for a new standalone maternity unit
We are proposing to relocate the standalone maternity unit at St Mary’s in
Melton Mowbray. We want to trial a new standalone midwifery unit at Leicester
General Hospital. This would be midwife-led and would not have access to
specialist obstetric (childbirth) doctors onsite. For this standalone unit to be
viable it must have a minimum of 500 births each year. During the trial period
we would assess the unit’s viability according to the number of births and by
understanding the experiences of expectant mothers. After the trial period if it
is not viable the unit would close. This would mean all maternity services
would be located at Leicester Royal Infirmary.
Q22.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Q23.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
Our proposal on breast feeding services
We are proposing enhancing breastfeeding services for mothers by providing
post-natal breastfeeding drop-in sessions alongside peer support.
Q24.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
We believe that the facilities we provide for children and their families require
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modernising to provide better and more appropriate experience. Leicester has
the biggest children’s hospital in the East Midlands, though it is hard to see as
services are dotted around the site.
Our proposal for a new children’s hospital
We propose to refurbish the Kensington building at Leicester Royal Infirmary to
create a new children’s hospital including a consolidated children’s intensive
care unit, co-located with maternity services.
Q25.
To what extent do you agree or disagree with this proposal where 1 is
strongly agree and 5 is strongly disagree?
Strongly agree

Strongly disagree
1

2

3

4

5

Q26.
Please explain why you agree or disagree with this proposal. It would be
helpful if you could explain the impact of these proposals on you, your family or any
groups and if you, your family or any groups would be disadvantaged and how any
concerns could be overcome.
OPEN BOX QUESTION
Access and transport
Q27.
Do you have any concerns about being able to travel to or access any
services and what would need to happen to make this less of a concern?
OPEN BOX QUESTION
Q28.
If you have any other specific comments about the proposals for acute and
maternity services, or there are any alternative proposals that you think we should
consider, please use this space to tell us what they are.
OPEN BOX QUESTION
The current draft Consultation document is included in Appendix AD – Draft
consultation document.
9.4

Stakeholder support
The Reconfiguration Programme is supported by relevant stakeholders including:
•

UHL.
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•

NHSE (Specialised Commissioning).

•

LPT.

•

EMAS.

•

Leicester City Council.

•

Leicestershire County Council.

•

Rutland County Council.

Letters of support from NHSE (Specialised Commissioning), LPT and EMAS are
included in Appendix AE – Letters of support which also includes letters of support
from the following neighbouring STPs:

9.5

•

Cambridgeshire and Peterborough.

•

Derbyshire.

•

Lincolnshire.

•

Northamptonshire.

•

Nottinghamshire.

Programme governance

9.5.1 STP / BCT governance arrangements
A range of statutory bodies commission or provide services in LLR. The diagram
below illustrates the various organisations in our current health and social care
system.
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Figure 9-1 LLR system governance

This illustrates that in our local area we have multiple different organisations, with
different statutory responsibilities for different functions, working across different
geographies in LLR. Given the focus of the Government’s legislative programme it is
unlikely that the NHS will see major legislative change over the coming years. This
means that the job of local organisations and leaders within our BCT programme is to
develop new ways of working within the current statutory frameworks which enable us
to operate in a more collaborative way as one system focused on doing the best for
the health and care of local people.
Nationally, NHSE and the other Arm’s Length Bodies refer to STP and Integrated
Care Systems to describe the way that they see organisations within local systems
coming together in a way and over a timescale that makes sense for the local context
in each area.
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Locally, we see this as the logical progression of the journey that we have already
been on through our existing BCT programme. However described, the essence is
about partner organisations and our health and care staff working together to take
shared responsibility for the planning and delivery of improved and sustainable health
and social care for the people of LLR within the resources available to us. Or more
simply, it’s about how we work together better as one team to do the right things for
local people and tax payers.
In order to develop and implement the BCTP on a system-wide rather than
organisational basis, a set of governance arrangements has been developed to
support local bodies and enable them to work together.
The current arrangements are set out below. The Senior Leadership Team (SLT), led
by the Managing Director of West Leicestershire CCG, has overall responsibility for
the BCT programme and for working with partners across the footprint to oversee
implementation. This Board is in turn accountable to NHSE and NHSI at Regional
Level. The Board is supported by a Programme Management Office that provides
programme support.
Figure 9-2 STP governance

The SLT draws its membership from across LLR, including all Chief Officers of the
Health and Social Care economy, Clinical chairs and Medical Directors of
organisations and the Midlands and East Locality Director from NHSE.
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The SLT and the wider BCT programme is supported by a small partnership office
which provides support to the programme. Additional professional support is provided
by substantive staff in partner organisations. Each of these elements of the BCT
programme, both workstreams and enablers has a Senior Responsible Owner (SRO)
who is accountable for delivery.
The BCT programme also has a range of groups that support delivery, including:
•

Chief Financial Officer Forum – chaired by the SROs and providing a forum
for key cross system financial planning issues to be discussed and decisions
taken.

•

Clinical Leadership Group – jointly chaired by the Clinical Chair of West
Leicestershire CCG and the Medical Director of Leicestershire Partnership
Trust. This forum has been established to ensure strategic clinical input to the
STP providing clinical scrutiny and constructive appraisal of proposed service
changes.

9.5.2 UHL Reconfiguration Programme governance arrangements
The UHL Reconfiguration Programme reports directly into the BCT programme as a
workstream. The UHL Reconfiguration Programme is also set within the context of
the UHL Trust governance structure. The diagram below shows the governance
framework of the Reconfiguration Programme within UHL.
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Figure 9-3 UHL Reconfiguration Programme governance structure

Supplementing this governance structure is a range of project boards designed to
oversee the implementation of each element of the Reconfiguration Programme.
The UHL Reconfiguration Programme reports directly to the Executive Strategy
Board (ESB), which is chaired by the Chief Executive, on a monthly basis. This
provides an overall update on progress, seeks approval for material changes to
strategy, and highlights areas of risk or concern.
Information flows from the Reconfiguration Programme Board, to the ESB, the
Finance and Investment Committee (FIC) (and Audit Committee at key milestones),
through to the Trust Board. The role of each committee in relation to reconfiguration
has been agreed and reporting is flexed accordingly.
The UHL Reconfiguration Programme Board is responsible for providing overall
direction and is accountable for the success of the programme. The Chief Financial
Officer as Reconfiguration Senior Responsible Officer (SRO) chairs the meetings and
has the executive responsibility for decisions relating to the Programme.
In order to achieve its purpose, the Reconfiguration Programme Board has the
responsibility to:
•

Oversee the development and appraisal of the Reconfiguration Programme
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and associated business cases (PCBC, DMBC, SOC, OBC’s and FBC’s) prior
to submission to the Executive Strategy Board and Trust Board for approval
and signoff.
•

Verify the continuing validity of the clinical vision, business benefits, and the
programme components to ensure successful delivery.

•

Ensure that risks are being identified and appropriately managed, in line with
the Programme risk register (and wider Trust risk management processes).

•

Ensure appropriate links are made with other workstreams and groups within
UHL, BCT, the STP and LLR.

The Terms of Reference of the UHL Reconfiguration Programme Board are included
in Appendix AF – UHL Reconfiguration Programme Board Terms of Reference.
An integrated governance structure is in place to provide regular information flows to
key parts of the organisation and its own committee structure. Monthly highlight
reports are provided from each project / workstream to the PMO; this information is
then used to provide strategic level reporting to the UHL Reconfiguration Board, ESB,
Trust Board and Audit Committee.
Table 9-2 Reconfiguration monthly reporting

9.5.3 Arrangements for specialised commissioning decision making following
consultation
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As a commissioner of specialised services, NHSE/I Specialised Commissioning has
an internal governance process. All decisions go to the Development and
Engagement Group that sits monthly, and then to the Midlands Specialised
Commissioning Group that also sits monthly and for final sign off to Midlands
Commissioning Group (MCG) which meets weekly. Urgent decisions can go straight
to MCG. If the decision requires an investment or change in contract from
Specialised Commissioning, there are other forums that may have to be consulted to
allow approval, but this is dependent on what is being asked. The Regional Director
for Commissioning will also consult with the Regional Leadership Team (RLT).
9.6

UHL Reconfiguration Programme management

9.6.1 Background
The UHL Reconfiguration Programme in its current form has been in existence since
December 2014 and was approved through production of a programme brief and
Project Initiation Document (PID), signed off by the Executive Strategy Board and
Trust Board, which outlined the strategic background, objectives, roles and
responsibilities and the intended structure of the programme.
A Reconfiguration Programme implementation document was developed in February
2016, which defined the implementation stage of delivering the Reconfiguration
Programme. This document provided a framework for how the Reconfiguration
Programme is being delivered and how the organisation will be assured on progress.
A Department of Health (DHSC) Gateway Zero review of UHL’s capital/site
reconfiguration proposals was carried out in October 2014 to assess the capacity and
capability of UHL to deliver their five year strategy.
The primary purpose of the Health Gateway Zero review was to review the outcomes
and objectives for the Reconfiguration Programme (and the way they fit together) and
confirm that they make the necessary contribution to government, DHSC, NHS and
local organisational strategies.
The recommendations from the Gateway Zero and current position against them are
summarised in the table below.
Table 9-3 Recommendations from Reconfiguration Programme Gateway Zero review

Recommendation
Appoint a Programme Director.

Establish an overarching governance structure
in line with a recognised methodology (Prince
2/MSP) to develop the Programme and
provide assurance to the Trust Board and

Current position
Interim Director in place since
December 2014 and recruited
to substantively in spring 2016.
UHL Reconfiguration
Programme Board set up in
December 2014, which
included all related activities to
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Recommendation
external bodies of ability to deliver within the
timescales.
Production of a PID to outline the various
activities (through workstreams) required to
realise the reconfiguration strategy.

Current position
deliver the three to two site
model and reconfiguration of
services.
Produced following the review
and approved at Trust Board in
March 2015. Superseded by
PCBC.

It was recommended that programmes of this scale and nature need regular
assessment points and external scrutiny. To that end, a Health Check review (as
DHSC Gateway reviews no longer exist) took place in 2016. A stocktake was carried
out in January/February 2016) jointly between Ernst & Young and Capita, to offer a
view of the state of the Reconfiguration Programme, and help refine actions moving
forward to maintain momentum of the Reconfiguration Programme. The findings of
the stocktake are summarised in the table below.
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Table 9-4 Findings of UHL 2016 Reconfiguration Programme management stocktake

OGC Inquiry Area

Green

Amber

Red

1. Programme Governance and
Set Up

3

2

1

2. Business Case and
Stakeholders

3

4

2

3. Management of Intended
Outcomes

1

3

0

4. Risk Management

2

2

0

5. Review of Current Outcomes

0

0

1

TOTAL

9

11

4

PROGRAMME LEVEL : HIGH
ASSESSMENT

At the time, the outcome of the assessment was seen as indicative of a programme in
its early stages where fewer than half the tests set by the OGC are assessed as
green. An action plan was then developed, and completed, grouped by the following
themes:
•

Capacity.

•

Timing.

•

Financial.

•

Engagement & culture.

•

Programme Management.

The four areas assessed as red that required urgent attention were:
•

Are the required skills and capabilities for this programme available, taking
account of the organisation’s current commitments and capacity to deliver?

•

Is there an understanding of the scope of the programme?

•

Is the programme affordable?

•

Is the programme on track?
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Since the review, the detailed scope responding to the clinical strategy, estates
solutions and capital implications has been developed further. This has culminated in
the STP Wave 4 capital bid and this PCBC. The programme structure has been
strengthened, and a permanent Reconfiguration Programme Director has been
appointed, supported by a Head of Programme Management Office. Further detail of
the structure is outlined in Section 9.6.2.
9.6.2 Programme management structure
In line with the recommendations from the Gateway Zero, a Programme Management
Office (PMO) for the UHL Reconfiguration Programme has been in place since
December 2014.
UHL Reconfiguration Programme PMO
The role of the PMO is to shape and govern the Reconfiguration Programme. The
role includes:
•

Developing the complex delivery programme.

•

Tracking progress against the programme.

•

Identifying, mitigating and managing risks and interdependencies between
projects.

In addition, the PMO leads the delivery of business cases at all stages of
development.
A Programme Director and Head of Programme Management Office are in post to
manage the process. To date, whilst funding is being applied for, the UHL
Reconfiguration PMO has a relatively ‘light’ structure focusing on progress of the
PCBC and associated projects. The UHL Reconfiguration Team, as identified below,
has project management and delivery expertise and are employed to work solely on
the Reconfiguration Programme, whilst the project leads are sponsors from the UHL
Executive Team.
UHL Executive Team support for the Reconfiguration Programme
There is a wealth of knowledge and expertise within the UHL Executive Team in
relation to programmes of this type; examples of individual’s experience are as
follows:
•

John Adler (up to 21 September 2020): Chief Executive with over 20 years’
experience at CEO level, including commissioning of a £35 million PFI
Treatment Centre and development to business case approval stage of the
£350m Sandwell and West Birmingham Hospitals reconfiguration scheme.
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•

Rebecca Brown (from 21 September 2020): Acting Chief Executive,
formerly Chief Operating Officer, with a long career in nursing, experienced
operational and strategic director with clinical and management
experience. Rebecca was awarded the MBE for her services to nursing.

•

Darryn Kerr: Director of Estates & Facilities was the Chief Engineer and
Director of Estates and Facilities for the DH; Head of Profession for the NHS
in England and at Leeds Teaching Hospitals NHS Trust and led projects using
PFI, P21 and P21+, traditional design and build.

•

Nicky Topham: Reconfiguration Programme Director has experience in PFI
and P21.

In addition, the UHL Capital Team have a collective 150 years’ experience in
delivering healthcare developments, ranging from a Trent Regional Healthcare
Scheme to build Phase 2 of GH, to the recent development of the new Emergency
Floor at LRI. Their experience covers several contract types including P21, P21+,
P22, Lift, NEC, JCT and PFI.
UHL Reconfiguration Programme Structure
The Reconfiguration Programme structure is shown in the figure below.
Figure 9-4 Reconfiguration Programme structure
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The Reconfiguration Programme is supported by subject matter experts from across
the Trust, these include; estates, workforce & OD, IM&T, procurement and finance.
The specialist knowledge of these areas are utilised at both programme and project
levels as required.
Where UHL has identified skill gaps it uses external advisors for professional
services. To date UHL have used external advisors to support the programme in a
range of areas including:
•

Complex health care planning.

•

Advance simulation activity capacity modelling.

•

Clinical Model of Care validation and benchmarking.

•

Architects.

•

Cost advisors.

•

Mechanical, electrical and structural engineers.

For any future PPP projects the Trust will also supplement its internal resources and
existing professional advisory team with appropriately experienced legal and financial
/ commercial advisers.
UHL has allowed for the costs/fees for professional advisers in its capital cost
estimates.
Elements of the UHL Reconfiguration Programme
The UHL Reconfiguration Programme is made up of projects / workstreams, which all
report to the UHL Reconfiguration Board. Members of the Reconfiguration Board
include senior representatives from each workstream which span the breadth of the
organisation (further details can be seen in the Reconfiguration Programme Board
Terms of Reference included in Appendix AF – UHL Reconfiguration Programme
Board Terms of Reference.
UHL’s current thinking in terms of the various business cases that make up the
Reconfiguration Programme is shown in the figure below.
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Figure 9-5 UHL Reconfiguration Programme Business Cases

The workstreams are nominally aligned under three headings that define their overall
‘role’ in developing the future state of UHL:
•

Design: Clinical Strategy / Models of Care – To work with CMGs to develop
clinical models which support the Trust vision (building on existing work).

•

Impact: Future Operating Model (beds, theatres, outpatients, workforce) – To
model activity, demand and capacity requirements at a specialty level to
inform a two site acute model.

•

Delivery: Business cases and enablers – To transform the clinical model and
capacity requirements in to a business case with an estates annex.

The PMO oversees delivery of the whole programme. All workstreams produced a
project charter and PID to become formally established, which were signed off at the
Reconfiguration Board and ESB.
Each project has a project team and is overseen by a project board; there is a senior
Trust executive as its Senior Responsible Owner (SRO). Each workstream / project
reports progress, risks and issues to the Reconfiguration Board on a monthly basis.
The workstreams of the UHL Reconfiguration Programme are listed below; more

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 374

DELIVERING THE RECONFIGURATION PROPOSALS

detail is in the Reconfiguration Programme Board Terms of Reference.
•

Women’s Project Board.

•

Children’s Project Board.

•

Treatment Centre Project Board.

•

ICU Project Board.

•

Diagnostics and Clinical Support Project Board.

•

Internal Refurbishment.

•

Infrastructure Project.

•

Corporate Back Office / Training and Education Project Board.

•

LGH Rationalisation Programme Board (remit wider than reconfiguration).

•

Theatres Programme Board (remit wider than reconfiguration).

9.6.3 Reconfiguration Programme controls
Whilst there is a robust reporting system in place, a need was identified to ensure that
all individual business cases / projects operate decision making within the parameters
of achieving the Programme’s objectives, on time, within budget and of high quality.
To add rigour to the Programme, a number of controls have been embedded across
all workstreams once they are in the construction/delivery phase.
Business case principles
For capital reconfiguration business cases within the UHL Reconfiguration
Programme, there are a set of underlying principles which need to be applied to all
the major cases. Through the development of recently approved business cases it
became clear that a consistent approach is needed across future cases to ensure
alignment with, and delivery of, the UHL Clinical and Reconfiguration Strategy to
meet the structural deficit and develop the schedule of accommodation to reconfigure
services.
The principles cover financial, operational, workforce, organisational development,
project benefits and quality and how they should be reflected in business cases.
Adherence to these ensures future Models of Care are efficient, add value and
contribute to Trust savings.
Change control process
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A change control process is in place across the Reconfiguration Programme to
ensure that any changes to business cases and major projects, and the originally
agreed programme of work, are robustly managed and taken through the appropriate
governance process. Change requests are discussed and agreed at the Project
Board prior to submission to the Reconfiguration Programme Board. Once signed off
by the Reconfiguration Programme Board, it then flows to ESB and, if the change has
implications for the capital costs, it goes to the Trust Capital Monitoring and
Investment Committee (CMIC).
Issue management
Programme delivery involves the management of issues which occur during delivery.
An issue is something which is actually happening now, is affecting the programme in
some way and needs to be actively dealt with and resolved. Risks, should they occur,
become issues. There is a risk register in place for the programme.
The Issue management process captures issues as they arise in a consistent and
reliable way, to ensure that they are managed and addressed in a timely fashion.
Issues are to be identified, assessed and addressed in much the same way as risks.
However, by their very nature they are having current impact on project / workstream
or the overall Programme delivery and therefore must be resolved as a high priority.
This includes:
•

Identifying, assessing and prioritising the issues faced by the project /
programme.

•

Ensuring that the issues are fully managed, each under the responsibility of
an assigned single owner.

•

Mobilising any necessary contingency actions and resources.

•

Ensuring that all issue plans are regularly reviewed.

•

Ensuring that all issues are escalated as appropriate.

•

Issues are identified through the highlight reporting process as part of the
programme reporting and recorded centrally by the PMO. Major issues are
discussed at the Reconfiguration Programme Board and either managed
there or escalated up for support/resolution.

Reporting
Each workstream has a Project Team and Project Board, with an SRO / Project Lead,
which meet monthly.
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An integrated governance structure for the programme is in place ensuring oversight
and providing assurance to different levels of the organisation.
Monthly reporting is at three levels via a series of dashboards:
•

Level three – Completed by workstream leads for the Project Board,
this is the basis of the highlight report which includes details of
milestones, interdependencies, key activities and risks. All projects /
workstreams maintain a risk log, which is reported and updated
monthly.

•

Level two – The information from the level three highlight reports is
aggregated up to a dashboard for the Reconfiguration Programme
Board, with high level details of progress of each project / workstream
and overall programme risks.

•

Level one – The information from the level two dashboard is further
aggregated to a strategic level report that is shared with the Executive
Strategy Board and Trust Board, flagging progress and significant risks
or issues.

Business case resourcing and capital expenditure monitoring
The resource requirements of major reconfiguration business cases prior to FBC
approval, and therefore prior to receipt of the external funding required, has been
identified as a key risk in delivery of the programme, both in respect of the availability
of capital funding and the management of allocated budgets. The guidance in the
capital bidding process for July 2018 stated that Trusts could potentially receive loans
to support the business case development which would be repayable on FBC
approval, and the UHL has assumed this to be the case in developing its proposals.
Expenditure will be monitored against the plan for major reconfiguration business
cases on a monthly basis. Any deviation from the capital plan will be reviewed and
managed appropriately. Fees incurred will be reviewed to ensure they are
appropriately accounted for as either capital or revenue.
Expenditure intended to be treated as capital expenditure includes costs relating to
business case authoring and development, external gateway reviews,
communications and engagement support, workforce planning support, finance
support, estates support, project management and implementation and design fees.
Role of Reconfiguration Programme workstreams
At the outset of the programme, each project / workstream develops a charter which
outlines the benefits of the project. This is reviewed in year, with tracking of progress
against milestones and KPIs. Each workstream reports monthly to the
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Reconfiguration Programme Board, as described in the previous section.
The workstreams are currently in different stages of development. Some have
complete clarity and are progressing well, whilst some remain at the early stages of
gaining traction across the organisation. We recognise that, for a programme of this
size, this is natural as workstreams and the Programme evolves, and moves forward.
The critical path and programme plan are intended to ensure that key milestones
remain on track and where there is slippage, impact is assessed and mitigations
undertaken.
All projects are managed following MSP and PRINCE2 methodology and overseen by
the Reconfiguration Programme Board. Post Project Evaluations (detailed in the next
section) are an integral part of UHL’s programmes and learning is continually used in
the development of UHL’s programmes. For example, UHL’s Internal Auditors (PwC)
carried out a Post Project Evaluation (PPE) on the first phase of the Emergency Floor
project (the new ED) and lessons learned were embedded into the second phase
delivery of the new Assessment Units. These were successfully opened on 13th June
2018.
9.6.4 Previous experience
The Reconfiguration and Estates teams at UHL have delivered the following major
investment projects in the last three years which have been delivered on time and
within budget:
•

The new Emergency Floor: this is a £43 million approved scheme delivered
in 2 phases. Phase 1 was the new Emergency Department (ED) which went
live on April 26th 2017. Phase 2 was the development of medical and frailty
assessment units, which was constructed in the space previously occupied by
the ED and surrounding areas, and completed in June 2018.

•

The new Vascular Unit at GH: this is a £13 million scheme which has
delivered a new ward with the Vascular Studies Unit, a new Hybrid Theatre,
and Interventional Radiology Suite. In order to meet the National Specialised
Services standards for a Level One Centre, Vascular services transferred to
GH in May 2017 to co-locate with Cardiac and Cardio-Thoracic surgery, and
have access to a new Hybrid Theatre.

New Models of Care for the Emergency Floor include:
•

The creation of a ‘single front door’ for all children’s emergencies, enabling
combined working between ED and the Children’s Hospital providing
seamless care for children and their families.

•

The provision of a Children’s short stay unit in the department, transforming
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paediatric assessment and avoiding unnecessary admissions.
•

The Adult ED has been designed to incorporate a transformed service for
urgent care and minor injuries. This is twofold: flexible spaces allow the
services to respond to surges in demand; and a shared workforce enables
effective streaming of patients upon arrival.

•

Phase 2 of the Emergency Floor Project transferred the medical and frailty
assessment units so they are adjacent to the new ED; enabling improved
patient flow and collaborative working between staff.

New Models of Care for Vascular services include:

9.7

•

The Hybrid Theatre providing 21st century imaging solutions – this is a
collaborative Model of Care between Vascular, Cardiology / Cardiothoracic
surgery and Interventional Radiology, offering the potential to expand the
Vascular and Cardiac surgery portfolio of services, including complex
Thoracic-Abdominal Aneurysms which offer improved patient outcomes.

•

Streamlined patient processes and improved quality and safety of care.

Programme timeline.

9.7.1 Current timetable
This outline timetable below reflects the assumption that following the approval of the
PCBC there will be OBCs and FBCs developed for individual projects starting at
different points throughout the life of the programme. It is envisaged that public
consultation will begin in spring 2019 as soon as this PCBC is approved and when
capital funding allocated. Any delay due to the approval process for capital funding
would have a direct impact on the timescales below.
Table 9-5 Programme timeline

Milestones

PreConsultation
Business Case
(PCBC)

Target Date

Comments

January 2020

CCG Board approvals of revised PCBC.

January to
March 2020

NHSEI approvals process on PCBC.
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Milestones

Target Date

Comments
NB: assumption that the capital bid and
PCBC are sufficiently robust to act as a
SOC enabling projects to progress
directly to OBC and FBC.

Public
Consultation

April 2020 to
July 2020

Commences 31 March 2020.

Decision
Making
Business Case
(DMBC)

October 2020

CCG Board approvals of DMBC.

February 2020
to October 2020

LGH Relocation of Stroke Services.

February 2020
to October 2020

Back Office Accommodation.

February 2020
to October 2020

LRI ICU Expansion: LRI Infrastructure.

August 2020 to
April 2021

LRI Maternity Hospital.

August 2020 to
April 2021

GH Admissions Unit.

August 2020 to
April 2021

LRI Children’s Hospital.

August 2020 to
April 2021

GH ICU Expansion; LRI Gynaecology
Relocation.

August 2020 to
April 2021

GH Wards; LRI Wards.

Outline
Business Case
(OBC)

NB: the approvals timescale is
acknowledged. UHL will continue to
review and develop the project whilst
OBCs are being approved.
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Milestones

Target Date

To be obtained for demolition and new
build elements before FBC submitted for
approval. No major issues expected as
planning authority is supportive and LGH
land divestment supports the Strategic
Growth Plan for housing.

Planning

Full Business
Case (FBC) /
procurement
completion

Planned start
date of capital
work

Planned end
date of capital
work

Comments

April to Sept
2020

LRI ICU Expansion; Back Office
Accommodation; LRI Infrastructure; GH
Admissions Unit ; LGH Relocation of
Stroke Services; GH Expansion; LRI
Maternity Hospital.

September to
November 2021

LRI Children’s Hospital; GH ICU
Expansion.

June 2022

LRI Gynaecology Relocation.

July to August
2023

LRI Wards; GH Wards.

April to August
2020

GH Admissions Unit; Back Office
Accommodation; Infrastructure: LGH
Relocation od Stroke Services.

February to
August 2021

LRI Maternity Hospital; LRI ICU
Expansion; GH Expansion.

January to
November 2022

LRI Children’s Hospital; ICU GH; LRI
Gynaecology Relocation.

September 2024

LRI Wards.

February 2025

GH Wards.

April to
November 2021

Back Office Accommodation; LGH
Relocation of Stroke Services; GH
Admission Unit.

March to
September 2022

LRI ICU Expansion; LRI Gynaecology
Relocation.

July to
December 2023

LRI Maternity Hospital; GH Expansion;
GH ICU Expansion.

March to
September 2024

LRI Children’s Hospital; LRI
Infrastructure.
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Milestones

Target Date

Related target
asset disposal
date

Comments

February to
October 2025

GH Wards; LRI Wards.

2020/21

Plot 1 – South aspect of the site (nonclinical).

2025

Plot 2 – Remaining footprint.

OBCs for the first set of projects will be developed for submission to NHSEI from the
autumn of 2019 and conclude with the final Ward expansion projects in spring /
summer 2023. FBCs will be developed following feedback from the NHSEI approval
panels, expanding on the detail of each of the OBCs.
This phased approach takes account of the sequencing required for each of the
projects to meet the needs of the business, enabling the services to move in a way
that minimises patient disruption.
Two major new build projects within the programme are LRI Maternity Hospital GH
Treatment Centre, it is anticipated that these will be funded through a Public Private
Partnership funding route. Therefore, the deliver timescales are dependent on a third
party procurement process estimated to be in early 2021.
Due to the size and scale of the Programme it is anticipated that the overall
construction period will last 5 years, with completion in autumn 2025; however this
timescale is only indicative and will be subject to change if delays occur within any of
the approval stages.
9.7.2 Critical path for implementation
There are critical interdependencies between the following UHL transformational
initiatives:
•

IT ‘eHospital’ project.

•

Frailty/Models of Care and reduction in outpatient numbers (and the
consequential impact on):
o

Workforce plan.

o

Estates Reconfiguration Programme.

The interdependencies are shown in the Figure below and the linkages between the
UHL eHospital project, Workforce Plan and Estates reconfiguration are shown in
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Appendix AG – eHospital, Workforce Plan and Estates Strategy linkages.
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Figure 9-6 Implementation interdependencies
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IT ‘eHospital’
As described in the PCBC and UHL’s IT Strategy, UHL’s ambition for eHospital by
2020 will drive transformation of UHL’s workforce and patient flows. New funding
announced recently by the Secretary of State will enable UHL to accelerate the timely
sharing of information with primary care, EMAS and social care through better
integration as well as contributing to the computerisation of outpatient services. In the
event that this funding isn’t forthcoming, there are alternative plans that will use
UHL’s Capital Resource Limit (CRL) and still provide the required enabling
infrastructure and implementation of UHL’s strategy ahead of reconfiguration. The full
benefit of these changes will not be fully realised until services are consolidated over
2 sites with services increasingly designed around patient flow e.g. the Treatment
Centre. Examples include:
•

Electronic paper record (paperless out patients).

•

Self check in.

•

Patient Calling system linked to patients own smartphones.

•

Web based outpatients, day care and day case patient pathway tracking.

•

Applications that promote non face to face consultations, and selfmanagement.

•

Online Pre Assessment Form / Consent / Education Material.

•

Integrated appointment Booking System / Waiting List Management System.

•

The eHospital programme also supports the delivery of the LLR Strategic
Transformational Programme (STP) by 2020.

Frailty / Models of Care
The response under Section 3 (Capacity implications, including hospital beds and
impact on performance) clearly identifies the programme and timeline for the delivery
of the change. The frailty model aims to deliver a 67 bed improvement (only 57 beds
are required). Work has commenced and is already proving beneficial.
Workforce
UHL’s workforce plan is broken into a series of action plans. Some cover the
immediate operational workforce challenges and some identify workforce
transformation plans as part of UHL’s reconfiguration programme. The
reconfiguration workforce action plans underpin the overarching clinical and estates
strategies and outline the significant interdependencies between projects. Each

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 385

DELIVERING THE RECONFIGURATION PROPOSALS

action plan has a Demand (Right Staff), Supply (Right Skills) and Actions Summary
(Right Place and Time) element. These are iterative and will be developed in line
with the evolving models of care as the individual business cases are developed.
9.8

Risk management

9.8.1 BCT programme risk management
Risk management across the BCT programme is being approached at three levels:
the organisational level, the project level, and the programme level.
Organisational - Each organisation within the BCT programme has its own risk
management process in place. These processes will inform or be incorporated into a
wider Board Assurance Framework or similar, which involve the following:
•

Risk register, showing scored risks, risk owners, mitigating actions and
timescales.

•

Detailed scrutiny by the Audit Committee (or equivalent).

•

An independent review by Internal and External Audit.

Programme - At the programme level, the BCT SLT receives a monthly report on the
risks that score highest, the “owner” of each risk, the review mechanism, and the
mitigating actions being taken. Risks are identified from information provided by the
project leads, as well as from programme-wide sources, such as those relating to
communications or strategy.
Project - As part of the BCT programme, each project deploys a range of standard
project- management tools, and applies a consistent methodology for identifying and
mitigating risks. Each project owner is accountable for providing regular progress
reports, including a risk summary, to the relevant SRO as well as to the BCT
Programme Management Office.
9.8.2 UHL Reconfiguration Programme risk management
UHL operate within the regulatory framework determined by the DHSC.
Comprehensive risk management is monitored through the Trust Board’s Assurance
Framework, which regularly reviews all key risks and action plans. These plans cover
clinical as well as corporate and business risks.
The scale and nature of the acute Reconfiguration Programme requires risk
management of a more granular nature using PRINCE2 project methodology.
Processes are in place that mirrors the BCT programme in terms of identifying and
managing risks at organisational, programme and project level.
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UHL risk management builds on firm foundations of a risk management policy with a
clear structure of accountability and escalation to make sure mitigating actions are
implemented.
The primary purpose of the risk management system is to:
•

Provide safe, high quality care and treatment to patients.

•

Protect patients and staff from harm.

•

Eliminate or reduce unnecessary costs.

•

Demonstrate evidence of a well governed organisation.

Risk management is an intrinsic part of the planning and decision making process at
all levels of the organisation. No change of direction, outcome or objectives occurs
without first considering the potential risks involved.
The UHL risk management policy sets out the Trust’s course of action to manage
risks arising from all types of activity.
The identification and assessment of risks is the process that helps organisations
understand the range of risks they face, the level of ability to control those risks, their
likelihood of occurrence and their potential impacts/consequences.
Although risk management assessment can be subjective, UHL use a standardised
risk management assessment form which is designed to provide a consistent
approach to risk evaluation through the use of a standard methodology including a 5
x 5 risk matrix:
Table 9-6 UHL risk management assessment format

Consequence
1
Likelihood

2

Insignificant Minor

3

4

5

Moderate

Major

Extreme

↓
1 Rare

1

2

3

4

5

2 Unlikely

2

4

6

8

10

3 Possible

3

6

9

12

15

4 Likely

4

8

12

16

20
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Consequence
1
Likelihood

2

Insignificant Minor

3

4

5

Moderate

Major

Extreme

15

20

25

↓
5 Almost
Certain

5

10

The risk rating is calculated by multiplying the consequence score by the likelihood
score:
•

1 – 6 (Low).

•

8 – 12 (Moderate).

•

15 – 20 (High).

•

25 (Extreme).

The Reconfiguration Programme Risk Register captures all the risks and issues
affecting the whole scope of the Reconfiguration Programme. All risks have an
identified owner who is responsible for managing the risk and who must ensure the
risk is reviewed frequently and updated on the risk register. The same approach is
used consistently with each project, and these are captured within a highlight report
dashboard which is shared with the Reconfiguration Programme Board at every
meeting.
The Reconfiguration Programme Risk Register is reviewed and updated at regular
intervals. All risks scoring 16 and above are captured in the monthly progress report
and escalated through the Reconfiguration Programme Board and up through the
governance structure to the Trust Board.
A copy of the latest UHL Reconfiguration Programme Risk Register is included in
Appendix AH – UHL Reconfiguration Programme Risk Register.
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9.9

Post programme review and benefits realisation

9.9.1 Outline Arrangements for Post Project Evaluation
UHL has established arrangements for Post Project Evaluation (PPE) in accordance
with best practice. UHL is committed to ensuring that a thorough and robust PPE is
undertaken at key stages in the process to ensure positive lessons can be learned
from projects that can inform processes and future projects undertaken.
The diagram below outlines the framework and example timescales that is adopted in
the undertaking of PPE associated with each project.
Figure 9-7 Framework for delivering Post Project Evaluation

Post-Occupancy Evaluation
Post Occupancy Evaluation (POE) is the process of obtaining feedback on a
building's performance once in use. POE is valuable, particularly in healthcare
environments, where poor building performance will impact on running costs,
occupant well-being and business efficiency.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 389

DELIVERING THE RECONFIGURATION PROPOSALS

POE will:
•

Highlight any immediate teething problems that can be addressed and solved.

•

Identify any gaps in communication and understanding that impact on the
building operation.

•

Provide lessons that can be used to improve design and procurement on
future projects.

•

Act as a benchmarking aid to compare across projects and over time.

Post Implementation Review (PIR)
PIR will ascertain whether the anticipated benefits have been delivered and will take
place 12 months following the delivery of the project and will be monitored on an
annual basis is subsequent years. For each project UHL will undertake a Gateway 5
Benefits Review. This will be undertaken either by a nominated internal team or will
be procured externally.
Project Evaluation Reviews (PERs)
Within UHL, PERs have recently been undertaken for both the Emergency Floor
Project and the relocation of vascular services. Key learning from these projects is
detailed below.
The Emergency Floor review was undertaken by the UHL’s Internal Auditors PwC
through a series of interviews. The process adopted within the Vascular Project was
one of a SurveyMonkey questionnaire, which was sent to a wide range of
stakeholders of the project. The questionnaire covered a number of themes, which
had been identified within the process for the EF project:
•

Governance-enabling decision making.

•

Delivery enabling plans.

•

Clear scope.

•

Smart financing.

•

Agile change control.

•

High performing teams.

This was followed up by a workshop, which considered key factors that had arisen in
more detail. A report with key actions and lessons learned was submitted to both the
UHL Reconfiguration Board and UHL’s Executive Strategy Board.
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They key actions are listed below:
•

Governance enabling decision making - The vision should remain
consistent and documentation should be of sufficient quality to detail the
project memory including decisions taken, sign off of plans and changes made
throughout the project.

•

Delivery enabling plans - The Reconfiguration Programme Board should
ensure that account is taken of the phasing of Reconfiguration projects and
there is explicit and comprehensive understanding and planning for the
resource demand across schemes.

•

Clear scope - Stakeholder engagement should be mapped early in the
project to ensure the right input is secured at the right time.

•

Smart financing - A scheme of delegation is now in place to support financial
management by Project Boards. The budget structure will be agreed in
advance and there will be a transparent process of reporting costs throughout
the lifetime of the project.

•

Agile control plans - Clinical operational and standard operating policies are
critical in developing an understanding and documenting how a new facility
will work in detail. These documents should be of a quality to enable this and
should have sign off from all impacted and the Project Board. There should be
an iterative process of review, validation and update throughout the lifetime of
the project. There should be implementation of formal checkpoints throughout
the project development where designs are re-circulated and signed off by an
agreed group.

•

High performing teams - Ensure there is Organisational Development and
support to a project during its earliest stages in the development of Clinical
Operational Policies and Business Cases:
o

Ensure that project planning includes appropriate resource / time for
Operational Managers and this is acknowledged and agreed by Senior
Managers.

o

Ensure a two way feedback mechanism is in place between project
members and their wider teams. Include a checkpoint at the end of
Project Board meetings which confirms the key points / issues for
onward communication with wider teams.

The above actions will be embedded within the management processes for the
Reconfiguration Programme and its constituent projects.
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Risk Potential Assessment
All significant public sector projects are required to complete the Office of
Government Commerce (OGC) process of detailed peer review and assessment at
key stages or gateways.
The requirement to register a project for formal review is based upon an initial Risk
Potential Assessment (RPA). Completion of an RPA results in a project being
classified as Low Risk (scoring 30 points or less), Medium Risk (31 – 40 points) or
High Risk (41 points or more). UHL believes that the undertaking of the Gateway
process is good practice for large capital schemes and will plan to undertake both
Gateways 4 and 5, either by an internal team or through external procurement.
Contingency Plans
In the event that a project fails, each will have its own contingency plan. This will be
built up from risk mitigation and developed in detail at the point of creating the OBC
and FBC.
9.9.2 Outline arrangements for benefits realisation
Introduction
UHL has an established approach to benefits realisation which is outlined below. The
UHL Reconfiguration Programme has many drivers for change. Such drivers vary in
nature and urgency. There are also drivers that resist change and encourage inertia,
making progress more difficult. The need for change must be set against the needs of
the current environment. Hence UHL’s benefits strategy provides the context and
balance for planning, running and completing the Reconfiguration Programme.
The anticipated Reconfiguration Programme benefits have been identified in the
context of UHL’s strategic objectives and satisfy the drivers for change. The
anticipated benefits are captured in individual Benefit’s Realisation Plans for each of
the projects which make up the UHL Reconfiguration Programme. Some examples of
individual project Benefits Realisation Plans are included in Appendix AI – Example
benefits realisation plans. Individual plans will be drawn up for each project and will
be further developed as each of the individual projects progresses through the OBC
and FBC processes.
Benefits Realisation Management
A benefit is a measureable improvement resulting from an outcome which is
perceived as an advantage by a stakeholder. Benefits are anticipated when a change
is conceived.
The objectives of Benefits Realisation Management are to:
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•

Ensure benefits are identified and defined clearly at the outset, and linked to
strategic outcomes.

•

Ensure business areas are committed to realising their defined benefits with
ownership and responsibility for adding value through the realisation process.

•

Drive the process of realising benefits, including benefit measurement,
tracking and recording benefits as they are realised.

•

Use the defined, expected benefits as a roadmap for the programme,
providing a focus for delivering change.

•

Provide alignment and clear links between the programme and the strategic
objectives of the organisation(s) involved.

Undertaking Benefits Realisation Management allows UHL to focus on benefits and
threats to the Reconfiguration Programme and the Trust. For this reason, Benefits
Realisation Management drives the other governance themes and major elements in
the UHL Reconfiguration Programme.
Given its centrality to the UHL Reconfiguration Programme, it is not surprising that
the scope of Benefits Realisation Management covers:
•

Managing the risk and issues that may impact on realising benefits.

•

Confirming the alignment and integrity of plans against projects, activities and
associated business changes needed to deliver the new capabilities and
benefits.

•

Providing a focal point at end-of-project reviews for adjustments to
governance throughout the programme.

•

Defining what a “fit-for-purpose” capability and the critical quality checking
mechanisms throughout the programme would be.

•

Setting the aggregate of achieved benefits, expected benefits, costs-to-date
and expected cost against the business case; providing a crucial test of the
ongoing viability of projects and the programme.

•

Being a focus for continual analysis of, and engagement with, stakeholders
including staff (through “Listening in Action” sessions) and patients (through
representation of Patient Partners on individual Project Boards).

•

Providing the Benefits Realisation Plan, this should be one of the main
foundations for planning the programme.
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Post project/programme benefits review
It is important to note that Benefits Realisation Management may well continue
beyond the end of the individual projects or the overall Reconfiguration Programme.
This is because benefits may occur after the programme has been completed and
other benefits may have been managed to pre-agreed target levels that are still to be
achieved. For these reasons UHL’s Benefits Realisation Management will be an
ongoing process post completion of the individual projects and the overall
Reconfiguration Programme.
9.10 Conclusion on delivering the reconfiguration proposals
The above demonstrates that the Commissioners and the Trust have the appropriate
plans in place and the capacity and capability to deliver the project and to realise the
benefits of ‘working together to provide individuals with better care, in the most
appropriate setting, in a financially sustainable way’.
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Appendix A – UHL Carter performance dashboard
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Appendix B – Leicester, Leicestershire and Rutland Better Care Together Next Steps

[See separate file]
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Appendix C – LLR Five Year Plan

[See separate file]
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Appendix D – LLR Digital Road Map

[See separate file]

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 399

Appendix E – LLR Estates Strategy

[See separate file]
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Appendix F – UHL Clinical Services and Reconfiguration Strategy

[See separate file]
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Appendix G – UHL Specialised Services Strategy

[See separate file]
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Appendix H – UHL People Strategy

[See separate file]

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 403

Appendix I – UHL Strategic Workforce Plan

[See separate file]
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Appendix J – UHL Estate Strategy

[See separate file]
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Appendix K – UHL IT Strategy

[See separate file]
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Appendix L – UHL Quality Strategy and Priorities 2019 to 2022

[See separate file]
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Improved Service Delivery

Improved Staff Experience and Motivation

Stakeholder Impact

Strategic Fit

Flexibility for the Future

Option 1

280
132
44
44
108
36
36
96
140
196
48 1160
168
220
44
132
108
108
252
32
140
140
48 1392
280
220
132
132
108
36
108
32
196
140
16 1400
84
77
66
55
54
54
36
56
28
42
12
564
84
66
66
88
54
54
54
64
42
56
24
652

Option 2

280
132
44
44
108
108
180
160
140
140
48 1384
168
220
44
132
108
108
252
32
140
140
48 1392
392
132
132
132
180
180
36
32
140
140
16 1512
70
66
33
55
36
54
63
56
21
42
12
508
140
110
66
110
54
90
90
80
70
98
40
948

Option 3/5

392
440
440
440
252
252
360
224
140
140
112 3192
560
220
308
132
252
252
180
224
196
196
112 2632
560
220
308
220
108
252
180
224
84
84
80 2320
98
77
110
55
63
63
63
56
35
35
20
675
196
154
220
220
126
126
180
160
98
98
56 1634
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Stakeholder Impact

Strategic Fit

Flexibility for the Future

Feasibility and Timescale

Ease of Implementation

Quality of Patient Experience

Improved Service Delivery

Improved Staff Experience and Motivation

Stakeholder Impact

Strategic Fit

Flexibility for the Future

Improved Facilities

Feasibility and Timescale

Ease of Implementation

Total

Improved Health Outcomes

Quality of Patient Experience

Improved Service Delivery

Improved Staff Experience and Motivation

Stakeholder Impact

Strategic Fit

Flexibility for the Future

Improved Facilities

Feasibility and Timescale

Ease of Implementation

Total

Improved Health Outcomes

Quality of Patient Experience

Improved Service Delivery

Improved Staff Experience and Motivation

Stakeholder Impact

Strategic Fit

Flexibility for the Future

Improved Facilities

Feasibility and Timescale

Improved Health Outcomes

Quality of Patient Experience

Improved Service Delivery

Improved Staff Experience and Motivation

Stakeholder Impact

Strategic Fit

Improved Facilities

Feasibility and Timescale

Ease of Implementation

168
132
132
132
108
108
108
96
140
140
16 1280
168
220
132
132
180
36
36
224
196
196
48 1568
392
220
220
308
252
180
360
320
196
196
80 2724
168
220
132
132
108
180
108
160
140
84
80 1512
56
132
132
220
108
36
36
32
140
140

Option 2

280
132
132
132
180
180
108
160
140
84
48 1576
168
132
44
132
180
36
36
160
84
196
16 1184
392
220
220
308
252
180
360
320
196
196
80 2724
168
308
220
220
108
180
180
224
140
140
112 2000
280
308
220
132
180
36
180
224
196
140
80 1976

Option 3/5

392
308
308
308
360
360
252
224
140
140
112 2904
392
308
308
308
252
180
252
224
140
140
112 2616
392
440
308
440
360
252
360
320
196
196
112 3376
392
440
440
440
360
360
360
224
196
280
112 3604
560
308
440
440
252
360
180
224
84
28
160 3036

CMG 5

Critical Care, Theatres, Anaesthetics, Pain and Sleep

CMG 8
CMG 9
CMG 10

Patient Representative
Commissioners*
Directors*

Total

CMG 4

Emergency & Special Medicine

Value for Money-( qualitative )

Flexibility for the Future

Total

Value for Money-( qualitative )

Ease of Implementation

Value for Money-( qualitative )

Value for Money-( qualitative )

Improved Health Outcomes

Total

Value for Money-( qualitative )

CMG 3

Cardiac, Renal and Respiratory

Total

Improved Staff Experience and Motivation

CMG 2

Womens and Childrens

Value for Money-( qualitative )

Improved Service Delivery

Option 1
Improved Facilities

Quality of Patient Experience

CMG 1

Prof Services, Imaging, Med Physics & Empath

Ease of Implementation

CMG 7

Musculoskeletal and Specialist Surgery

Feasibility and Timescale

CMG 6

Cancer, Haem GI Med & Surg

Improved Facilities

Flexibility for the Future

Strategic Fit

Stakeholder Impact

Improved Staff Experience and Motivation

Improved Service Delivery

Quality of Patient Experience

Improved Health Outcomes

Total

Value for Money-( qualitative )

Ease of Implementation

Feasibility and Timescale

Improved Facilities

Flexibility for the Future

Strategic Fit

Stakeholder Impact

Improved Staff Experience and Motivation

Improved Service Delivery

Quality of Patient Experience

Improved Health Outcomes

Total

Value for Money-( qualitative )

Ease of Implementation

Feasibility and Timescale

Improved Facilities

Stakeholder Impact

Improved Staff Experience and Motivation

Improved Service Delivery

Quality of Patient Experience

Improved Health Outcomes

Total

Value for Money-( qualitative )

Ease of Implementation

Feasibility and Timescale

Improved Facilities

Flexibility for the Future

Strategic Fit

Stakeholder Impact

Improved Staff Experience and Motivation

Improved Service Delivery

Quality of Patient Experience

Improved Health Outcomes

Total

Value for Money-( qualitative )

Ease of Implementation

Feasibility and Timescale

Improved Facilities

Flexibility for the Future

Improved Health Outcomes

Options

Strategic Fit

Quality of Patient Experience

Options
Improved Health Outcomes

Appendix M – Acute options appraisal detailed scoring

Individual CMG scores

80 1112

Overall scores by CMG

CMG 10- DIRECTORS

Option score

Rank

Option 1

1280 1568 2724 1512 1112 1160 1392 1400 564

652

13364

3

Option 2

1576 1184 2724 2000 1976 1384 1392 1512 508

948

15204

2

Option 3/5

2904 2616 3376 3604 3036 3192 2632 2320 675 1634

25989

1

CMG 6 - CHUGGS

CMG 9 - CCGS

CMG 8 - HEALTHWATCH

CMG 7 - Muscu & Spec Surgery

CMG's

CMG 5 - ITAPS

CMG 4-E & SM

CMG 3- CRR

CMG 1 - CSI

CMG 2- W&C

Options

Overall scores by Benefit Criteria
Total - all CMGs

Flexibility for the Future

Improved Facilities

Feasibility and Timescale

Ease of Implementation

1375
1397
3003

1188
1386
2385

828
1152
2457

1134
1485
2367

1112
1448
2104

1358
1267
1309

1330
1316
1337

452 13364
500 15204
988 25989
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Rank

Strategic Fit

1100
1155
3190

Option score

Stakeholder Impact

1639
1760
2915

Total

Improved Staff Experience and Motivation

1848
2338
3934

Value for Money-( qualitative )

Improved Service Delivery

Option 1
Option 2
Option 3/5

Quality of Patient Experience

Options

Improved Health Outcomes

Benefit Criteria

13364
15204
25989

3
2
1
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Appendix N – DHSC SOC forms for options appraisal capital costs
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Appendix O – Maternity services options appraisal – detail benefit criteria and
weightings

Detailed Benefit Criteria

Weighting
%

1

Clinical Quality, Safety, Configuration & Choice

35

Enables the provision of safe, sustainable, high quality services in
line with national guidance standards and frameworks
1.1

Enables the safe, sustainable and clinically effective delivery of the
agreed Service Models for Neonatal, Gynaecology, Maternity
Services and Genetics

9

1.2

Creates a critical sustainable mass of activity, staff and equipment
to deliver consistently safe, expert care

6

1.3

Provides a configuration of services that maximises the required
services adjacencies and optimises the patient journey, which:
- minimises clinical risk
- enhances the overall patient experience.

5

1.4

Is in line with the Better care together and UHL 5 year plan and
clinical strategy, centralising care where necessary, localising
where possible and yet is flexible to respond and adapt to future
policy and demand.

3

1.5

Delivers care closer to home where safe service delivery and
critical mass is achieved

3

1.6

Addresses the requirements of national and local policy for
example NICE guidance, IOG guidelines and relevant National
Service Frameworks, RCOG and NMC guidelines.

3

1.7

Takes into account demography and deprivation

3

1.8

Delivers a configuration of services that is understandable for staff
and patients, and offers choice

3

2

Efficiency and Service Effectiveness

20

More efficient and effective use of resources to reflect growing
service provision
2.1

Allows provision of an effective service that maximises clinical
governance whilst minimises clinical risk
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Detailed Benefit Criteria

Weighting
%

2.2

Enables optimum use of all resources.

4

2.3

Delivers an acceptable transitional strategy: that maintains service
capacity: patient accessibility; and minimises disruption during
implementation

3

2.4

Demonstrates an efficient deliverable workforce solution that is
sustainable

6

3

Flexibility

10

The extent to which the development of services has the capability
to respond flexibly to changes in clinical practice, activity and
service delivery changes
3.1

Facilitates a generic approach where possible to the use of space
and shared facilities whilst ensuring functionality.

4

3.2

Allows for expansion/contraction potential to meet new guidance;
business opportunities and service demands

3

3.3

Accommodates changes in technology and its application to
efficient delivery of services

3

4

Quality of the Patient Environment

10

The provision of an environment that maximises the provision of
high quality services
4.1

Optimises patient’s privacy and dignity

2

4.2

Provides a welcoming environment and suitable facilities for
patients, relatives and staff

2

4.3

Supports the equality & diversity of patients

2

4.4

Provides safe and easy access through the building

2

4.5

Enables accommodation to be sized which is fully functional

2

5

Training Education & Research

15

Maintains and enhances education, training and research
5.1

Provides appropriate facilities for up to date education and training,
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Detailed Benefit Criteria

Weighting
%

that meets the requirements for all staff and students
5.2

Enhances opportunities for research through collaboration with
academic partners

6

6

Accessibility

10

The ease of external access to facilities and once on site to the
services provided
6.1

Accessible public transport links

3

6.2

Access for ambulances, private vehicles, emergency drop off and
car parking

4

6.3

Ability to plan journey to facilities based on site, is understandable

3
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Appendix P – LLR Transformational Plan for Maternity Services

[See separate file]
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Appendix Q – Feedback from BCTP public engagement activities

The table below sets out some of the key comments and concerns we heard across
Leicester, Leicestershire and Rutland, as well as our planned next steps for
addressing them.
Area
Our hospitals and
community beds

You told us
You are concerned about our
plans to close hospital beds
across
Leicester,
Leicestershire and Rutland.

You wanted to know more
about how we will fund
changes to our hospital
services. You are concerned
that changes to services are
being driven by the need for
efficiency savings.
You are concerned about car
parking, public transport and
general access to services –
particularly
at
community
hospitals.

Home First

You feel that the philosophy of
‘home first’ is good, but want to
be sure that the resources are
available to make it work.

You want to be assured that
people will be treated in the
right place for them – and that
if they need hospital care they
will get it.

Our response
Since publishing our plan in November we
have heard from a wide range of stakeholders
that our planned bed reduction was not
achievable. We have looked again at our
capacity planning and discounted any overall
bed reduction as a result. The proposals now
result in an increase 54 beds within our acute
system.
We have strengthened our case for change
on the basis of clinical feedback, showing that
our plans are driven by the need to ensure
clinical sustainability for the future, meet
demand & increase the quality of care
provided as well as becoming financially
sustainable.
In our revised proposals, we have increased
the amount of car parking on LRI and
Glenfield Hospital sites to reflect the quantum
of services moving.
We have also refreshed our travel and access
analysis to ensure that disruption is minimised
as far as possible.
Our plans are ambitious and we know we are
working within a difficult financial situation,
however by joining resources and planning
together we can make efficiencies.
We are currently developing detailed plans
about how the ‘home first’ way of delivering
care and support could reduce the pressure
on hospitals. We won’t be able to deliver all
care close to home to meet everyone’s needs,
as that would not be affordable, but we will
look to where specialist services can best be
provided from, in order to build up support
networks and people’s independence.
We are aware that there are currently people
receiving care in hospitals that would be
better supported in their local community. By
reducing this demand we will create the
resources to develop more community
services.
For many people the most appropriate place
for care is at home – going into hospital leads
to a risk of infection, loss of muscle strength,
loss of independence and confidence and low
mood.
We recognise that some people will need to
be admitted to hospital, but it is important that
as soon as a patient is medically fit to be
discharged they return home for ongoing
recovery and rehabilitation.
By ensuring people are supported to return
home as quickly as possible this will free up
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Area

You told us
You want to know what Home
First will mean for people
without families and carers,
and
how
they
will
be
supported.

You are concerned that the
plans could increase isolation
in our communities and want to
know what we will do to
address this.

Integration

You told us care closer to
home but must be accessible,
especially by public transport.
You wanted to feel assured
that the transport infrastructure
has
been considered in
proposals.
You were positive about
integration and see the need
for greater closer working,
particularly to support people
being discharged from hospital.

Our response
beds for those needing to be in hospital.
The aim of Home First will be to provide more
short term health and social care support to
help people at a time of illness or crisis, and
during the recovery and rehabilitation phase.
In order to make this happen we will be
enhancing interim packages of care outside of
hospital – this could be at home or in special
community assessment and rehabilitation
service.
For people without families and carers this
short term support will meet their needs. It will
also meet the needs of carers and families
who need short term support to care for a
loved one during a period of illness or crisis.
We will be working closely with communities,
the voluntary sector and using available
technology and equipment to support people
to live as independently as possible.
We understand the impact of isolation on
health. Our plans will aim to connect more
people with local support services and reduce
isolation. Loneliness will be easier to identify
in services provided at home compared to
large hospitals.

Ensuring patients are able to get home as
quickly as possible following a hospital stay is
a focus of the LLR BCTP.
The new Integrated Discharge Team (IDT)
has been working alongside a number of the
busiest wards at the Leicester Royal Infirmary
since July to provide expert discharge advice
and assistance to ward staff to get people
home as soon as they are well enough to
leave the acute hospital. The aim of the
service is to identify patients requiring ongoing
assessments and rehabilitation and transfer
them to appropriate services in the
community, preferably at home, where their
independence can be maximised and
decisions about longer term care can be
made.
The aim of the project is to create a single
integrated discharge service across University
Hospitals of Leicester NHS Trust (UHL). The
team will work together as a single service,
regardless
of
their
professional
or
organisational
background,
to
reduce
duplication and access and navigate patients
to appropriate health and social care services
in the community.
Leicestershire County Council and Leicester
City Council hospital social care workers, UHL
Specialist Discharge Nurses, LPT Primary
Care Co-ordinators and UHL therapists are all
part of the new team.
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Area

You told us

Our response
Across Leicester, Leicestershire and Rutland
we also want to see our health and social care
services working together even more closely
in the community to help prevent avoidable
admissions and to support peoples recovery
and rehabilitation. We are starting to scope
what that could look like.
Another example of this is the development of
Integrated Locality Teams.
In the future we want to deliver more care and
support in the community than in the acute
sector.
Integrated Locality Teams will be responsible
for joining up and coordinating the care
provided by multiple professionals to patients
within their defined geographical area
(locality).
The focus for Integrated Locality Teams
initially will be groups of patients who we
consider most at risk of their care escalating
into the acute setting, especially if their care
plan is not well coordinated in the community.
We have identified and prioritised three
groups of patients who will initially benefit
from the Integrated Locality Team model in
Leicester, Leicestershire and Rutland:
•
Adults with five or more long term
conditions.
•
Adults whose acute care costs are
predicted to be three times the
average over the next twelve
months.
•
People with a frailty marker
regardless of age (impaired
function).

You suggested additional
disciplines that could be
involved in integrated locality
teams, including community
psychiatric nurses, mental
health teams, CAMHS, Local
Area Coordinators and the
voluntary and community
sector.
You want to know that funding
and investment will be
available to support these
proposals and make sure that
staff are able to deliver on
them.

We have now set up 11 Integrated Locality
Teams across Leicester, Leicestershire and
Rutland and are currently trailing different
ways of working in each of them.
Depending on the results of this work over the
next couple of months other staff could
potentially become part of Integrated Locality
Teams.
The Integrated locality Teams do not require
cash investment. The is not a new initiative
but a different way of working, the resources
required to make this happen are coming from
existing teams across health and social care.
We already have teams integrating and
looking at new ways of working. This is being
supported by a leadership development
programme to enable front line staff across
health and social care to understand the
challenges and benefits of working across
boundaries and, facilitate integrated working.
The integration of teams is a fundamental part
of the overall BCTP strategy and fully
supported by all partners across Leicester,
Leicestershire and Rutland.
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Area
Urgent
and
emergency care

Maternity

Primary care

You told us
You don’t yet have confidence
in the advice given by NHS 111
and think it can be slow to use.
You are concerned that NHS
111
operators
are
not
clinicians.
You see a need for walk-in
centres close to home.
You have questions about how
the current plans will impact on
maternity
services
–
particularly
the
proposed
transfer of services from St
Mary’s Birth Centre.

You want to see better access
to GPs – particularly outside of
normal working hours.

You are concerned that, with a
growing population, we need
more capacity in primary care
services.

You are concerned that the
introduction of GP Federations
will reduce the access and time
you have with your GP.

Our response
The pilot scheme which increased the number
of clinical advisors has been extended with
notable successes in diverting people away
from A&E and into more appropriate settings
of care.

Our proposals offer a choice of place of birth
including home birth, alongside a midwifery
Birth Centre based at the Leicester Royal
Infirmary, combined midwifery and obstetric
delivery based at the Leicester Royal
Infirmary and consultation on a potential
standalone Midwifery Birth Centre at the
Leicester General Hospital. These proposals
provide for the best clinical organisation of
services to ensure the safest and highest
quality of care for the women of Leicester,
Leicestershire and Rutland making them
sustainable for the future.
Should consultation support a standalone
Midwifery Birth Centre this needs to be in a
location that ensures fairness of access for all
women and sufficient numbers of births to
make the centre sustainable. This makes the
Leicester General Hospital the most
appropriate location.
We will maintain community services in
Melton and the northeast of the county
developing them to ensure that there is
support for home births, antenatal and
postnatal care in the local community.
It is important to emphasise that any changes
in service configuration will be implemented
taking into account the principles of Better
Births.
Our plan aims to ensure that all patients
across Leicester, Leicestershire and Rutland
have access to a full range of primary care
services – both in the evenings and at
weekends.
Capacity is key, which is why our plan sets
out plans to increase the primary care
workforce. This includes growth in the number
of nurse practitioners, pharmacists, healthcare
assistants and physicians associates as well
as GPs. The utilisation of a broader range of
health care professionals will enabled patients
to be seen by the most appropriate person for
their need – meaning that GPs will be able to
manage the most complex patients and coordinate the care of the rest of their patient
population.
A federation is a group of practices or
surgeries working together to provide high
quality, patient-focused services within their
local area. We see them as part of the
solution to the challenges we face, helping to
provide more services outside of a hospital
setting and within the local community. They
can also play an important part in increasing
access to GP services, as well as freeing up
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Area

Prevention

You told us

You want to see a stronger
focus on prevention and selfmanagement within the BCTP.

You want to see greater
education for people about
their own health, including from
an early age.

IM&T

You want information shared,
so you don’t have to repeat
their story. They want IT to
support this and want patients
as well as families involved.

You want to be assured that
there are safeguards in place
around security and data
protection.

Staff, training and
development

Communications

You feel that there should be
training for staff so that they
are able to adapt to the new
ways of working.
You are concerned that the
right staff are not being
attracted into the right roles,
and that healthcare jobs are
not seen as attractive.
You want to be hearing more
about the work of the BCT

Our response
GP time to spend with those patients who
benefit from the continuity of seeing the same
doctor.
The Five Year Forward View supports the fact
prevention is ‘everyone’s business’ and
therefore prevention is a key theme relevant
to all of the BCTP workstreams. Prevention
work is happening in a variety of forms across
the STP’s workstreams. The Prevention
Workstream, in particular, is looking at ways
to scale up prevention across the system by
properly embedding Making Every Contact
Count.
The Prevention Workstream has at its core
the goal to prevent the five most costly risk
factors of poor health (smoking, drinking
alcohol, obesity, low physical activity and
hypertension). To reduce the burden of the
five risk factors, we are looking at ways for
people to better care for their own health,
receive the information they need in
accessible formats and continuing our day to
day Public Health work via local authorities.
We have been working across Leicester,
Leicestershire and Rutland to support the
sharing of information across our services. All
patients, unless they have decided not to, now
have a Summary Care Record. This includes
information about their basic information
about their current medications, allergies, and
bad reactions they have had to medicines.
You can now also choose to share extra
information that you think would be helpful for
the healthcare staff who treat you. This could
include information about your long term
health condition, medical history and your
healthcare needs and personal preferences. If
you would like to sign-up to share this
information please contact the staff at your
GP practice.
We are committed to keeping your data safe.
Your Summary Care Record can only be
viewed by authorised staff who have an NHS
smartcard with a chip and PIN. They must
also ask for your consent to view your
Summary Care Record, unless you are
unconscious
or otherwise
unable
to
communicate and they believe that accessing
your record is in your best interest. All access
to your Summary Care record is documented
and audited by the Privacy Officer of the
organisation to ensure it is appropriate.

We are committed to maintaining an open
dialogue with the public about our BCT
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Area

You told us
partnership and our plans for
the future.

Our response
partnership and the Sustainability and
Transformation Plan. We will publish minutes
of the System Leadership Team meetings and
publish a monthly update on progress. We will
also do more to share examples of our work
and the difference that it is making across
Leicester, Leicestershire and Rutland.

Voluntary sector colleagues
want greater input into the
direction of the BCTP and want
further clarity on the role they
can play in ultimately delivering
the plan.
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Appendix R – UHL Maternity services public engagement activities

The table below summarises a number of the Maternity workstream engagement
events and provides details of the topics discussed and the feedback received. It also
shows the points taken into account when evaluation the options.
Date

Event Name

Venue

Themes

No of
attendees

2010

• Safe services are most important.
• Want access to acute services if

Next Stage Review
– maternity and
newborn

problems arose.

• Midwife clinics and post‐natal care
wanted closer to home.

• More willing to travel for
Specialised services.

• 2/3 people asked opted for acute
03/ 2015

BCT

1,000

engagement
campaign

Ongoing

BCT Maternity
& Children's
Steering Group
Meeting

Ongoing

Women’s Project

Leicestershire
County
Council
offices,
County Hall,
Glenfield
LRI

8‐12

8‐12

Board

02/06/15

Twins at Tots
Time

03/06/15

hospital ward birth over MLU
setting.
People asked wanted services that:
• Improve overall care and outcomes
for mums and babies.
• Offer choice and integration
between primary and secondary
care.
• Are affordable and in line with
national standards.
The BCT PPI lead, Pratiba Mkadmi
attended several of these meetings
until June 2015 (see minutes).

Attended by Healthwatch
representatives.
Provide ongoing input, discussion, and
challenge to the wider project
and proposals.
Attended by Carmel Angrave.

Sapcote Scout
Hut,
Church Road LE9
4FG

Public Listening Event: The Big Shed,
“Have your say on the Commercial
future of childbirth and Square,
Freeman’s
gynaecology services”
Common,
Leicester LE2
7SR

43
(19
members of the
public)

After a presentation delivered by
clinicians from Leicester’s Hospitals and
a representative from the Better Care
Together programme board, the
attendees were split onto five tables
and asked to list the following headings
in priority order:

•
•
•
•
•

Clinical Quality & Configuration.
Safety.
Efficiency & Service Effectiveness.
Flexibility.
Quality of the Patient Environment.
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Date

Event Name

Venue

Themes

No of
attendees

• Training, Education & Research.
• Accessibility.
These headings mirrored the weighting
criteria used to short list potential
Models of Care for Women’s services.
A summary of the findings is below:
• Tables 1, 2, and 3: placed “Clinical
Quality and Configuration” and
“Safety” at the top of their list of
priorities.
• Tables 1, 2 and 3: placed
“Accessibility” and “Quality of the
Patient Environment” as the next
most important criteria.
• Tables 1 and 2 placed “Training,
Education.
• & Research”, “Efficiency & Service
Effectiveness” and “Flexibility” in the
remaining three places, in that order
of priority.
• Table 3 placed “Flexibility” in first
place out of these remaining slots,
with the others following in the same
order as tables 1 and 2.
• Table 4 had a very different order of
priority, with “Accessibility” topping
the list; “Clinical Quality and
Configuration” and “Quality of the
Patient Environment” in joint
second; “Safety” and “Training,
Education & Research” in joint third;
“Efficiency & Service Effectiveness”
and “Flexibility” in joint fourth.
• Table 5 were unable to prioritise the
criteria and arranged them in a
circular format, implying that all
were of equal importance.
The project team at Leicester’s
Hospitals used this feedback to
influence the option appraisal for the
Women’s services.
12/06/15

Options
appraisal

Voluntary Action
Leicester

45 (Clinical
Key themes from session, which
directors and informed the
service leads, appraisal of all the options:
Deputy
• Importance of clinical adjacencies.
Medical
• Patient choice.
director (SRO), • Recognition of importance of home
births.
operational
•
Preference for all maternity services
staff, midwives,
to be on one site (option scored
project team,
highest).
commissioner,
interested
stakeholder
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Date

Event Name

Venue

Themes

No of
attendees

17/06/15

Options appraisal:
validation session

09/07/15

Breast Friends

groups,
Healthwatch,
UHL patient
partners
30 Clinical
Voluntary Action
directors and
Leicester
service leads,
Deputy
Medical
director (SRO),
operational
staff, midwives,
project team,
commissioners
. Healthwatch,
interested
stakeholder
groups, UHL
patient
partners
12 members of
Bishop Street,
the public;
Leicester LE1
Karl Mayes
6AF
(breast feeding
support group)

The outcomes of the 12 June session
were validated and options
confirmed.

Key themes emerging from this
discussion included;

• Women want real choice to have
•
•

•

•

•
•
•

•
•

their babies at home (more
investment in home birthing).
Several women felt they were
discouraged from having a home
birth.
Birth is over – medicalised, the
group wanted more empowerment
for women to make their own
choices.
For hospital births the group
preferred a hospital that was close
to home but not one that
compromised quality of care.
Several women would like more
stand-alone midwifery units. Melton
is too far to travel to for those living
the other side of the county.
There was concern about poor
staffing levels in LRI and LGH.
All members of the group asked for
more support for breast feeding.
A woman of Guajarati heritage
noted that the extended family was
not included in breast feeding
support and this ignored the cultural
needs of women.
If services were all in one place it
would compromise families as they
may struggle to visit.
Concern was expressed that
women using fertility services
shared these with new mothers.
This was felt to be insensitive. The
preference was to keep these
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Date

Event Name

Venue

Themes

No of
attendees

17/07/15

Healthwatch
Rutland run event
for Rutland women

6 members of
Conference
the public,
Room, Gover
Elaine
Centre, Voluntary Broughton,
Karl Mayes
Action Rutland,
Lands End Way,
Oakham LE15
6RB

services separate.
• Overall a preference was expressed
for a properly funded community
based midwifery service.
This event was organised by
Healthwatch Rutland. Unfortunately
turn-out was poor. However the
following themes were discussed.

• Access to Parentcraft classes for
•

•

•
•
•

•
•

22/07/15

UHL staff briefing

LRI

10 staff

women in rural areas was seen as
very important.
The point was made that women in
Rutland have a choice of provider.
As such, if they were not happy with
the services under BCT they may
end up going to Peterborough
instead.
There was support to retain St
Mary’s Birth Centre as it was easier
to access from Rutland than LRI or
LGH.
It was also noted that the estate at
St Mary’s was run down and
needed investment.
One participant said that it was
better to have two good MLUs than
several of lesser quality.
Another participant said that women
would be happy to travel further if
they knew they had access to high
quality obstetric care.
In general the most important
factors were “safety, in the right
place at the right time”.
Public transport links from Rutland
to Leicester were said to be “awful”
and this would make it very difficult
for families to travel to the city.

• Robust communications to staff
about proposals in a timely manner.

28/07/15

Charnwood
BRAS
(breast feeding
support group)

Mountsorrel Sure 7 members of
the public
Start Children’s
Centre
Christchurch and
St Peter’s CofE
Primary School
Rothley Road
Mountsorrel LE12
7JU

Themes emerging:

• Support for MLUs. “if there is a

•
•
•
•

consultant next door this will
increase your chances of being
referred”.
A contrary view – if the MLU was
next to the hospital it would be
safer.
MLUs are better at controlling pain
and supporting breast feeding.
The ratio of midwives to women is
better at MLUs.
Antenatal care needs to be
improved. No time to discuss plans
for a natural birth. Women are going
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Date

Event Name

Venue

Themes

No of
attendees

•
•
•

•
•
•
•

01/09/15

11/09/15

Options appraisal –
midwifery‐led care

Toddler Town
Huncote

Voluntary
Action
Leicester

The Pavillion,
Sportsfield
Lane, Huncote
LE9 3BN

30

in to labour without knowledge of
options for non‐epidural pain relief.
The group said they would value
greater post-natal input and care.
Continuity of care (seeing the same
professional each time) was valued.
If all services were delivered at LRI
this would cause problems for
women living further away. Women
would end up giving birth before
they got to LRI.
The clinical environment can
discourage women from breast
feeding.
More support in the community and
better links between hospital and
community services.
Clinics should be available at
satellite sites across the county.
Infertility and gynaecology services
should be completely separate from
maternity.
Parking is a significant issue at LRI.

•
• Need to increase numbers of home
births.

• Detailed statistics are needed to

6

support all plans/consultation
options moving forward.
• Recognition of challenges around
providing midwifery-led care at
Melton in the future.
• Need to expand post-natal care.
Discussed what was important to
women about maternity services what
would they like to see changed
improved.
Key issues Safety and breastfeeding
support.

15/09/15

15/09/15

17/09/15

Women’s
preferred
option
discussion

Voluntary Action
Leicester

Toddler Town Wigston Freer Community
Centre Leicester
Road, Wigston
LE 418 1HQ
Public Meeting

The Big Shed
93 Commercial
Square
Freeman’s

28

• Preference for all acute services to
be located on one site – LRI.

• Preference to provide one

5

30 members
of the public

standalone MLU.
• Location of MLU should be at LGH
to increase access and equity of
service provision for LLR.
Discussed what was important to
women about maternity services what
would they like to see changed
improved.
Key issues car parking and post-natal
support.
Public meeting to talk and discuss
what are the issues facing maternity
services some of the driving factors
and look at what is important to
women.
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Date

Event Name

Venue

Themes

No of
attendees

Common
Key issues Safety, car parking
concerns re potential loss of St
Mary’s for post-natal support.
20/09/15

Sikh Community
Centre
Health Fair

The Sikh
Community
Centre
106 East Park
Road, Leicester
LE5 4QB

28/09/15

Sharma
Women’s Centre

39- 45
Sparken hoe
Street,

24/ 5 /16

Models of care
workshop

Voluntary
Action
Leicester

10/06/16

Politician
meeting: Keith
Vaz

10am‐
3pm

10 members
of the public,
Elaine
Broughton,
Carmel
Angrave

There were 100’s of people around as
there was a wedding at the centre as
well, although we probably only spoke to
around 10 people directly.
Providing advice to Sikh community re
access and importance of maternity
care, and what was important to them,
explained we were looking at some
changes within maternity provision and
would like their opinions. Very
welcoming
Providing advice re early booking and
access to Asian population and getting
feedback on services and asking what is
important. Key issue parking.

30

Meeting to discuss with key
stakeholders including Healthwatch and
PPI representatives the proposed
Models of Care for the BCTP/ LMS plan.
John Adler, Dr Discussion on the future proposals for
Chris Allsager, LGH including maternity services.
Mr Andrew
Furlong, Mr Ian
Scudamore

22/11/16

Radio Leicester
Interview

Radio Leicester

Ian Scudamore Focus on the future of maternity
services.

23/11/16

County
Councilors
meeting

County Hall

Toby Sanders, Discussion on the future proposals for
Ian Scudamore LGH including maternity services.

23/11/16

City Councilors
meeting

Town Hall

Sue Locke, Discussion on the future proposals for
Ian Scudamore LGH including maternity services.

30/11/16

Staff Briefing

St Mary’s Birth
Centre

06/12/16

Health and Wellbeing Gus Laxton
Board
Room County
Hall

20 staff;
Elaine
Broughton,
Louise Payne

Meeting with staff following information in
the press that services were going to be
transferred from St Mary’s, concerns
about their Jobs answered, where they
would be offered posts if services
transferred etc

Toby Sanders, Briefing on the BCTP.
Ian
Scudamore
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Date

Event Name

Venue

Themes

No of
attendees

14/12/16

LLR Scrutiny
Committee (City,
County, Rutland)

City Hall

27/01/17

Meeting with
Melton Borough
Councillors;

Melton Borough
Mark
Discussion on the future proposals for
Council,
Wightman, Ian maternity services and future of St
Parkside, Station Scudamore Mary’s Birth Centre.
Approach, Burton
with Pam
Street, Melton
Posnett and 2
Mowbray, LE13
colleagues
1GH

09/02/17

Video Shooting

Available on You Ian Scudamore STP priorities; focus on maternity.
Tube

13/02/17

MSLC

Gilmortan
Children
Center

23/02/17

City CCG
Public Presentation

02/03/17

HOSC

City Council
Offices

4/04/17

LMS workshop

LGH
meeting
room

20

Key stakeholders came together to help
shape the plan bases on all feedback.

7/07/17

LMS workshop

Education
center
LGH

17

9/9/17

STP PPI forum

Voluntary Action
Leicester

30

Stakeholders come together to help
finalize fiesr submission of the plan
including , Midwives
obstetricians
neonatologist HV PPI
reps PH
commissioners and
NHSE.
The LMS plan was presented to the PPI
group for scrutiny and challenge.

Mark
Discussion on BCTP priorities.
Wightman,
Ian
Scudamore

17

Proposals for STP and LMS plan shared
with MSLC and group asked for
comments.

Axhar
Presentation of BCTP plans.
Farooqui,
Ian
Scudamore,
John Jameson
John Adler, Discussion on the future proposals for
Mark
LGH including maternity services.
Wightman, Ian
Scudamore

General agreement some concerns over
practicalities of achieving continuity.
They queried whether this is really what
women want?
26/9/17

City GP forum
( ICG)

LCCCG East
Street

28

The plan was presented to City GP and
clinical forum for scrutiny and challenge.
General agreement of the plan . The role
of the GP in pathway needs to be clear.
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Date

Event Name

Venue

Themes

No of
attendees

3/10/17

Local
Clinical
Senate

10/10/17
Clinical
and 7/11/17 Commissioning
groups
Governing

County Hall

CCG

12

60

The plan was presented to local clinical
senate for scrutiny and challenge.
Some useful feedback regarding
changes required but general support of
the plan us.
The plan was presented to CCGs
governing bodies for scrutiny and
challenge to
obtain sign off for the BCTP.
All three CCG Supported the plan sign
of for BCTP obtained.

16/01/18

Regional Clinical
Senate

Voluntary Action
Leicester

12

The plan was presented regional clinical
senate for scrutiny and challenge.
Key elements of the plan agreed but
provided advices re pack of supporting
information that would be required to
progress.
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Appendix S – Clinical Senate Reports (July 2018 and September 2018)

[See separate files]
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Appendix T – Primary care demand management initiatives
Some examples of the sort of interventions that are being introduced to manage demand are described in the tables below.
1. Demand Management for 20% reduction in new referrals
Strand: Demand Management
What are we going to do
Reducing the demand in new outpatient and referral activity by 20%.
Managing the growth over the 5 year plan. The planned care work stream will
support the CCG’s with their elective demand management plans at both LLR
and individual CCG level. This is based on the NHS Demand Management
Good Practice Guide August 2016. Specifically supporting through the
following:• Focus on driving down secondary care demand and referrals by 20%
utilising referral management tools such as:1. PRISM
2. Advice & Guidance (roll out across all specialties)
3. Referral Triage Management
Whilst ensuring patients receive access to treatment in line with their
constitutional right.
• Support and facilitate the development of speciality PRISM referral
pathways and pathway redesign with an aim to have 200 pathways on
PRISM by the end of September 2018.
• Support the development of Referral Advisory Service in the
community with an initial focus on MSK, ENT, Cardiology,
Ophthalmology and Dermatology in the ‘first wave’
• Support CCG’s with Practice Peer Review of referrals
• Develop alternative to secondary care referral by having services
available in primary care such as:1. GPwSI
2. Use of other health care professionals eg high street optoms /
physio / ESP and specialist nurses
3. Community based clinics in the Alliance
• Planned Care Implementation lead part of Clinical Priorities
Pre Consultation Business Case
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Outcomes
• This will lead to a natural reduction in follow ups that are
associated with the new appointment reduction therefore resulting
in a reduction in follow up appointments as a direct link to the
reduction in new appointments
• Improved GP referral process with improved guidance and
supporting guidelines to reduce the number of referrals into
hospitals through the use of PRISM and Advice and Guidance.
• Reviewing the evidence base, current LLR activity and existing
clinical pathways and engaging directly with clinicians to agree a
new pathway to redesign and/or reduce activity where identified.
• Redesigned pathways to improve patient outcome and experience
eliminate waste by taking out unnecessary steps. With clinical
approval theses will be available on PRISM.
• Reduce unnecessary appointments that currently offer little
benefit to patients, freeing up clinical time and space for more
specialised requirement. Reducing space requirements and
saving money
• Better use of technology to help support the above
• Ensure patients do not have treatment where the clinical value
has no or little evidence to support this
• Providing value for money and reducing spend
• Support UHL moving from 3 to 2 sites
• Provide GP’s with Advice & Guidance in a range of Specialties
reducing referrals.
• Support the delivery of community clinics reducing the need for
secondary care referrals
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Strand: Demand Management
Implementation Group (CPIG) comprising clinicians and managers
from CCGs and UHL plus Public Health Consultants. CPIG designing
and implementing clinical thresholds and low value treatments policy.
• Support CCG’s with Practice Peer Review of referrals
• Each CCG is undertaking its own Clinical Peer Review programme
associated with their GP incentive schemes

2. MSK / Dermatology / ENT and Prior Approvals Referral Management Service
Strand: MSK Triage
What are we going to do
• Introduce a new Integrated MSK Triage model – this will incorporate
Orthopaedics, Sports Medicine, Spinal, Pain Management and
Rheumatology
• All referrals will be managed within the virtual Hub (as a single point of
access) by an appropriate practitioner following a clinically approved
referral process.
• The Triage has been rolled out across the above Specialities with the
last one, Rheumatology, going live early 18/19
• The Triage is undertaken virtually by GPwSI who have an agreed level
of MSK Triage. They are ‘buddied’ up with Orthopaedic / Rheumatology
Consultants when needed
• The admin support is provided by the Alliance and is centralised so that
it supports patients choice and captures relevant data to support the
Service and ensure that outcomes are captured
To achieve this new Hub model we will be undertaking the following:
•
•

Introduce a virtual triage
We have also reviewed the provision of alternatives to secondary care to
support patients, these include the triage providing advice & guidance to
GP’s, links to the MSK Physiotherapy model and the provision of
community based clinics with appropriate trained GPwSI’s. Access to
podiatry and podiatric surgery, where appropriate
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Outcomes
• A reduction in referral growth supporting demand management
• By introducing an integrated triage service, the pathway
redesign will improve patient outcome and experience by
eliminating waste and taking out unnecessary steps.
• Standardised service and a streamlined pathway will ensure
consistency in care..
• Improved referral forms on PRISM
• Promote lower wait times, ensuring patients are seen and
treated in a timely manner to prevent patients with acute
conditions from becoming chronic.
• An improved MSK Physiotherapy service with close links to MSK
Triage will prevent patients from being inappropriately referred
into UHL Orthopaedics. This will also lead to a reduction in
inappropriate diagnostics (scans).
• Evidenced to date has shown that 30% of the referrals triaged,
that would of historically gone to UHL, have been triaged to
other services or discharged at source with advice & guidance
• We have brought together the MSK Physio (First Contact
Practitioner model) and put it at the front of the patient pathway
so that the triage is used for the right patients and patients have
direct access to MSK Physio which is being rolled out over 18/19
as a first port of call
• MSK Physios can refer directly to MSK Triage without going
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Strand: MSK Triage
• Our MSK Physiotherapy Service can directly refer to MSK Triage without
sending the patient back to the GP
• An integrated IT system that can accept and support the triage of
referrals, and offer advice and guidance through PRISM, ERS and selfreferrals. Additionally, there should be integration with diagnostic results
and access between primary and secondary care for continuity of patient
care.
• Develop referral forms with clinicians that can be used on PRISM, ERS
• Promote awareness of new service and information available to GPs
• Following the implementation of MSK Referral Management we plan to
roll it out to the following Specialities:o Dermatology
o ENT
o Gastroenterology
As the next 3 services. The goal is to provide signposting via a referral
management process that understands the alternatives to that Specialty
and can provide effective advice & guidance to GPs
• To review the LLR process for IFR for Low Value Treatments across the
CCG’s ensuring rigour and compliance with our low value treatment
criteria

Strand: MSK Physiotherapy (linked to First Contact Practitioner)
What are we going to do
•

•

back to the GP
•
•
•
•

•
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Ensuring that patients do not have procedures where there is
evidence of no or little clinical benefit therefore reducing the
risks of complications or negative outcome for patients in these
categories
Reduce spend within secondary care

Outcomes
•

Introduce a new MSK Physio model across UHL and LPT Provider that
links to the First Contact Practioner providing direct access for
patients, telephone triage within 2 days of referral, advice, patient
information, exercise, direction to websites, only seeing patients face
to face who need it within 5 days for urgents and 4-6 weeks for routine.
This also includes Physio’s being able to refer to MSK Triage and
discharge patients
All referrals will be managed within the virtual Hub (as a single point of
access) by an appropriate practitioner following a clinically approved

Improved management and access in primary care for patients
where services are available in the specialties identified that are
outside secondary care
Improved access to secondary care for those patients who
require it
Reduction in cost

•
•

•

By introducing an integrated triage service, the pathway redesign
will improve patient outcome and experience by eliminating waste
and taking out unnecessary steps.
Standardised service and a streamlined pathway will ensure
consistency in care.
Provide better access to MSK Physiotherapy; in addition to GP
referrals there will be the introduction of self-referrals and open
access to the service for three months for the same condition
following treatment.
Improved referral forms on PRISM and for self-referral will support
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Strand: MSK Physiotherapy (linked to First Contact Practitioner)
referral process.
• The new streamlined MSK Physiotherapy model will provide a
consistent and standardised service, continuity of care, and better
access to Physiotherapy through self-referral and open access.
• An improved service will see shorter wait times- patients who are seen
quicker are more likely to need less appointments.
• Introduce a payment model per patient pathway rather than cost per
appointment so as to incentive provider efficiencies.
• This is being piloted across 40 practices across the 3 CCG’s with the
plan to roll out to rest of the Practices by December 18. The Physio
will be locality based for face to face appointments.
To achieve this new Hub model we will be undertaking the following:
•
•
•
•
•
•

•
•
•
•

a streamlined process and patient pathway.
Access to a new website/ online resources and applications will
promote self-management of conditions; this information wil also
be available to GPs on PRISM.
Greater emphsasis placed on self-management that will be
enabled through online resources/tutorials and leaflets.
Promote lower wait times, ensuring patients are seen and treated
in a timely manner to prevent patients with acute conditions from
becoming chronic.
An improved MSK Physiotherapy service with close links to MSK
will prevent patients from being inappropriately referred into UHL
Orthopaedics. This will also lead to a reduction in inappropriate
diagnostics (scans).

Introduce a virtual triage and treat hub model that will be lead by
Extended Scope Practitioners and Senior Physiotherapists with access
to GPwSI in MSK if required.
Admininstration staff from across LLR to manage appointment
bookings.
Access to telephone system for telephone triage where applicable.
Promote awareness of new service and information availble to both
GPs and patients via GP practices.
Allow open access for three months following treatment for the same
condition.
Development/use of website and applications that will promote selfmanagement and prevent unnecesary referrals.

3. Service transformation
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Strand: Service Transformation
What are we going to do
•

We are reviewing the top 10 Specialities based on volume, capacity
constraints, demand, waiting list issues and areas where we know we
have staffing constraints. We have split them into 2 phases:Phase 1:o Gastroenterology
o Dermatology
o Cardiology
o Orthopaedics
o Ophthalmology
From March 2018 to the end of July 2018 each of these specialties has or are
undertaking 2 Listening Into Action Events per specialty. The events will
consist of Clinicians and managers from primary and secondary care, patients,
Public Health, nurses, physio’s, optometrists and any other staff group in
secondary, community and primary care. The aim of these events are to:
o Describe what good would look like
o Taking away organisational barriers and boundaries.
o Putting aside historical processes
o How are we going to get there working together
o Quick wins (September start) medium wins (December start)
and long term wins (April 2019 start)
o To identify approximately 5 pathways that we could use a
different contract model that is pathway based to agree across
LLR for 19/20 contract based on Dermatology and Gastro
o This is an end to end pathway starting with patient self
management all the way through to discharge or primary care
Phase 2:o Respiratory medicine
o Urology
o General surgery
o ENT
o Haematology
The scoping workshops are taking place across July and August 18 for work
up by the end of Q3
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Outcomes
•
•

•
•
•
•
•
•
•
•
•
•
•

Reduction in secondary care attendance for outpatients
Reduction in number of patients with Long Term Conditions
needing to be seen in secondary care on a regular basis as
maintenance in primary care will provide support in a timely
fashion
Reduction in ED attendances by the provision of alternatives to
ED via ambulatory care models. We are working with Urgent
Care on this
Reduction in duplication of attendances and diagnostics through
improved communication and IT connections
Reduction in follow up as this redesign is linked to the follow up
reduction programme
Patients are seen right place, right person, first time
Improved communication between healthcare professionals
Improved communication between healthcare professionals and
patients
Reduction in unnecessary visits to hospital – freeing up
outpatient capacity or reducing the need for as many clinics as
we already have
Improved patient experience ensuring that a patient is fully
informed and part of their care.
Care is provided closer to home where appropriate
Reduction in cost to the health system by reducing unnecessary
visits and intervention
Patients only access secondary care when they need secondary
care
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Strand: Service Transformation
This programme links with the follow up reduction programme as they both
together provide the transformational requirements for the future.

4. Decommissioning follow up attendances
Strand: Decommissioning of follow-up outpatients
What are we going to do
1.

2.
3.

Drive down outpatient follow ups by 20% over 5 years as per the
original Planned Care stretched target. The planned care work stream
will focus on 31 specialties over the next 4 years focusing on 6
specialities per year. This is on top of the reduction in follow up
included in demand management project.
This project has links to the speciality transformation project and the
work contributes to the transformation savings
Drive down outpatient follow-ups by 55,000 in 18/19. To look at this
and the following areas have been identified as areas to pursue the
reduction:• Gastroenterology
• Cardiology
• Dermatology
• Orthopaedics
• Ophthalmology
• Respiratory Medicine
• ENT
• General Surgery
• Haematology
• Integrated Medicine
• Medical Oncology
• Gynaecology
• Breast Care
• Clinical Oncology
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Outcomes
•
•
•
•
•
•
•

•
•
•

Prevent patients being followed up unnecessarily effecting work
and school
Support providing value for money by reducing unnecessary
visits and driving down costs
Helping UHL reduce from 3 to 2 sites by reducing foot fall across
the 3 hospitals
Redesigned pathways to improve patient outcome and
experience eliminate waste by taking out unnecessary steps
Reconfigure services to be available in the community, closer to
patients homes
Promote lower wait times, ensuring patients are seen and
treated in accordance with national standards. This will also
prevent patients developing chronic problems
Reduce unnecessary appointments that currently offer little
benefit to patients, freeing up clinical time and space for more
specialised requirement. Reducing space requirements and
saving money
Better use of technology to help support the above
To deliver not only the 20% decrease in follow-ups but also the
extra 55,000 reduction required in 18/19
To support the repatriation of LLR activity back into LLR
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Strand: Decommissioning of follow-up outpatients
• Diabetology
• Infectious Diseases
• Maxillary Facial Surgery
• Rheumatology
• Neurology
• Pain Management
To achieve this we will be undertaking the following:• For certain specialities a Doctor Opt-In approach for any follow-up as
opposed to a current Opt-Out model
• Reduce clinical variation between clinicians in all specialties, where
appropriate
• Increase the use of open-access follow-ups and expand to other areas
other than procedure based specialties with a limited time period and a
specific criteria
• Review specialties where remote access follow-up would be useful
similar to the Hip and Knee work currently happening
• Introduce follow-up by other trained professionals to reduce cost, eg
optometrists to glaucoma follow-up.
• Increase the percentage of virtual follow-ups in a wide range of
specialties
• Introduce group follow up for a range of conditions. This is likely to be
Nurse / Physio led and would be suitable in speciality areas in
Orthopaedics, Rheumatology and some Long Term Condition areas.
• Revisit new to follow up ratios
• Look at specialties who undertake surveillance monitoring as a followup and develop a model for this to be carried out in a community
setting, e.g. Haematology MGUS monitoring
• Developing Nurse / Therapy / Pharmacist follow up for appropriate
areas
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5. Diagnostics – imaging and non imaging
Strand: Diagnostics – imaging and non imaging
What are we going to do
Outcomes
This is a continuation of work commenced
in 2017/18 to manage the ongoing demand
for a range of imaging and non imaging
investigations. This will be done by
• Further development of diagnostic
referral pathways (e.g. shoulder/
pelvis) on ICE
• Increase the number of PRISM
referrals that support diagnostic
decision making
• GP education sessions by
diagnostic teams
• Advice and guidance introduced
for imaging plain film and then
extend to other imaging modalities
• Development of referral hubs for
local diagnostics for GPs

•
•
•
•
•
•
•
•
•
•

Reduce the need of patients to go to UHL for diagnostic investigations
Reduce the number of referrals to secondary care
Ensure patient requiring secondary care referral are appropriately worked up so reducing the
number of outpatients visits
The patient receives the appropriate investigation in a timely manner to support early diagnosis and
appropriate level treatment
Increase the number of pathways to ensure patients are receiving the most appropriate investigation
at the appropriate time – imaging and non imaging. All providers will be expected to use the
pathways
Embed Advice and Guidance in to Radiology
Provide more services closer to patient’s homes, improving patient outcomes and experience and
eliminate waste through redesigned pathways
Better use of technology to help support the delivery of the programme
Patients will not have treatment where the clinical value has no or little evidence to support it.
All diagnostic requests will be made electronically using Sunquest ICE
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Appendix U – UHL Models of Care

[See separate file]
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Appendix V – Mitigating UHL growth in activity and beds
Efficiency schemes are constantly being identified and implemented and therefore the
identified schemes presented are at a point in time. Some schemes will over deliver
and some under deliver therefore our modelling has been based on both best and
worst case scenarios. This section outlines efficiency schemes both internal to the
Trust and system wide schemes.
LLR wide schemes
Optimising pathways for frail and multi-morbid patients
Details of the LLR frailty and multi-morbidity programme are set out in Sections 3.3.1
and 7.2 which describe the Models of Care/transformation proposed as part of the
BCTP. The majority of the demand management schemes in place across LLR also
focus on ensuring that the holistic care this cohort of vulnerable patients receives is
optimised, reducing the need for admission to acute beds. The totality of the frailty
and multi-morbidity programme over the 5 year period is expected to prevent 4,300
spells, mitigating the growth by between 57 and 67 acute beds, predominantly in
medicine and cardio-respiratory specialties. The programme draws upon benchmarks
from local tests of delivery in Leicester City CCG, NICE guidelines and best practice
as identified by the NHS Right Care STP pack and frailty case study, British
Geriatrics Society and Same day emergency care network.
Further work is being undertaken to explore additional schemes to expand and
change care provision in the community setting in order to further prevent admissions
and avoid readmissions to UHL.
Frailty and multi-morbidity programme bed reduction range
Scheme

Frailty and Multi-morbidity
programme

Bed reduction range
2023/24
57 to 67

Optimal length of stay through implementation of Safe and Timely Discharge
processes
A key Quality priority for the Trust over the next 3 years is to implement safe and
timely discharge for all patients in our care, seven days a week, by embedding safer
discharge processes and eliminating avoidable delays.
On the whole, nobody would want to stay in hospital a moment longer than is
absolutely necessary. For many patients a delay to their discharge is not just
frustrating and inconvenient, it is actually detrimental to their health and
independence. We discharge between 150 and 300 patients a day and though most
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of those patients will have a good experience of the discharge process, a significant
minority will not.
Medications To Take Out (TTOs) are often not written up early enough, the discharge
summaries which explain to GPs what has happened to a patient and what needs to
happen next are sometimes of poor quality, and the process can take so long that the
patient who was expecting to go home or to a care home has to be put back into one
of our beds for another night.
Recognising that discharges are increasingly complex because our patients are
increasingly complex, we know that this is as much an issue for the system to resolve
as it is the Trust.
Nonetheless, we must make sure that our end of the process is better managed, so
amongst other improvements we will expect that all patients admitted to hospital will
have an Expected Date of Discharge set the day they are admitted.
Although the maximum opportunity is 51 beds, the opportunity varies throughout the
year with a decreased opportunity over the winter months when bed occupancy is at
its highest. The clinical services have been fully engaged in developing this
programme of work and the associated efficiency targets.
The number of beds delivered has been reviewed and confirmed by the services.
Optimal length of stay bed reduction range
Scheme

Optimal length of stay through
implementation of safe and
timely discharge processes

Bed reduction range
2023/24
28 to 51

Trust wide schemes
British Association of Day Surgery guidelines
The provision of a dedicated day case / 23 hour stay facility within the Treatment
Centre, coupled with a new Gynaecology unit, will enable the delivery of a
modernised day case Model of Care in Gynaecology, Urology, General Surgery and
Paediatric Surgery including compliance with British Association of Day Surgery
(BADS) guidelines. Through the establishment of a true day case (23 hour stay 6
days a week) model in the Treatment Centre between 14 and 20 beds would be
released.
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BADS guideline bed reduction range
Scheme

Bed reduction range
2023/24

Optimal BADS pathway

14 to 20

Speciality specific schemes
Through Model of Care redesign, services have focussed on changes and
improvements in pathway that deliver benefits for their patients. Each CMG was
asked to identify efficiency schemes from within their CMG and discuss these with the
clinical team to ensure that they were realistic, owned by the clinical team and
deliverable.
There are a number of speciality specific schemes which will deliver clear
improvements in patients’ length of stay – these are summarised below together with
the range in delivery for bed reductions.
Specialty specific schemes bed reduction range
Scheme

Description

End of Life Pathway
improvements

Care pathways for patients and fast
tracking and rapid discharges.
Based on guidance from the Royal
College of Nursing and NICE.

3 to 4

Hampton Suite

Implementation of a reablement
bridging service designed to get
those patients who cannot go home
first, to go home fast.

3 to 4

Pre-operative Length
of stay

Streamlining of pre-assessment
pathways, with increased therapy
input for orthopaedic patients.

6 to 8

Post-operative Length
of stay

Seven day working of senior medical
staff in orthopaedics to facilitate
timely discharge.
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Scheme

Description

Joint Replacement

Development of a surgicentre
approach at UHL.

GO project

Glenfield Outreach (GO) team of
therapists to facilitate early
discharge.

2

AMU front door

Provision of a therapy service at ED
front door to prevent admissions.
Based on guidance from the Kings
Fund and NICE.

5

Respiratory
Consultant Business
Case

An additional Consultant to support
increased Consultant input –
reducing admissions and length of
stay.

10 to 20

Cardiology Consultant
Business Case

An additional Consultant to support
expanded 7 day service and
increased Consultant input –
reducing admissions and length of
stay. Base on guidance from the
Royal College.

10 to 20

Frequent Attender
pathway

Targeting of patients who are
admitted on a regular basis to
ensure a robust package of care and
management plan to prevent
admission. Base on guidance from
the Royal College.

0 to 2

Gynaecology Robot

Reduced length of stay with
minimally invasive surgery
techniques.

0 to 1

Infectious Diseases
pathway
improvements

Escalation process around getting
our super stranded patients back to
their local hospitals once they are
smear negative.
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Scheme

Description

Bed
reduction
range
2023/24

Perfect Ward initiative
/ Ward accreditation

Enabling wards to function without
delays

4-5

Safe and Timely
Discharge project

Identifying and addressing delays to
discharge

6-7

Total

62 to 99

The total combined efficiency opportunity identified is therefore between 161 and 237
beds.
Impact of efficiency schemes
The overall impact of efficiency schemes is summarised in the table below.
Overall impact of efficiency schemes
Scheme

Optimal management of frail and multimorbid patient cohort
Optimal length of stay through
implementation of safe and timely discharge
processes
Optimal BADS pathway
Specialty specific schemes
Total

Bed reduction
range 2023/24
57 to 67
28 to 51

14 to 20
62 to 99
161 to 237

In terms of what we currently know about the effectiveness of those mitigations, it is
something of a mixed bag. The work to improve the recognition of frailty and therefore
the clinical decision making for frail patients is producing the results we expected
where the optimal interventions have been effectively delivered. For example the
admissions from this cohort in the City (where much of the frailty programme was
originally piloted) have been in decline since 2016 with a stabilisation of emergency
admission rates for this cohort noted in 18/19 (0.00% growth against the previous
year).
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This bucks the trend in both West and East Leicestershire & Rutland CCG areas
where annual growth of between 2 and 5% was noted between 16/17 and 17/18.
Since the launch of the frailty programme, the emergency admission rate for all 3
CCG’s has fallen, with an LLR total growth for this cohort of 0.00% seen for 18/19
compared to 17/18. This stabilisation is also in direct contrast to national trends for
the same time period where increases of up to 5.4% in emergency admissions were
reported. However at scale improvements in LoS have been harder to come by; the
trust has therefore realigned its Quality Priorities to focus on deliver of these
programmes.
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Appendix W – Detailed Travel Impact Assessment for reconfiguration of acute
services
Introduction
The impact of the changes on the public and patients in LLR have been analysed for
the following:
•

Patients who might presently attend LGH and it is proposed the services they
would have historically accessed will in the future be delivered at the
proposed treatment Centre at GH.

•

Patients who might presently attend LGH and it is proposed the services they
would have historically accessed will in future be delivered at GH.

•

Patients who might presently attend LGH and it is proposed the services they
would have historically accessed will in future be delivered at LRI.

The analysis considers the impact on patients as a result of these changes in detail
and lists the post codes where residents might be negatively impacted, the degree of
additional material travel time and cost, equality considerations and potential
mitigations. The output of that analysis is summarised below.
Move of Services from LGH to GH Treatment Centre
The following criteria have been considered:
•

How many patients would potentially be materially negatively impacted by the
change from a travel and cost perspective?

•

The total population of LLR residents negatively impacted;

•

The level of activity that might move;

•

Which hospitals are the closest alternatives for patients who would be
potentially materially negatively impacted?

Table 1: Summary of potential negative impact of UHL move of services from LGH to
GH Treatment Centre
Areas considered
Post codes where
residents would be
materially negatively
impacted from a
travel
and
cost
perspective.

Measure
Assessment of comparable
travel times by car and
public transport. Post
codes with increased travel
times.

Impact analysis results
LE15 6, LE15 7, LE15 8, LE15
9, LE16 7, LE16 8, LE16 9,
LE18 1, LE182, LE18 3, , LE2 1,
LE2 2, LE2 3, LE2 4, LE2 5, LE5
0, LE5 1,
LE5 2, LE5 4, LE5 5, LE5 6, LE7
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Areas considered

Measure

Potential residents Percentage of LLR
impacted.
residents potentially
impacted (number in
brackets).
Approximate number Based on historical stays in
of inpatient stays 2014/15.
that
would
be
impacted.
Approximate number Based on historical
of
outpatient attendances in 2014/15.
attendances
impacted.
Potential residents of Based on sum or inpatient
LLR likely to be stays and outpatient
patients negatively attendances so possibly
impacted.
overstated.

Impact analysis results
9, LE8 0, LE8 5, LE8 8, LE8 9,
PE9 3,
27.7%
(305,472)

14,000

20,000

3%

The table below describes the size of the impact by post code and how it might be
mitigated by the use of alternative hospitals outside of LLR. The use of LRI for some
services and the use of additional planned care appointment at community hospitals
can also mitigate the negative impact described below.
Table 2: Potential alternative provision for residents of materially impacted post codes
Postcode

Potential
outpatient
activity
impacted per
annum
(attendances)

Travel
time by
car to
GH
(mins)

Increase
versus
LGH
(mins)

LE15 6

Potential
inpatient
activity
impacted
per
annum
(stays)
219

443

40

9

LE15 7

97

266

46

7

LE15 8
LE15 9
LE16 7
LE16 8
LE16 9
LE18 1
LE18 2
LE18 3
LE2 1
LE2 2

62
104
287
163
276
243
235
212
199
183

213
291
444
320
501
432
349
342
375
388

42
38
33
43
35
18
21
27
12
17

11
11
10
10
6
8
7
7
6
11
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Mitigation
(mins)

Peterborough &
Stamford (33) or
Kettering (33)
Peterborough &
Stamford (33)
Kettering (31)
Kettering (31)
Kettering (19)
Kettering (21)
Kettering (21)
LRI (12)
LRI (15)
LRI (21)
LRI (7)
LRI (16)
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Postcode

LE2 3
LE2 4
LE2 5
LE5 0
LE5 1
LE5 2
LE5 4
LE5 5
LE5 6
LE7 9
LE8 0
LE8 8
LE8 9
PE9 3

Potential
inpatient
activity
impacted
per
annum
(stays)
245
273
199
203
328
245
279
356
204
284
221
99
92
6

Potential
outpatient
activity
impacted per
annum
(attendances)

Travel
time by
car to
GH
(mins)

Increase
versus
LGH
(mins)

467
467
381
302
471
409
367
417
396
500
444
186
217
25

16
22
20
13
15
17
15
13
17
26
29
28
25
49

10
11
10
8
7
11
14
10
14
11
11
8
13
11

Mitigation
(mins)

LRI (10)
LRI (17)
LRI (15)
LRI (12)
LRI (17)
LRI (16)
LRI (12)
LRI (10)
LRI (13)
LRI (25)
Kettering (22)
LRI (22)
LRI (19)
Peterborough &
Stamford (23)

Where mitigation is feasible it would be via utilisation of an alternative hospital outside
of LLR. However it should be noted that in many cases these alternatives were
available in 2015/16 and closer by car and not chosen. The feedback from the BCT
patient engagement that took place in spring 2015 was that the specialist and the
waiting time were of more importance to the majority of people that the travel time
particularly if it were less than 30 minutes. Given this the increases in travel time
highlighted above may be classed as immaterial by the majority of service users of
waiting times were improved.
Move of services from LGH to LRI
As previously the following criteria have been considered:
•

How many patients would potentially be materially negatively impacted by the
change from a travel and cost perspective.

•

The total population of LLR residents negatively impacted.

•

The level of activity that might move.

•

Which hospitals are the closest alternatives for patients who would be
potentially materially negatively impacted.

Table 3: - Summary of potential negative impact of UHL move of services from LGH
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to LRI
Areas considered
Post codes where
residents would be
materially negatively
impacted from a travel and
cost perspective

Measure
Assessment of
comparable travel
times by car and public
transport. Post codes
with increased travel
times

Potential residents
impacted

Percentage of LLR
residents potentially
impacted (number in
brackets)
Based on historical
stays in 2014/15

Approximate number of
inpatient stays that would
be impacted
Approximate number of
outpatient stays that would
be impacted
Potential percentage of
LLR residents who will be
patients negatively
impacted

Impact analysis results
LE14 2, LE15 6, LE15 7,
LE15 8, LE15 9, LE16 7,
LE16 8, LE16 9, LE17 6,
LE18 1, LE18 2, LE18 3, LE2
0,
LE2
2,
LE2
3,
LE2 4, LE5 2, LE5 4, LE5 5,
LE5 6, LE7 2, LE7 3, LE7 9,
LE8 9, PE9 1, PE9 3, PE9 4,
NG33 5
37.3% (411269)

2 thousand

Based on historical
data 2014/15

10 thousand

Based on sum or
outpatient
appointments and
inpatient stays

1%

The table below describes the size of the impact by post code and how it might be
mitigated by the use of alternative hospitals.
Table 4: Potential alternative provision for residents of significantly impacted areas
Post code

Outpatient
attendances
in 14/15

LE13 0

Inpatient
stays
impacted
in 14/15
303

853

Total travel
time by car
to LRI
(mins)
34

Increase
versus
LGH
(mins)
5

LE 13 1

251

812

38

5

LE14 2

104

420

40

7

LE14 4

59

285

42

3

LE15 6

167

669

41

10

LE15 7

73

401

48

9
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Mitigation
(mins)

None LRI
closest
None LRI
closest
None LRI
closest
Could use
Nottingham
(36)
Could use
Peterborough
& Stamford
(33)
Could use
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Post code

Inpatient
stays
impacted
in 14/15

Outpatient
attendances
in 14/15

Total travel
time by car
to LRI
(mins)

Increase
versus
LGH
(mins)

LE15 8

46

309

40

9

LE15 9

72

447

37

10

LE16 7

184

724

28

5

LE16 8

94

427

38

5

LE16 9

184

776

34

5

LE2 2

202

1026

14

7

LE2 4

292

1419

17

6

LE4 9

279

1255

16

7

LE5 0

278

925

12

7

LE5 1

466

1571

17

9

LE5 2

323

1212

16

10

LE5 4

397

1228

12

11

LE5 5

448

1449

10

7

LE5 6

271

1161

13

10

LE7 2

306

933

22

6

LE7 3

155

709

25

7

LE7 9

330

1405

25

10

LE8 9

118

571

19

6
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Mitigation
(mins)

Peterborough
& Stamford or
Kettering (32
and 39)
Could use
Kettering or
Peterborough
& Stamford
(31 and 34)
Could use
Kettering or
Peterborough
& Stamford
(23 and 31)
Could use
Kettering (19)
Could use
Kettering (21)
Could use
Kettering (21)
None LRI
closest
None LRI
closest
None LRI
Closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
None LRI
closest
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Post code

PE9 3

Inpatient
stays
impacted
in 14/15
5

Outpatient
attendances
in 14/15
32

Total travel
time by car
to LRI
(mins)
48

Increase
versus
LGH
(mins)
10

Mitigation
(mins)

Could use
Peterborough
& Stamford
(23)

Where mitigation is feasible it would be via utilisation of an alternative hospital outside
of LLR. However it should be noted that in many cases these alternatives were
available in 2015/16 and closer by car and not selected. Also patients indicated in
their feedback to the BCT engagement campaign in spring 2015 that waiting times
and specialist were more important than travel time under 30 minutes. As a result
many patients may not class the travel time increase outlined above material if
waiting times and other services are improved.
Overall Impact on patient travel and access
This section summarises the impact of the combined changes that make up the UHL
reconfiguration proposals on patients from each area of LLR. Data is based on
utilisation patterns in 2015/16 and the proposed shift of services described earlier in
this document.
The combined changes have both a positive and negative impact on the residents of
LLR with the impacts differing depending on the area of LLR being considered. The
overall picture of the impact of the change can be surmised as:
Positive Impact
•

Some patients will find services are closer to their homes.

•

A dedicated Treatment Centre at GH will improve access for patients having
planned procedures only.

Negative Impact
•

Some patients will have to travel further to access services at GH including
the Treatment Centre.

•

Some patients will have to travel further to access services at LRI.

The following tables summarise the impact of reconfiguration of UHL services on the
residents of LLR by area:
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Table 5: Summary of impact of reconfiguration of UHL services on the residents of LLR by area
Hospitals in
Popn
area
Hinckley and Bosworth
Hinckley and 107,000
District
Hospital
Hinckley and
Bosworth
Community
Hospital

Positive Impact
•
•
•
•

•
•
•

44 additional ICS “Hospital and Home” beds.
Circa 9000 additional planned care outpatient
appointments in Hinckley.
Circa 1500 additional planed care day case
procedures in Hinckley.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
undergoing
more
complex
specialist
procedures.
Of 3972 day case procedures previously done
at LGH none require materially increased
travel.
Of 16876 outpatient appointments previously
done at LGH none would incur materially
increased travel.
Of 3597 inpatient procedures previously done
at LGH none would incur materially increased
travel.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Negative Impact
•

A small number of post codes would have up to
an extra 10 minute journey to access Paediatric
congenital heart services. These are LE9 2, LE9
9, and DE12 7.
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Hospitals in
Popn
area
Charnwood
Loughborough 171,000
Hospital

Positive Impact
•
•
•
•

64 ICS “Hospital at home” beds.
Circa 9000 additional planned care outpatient
appointments in Loughborough.
Circa 900 additional planned care day case
procedures in Loughborough.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
more
complex
specialist
undergoing
procedures.

Negative Impact
•
•
•
•
•
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Of 4328 day case procedures 260 (6%)
impacted by additional travel time of up to 11
minutes.
Of 3737 inpatient stays 518 (14%) are impacted
by an increase in travel time up to 10 minutes.
Of 16356 outpatient appointments 1717 (10%)
will be impacted by additional travel time of up to
11 minutes
Negatively impacted post codes are LE7 2, LE7
3 and LE7 9.
Additionally the majority of residents would
travel further to access Paediatric congenital
heart services.
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Hospitals in
Popn
area
North West Leicestershire
Coalville
95,000
Hospital

Positive Impact
•
•
•
•
•
•
•

Blaby
None

95,000

•
•
•

Negative Impact

36 Additional ICS “Hospital at home” beds.
Circa 4800 additional planned care outpatient
appointments in Coalville hospital.
Circa 600 additional planed care day case
procedures in Coalville hospital.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
undergoing complex specialist procedures.
Of 1583 day case procedures previously done
at LGH none materially impacted by increased
travel.
Of 9218 outpatient appointments previously
delivered at LGH none materially impacted by
increased travel.
Of 1507 inpatient stays previously at LGH none
will be materially impacted by increased travel.

•

Additional journey times of circa 10 minutes to
access Paediatric congenital heart services.

39 additional ICS “Hospital and Home” beds.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
requiring complex specialist procedures.
Of 2671 inpatient stays previously carried out at
LGH none will be materially impacted by
increased travel time.

•

Of 3245 day case procedures 247 (8%)will be
materially impacted by additional travel time of
up to 11 minutes.
Of 14,741 outpatient appointments 534 (4%) will
be materially impacted by additional travel times
of up to 11 minutes.
Impacted post codes are LE18 3 and LE8 0.
Additionally residents of LE3 8 and LE7 7 will
have an additional journey time of 9 minutes to
access paediatric congenital heart services.

•
•
•

Harborough
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Hospitals in
Popn
area
St
Luke’s 87,000
Hospital
Feilding
Palmer

Positive Impact
•
•
•
•
•

Rutland
Rutland
Memorial
Hospital

38,000

•
•
•
•

•

Negative Impact

Additional 35 additional ICS “Hospital and
Home” beds.
Circa 1700 additional planned care outpatient
appointments in Lutterworth.
Circa 5000 additional planned care outpatient
appointments in Market Harborough.
Circa 2000 additional planned care day case
procedures in Market Harborough.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
undergoing
more
complex
specialist
procedures.

•

18 additional ICS “Hospital and Home” beds.
Circa 4000 additional planned care outpatient
appointments at Rutland Memorial Hospital.
Circa 600 additional planned care day case
procedures at Rutland Memorial Hospital.
New purpose built outpatient and day case
facilities at Glenfield site for patients with higher
need or undergoing complex specialist
procedures.
No residents of Rutland would be materially
impacted from a travel and access perspective
by the move of paediatric congenital heart
surgery.

•

•
•
•
•

•
•

Of 3154 day case procedures 810 (26%) would
be materially impacted by increased travel time
by up to 12 minutes.
Of 13496 outpatient appointments 3140 (23%)
will be materially impacted by increased travel
time of up to 12 minutes.
Of 2181 inpatient stays 409 (19%) will be
materially impacted by increased travel of up to
10 minutes.
Impacted post codes would be LE14 2, LE15 8,
LE15 9, LE7 9, LE8 8, LE8 9, LE16 7, LE16 8,
LE16 9.
Only residents of LE14 2 would have a
materially longer journey to access paediatric
congenital heart services of 7 minutes.
All (100%) 655 day case procedures would be
materially impacted by increased travel time by
up to 11 minutes.
All (100%) 2063 outpatients appointments would
be impacted by increased travel time by up to 11
minutes.
All (100%) 299 inpatient stays would be
impacted by an increased travel time of up to 10
minutes.

Melton
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Hospitals in
Popn
area
Melton
51,000
Mowbray
Hospital
(including St
Mary’s Melton
Mowbray
birthing unit)

Positive Impact
•
•
•
•
•

Oadby and Wigston
None
56,000

•
•

Negative Impact

21 additional ICS “Hospital and Home” beds.
Circa 7000 additional planned care outpatient
appointments at Melton Mowbray Hospital.
Circa 1900 additional planned care day case
procedures at Melton Mowbray Hospital.
New purpose built outpatient and day case
facilities at GH for patients of higher need or
undergoing complex specialist procedures.
Of 680 day case procedures previously done at
LGH none materially impacted by increased
travel.

•

28 additional ICS “Hospital and Home” beds.
New purpose built outpatient and day case
facilities at GH for patients with higher need or
undergoing complex specialist procedures.

•

•
•
•

•
•
•
•
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Of 2481 outpatient appointments at LGH 110
(4%) will be materially impacted by increased
travel of up to 7 minutes.
Of 583 inpatient stays at LGH 68 (16%) will be
materially impacted by increased travel of up to
7 minutes.
Impacted post codes are LE14 2 and NG33 5.
All residents would have up to 9 minutes
additional travel time to access paediatric
congenital heart services.

Of 2329 day case procedures 1470 (63%) will
be materially impacted by additional travel time
of up to 13 minutes.
Of 9138 outpatient appointments 7008 (77%)
will be materially impacted by additional travel
times of up to 13 minutes.
Of 1726 inpatient stays 311 (18%) will be
materially impacted by additional travel times of
up to 7 minutes
Impacted post codes are LE2 2, LE2 4, LE2 5,
LE18 1, LE18 2.
Residents of LE3 6 will have a 6 minute longer
journey to access paediatric congenital heart
services.
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Hospitals in
Popn
area
Leicester City
Leicester
334,000
General
Hospital (LGH)
The Evington
Centre (on L)
Leicester
Royal
Infirmary (LRI)
Glenfield
Hospital (GH)

Positive Impact
•
•

91 additional ICS “Hospital and Home” beds.
New purpose built outpatient and day case
facilities at GH for patients with higher need or
undergoing complex specialist procedures.

Negative Impact
•
•
•
•
•
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Of 9583 day case procedures 2820 (29%) will
be materially impacted by additional travel time
of up to 14 minutes.
Of 39428 outpatient appointments 10219 (26%)
will be materially impacted by additional travel
times of up to 14 minutes.
Of 8232 inpatient stays 1953 (23%) will be
materially impacted by additional travel time of
up to 11 minutes
Impacted post codes are LE2 1 to 5, LE5 0 to 6,
LE7 2, LE7 3 and LE7 9.
Additionally residents of a number of LE3, LE4
and LE7 post codes will have up to 9 minutes
additional travel time to access paediatric
congenital heart services.
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Mitigation of impact on negatively impacted postcodes
The table below summarises the overall impact of the proposed changes to services
presently delivered at LGH based on 2014/15 utilisation data for all LLR registered
patients, and the travel and access impact analysis carried out above.
Table 6: - Overall impact of reconfiguration of LGH on residents of LLR
Type of Service

2014/15
level of
activity

Inpatient (non-day case)
Day case
Outpatient

23,182
24,156
88,342

Potentially
materially impacted
activity – increased
travel time
6,336
6,903
25,836

Potentially
materially impacted
activity as a
percentage of total
27%
28%
29%

As shown in the figure above the degree of impact varies depending on the area of
LLR. In some areas the availability of additional planned care services at a more
local community hospital will mitigate the impact of the move of services from LGH
however in some this is not the case. The areas where the balance between the
losses of LGH is not balanced well with the gain of other services are;
•

Rutland, where all residents will have an additional travel time up to 11
minutes by car if they use a UHL hospital.

•

Oadby and Wigston.

•

The LE2, LE5 and LE7 areas of Leicester City.

Although the additional travel time is small (generally at the most less than a quarter
of an hour by car) and the public transport analysis indicates that for many post codes
LRI and GH are more accessible than LGH, there is a need to consider how to
mitigate the impact further. During consultation the programme will:
•

With councils consider what transport options there are that might reduce the
impact on patients who will be negatively impacted by these changes and plan
for those to be commissioned and consider funding options.

•

Consider the impact on the ambulance service and NHS patient transport and
build any potential impact into future commissioning plans.
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Appendix X – Detailed Travel Impact Assessment for reconfiguration of maternity
services
Introduction
As with other impact analysis carried out some changes have been classed as
material and others not. In this case a change is classed as significant if the impact
on travel time is seen to increase travel time by greater than 5 minutes, and/or
increase in cost greater than £1 and/or create a total journey time of over 30 minutes.
Negatively impacted postcodes if services transferred from St Mary’s to LGH
If the option of having an MLU at LGH is selected post consultation then activity that
might have occurred at St Mary’s could potentially occur at LGH MLU. This would
increase travel time and for residents of the posts codes shown in the tables below.
Table 1: Postcodes negatively impacted when travelling by car
Postcodes

LE11
LE12
LE12
LE13
LE13
LE14
LE14
LE14
LE15
LE15
LE15
LE7
NG13
NG33

1
5
7
0
1
2
3
4
6
7
8
4
0
5

Increase in travel time/minutes by Car
Leicester
St Marys
Delta/mins
General
hospital/mins
Hospital/mins
28
27
1
45
43
2
27
23
4
29
5
24
33
2
31
33
9
24
25
13
12
39
9
30
31
21
10
39
21
18
31
23
8
22
18
4
45
25
20
49
19
30

All apart from LE11 1 and LE7 4 are materially impacted.
Additionally the impact if travelling by public transport is outlined below. Only
journeys of less than two hours are considered.
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Table 2: Postcodes negatively impacted when travelling by public transport
Additional travel time public transport/mins

Postcodes

St Marys
Hospital/min

Leicester General Hospital/min

Delta/min

LE130

25

75

50

LE131

10

90

80

LE156

60

105

45

LE7 4

45

60

15

Finally the increase in cost for materially impacted postcodes, when travelling by car
are shown on the following page. The cost includes both increased cost of travel and
time.
Table 3: Postcodes materially negatively impacted by an increase in costs (time plus
car travel)
Increase in cost/£

Postcodes

LE12 5
LE12 7
LE13 0
LE13 1
LE14 2
LE14 3
LE14 4
LE15 6
LE15 7
LE15 8
NG13 0
NG33 5

St Marys
Hospital/£

Leicester General Hospital/£

Delta/£

£8.23
£4.42
£0.76
£0.32
£1.66
£2.47
£1.74
£4.01
£4.19
£4.59
£5.00
£3.87

£8.55
£4.97
£5.47
£6.11
£6.37
£5.00
£7.76
£6.05
£7.59
£6.57
£9.77
£9.54

£0.32
£0.55
£4.71
£5.79
£4.71
£2.53
£6.02
£2.03
£3.40
£1.98
£4.77
£5.67

Negatively impacted postcodes if services transferred from St Mary’s to LRI
In option 2, if there was not a standalone MLU, all births would take place at LRI. The
tables below show the postcodes where residents will be negatively impacted in this
option based on utilisation patterns in 2014/15.
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Table 4: Postcodes negatively impacted if travelling by car
Increase in travel time/minutes by car

Postcodes

LE11 1
LE12 7
LE13 0
LE13 1
LE14 2
LE14 3
LE14 4
LE15 6
LE15 7
LE15 8
LE15 9
LE7 3
LE7 4
LE7 9
NG13 0
NG33 5

Leicester Royal
Infirmary/mins

28
29
34
38
40
28
42
41
48
40
37
25
25
25
47
55

St Marys Hospital/mins

Delta/mins

27
23
5
2
9
13
9
21
21
23
30
22
18
22
25
19

1
6
29
36
31
15
33
20
27
17
7
3
7
3
22
36

LE11 1, LE7 3 and LE7 9 are not classed as materially impacted and not considered
further.
Similar analysis has been carried out for those travelling by public transport.
Table 5: Postcodes negatively impacted if travelling by Public Transport
Additional travel time/mins

Postcodes
St Marys
Hospital/min

Leicester General Hospital/min

Delta/min

LE130

25

75

50

LE131

10

90

80

LE156

60

105

45

LE7 4

45

60

15

And finally the impact of increased cost has been considered for those postcodes
materially negatively impacted if travelling by car.
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Table 6: Postcodes materially negatively impacted by an increase in cost (time and
travel by car)
Increase in cost/£

Postcodes
St Marys Hospital/£

Leicester Royal
Infirmary/£

Delta/£

£4.42
£0.76
£0.32
£1.66
£2.47
£1.74
£4.01
£4.19
£4.59
£5.93
£3.31
£5.00
£3.87

£5.29
£6.40
£7.04
£7.53
£5.44
£8.20
£7.65
£8.98
£7.97
£7.18
£4.57
£10.09
£10.58

£0.87
£5.64
£6.72
£5.87
£2.97
£6.45
£3.63
£4.80
£3.37
£1.25
£1.25
£5.09
£6.72

LE12 7
LE13 0
LE13 1
LE14 2
LE14 3
LE14 4
LE15 6
LE15 7
LE15 8
LE15 9
LE7 4
NG13 0
NG33 5

Negatively impacted postcodes if services moved to LRI
In both options obstetrics and neonatology are transferred from LGH to LRI and in the
option 2 where there is no MLU at LGH midwifery services would be transferred to
LRI also. The tables below show in which postcodes residents will be negatively
impacted based on patterns of activity in 2014/15. The services considered when
determining the patterns of utilisation for both inpatient stays and outpatient
attendances were:
•

Midwifery services.

•

Obstetrics.

•

Neonatology.

•

Well babies.

This shift applies to both inpatient and outpatient services.
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Table 7: Posts codes negatively impacted if travelling by car
Postcodes

LE12
LE12
LE13
LE13
LE14
LE14
LE14
LE15
LE15
LE15
LE15
LE16
LE16
LE16
LE18
LE18
LE18
LE2
LE2
LE2
LE2
LE2
LE2
LE4
LE4
LE4
LE4
LE5
LE5
LE5
LE5
LE5
LE5
LE5
LE7
LE7
LE7
LE7
LE7
LE8
LE8
LE8
PE9

6
7
0
1
2
3
4
6
7
8
9
7
8
9
1
2
3
0
1
2
3
4
5
6
7
8
9
0
1
2
3
4
5
6
1
2
3
4
9
0
8
9
3

Impact on travel time by car
Leicester
Leicester Royal
LRI-LGH/minutes
General
Infirmary/minutes
Hospital/minutes
26
28
2
27
29
2
29
34
5
33
38
5
33
40
7
25
28
3
39
42
3
31
41
10
39
48
9
31
40
9
27
37
10
23
28
5
33
38
5
29
34
5
10
12
2
14
15
1
20
21
1
6
7
1
6
7
1
7
14
7
6
10
4
11
17
6
10
15
5
9
11
2
11
13
2
13
17
4
9
16
7
5
12
7
8
17
9
6
16
10
8
10
2
1
12
11
3
10
7
3
13
10
16
19
3
16
22
6
18
25
7
22
25
3
15
25
10
18
23
5
20
22
2
13
19
6
38
48
10
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Of these the following would be materially impacted.
Table 8: Postcodes materially negatively impacted when travelling by car
Postcode

LE13
LE13
LE14
LE14
LE15
LE15
LE15
LE15
LE16
LE16
LE16
LE2
LE2
LE4
LE5
LE5
LE5
LE5
LE5
LE5
LE7
LE7
LE7
LE8
PE9

0
1
2
4
6
7
8
9
7
8
9
2
4
9
0
1
2
4
5
6
2
3
9
9
3

Material impact on travel time by car
Leicester
Leicester Royal
Additional Travel
General
Infirmary/minutes
time/minutes
Hospital/minutes
29
34
5
33
38
5
33
40
7
39
42
3
31
41
10
39
48
9
31
40
9
27
37
10
23
28
5
33
38
5
29
34
5
7
14
7
11
17
6
9
16
7
5
12
7
8
17
9
6
16
10
1
12
11
3
10
7
3
13
10
16
22
6
18
25
7
15
25
10
13
19
6
38
48
10

A similar analysis has been carried out for travel by public transport where journey
times are less than two hours.
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Table 9: Posts codes negatively impacted if traveling by public transport
Postcode

LE15
LE2
LE5
LE5
LE5
LE5
LE5

9
5
1
2
4
5
6

Increase in Travel Time by Public Transport/minute
Leicester
Leicester Royal
LRI-LGH/minutes
General
Infirmary/minutes
hospital/minutes
75
90
15
25
45
20
25
45
20
15
30
15
10
45
35
15
25
10
15
45
30

Finally the increase in cost of travel by car for materially impacted postcodes has
been considered below.
Table 10: Postcodes materially negatively impacted by an increase in cost (time and
travel by car)
Postcode

LE14
LE15
LE15
LE15
LE15
LE2
LE2
LE4
LE5
LE5
LE5
LE5
LE5
LE5
LE7
LE7
PE9

2
6
7
8
9
2
4
9
0
1
2
4
5
6
3
9
3

Material increased cost/£ (time and car travel)
Leicester General
Leicester
Increased Cost/£
Hospital/£
Royal
Infirmary/£
£6.37
£7.53
£1.2
£6.05
£7.65
£1.6
£7.59
£8.98
£1.4
£6.57
£7.97
£1.4
£5.67
£7.18
£1.5
£1.25
£2.33
£1.1
£1.80
£2.76
£1.0
£1.48
£2.47
£1.0
£0.76
£1.83
£1.1
£1.28
£2.68
£1.4
£0.96
£2.47
£1.5
£0.12
£1.83
£1.7
£0.52
£1.51
£1.0
£0.52
£2.04
£1.5
£3.14
£4.22
£1.1
£2.97
£4.48
£1.5
£7.99
£9.51
£1.5
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Potential mitigations for residents of negatively impacted post-codes
Potential alternative services
It is possible that women who might normally use either St Mary’s or LGH, if the
decision is that there is no MLU at LGH, may choose to access maternity services
outside of LLR. The sections below consider for women resident in which postcodes
this situation might occur.
Alternative suitable hospitals for women who might use St Mary’s
The tables below show the travel time by car to alternative hospitals offering
maternity services for women from postcodes, where, based on historical patterns,
residents might use St Mary’s Birth Centre at Melton Mowbray and would be
negatively impacted by this change.
Table 11: Possible alternative hospitals for those who might use St Mary’s and be
negatively impacted
Postcode

Travel time
by car

LLR Hospitals

Travel time to Alternative hospitals by
car
(shown if closer)

St
Mary’s/min

LGH

LRI

QMC
Peterborough Kettering
Nottingham and Stamford

LE12 7

27

27

29

LE13 0

5

24

29

LE13 1

2

33

29

LE14 2

9

33

40

40

LE14 3

13

25

28

25

LE14 4

9

39

42

36

LE15 6

21

31

41

33

33

LE15 7

21

39

48

32

39

LE15 8

23

31

40

34

31

LE7 4

18

22

25

NG13

25

45

47

33

NG33

19

49

55

49
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Alternative suitable hospitals for women who might use LGH
Similarly the table below shows alternatives to LRI for women from postcodes where
residents might be negatively impacted by services moving from LGH to LRI, based
on historical patterns of activity. Closest hospitals are highlighted in green, other
possible alternatives in yellow.
Table 12: Possible alternative hospitals for those that might use LGH and be
negatively impacted
Postcode
Leicester
General
Hospital
LE12
LE12
LE14
LE14
LE14
LE15
LE15
LE15
LE15
LE16
LE16
LE16
PE9

6
7
2
3
4
6
7
8
9
7
8
9
3

26
27
33
25
39
31
39
31
27
23
33
29
38

Alternative hospitals by car
Leicester Peterborough Kettering
& Stamford
General
Royal
FT
Hospital
Infirmary
FT
28
61
55
29
66
56
40
43
45
28
56
55
42
48
58
41
33
33
48
32
39
40
34
31
37
31
23
28
50
19
38
45
21
34
58
21
48
23
33

Nottingham
University
Hospital
22
30
40
25
36
52
54
53
59
56
64
65
66

Mitigation of negative impact for option 1
If the decision is made to move all Women’s services to LRI and have a standalone
MLU at LGH (option 1) the impact is largely on women who would presently use St
Mary’s for midwifery services and those that would use LGH for obstetrics and
neonatal services. The total number of inpatient stays that would be negatively
impacted based on historical data is 230 for midwifery services at St Mary’s and 1068
for obstetrics and 9 for neonatal at LGH. Outpatient activity is not impacted for
midwifery but is for obstetrics (953) and neonatal (209).
Considering midwifery services there are a number of possible mitigations for the
impact of this change including home births, alternative hospitals and the planned
improved facilities at LRI. It also needs to be noted that the negative impact is only
on the place of birth, as ante-natal and postnatal services will continue to be
delivered locally.
The table below summarises the impact on midwifery services and possible
mitigations for women living in postcodes that would be negatively impacted by this
change. It is not possible to assess the impact on neonatology and well babies by
postcode as the data was not recorded by postcode.
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This analysis assumes that all women who presently use St Mary’s for midwifery
services will chose LGH as opposed to a collocated MLU at LRI, and that all women
who presently would use LGH for midwifery services as a collocated MLU will
continue to do so as a standalone MLU. As described earlier these are quite broad
assumptions.
Table13: Mitigation for negative impact on women who might presently use St Mary’s
Birth Centre for midwifery services
Postcode

Inpatient
Total travel
Increase
Mitigation
stays for
time to
versus St
by home
midwifery LGH/minutes Mary’s/minutes
birth
services
in
2014/15

Alternative
closer
hospital

LE12 7

16

27

0

Yes

LGH is
closest

LE13 0

29

24

19

Yes

LGH is
closest

LE 13 1

35

33

31

Yes

LRI closest

LE14 2

4

33

24

Yes

LGH closest

LE14 3

12

25

12

Yes

LGH closest

LE14 4

9

39

30

Yes

QMC Notts

LE15 6

16

31

10

Yes

LGH closest

LE15 7

4

39

18

Yes

Peterborough
and Stamford

LE15 8

2

31

8

Yes

LGH closest

NG13 0

1

45

20

Yes

QMC Notts

NG33 5

3

49

30

Yes

LGH closest

The impact and mitigation of obstetrics and neonatology moving from LGH to LRI is
described below.
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Table14: Mitigation of negative impact on women who might presently use LGH for
obstetrics and neonatology
Postcode

Obstetrics

Neonatology

Outpatient Inpatient Outpatient Inpatient
attendances stays attendances stays

Travel time by car
Total travel
time to
LRI/minutes

Increase
versus
LGH/minutes

Mitigation

29

2

None LRI
closest

LE12 7

`44

57

8

LE13 0

29

40

5

1

34

5

None LRI
closest

LE 13 1

36

39

16

1

38

5

None LRI
closest

LE14 2

26

23

4

40

7

None LRI
closest

LE14 4

16

9

6

42

3

Could use
Nottingham
(36mins)

LE15 6

29

30

3

41

10

Could use
Pboro and
Stamford
(33 mins)

LE15 7

12

13

3

48

9

Could use
Pboro and
Stamford
or
Kettering
(32 and 39
mins)

LE15 8

24

7

40

9

Could use
Kettering
or Pboro
and
Stamford
(31 and 34
mins)

LE15 9

19

13

1

37

10

Could use
Kettering
or Pboro
and
Stamford
(23 and 31
mins)

LE16 7

27

32

10

28

5

Could use
Kettering
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Postcode

Obstetrics

Neonatology

Outpatient Inpatient Outpatient Inpatient
attendances stays attendances stays

Travel time by car
Total travel
time to
LRI/minutes

Increase
versus
LGH/minutes

Mitigation

(19mins)
LE16 8

22

14

38

5

Could use
Kettering
(21 mins)

LE16 9

31

36

9

34

5

Could use
Kettering
(21
minutes)

LE2 2

55

47

5

14

7

None LRI
closest

LE 2 4

50

56

8

17

6

None LRI
closest

LE 4 9

66

63

17

16

7

None LRI
closest

LE5 0

44

62

14

12

7

None LRI
closest

LE5 1

68

81

16

17

9

None LRI
closest

LE5 2

40

56

13

2

16

10

None LRI
closest

LE5 4

37

64

21

1

12

11

None LRI
closest

LE5 5

44

75

17

2

10

7

None LRI
closest

LE5 6

31

49

13

13

10

None LRI
closest

LE7 2

40

45

9

22

6

None LRI
closest

LE7 3

39

29

2

25

7

None LRI
closest

LE7 9

58

61

5

25

10

None LRI
closest

LE8 9

27

30

19

6

None LRI
closest

1

Mitigation of negative impact of option 2
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The situation if there is no MLU creates an additional impact where all women would
need to travel to LRI for maternity services. The impact on obstetrics and
neonatology is as shown in figure 38.14.
The figure below summarises how the impact of option 2 on the following groups of
women might be mitigated, based on 2014/15 activity data:

•

All midwifery inpatient stays at St Mary’s Birth Centre transferring to
LRI.

•

All midwifery inpatient stays at LGH transferring to LRI.

•

All midwifery outpatient appointments at LGH transferring to LRI.

Table15: Potential alternative provision for residents of significantly negatively
impacted postcodes
Postcode

Inpatient
stays for
Midwifery
services
at St
Mary’s
2014/15

Inpatient
stays for
Midwifery
services
at LGH
2014/15

Outpatient
appointments
for Midwifery
at LGH
2014/15

Total
Increase Increase
travel
versus St versus
time to
Marys
LGH
LRI
/minutes /minutes
/minutes

LE12 7

16

34

10

29

6

2

None LRI
closest

LE13 0

19

29

6

34

29

5

None LRI
closest

LE 13 1

35

21

5

38

36

5

None LRI
closest

LE14 2

4

8

5

40

31

7

None LRI
closest

Le14 3

12

12

2

28

15

3

None LRI
closest

LE14 4

9

3

2

42

33

3

Could use
Nottingha
m (36mins)

LE15 6

16

17

6

41

20

10

Could use
Pboro and
Stamford
(33 mins)

LE15 7

4

6

2

48

27

9

Could use
Pboro and
Stamford
or
Kettering
(32 and 39
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Postcode

Inpatient
stays for
Midwifery
services
at St
Mary’s
2014/15

Inpatient
stays for
Midwifery
services
at LGH
2014/15

Outpatient
appointments
for Midwifery
at LGH
2014/15

Total
Increase Increase
travel
versus St versus
time to
Marys
LGH
LRI
/minutes /minutes
/minutes

Mitigation

mins)
LE15 8

2

5

40

17

9

Could use
Kettering
or Pboro
and
Stamford
(31 and 34
mins)

LE16 7

2

13

5

28

N/A

5

Could use
Kettering
(19mins)

LE16 8

5

11

2

38

N/A

5

Could use
Kettering
(21 mins)

LE16 9

12

17

5

34

N/A

5

Could use
Kettering
(21
minutes)

LE2 2

5

24

1

14

N/A

7

None LRI
closest

LE24

3

29

5

17

N/A

6

None LRI
closest

LE4 9

3

46

13

16

N/A

7

None LRI
closest

LE5 0

2

30

4

12

N/A

7

None LRI
closest

LE5 1

9

49

13

17

N/A

9

None LRI
closest

LE5 2

1

34

8

16

N/A

10

None LRI
closest

LE5 4

1

39

12

12

N/A

11

None LRI
closest

LE5 5

1

47

13

10

N/A

7

None LRI
closest

LE5 6

3

23

5

13

N/A

10

None LRI
closest
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Postcode

Inpatient
stays for
Midwifery
services
at St
Mary’s
2014/15

Inpatient
stays for
Midwifery
services
at LGH
2014/15

Outpatient
appointments
for Midwifery
at LGH
2014/15

Total
Increase Increase
travel
versus St versus
time to
Marys
LGH
LRI
/minutes /minutes
/minutes

Mitigation

LE7 2

20

32

7

22

N/A

6

None LRI
closest

LE7 4

8

9

2

25

7

3

None LRI
closest

LE7 3

10

13

2

25

3

7

None LRI
closest

LE7 9

7

36

7

25

3

10

None LRI
closest

LE8 9

4

16

2

19

N/A

6

None LRI
closest

NB - N/A indicates a shorter journey
Summary of impact and mitigations for Options 1 and 2
The impact analysis assessed the impact on residents of postcodes where the impact
is felt to be material. That is where an increase in travel time greater than 5 minutes,
increase in cost greater than £1 and a total journey time of over 30 minutes would be
experienced. Based on this the impacted postcodes, the degree of impact and the
mitigation of using an alternative provider outside of LLR are shown below.
The impact of option 1 is lower than the overall impact of option 2 on the materially
negatively impacted postcodes as shown in the table below.
Table16: Summary of impact of option 1 and option 2
Option

Option 1 MLU at
LGH
Option 2 No
standalone MLU

Impacted inpatient
stays at St Mary’s
Birth Centre

Impacted inpatient
stays at LGH

230 midwifery

9 neonatal
1068 obstetrics
9 neonatal
1068 obstetrics
601 Midwifery

230 midwifery

Impacted
outpatient
appointments at
LGH
215 neonatal
977 obstetrics
215 neonatal
977 obstetrics
146 Midwifery

Overall impacted
activity

2,499
3,246

Option 2 would see more women having to travel further for services, however this
makes the assumption that all women who use LGH midwifery services co-located
with obstetrics would use or be able to use a standalone midwifery service. This is
potentially not likely to be the case so the impact of option 1 may be higher than this
data indicates.
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The provision of a standalone midwifery unit at LGH does mitigate the impact of the
proposed transfer of services from St Mary’s Birth Centre.
A number of additional journeys might be mitigated by the use of alternative services
outside of LLR, however some of these are closer today and not selected so it cannot
be assumed that all women will see travel time as the main drive of choice or that an
increase of a few minutes will be classed as material. A number of other factors
need to be taken into account, and the impact of both options can additionally be
mitigated by:

•

For midwifery services: home births.

•

For all obstetrics and midwifery services: the provision of a new specific
Women’s site at LRI may be attractive.

•

For neonatology services: on the same site as the children’s hospital.

•

Specific short stay / drop off near the Women’s hospital for women in
labour.

•

All antenatal and postnatal services will continue to be delivered locally
so the negative impact, in the case of midwifery services, is related to
giving birth only.

Conclusion
The residents of a number of postcodes are likely to be negatively impacted by the
shift of maternity services. The level of impact as described above depends on which
option is selected post consultation; the option to have an MLU at LGH or the option
to have all Women’s services delivered via LRI.
The provision of an MLU at LGH would if used as now reduce the impact of the
change. However this does not take into account that women may use LGH services
now for midwifery services because they have a co-located obstetrics unit, and
without this some women may choose to go to LRI or other hospitals. There is the
potential for significant flows out of LLR as a result of this move but these are
mitigated by the provision of a modern Women’s hospital at LRI, as evidence shows
patients will choose services based on expertise of specialist and waiting times and
not just location.
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Appendix Y – Equality Impact Assessment

[See separate file]
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Appendix Z – DHSC cost forms

LRI Maternity Hospital including Gynaecology inpatients
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LRI Children’s Hospital
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LRI inpatients, day case and Gynaecology outpatients relocation
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GH new build (including Treatment Centre, theatres and new wards)
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GH surgical admissions unit
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GH ward refurbishment
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GH decontamination unit
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Enabling (back office reconfiguration, demolitions and early infrastructure)
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LRI ICU expansion

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 485

LRI infrastructure.
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LRI support functions (pharmacy and mortuary)
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GH ICU expansion
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GH infrastructure
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GH support functions (pharmacy)
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LGH relocation of Stroke Services

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 491

LGH services and IT isolations

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 492

Appendix AA – Individual project overviews
LRI Maternity Hospital (including Gynaecology inpatients)
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LRI Childrens’ Hospital
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LRI inpatients, day case and Gynaecology outpatients relocation
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GH new build (including Treatment Centre, theatres and new wards)
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GH surgical admissions unit
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GH ward refurbishment
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GH decontamination unit
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Enabling (back office reconfiguration, demolitions and early infrastructure)
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LRI ICU expansion
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LRI infrastructure
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LRI support functions (pharmacy and mortuary)
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GH ICU expansion
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GH infrastructure
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GH support functions (pharmacy)
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LGH relocation of Stroke Services
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GH services and IT isolations
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Appendix AB – UHL Reconfiguration Programme revenue assumptions

University Hospitals of Leicester NHS Trust
Reconfiguration Programme - PCBC revenue assumptions
Introduction
This paper summarises the assumptions used in calculating the revenue implications of the
UHL Reconfiguration Programme. This is reflected in the Trust’s LTFM and Financial
Strategy, and will be incorporated into the LLR Long Term Financial Plan.
Activity and income
UHL has not assumed any additional activity or income as a result of reconfiguration. The
Trust is not therefore relying on additional income to deliver a better financial position or to
support financial argument for the reconfiguration. In its long term financial model there has
been an assumption that additional income is matched by additional costs before CIPs and
cost pressures are accounted for. For capacity planning purposes the Trust has assumed
an annual increase of 1.4% on inpatients and a 2% in outpatients (allowing for demographic
growth and activity growth) adjustments have then be made for reductions in outpatient
activity due to transfers into non acute care settings. These assumptions have been
discussed and agreed with both the CCG acute commissioning leads, and the NHSE
specialised commissioners.
The reconfiguration itself may result in a loss of activity/ demand related to East
Leicestershire where patients would be most affected by the reconfiguration and the transfer
of services from Leicester General Hospital (LGH). The Trust view is that any reduction in
demand for services caused by the transfer of services from LGH site will be offset by
additional activity from the west of the county and the ability to attract more activity as a
result of the improvement in facilities particularly in planned care. Discussion on the potential
impact on alternative providers of activity moving out of county as a result of reconfiguration
is on-going. A review of activity has indicated that these numbers would be marginal, and
would not have an impact on commissioners other than point of delivery of care.
Additional costs
UHL has assumed that it will incur additional costs in respect of Capital Charges and
interest, contract monitoring, insurance and in the new build particularly, Facilities
Management (FM) costs.
Capital charges
The Trust has calculated capital costs of £450 million. It has assumed the following:
•
•

£29 million of equipment funding.
Impairments of £218 million reflecting expenditure on refurbished areas and 25%
impairment on new build areas.
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•
•

An asset life averaging 40 years to reflect the mix between buildings (60 years) and
engineering (25 years).
Medical Equipment has an asset life of 10 years.

The costs in the first full year of operation have been calculated as follows:
Capital charges
Depreciation
Dividend
Total capital charges and interest

£’000
9,727
8,504
18,231

Estates and facilities
Additional estates and facilities costs have been assumed in the proposed new build areas.
The total cost of these areas reflect the total additional direct costs required to provide these
areas and does not include some estates and facilities costs which will potentially stay the
same at the at Glenfield Hospital (GH) and Leicester Royal Infirmary (LRI) (such as
switchboard). These additional costs average out at an additional cost of £160 per m2 per
annum.
Savings
Savings from the consolidation of services onto 2 acute sites comprise the following:
•
•
•

Capital Charges savings from the disposal of land and buildings at the LGH site.
Savings on estates and facilities from the LGH site netted off by loss of catering and
car parking income.
Efficiency savings as a result of consolidating acute services on to two sites and the
delivery of new care pathways.

LGH capital charges savings
The Trust has assumed savings on the depreciation and the PDC dividend payable on the
Land and buildings at the LGH.
The savings assumed are as follows:

LGH Savings
Depreciation
Return on Asset
Total

Current
Position
£'000
2,568
2,605
5,173
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LGH FM
FM savings have been based on the current level of expenditure on at LGH, adjusted for the
assumed areas that will remain there. Allowance has been made for the additional cost of
car parking required at GH and LRI over and above the lost income from LGH.

Leicester General Hospital FM
Costs

Current
Net Costs
£
(894)

Assumed
Net Savings
£
(1,237)

Car Parking
2,734

2,597

65

65

1,602

1,437

592

592

53

53

10

10

123

115

1,244

1,244

1,066

1,066

170

149

944

1,058

60

60

162

162

268

235

18

18

47

0

2,376

2,066

293

257

10,933

9,947

Cleaning
Compliance
Estates
Laundry
Contract Management (Other)
Contract Management Hard
Services
Other services
Patient Catering
Portering
Postage
Property Services
Reception
Retail Catering
Security
Contract Management (Soft
Services)
Switchboard
Utilities
Waste
Total
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Clinical and overhead savings
UHL has developed wide ranging programme of savings which can be generated from the
reconfiguration. It has identified £48 million of potential savings, in respect of areas that are
affected by reconfiguration. Of this £48 million, £33 million has been identified as a direct
consequence of reconfiguration. It has been assumed that the most of the remainder will be
delivered before 2024.
£2.893 million of the savings identified above have been assumed in the interim ICU
business. Offsetting this are savings in respect of the additional cost related to the Interim
ICU scheme which will be no longer required when reconfiguration is delivered. These
savings are £3.083 million.

AREA/CMG

BENEFIT

Assumption

Sickness
Absence
Premium

Assume that sickness absence and
premium rates associated with this will
be reduced as a result of provision of
new and fit for purpose facilities.
Saving reflects a reduction in sickness
absence to an average of 4% in CMGs
total opportunity reflects a reduction in
sickness absence days to 3%

Travelling
expenses

Total
opportunity
£’000

Reconfiguration
benefit £’000

5,659

2,390

Reduction in costs as a result of
reduced travel between sites

141

141

Reflects value of additional non F2F
contacts at £24 per contact. Benefit to
the Trust would only materialise if
growth was greater than 2%. Based on
these assumptions CCG would benefit
by circa £1 million.

519

515

80% of total opportunity in respect of
BADS basket of procedures

1,925

1,417

100% Delivery

2,807

2,807

£1.6 million assumed to be delivered
pre reconfiguration

10,200

9,241

Workforce Digital
opportunities

Original figure is as per EPR business
case but some can only be delivered
through the treatment centre.

17,100

9,046

Non pay digital
opportunities

Reflects reductions in maintenance
costs, lab tests and CT/MRI scans and
reduction in use of paper

2,560

1,086

Back office
function

£800k Corporate areas plus £125k per
CMG. There are potentially further
savings which can be achieved in
corporate overheads where 10% of the

9,675

1,675

Increase virtual
non F2F
consultations

Achievement of
BADS targets for
specialties
Cessation of
Private sector
Removal of
waiting list
initiatives
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AREA/CMG

BENEFIT

Assumption

Total
opportunity
£’000

Reconfiguration
benefit £’000

total overheads related to the LGH had
been assumed in the reconfiguration
benefit. There is further opportunity of
£8 million (50% of the total overheads).
Non CMG
Specific
Efficiencies

Sub total

W&C

MDT Working/co
location

50,586

28,319

20

20

Reduction in
beds

Maternity beds reduced as a result of
combining units. This relates to staffing
costs

240

240

Skill mix change

Reconfiguration will allow for a skill mix
change still ensuring the appropriate
amount of qualified staff are present

90

90

Consolidation of
rotas

Reduced requirement for junior and
middle grade doctors as a result of
consolidating rotas

120

120

Pathway review

Ability to deliver more efficient care
pathways as a result of consolidation

150

150

30

30

453

453

1,103

1,103

Duplication of
equipment
Saving on 98
hour cover from
LGH

Potential requirement in future for 98
hour cover at the LGH and 168 hour
cover at the LRI future consolidation
will reduce overall requirements

Women and
Children

Sub total

ESM

Consolidation of
rotas

Medical Registrar rota not required
after LGH vacated

570

570

Improved
flow/productivity

Medical Day Cases currently performed
in sub optimal conditions at the LGH.
Patient flows will be significantly
improved as a result of the provision of
new and upgraded facilities

300

300

Dermatology

10

10

880

880

32

32

60

60

375

375

60

60

Waiting list
reduction by
10%
Emergency
Specialist
Medicine
CSI

Sub total
Agency
reduction
Imaging on call
rotas
Workforce/skill
mix
Duplication of
equipment
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AREA/CMG

CSI

MSK Total

RRCV

RRCV Total

CHUGGS

BENEFIT

Trust med
commercial
income
Sub total
BPT tariff discharge
Sub total
Reduction in
cancellations varicose veins
completed within
the treatment
centre
Equipment
savings reduction in
duplication
Increased
inpatient activity
- move some IP
into Day Case
setting and
backfill
Sub total

Assumption

Total
opportunity
£’000

New Treatment centre will allow for
Pharmacy to income generate

Reconfiguration
benefit £’000

30

30

557

557

96

96

96

96

6

6

10

10

283

141.5

299

158

514

514

Increase running frequency of in-week
sessions to 50 weeks a year

109

109

Management of Change to convert
weekend sessions required to meet
demand from premium pay to
substantive. Assume 50% attributed to
Reconfiguration

93

46.5

Urology - TTM model savings
converting Premium to standard cost.
Assume 50% attributed to
Reconfiguration

108

54

Out patients

Workforce reduction by reducing the
number of locations clinics are run

60

60

Triage

Consolidation of assessment units

143

143

Decontamination

Net Benefit of centralised unit,
maintenance contracts and
consumables

1,032

1,032

2,059

1,958

Interim ICU non
cash releasing
benefit

Theatres

reduction of 50% assumed

This will either drive additional income
or allow for further savings.

Reduced lengths of stay and bed
numbers as part of ICU business case
but not assumed to be cash releasing.
Longer term reconfiguration will allow
for reduced costs to be driven out or
income to be generated

CHUGGS
Total
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AREA/CMG

BENEFIT

Assumption

Total
opportunity
£’000

TOTAL
Savings above allowed for in the interim ICU business Case

55,580

Reconfiguration
benefit £’000
33,071
(2,936)

Non recurrent costs identified in ICU business case which will cease on reconfiguration
Total Efficiencies Assumed in Reconfiguration

3,086
33,221

This shows a realistic level of savings which can be attributed to the Reconfiguration
Programme. It is recognised by the Trust that, as a result of the stage of the reconfiguration
proposals and the length of time of the Reconfiguration Programme, these savings at this
time are indicative and may change. However, to ensure that the Reconfiguration
Programme will be affordable and can provide value for money at all stages, the Trust will
track and review the savings as they are considered at each Outline and Full Business Case
and at critical points in between. A number of areas may result a cash saving to the health
economy but not necessarily to the Trust, the Reconfiguration Programme may also
generate additional income (such as endoscopy) which has been highlighted as an
opportunity but has not been assumed as a reconfiguration benefit.
Conclusion and next steps
The above highlights details of appropriate areas of savings identified in the capital bid and
the PCBC as a direct consequence of reconfiguration. It provides a realistic assessment of
the level of savings that can be delivered. It is clear that this needs to be carefully managed.
The savings will be allocated against each business case / development and used as a
minimum target for each one, feeding into an overall tracking mechanism to ensure the
programme overall delivers. Each business case will be presented to the CCGs for approval
as and when developed.
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Appendix AC – Draft consultation plan
1. Context for this consultation plan
This consultation plan outlines the steps we intend to take to ensure that we run an appropriate
and transparent consultation exercise on proposals to ‘Reconfigure acute and maternity services at
University Hospitals of Leicester NHS Trust’.
This document does not outline the proposals themselves, as these are outlined in the consultation
document.
The ‘accountable’ bodies for the consultation are NHS West Leicestershire Clinical Commissioning
Group (CCG), East Leicestershire and Rutland CCG and Leicester City CCG. They are leading the
consultation and partnering NHS England Specialised Commissioning, who are responsible for
specialised commissioning.
This scheme is part of Better Care Together (BCT), the Sustainability and Transformation
Partnership (STP) for Leicester, Leicestershire and Rutland (LLR) and has been identified as one of
the key areas within the plan that require capital investment.
The services affected by the proposals are provided by University Hospitals of Leicester NHS Trust
(UHL). There are other organisation where there is some impact in relation to the proposals e.g.
Leicestershire Partnership NHS Trust.
The consultation is being carried out during a period of significant change in the NHS and in the
context of continued constraint on public sector finances. The proposals recognise this, and
indicate how the improvements to acute and maternity services provided for patients on the three
hospital sites in Leicester will meet the needs of the local population in the future in ways that are
clinically and financially sustainable and affordable.
After the close of consultation, the feedback will be independently analysed and results made
available to commissioners. A report of the evaluation and analysis will be published by the three
CCGs.
2. How was this consultation plan developed?
This consultation plan was developed using the Cabinet Office principles for public consultation
(updated January 2016) and NHS England guidance ‘Planning, assuring and delivering service
change for patients’ (published in November 2015).
It also takes account of the range of legislation that relates to CCG decision making including:
•
•
•
•
•

Equality Act 2010.
Public Sector Equality Duty Section 149 of the Equality Act 2010.
Brown and Gunning Principles.
Human Rights Act 1998.
NHS Act 2006.
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•
•

NHS Constitution.
Health and Social Care Act 2012.

•

Communities Board Principles for Consultation.

The patient and public engagement that has taken place over a period of 4 years has given us a
strategic direction for this plan and the activities within it. The engagement/pre-consultation work
undertaken has provided business intelligence enabling us to consult. We have considered a
variety of options with clinicians, staff and the public since Better Care Together was launched.
Along the way a number of proposals that didn’t meet the needs of the local population have been
disregarded.
On a number of occasions BCT and the acute and maternity reconfiguration have been discussed at
the Leicestershire Health Overview and Scrutiny Committee, Rutland Council Adult and Health
Scrutiny and Leicester City Health and Wellbeing Scrutiny Commission.
The three CCG Boards will have formal oversight of the consultation and have reviewed the draft
public consultation document, summary document and other support materials.
NHS England Specialised Commissioning have been involved in the production of both the
consultation plan and this communications and engagement plan.
3. Background
BCT partners collectively and individually have been engaging and involving patients, carers, staff,
GP practices and other stakeholders in BCT and the acute and maternity reconfiguration since
2014.
BCT engagement including reconfiguration
There have been three major periods of engagement on BCT in the past four years. The first was in
2015, when thousands of people were reached through a publicity campaign and more than 1,000
respondents completed a detailed questionnaire about the future of healthcare in LLR including
acute and maternity reconfiguration. The insights were analysed and informed the development
of our STP.
Our early proposals were shared with the public in November 2016 within the draft STP. This was
followed by a period of engagement from January to March 2017. 11,000 interactions through
publicity, events, targeted meetings, digital and social media were captured.
The most recent engagement has been undertaken in October and November 2018. The plans for
acute hospital reconfiguration and maternity services have been shared widely at the series of
community based events held across LLR. Nine events have informed communities of the plans
and provided the opportunity for patients, the public and wider stakeholders to hear more about
the underpinning detail of the rational for the proposed changes, what it means in practical terms
for services currently being provided from the Leicester General Hospital in particularly and
options for maternity services.
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It also gave the public the opportunity to raise any questions or concerns.
Feedback from the public identified a number of areas where more work was required including
the need to maintain the acute bed capacity and access to maternity service within any proposals
to reorganise the acute hospitals in LLR and create a new maternity hospital. We were also asked
to consider the better use of technology and in particular the creation of a single patient record
and to recognise that local areas are different and there is a migration of LLR residents outside of
the counties as well as a migration of residents from other counties into LLR acute services.
The feedback has been documented and is included in the Pre-consultation Business Case.
Since 2016, the BCT Patient and Public Involvement (PPI) Group comprising of patient and
voluntary group representatives, as well as the three local Healthwatch organisations (now
reduced to two) has been involved in developing our proposals. This included a ‘deep dive’ into
the acute and maternity reconfiguration in March 2018. The group provided regular challenge and
guidance to BCT partners, including UHL.
The PPI group has now been dissolved and replaced with a Public and Patient Involvement
Assurance Group. This group will play a significant role during the consultation period providing
assurance of the engagement activities and ensuring that learning and insights impact the final
decision made.
Healthwatch organisations have also been engaged through their Boards. They have supported
BCT to communicate with patients/service users and their representative groups and have also
participated in the engagement process.
The BCT Communications and Engagement Group comprising of the three CCGs, four providers and
three local authorities lead and oversee engagement activities. Collectively they help to
communicate BCT across their respective stakeholders including patients/service users, carers,
staff and the public.
Regular engagement has been undertaken with the three local authorities through a number of
mechanisms. These include through the BCT Senior Leadership Team, scrutiny committees and
health and wellbeing boards and their executive teams. The local authorities have been very
supportive in coordinating communications with their communities, councillors, staff and
stakeholders.
We have many voluntary and community groups in LLR who have been engaged in a number of
ways either through our BCT partners or through Voluntary Action Leicestershire.
Regular communication has taken place with the local MPs over the last four years, who have
raised various questions about the developments, which have been responded to.
Other mechanisms in place where individuals feed information about services back to
commissioners and providers have been utilised to capture experiences. They include NHS
Choices, Care Opinion (independent online feedback website), CCG and provider complaints and
PALs/PILs services, National Patient Experience Survey results, Contract data, Quality visit reports,
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CQC reports, Healthwatch enter and view reports/ visit information and Healthwatch engagement
report Health trust public memberships and Patient Participation Groups at GP practices (and their
existing forums)
A Patient Panel formerly the Mercury Patient Panel and the NHS Save our NHS have been active
since BCT was established. We have had regular and ongoing discussion with these groups and
have participated in debate and discussion sessions. They are fully appraised of our proposals. We
envisage that they will remain a cohort of people who remain concerned and active with regard to
BCT and the future of the hospital buildings and hospital services.
Engagement activities in 2018 and 2019
Engagement activities have continued during 2018 and 2019 to engage with communities in
Leicester, Leicestershire and Rutland.
The activities provided opportunities for patients, the public and wider stakeholders to discuss
changes to the care they receive in ways that suit them. This includes talking through the
underpinning detail of the rationale for the proposed changes and what it would mean in practical
terms for patients using services currently being provided by the three hospitals in Leicester run by
University Hospitals of Leicester NHS Trust
The activities have been a combination of deliberative events and outreach work with patient,
voluntary and community sector groups, to give the public the opportunity to raise any questions
or concerns that need to be addressed as we move through the stages of the programme and
towards formal public consultation. The activities have been participated in by nearly 650 people
and have been supported by a programme of online and offline communications. has supported
the events and outreach work.
Public events
To commence this process, the CCGs and UHL jointly hosted a series of open engagement events
during late October and November 2019 to share more widely the plans for acute hospital
reconfiguration and maternity services.
The events also recognised that people had questions about the proposals for the consolidation of
level 3 intensive care services onto two hospital sites. We took the opportunity to explain why it is
so important and what impact this change has on wider reconfiguration plans.
People used the nine events as a drop-in to informally discuss NHS plans for improvements and as
formal events with presentations and question and answer session.
Feedback from the events were captured to influence the decision making processes within each
work stream of Better Care Together and the acute and maternity reconfiguration.
Outreach work
From October 2018 through into August 2019 we have also undertaken a programme of outreach
work.
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The outreach work took two differentiated approaches. To recognise our duties under the Equality
Act 2010 to consider potential impacts of service change on people with protected characteristics
we have reached out to these communities attending their existing meetings and events. We have
particularly worked through voluntary and community sector agencies and local support networks
to involve these communities.
Examples of the type of groups we have engaged are the Learning Disability Partnership Board and
Leicestershire Older People Network.
In addition, the second approach to outreach has been manned drop-in sessions situated in
community venues where there is reasonable footfall e.g. libraries. This allowed the public to view
the same BCT displays on show at the deliberative events and have informal conversations about
health services, but in their local area.
Other engagement and communications
Staff: To provide further opportunities for staff to be engaged, face-to-face briefings have been
coordinated. We used the existing mechanisms available through organisations to reach staff
including newsletters and online briefings.
Online communications: We have raised awareness of the Better Care Together and the acute and
maternity reconfiguration through a range of online communication including social media
channels (Twitter, Facebook and YouTube) and partner websites. We have produced a regular BCT
e-newsletter and video case studies and explored interactive content.
Press and Broadcast media: We worked with our local print and broadcast media to coordinate
regular articles and updates utilising case studies. Video case studies have been used to
communicate the acute reconfiguration proposals. The Leicester Mercury hase also produced
regular features on various key aspect of the work. We also capitalised on the reach of our weekly
newspapers encouraging them to replicate the features for their local audiences.
Existing communication mechanisms: We also used existing established mechanisms to provide
information and communicate with a range of stakeholders. These mechanisms capitalised on the
engagement process:
•
•
•
•

BCT partner websites.
Presentations at Healthwatch (Leicester and Leicestershire, Rutland), Voluntary Action
Leicester and other voluntary groups.
Patients groups and members including PPG networks.
GP newsletters and locality/federation meetings.

Engagement with councillors: Discussions have been ongoing with individual local authorities with
regard to engagement with councillors using differentiated approaches.
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This included an all members briefing in December for Leicestershire County Council members and
the Labour Group within Leicester City Council.
Engagement specific to maternity reconfiguration
Specifically, in regard to the reconfiguration of maternity services the BCT maternity work stream
has undertaken extensive engagement with a wide range of stakeholders dating back to 2015. This
work has been recorded and is included in the Pre-consultation Business Case. The business
intelligence captured has impacted on the current proposals.
The maternity work stream has established a group called the Maternity Voices Partnership (MVP).
The vision of the group is “Supporting local commissioners and providers to meet their legal and
contractual duties to engage with patients and members of the public to ensure that the services
that they commission or provide meet the needs of the local population.”
The membership comprises of maternity service users and their families, women (with an interest
in maternity services), charities and advocacy groups, commissioners, providers, statutory partners
(such as Healthwatch) and clinical and managerial representation. The group will be integral to the
consultation.
Engagement specific to acute reconfiguration
The three acute sites have always been part of the bigger picture of delivering better health and
social care across LLR. The future of Leicester General Hospital has been discussed implicitly and
explicitly over many years across a wide range of stakeholders, patients and service users.
Most notably this has been in:
•
•
•
•
•
•
•
•

Full options appraisal as part of Pathway project (2000) with public engagement.
Next stage review (2008).
Options appraisal for acute reconfiguration (2013).
Better Care Together Strategic Outline Case (November 2014).
Options appraisal process for maternity reconfiguration (2015).
Better Care Together - including pre-consultation engagement campaign (2015).
Delivering Care at its Best 5 Year plan (2015, updated 2016).
Strategic Transformation Plan (December 2016, with engagement in early 2017).

In addition to acute reconfiguration being part of the desired system wide change, UHL, in the
development of their own five-year plan have been clear about their own and the system’s
ambitions since June 2014 and within subsequent annual reviews.
The plan has been refreshed every year since its publication and explicitly mentioned the move
from three to two acute hospitals every time.
Prior to the publication, UHL had developed their plans alongside clinicians, service users and staff.
Details of the engagement are contained in the Pre-consultation Business Case.
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4. Aims and objectives of consultation
The aim of this consultation exercise is:
•
•
•
•
•
•

To inform people about how the proposals have been developed.
To describe and explain the proposals for reconfiguring acute and maternity services.
To seek people’s views and understand the impact of the proposals on them.
To ensure that a range of voices are heard which reflect the diverse communities involved in
the consultation.
To understand the responses made in reply to our proposals and take them into account in
decision-making.
To ensure that the consultation process maximises community engagement and complies
with our legal requirements and dutie.

5. The role of consultation in the review process
Public consultation is essential in the development of NHS services. It provides people with an
opportunity to help shape proposals for change and improvement and to comment on those
proposals before any final decisions are made. This includes those who use services, their carers and
advocates; community organisations, local government; community leaders and stakeholders, NHS
partners and NHS staff.
Public consultation is one of a number of methods used by the NHS to develop better care and
better services.
Before the formal public consultation process, we undertook engagement with all those likely to be
involved with, affected by or interested in the services being considered. The Pre-consultation
Business Case describes the engagement in more detail and shows how it contributed to the
development of the proposals being put forward.
6. Consultation with individuals and groups
To make sure that the consultation effectively captures views and feedback from our local
populations in Leicester, Leicestershire and Rutland and from the population that migrate into
Leicester to receive services we have undertaken two approaches to our stakeholder analysis and
segmentation. The first identifies the target audiences that we need to consult with and prioritises
and ranks them. This will be used as a basis on which to consult based on their involvement, the
impact on them or their interest.
They will all be contacted and their views sought during the consultation period. In addition, we will
ask all organisations and groups to act as conduits and to actively help us to promote the
consultation (via their communication channels) to any relevant stakeholders. The engagement

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 522

between 2014-18 inclusive, will help us to do this as relationships have already been formed with
many groups.
Demographic information will also support us to plan the consultation work and target communities
particularly those groups that are traditionally harder to engage. We will use our partnerships with
various organisations to reach out to these groups – for example the local authority and specific
local GP practices to reach the travelling community, Leicester LGBT centre to reach lesbian, gay
bisexual and transgender people, Maternity Voices Partnership to reach expectant mums.
Figure one shows the high level segmentation of the target audiences.
We have also analysed our communities on the basis of how hard people are to reach. There may
be a wide range of reasons why people don’t want to take part in the consultation. Our challenge is
to think about these groups and how we might trigger their involvement. Figure Two in section 9
looks at these ‘hard to reach’ communities and methods for engagement which are not mutually
exclusive.
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Figure 1 - Acute and maternity reconfiguration
Involved

Power/influence of stakeholders

Clubs and societies
EMAS
Housing Associations
Surestart
Nursing Homes
Hospices
Voluntary and community sector groups (general)
Local Medical Committee
Disease specific groups
Carers through carer groups
Patient Panel & PPGs
Parish councils
Patients living outside of LLR border
Professional bodies e.g. Royal Colleges

Key players – Partner
LPT
NHS England NHS Improvement
CCG Boards
Overview and Scrutiny
Health and Wellbeing Boards
HealthWatch x 2
UHL staff
GP members/Federation/Locality
PPI Group
Voluntary Action Leicester (to identify specific key
V&C groups)
Upper and lower tier councils/councillors
MPs
Neighbouring trusts and CCG
Maternity Voices Partnership

Inform – use for communications

Consult - Show consideration

Local businesses
Media
CAB
Dental practices
Community Centres Connexions
Libraries
WI
Opticians
Pharmacies
Post offices
Supermarkets
Schools/School Councils

Unions
Save our NHS
Derbyshire Health United
Local Pharmaceutical Committee
Police
Public – see section 9 for further segmentation
Alliance
TASL

Interest of stakeholders
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7. Key messages
We will use overarching messages through the duration of the consultation process which convey
our vision, values and commitment. In addition, specific messages in relation to the proposals for
the acute and maternity reconfiguration will be conveyed in relation to:
About this consultation – the context and case for change
 The need to consolidate acute services to improve services for patients.
 The need to consolidate maternity services.
 Financial and clinical challenges.
 Set in context of BCT.
 The importance of people having their say on the proposals.
The consultation mandate
 Describes the purpose of the consultation.
 What the CCGs in LLR wants to achieve through consultation.
 The specific areas we are seeking to understand what the impact of proposals will
be.
 How the CCGs will use the responses to inform their decision.
The proposal(s)
 Description of the proposal.
 Benefits of proposals.
 Within the proposal highlight the need to understand the impact on patients, carers,
staff and public.
 Set out clearly what can be influenced, what can’t.
 Include all changes needed to implement the proposals.
 Funding/financial implications.
How the proposals were developed
 Ongoing engagement and involvement since 2014.
 How the engagement and involvement has influenced the proposals.
 Show how the proposal meets financial, clinical objectives.
 What acute and maternity will look like in the future.
Details of the ways that people can get involved in the consultation
 Events.
 Outreach.
 Online.
We will recognise in our messaging the motivation of each of our communities and tailor it to what
matters most to them. We will also acknowledge that some people will need to be persuaded to
participate which will involve us using interesting and creative ways to make the consultation
relevant to them.
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Testing views
A number of questions will be asked through the consultation providing the public with the
opportunity to provide views about the proposed changes.
The questions test the views and impact of the public on the following:
•
•
•
•
•
•
•

Moving all acute clinical services onto two of the three hospital sites – Leicester Royal
Infirmary and Glenfield Hospital.
Providing non-acute services at Leicester General Hospital including the diabetes centre of
excellence and GP imaging.
Providing haemodialysis in a unit at Glenfield Hospital as well as in a haemodialysis unit
located to the south of Leicester.
Co-producing, with service users, alternative options for the provision of a hydrotherapy
pool, currently located at Leicester General Hospital.
Creating a new maternity hospital at Leicester Royal Infirmary.
Testing out the use of a stand-alone midwifery led centre located at Leicester General
Hospital for a period of 1 year.
Test out the concern of people around the choice of place of birth in the event that after a
year the midwifery led centre at Leicester General Hospital does not have at least 500 births,
the number required to make the service sustainable, and it closes without further
consultation.

8. Consultation document and materials
We have developed a consultation briefing document which will convey the key messages outlined
in section 7.
We have ensured that the main consultation document is relevant to people who currently use and
are likely to use services at University Hospitals of Leicester in the future.
The document explains why change is needed, what the proposals are and what benefits they will
bring for patients, as well as how the proposals, if agreed, might be implemented.
It also clearly explains how people can participate, feedback comments and ask for further
information by post, email, social media and website.
We will produce an online questionnaire and hard copy questionnaires (including an equalities
monitoring form) for use at events including an easy read version.
People involved in the engagement will be from a variety of backgrounds, therefore there will be a
need to ensure that the consultation document is made available in different formats e.g. easy read.
We will also explore the translation of the document into other languages spoken locally. We will
also need to produce a summary document to provide people with a quick overview of the proposals
which will be circulated to key outlets e.g. libraries, sports centres, GP practices and community
venues.
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All information produced as part of the consultation will be written in a language that can be easily
understood. Technical phrases and acronyms will be avoided, and information will be produced in
other formats as required to reflect population needs.
All the consultation documents will be available on a dedicated section of each CCG and BCT partner
websites and the BCT website. The sites will be promoted via social media channels such as
Facebook, Twitter and YouTube.
We will also produce posters and flyers for distribution, and displays and stands for use at public
events and in public places and at roadshows.
We will also offer support to those who may need it to ensure that they are able to understand the
information contained within the documents and to ensure that all participants in the consultation
have enough information to give informed feedback.
9. How we will consult – summary of planned activities
The experience and learning from the BCT engagement work in LLR and the learning from other
consultations shows us that we have to develop and implement a range of activities for different
audiences to ensure that we have given everyone equal opportunity to participate in the
consultation process and triggered the necessary motivation for communities to wish to participate.
Outlined in this section is a summary of the planned activities we will implement. We will monitor
and evaluate the process consistently to ensure that all activities are meeting the requirements of a
robust consultation.
Figure two outlines a further stakeholder analysis including specific communities that may be hard
to reach. In addition, it outlines methods of engagement additional to the summary. This section
has been information by the Equality Impact Assessment undertaken on this programme of work.
Existing mechanisms
There are a number of mechanisms that BCT partners already have in place which help us provide
information and communicate with a range of stakeholders. These mechanisms will be utilised
during the consultation process:
•
•

•
•
•
•
•
•

Staff – through a number of methods including briefings, newsletters etc.
Local councillors and MPs are updated through discussions at scrutiny and Health and
Wellbeing Boards and through briefings at committee meetings. They also receive a
monthly BCT newsletter.
BCT partner websites.
Presentations at Healthwatch, Voluntary Action Leicester and other voluntary groups.
Local media including TV, radio and newspapers.
Patient groups and members including PPG networks.
GP newsletters and locality/federation meetings.
Twitter, Facebook and Youtube.
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Other mechanisms
Focus groups
Under the Equality Act 2010, we have a duty to consider potential impacts of service change on
people with protected characteristics. We have extended this to include carers. In order to help us
understand these potential impacts in detail, we will run focus groups with these populations using
existing meetings and events held by other support groups, particularly the voluntary and
community sector.
We will also use focus groups to engage with individual practice patient participation groups and
other patient groups.
As mentioned earlier we will utilise the support of local organisations, voluntary and community
groups and local support networks to reach out and involve these communities.
We will also adopt other engagement methods as show in Figure 2.
Deliberative events
We will hold a number of deliberative events event across LLR to enable members of the public,
voluntary and community sector stakeholders, parish councils and other interested groups to share
their views and give us an understanding of the impact of proposals on them and the people they
may represent with information given by local providers including clinicians and CCG leaders. Table
top as well as open forum sessions will allow people to share their views and respond to the
consultation questions.
We suggest four to six public events to ensure that the diverse population of LLR and people living
across our borders have the opportunity to be involved. To ensure we cater for people who work
and those that don’t, we should hold the events at differing times, both day-time and evening.
All feedback from the events will be captured and the key themes and points of any discussions
recorded along with the attendance in terms of equality and diversity requirements. These records
will form part of the evidence to inform the final decision-making process. We will also capture any
questions and draw up a question and answer section on our websites, so that answers can be
viewed by everyone.
We will ensure that sufficient number of activities are undertake to capture the views of ethnic
minority groups particularly in Leicester City. Also, in the main areas of deprivations to ensure we
assess the impact for people living in poverty or with low incomes.
Road shows on NHS sites
To provide opportunities for staff and existing patients to find out about the consultation and share
their views, we will run a road show at the three UHL hospitals and other NHS premises. During
these sessions we will raise awareness of the consultation and signpost people to our consultation
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website and response form. We will also provide copies of the summary consultation document and
response form so they can either take it away to consider or complete it immediately.
Outreach
We will arrange for displays and/or manned or unmanned exhibition stands to be situation in
prominent areas where there is a high footfall to engage with the public and signpost them to
further information.
Briefings
We will hold briefings with key stakeholders – including Healthwatch, the PPI Group, local
authorities, Maternity Voices Partnership and any other key interest groups. We aim to hold these
briefings early on in the consultation period to enable these stakeholders to cascade information to
their membership and contacts.
E- newsletter
In order to keep the consultation at the forefront of discussions we will produce a regular enewsletter updating people on the opportunities for getting involved. We will use it to publicise our
deliberative events and road shows and signpost people to our website and response forms.
Networks and contacts
We will work with our voluntary sector colleagues and those local organisations that have
newsletters and magazines both off and online, to publicise the consultation and signpost people to
our website and response form. This will include providing on a regular basis throughout the
consultation articles and web copy to these organisations asking them to support our
communications.
We will also undertake dedicated work with key voluntary sector bodies and commission them to
undertake specific outreach with population cohorts to ensure that their voice is heard.
Communications activities
We will raise awareness of the consultation, associated engagement activities and call to action
through a range of communication channels including media, social media, websites, consultation
newsletter, stakeholder communications channels and by distributing a range of communications
materials.
We will work with the Leicester Mercury to coordinate regular features and updates. We will also
engage with weekly newspapers, TV and radio stations including commercial stations e.g. Sabras
Radio - a local Asian community radio to engage them in the consultation to help us to reach the
Asian population in the area.
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Advertising
We will use online and offline advertising to reach key areas of the community including niche
groups.
Reaching different communities
In 2019 we have invested time and resources to launch a Citizens’ Panel, which will be an online
group in the main, providing a systematic approach to gathering insight and feedback from a
representative sample of our circa 1.1 million population.
Considerable work has been undertaken to understand the socio-demographics of the LLR
population to enable us to understand what a true representative of the population would be. The
Panel will be used to contribute to the consultation activities.
In addition to this work we have further segmented our target communities and outlined below
methods of engagement them. It also considers the format of information e.g. different languages,
braille, video, Online Browseaload and easyread.
Figure 2 – Methods of engagement
Who
People who live in
rural communities
People who live in
urban
communities
Housebound
Young people

Older people
Long distance
commuters and
people living over
the LLR boundary
People with an
agenda/campaign
groups
People without
transport
People who work

Methods of engagement
Local display in village hall
Through parish councils
Outreach work
Local display in library
Outreach work
Work with district nurses, health visitors to raise awareness
Video consultations
Use of online social networks
Youth questionnaire
School project
Young peoples’ forums
Voluntary sector groups e.g. Age UK
Older peoples’ forum
Ensure good online methods are in place via email, website, e-newsletters,
online fora, social networks
Engage with media over the borders
Ensure timing and of some events is in evening and close to our borders
Develop the relationships already established through engagement and visit
their community meetings
Ensure good online methods are in place via email, website, e-newsletters,
online fora, social networks
Ensure location of events is on good public transport links
Ensure good online methods are in place via email, website, e-newsletters,
online fora, social networks
Ensure timing of some events is in evening
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Who
People who don’t
work
People with
learning disabilities
People with long
term mental
health problems
People who are
pregnant or have
babies and young
children
Lesbian, Gay,
Bisexual and
Transgender
Migrant workers
BME
Adult carers
Child carers
Travelling
communities
Walking well
Staff

Methods of engagement
Continue to use social groups and networks online and offline e.g. WI,
SureStart, Mumsnet
Through schools and voluntary sector
Ensure easyread capability on main website and use of video and illustrations
Through voluntary sector and NHS providers
Maternity Voices Partnership
Women and Toddler groups
Surestart
Through Leicestershire LGBT
Through employers – displays and collateral
Through voluntary and community sector. Particular consideration should be
given to women only sessions to meet the cultural needs of specific groups.
Through carer groups and organisations
Through carer groups and organisations
Through local authorities and GP practices with registered patients
Through local organisations and business e.g. local authority and large
businesses
Utilising existing newsletters, staff forums, team and staff briefings
Staff areas of BCT website
Staff events and outreach

10. Equalities considerations
As both a legal requirement, but also a moral requirement we will ensure that the consultation
process reaches out to all those who have an interest in the proposals and that they are empowered
to take part in the consultation.
An equality impact assessment has been undertaken to ensure that the process for consultation and
decision making is fully compliant with our legal duties under the 2010 Equality Act and the NHS Act
and that we are taking account of people’s protected characteristics.
We will also undertake an Equality Risk Assessment to highlight key areas of concern or issues and
identify mitigating actions.
As outlined in section 8, consultation information will be made available to all communities in
various formats appropriate to the community e.g. Browsealoud, Video, Easy Read. We will also
work closely with voluntary and community sector organisations to raise awareness of the
consultation and highlight why people should participate and how they can take part.
We will offer to meet with specific groups or representatives to seek feedback on proposals and
discuss how people from different communities included those with protected characteristics can be
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best enabled to participate. In section 9 we have both summarised activities which will be
appropriate to the majority of our communities and further segmented communities with specific
engagement activities appropriate to specific sections of our communities.
We will ensure that, as a result of the Equalities Impact Assessment, we take the necessary steps to
consult a cross-section of stakeholders in LLR and beyond.
We will reach out to a range of voluntary and community organisations to support us to consult with
‘seldom heard’ groups and those with ‘protected characteristics’ under the Equality Act and ensure
that those experiencing health inequalities are involved.
Public events will be offered at a range of times and locations to appropriate access for both people
of working and non-working age. We will also consider the need for interpreters when speaking to
minority ethnic groups.
For all methods of feedback whether online or offline we will ensure that we have asked people to
provide socio-demographic and equalities information. This information will be aggregated as part
of the consultation to enable us to assess the impact and views from groups that differ from the
general population e.g. LGBT, children, people living in deprived area.
11. Capturing consultation responses
We will secure the services of an independent organisation to handle the consultation data and
report the findings to the three CCG Governing Boards.
The consultation responses from the various online and offline responses will be logged and
analysed and evaluated and an independent report of the consultation written.
Depending on the timeline of the consultation we would expect the Governing Boards to receive the
report within four weeks of the closure of the consultation.
We will ask people to answer on a voluntary basis, as part of their consultation response, specific
equality questions. This will enable responses to be analysed by segmented communities to ensure
that we have been inclusive. This analysis will be done throughout the consultation period enabling
us to make modifications to this plan if we find that we are not reaching and providing opportunities
to our entire communities
After considering carefully all of the feedback received, the CCG Governing Boards will make a final
decision at their public meeting(s). If the decision is to proceed, the Governing Board will outline the
process for developments and the timeline. After a decision has been made this will be widely
communicated back to the public to ensure they are well informed of the decision.
12. Assurance and evaluation
The consultation plan and consultation materials have been informed by insights gained through the
engagement process and will be discussed and approved by NHS England.
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Statutory scrutiny during the consultation will be provided by the three Overview and Scrutiny
Committees, the BCT Clinical Leadership Group and BCT System Leadership Group.
The consultation will comply with the law which requires NHS bodies to engage with members of the
public before making decisions on changes to health services. Currently, separate sections of the
NHS Act apply to CCGs. CCGs are governed by section 14Z2 of the NHS Act 2006, which states:
a) This section applies in relation to any health services which are, or are to be,
provided pursuant to arrangements made by CCG in the exercise of its functions
(commissioning arrangements).
b) The CCG must make arrangements to secure that individuals to whom the
services are being or may be provided are involved (whether by being consulted
or provided with information or in other ways – in the planning of the
commissioning arrangements by the group; in the development and
consideration of proposals by the group for changes in the manner in which the
services are delivered to the individuals or the range of health services available
to them and in the decisions of the group affecting the operation of the
commissioning arrangements where the implementation of the decisions would
(if made) have such an impact.
The consultation will also comply with the Gunning Principles on ‘fairness’. The Gunning Principles
state that: Consultation must take place when the proposal is still at a formative stage: Decisionmakers cannot consult on a decision that has already been made.
The consultation plan has been designed using the Cabinet Office principles for public consultation
(updated January 2016) and to comply with the NHS England guidance ‘Planning, assuring and
delivering service change of patients (published in November 2015).
We are required to show how the proposals meet the five tests for service reconfiguration, four of
which were laid down by the Secretary of State for Health in the Mandate, with the fifth one coming
into force in April 2017:
1.
2.
3.
4.
5.

Strong public and patient engagement.
Consistency with current and prospective need for patient choice.
Clear clinical evidence base to support the proposals.
Support for the proposals from clinical commissioners.
Local NHS organisations to show that significant hospital bed closures subject to the current
formal public consultation tests can meet one of three new conditions before NHS England
will approve them to go ahead:
o Demonstrate that sufficient alternative provision, such as increased GP or
community services, is being put in place alongside or ahead of bed closures,
and that the new workforce will be there to deliver it; and/or
o Show that specific new treatments or therapies, such as new anti-coagulation
drugs used to treat strokes, will reduce specific categories of admissions; or
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Where a hospital has been using beds less efficiently than the national average,
that it has a credible plan to improve performance without affecting patient care
(for example in line with the Getting it Right First Time programme).
The regulatory framework is provided by:
o

•
•

•

The NHS Act 2006 (as amended).
The Equality Act 2010, which requires us to demonstrate how we are meeting our Public
Sector Equality Duty and how we take account of the nine protected characteristics of age,
disability, gender reassignment, marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex, sexual orientation.
Secondary legislation

We are required to show how we have taken into account the views and requirements of those who
may use our services and their carers, families and advocates how the proposals will bring significant
clinical benefits and improve outcomes and accessibility how the proposals take into account
people’s diverse and individual needs and preferences including people with protected
characteristics.
13. Impact of consultation outcomes
After the consultation the feedback and outcome will be used to help commissioners decide on the
final outcome.
This decision making process will comply with the NHS England guidance ‘Planning and Delivering
Service Changes for Patients’. It will use the outcome of the consultation as part of the evidence to
be considered, alongside clinical benefits of the options put forward and the sustainability and
transformation of service.
At the close of consultation the commissioners will publish a report setting out the major themes
emerging from the consultation, a summary of the responses to the proposal, an overview of the
process, an explanation of how the final decisions will be taken (including dates of meetings in
public) and the timeline for implementing the recommended option, should this be adopted. This
report will draw on the independent evaluation report. It will be available in hard copy and online. A
detailed communications and media plan will set out the actions for commissioners to communicate
the decision to service users, carers, staff, local people, partner organisations, stakeholders and the
media.
The three Health Overview and Scrutiny Committees will also comment on the outcome.
14. Consultation timetable
The final consultation document and process is subject to approval by the three CCGs and NHS
England. This plan assumes that the consultation will start when details of funding is known and
agreed. The consultation will last 12 weeks. There will be a period of deliberation and analysis of
findings which will last 4 – 6 weeks. The CCG Governing Boards will then meet to make their
decision on the outcome.
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A detailed grid of the proposed consultation activities to reflect stakeholder mapping can be found
in the Appendix 1.
Prior to launching the consultation there will be a period of per-consultation where we will start to
raise awareness and promote all the activities and opportunities for participation. We will invite
feedback from groups who would like us to talk to them and participate as a group. We will also use
the key stakeholder contacts we have established during the engagement phase to ensure that they
are well informed.
15. Risks
Risks and mitigations will be managed by the Senior Leadership Team and coordinated by the
Communications and Engagement Group. Risks around communications and engagement will be
fed into overall Risks log for the project.
Communications and engagement risks will be identified and regularly reviewed and assessed
throughout the consultation and mitigating actions but in place to respond to issues.
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Risk
Failure to engage with relevant stakeholders
and meet statutory duties / stakeholders feel
they have not been fully involved

Mitigation
Communications engagement plan developed
identifying stakeholders and partners with
detailed communications activity implemented
during consultation period.

CCGs do not engage with marginalised,
disadvantaged and protected groups

Communications and Engagement plan
identifies relevant groups and organisations that
we will work with to access these groups and
communities
Ensure adequate publicity and support. Ensure
accessibility of activities and appropriate
feedback mechanisms using a range of online
and offline media. Implement mid-point review
to assessment responses and modify
communications and engagement activities
accordingly
Ensure through all communications that public
are aware of previous engagement activities
and have knowledge of the clear rational for the
proposal for change
Appropriate governance policies/standards will
be put in place to ensure correct procedure,
logging processes and equality analysis are
maintained throughout the consultation and
that public are fully aware of the engagement
that lead to the narrowing down of options to
the proposal

Lack of response / “buy in”

Proposal in consultation document perceived by
members of the public as a “cost cutting”
exercise or a ‘done deal’
The consultation may be subject to challenge
and the lack of options for public to comment
on may be criticised

Campaign group challenges proposals

Ensure that consultation documents outline
how the proposals have been developed and
how they will benefit patients by improving
services available to them. Ensure we are
following due process and logging all
engagement Ensure that we are prepared
through the processes in place to receive any
petition
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Appendix 1
When

Stakeholder/
group/ Audience

What

What does good look
like

Set up

tbc

Design and print consultation document and Easyread
Design and print summary of consultation document
Design and print leaflets, posters and displays
Translate consultation document
Develop survey (online & off line)
Set up method of capturing insights to contribute to final report
Develop web pages
Set up advertising of events and consultation opportunities
Set up event planner of community events and outreach
opportunities
Set up public event including venues and speakers
Set up schedule of newsletters and updates
Collate local social media schedule
Set up PR schedule
Produce miscellaneous materials including voxpops and video
clips
Set up online Q&A and method of adding to
Appointment independent organisation to produce final
analysed report

Well prepared
consultation activities

Focus Groups
tbc

People with
protected
characteristics and
carers

Review the existing communication and engagement networks
of the participating organisations to establish how best to
engage the most ‘unheard’ and ‘hard to reach voices’ in the
reconfiguration process
Use the framework of the nine protected characteristics of The
Equality Act (2010) as a guide
Identify and approach voluntary, community and other
organisations and groups informing them of the consultations
and offering attendance at existing forums and meeting to
discuss consultation proposals
Work with key voluntary sector groups commissioning them
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Lead

Status/Update

set up specific engagement activities with their audience

Health Overview and Scrutiny, councilors and MPS
tbc

Overview and
Scrutiny

Attend Leicestershire Overview and Scrutiny Committee
Attend Borough and District Council Overview and Scrutiny
Committee
Sent bulletin to launch consultation and coordinate regular
updates/ in line with requirements of the committee and /or
council

Informed and engaged
Overview and Scrutiny

Health and
wellbeing Board

Bulletin to launch consultation and report on regular basis the
progress of the consultation

Well informed Health and
Wellbeing Board and
representative
organisations
Well informed MPs and
councillors

MPs and local
councillors

Bulletin to launch consultation and report on regular basis the
progress of the consultation
Deliberative events

Coordination
tbc
Events held in
tbc

All audiences

tbc

All audiences

Coordinate 4 -6 events to enable public to share their views
and give us a knowledge of the impact of proposals
Promotional activities including on-line and off-line through
press, by invitation, in newsletters, through relevant groups
including patient membership
Set up method of capturing insights to contribute to final report

Advertising
Select and book key advertising space in online and off line
media
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100 people attending 4 –
6 events.
Community aware and
involved in consultation
and participating in
feeding in views
All responses
coordinated as part of the
overall independent
evaluation and analysis
Community aware and
involved in consultation
and participating in
feeding in views
All responses
coordinated as part of the
overall independent
evaluation and analysis
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Roadshow on NHS sites
Coordination in
tbc
Roadshow held
in tbc

All audiences, but
particularly patients
and staff

Coordinate schedule for roadshow around UHL and other NHS
sites, including provision of display and information to take
away

People aware of
consultation, information
shared and dialogue
generated and feedback
received directly or via
website

Website and social media
Develop in tbc
and
implementation
throughout
consultation

All audiences

Coordinate web pages for consultation on CCG websites,
provider and BCT websites including response form for
feedback
Develop ongoing schedule of web, video and social media
content through the duration of the consultation to engage and
appeal to different audiences
Collate social media plan for duration of consultation linked
with aim to generate maximum responses via website
Create web copy and distribute to partners to form links to
CCG website and maximise number of hits to response form
Briefing

More people involved in
the consultation; viewing
partner web pages and
responding

Coordinate in
tbc and hold
briefings in
August and
September

Key stakeholders
(see section 8 of
plan)

Diary in briefings to key stakeholder list in early phase of
consultation to enable stakeholders to cascade information to
their members/contacts

Informed stakeholders
who are cascading
information about
consultation to their
contacts

Posters and leaflets
Coordinate in
tbc and
distribute in tbc

Public

Distribute posters and leaflets in community venues promoting
the consultation and ways to get involved
Investigate with practices emailing patients to promote the
consultation and ways to get involved

Materials distributed in
communities promoting
consultation yielding 3%
response rate

Press and public relations
Coordinate in
tbc and
commence
distribution in

All audiences

Meetings and/or regular communications established with
journalists to develop ongoing relationships and communicate
review
Identify different topics of interest generated by consultation
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tbc

Coordinate in
tbc and
commence
distribution in
tbc

All audiences

All audiences
tbc

pertinent to different audiences.
Collate and produce proactive press releases throughout
consultation to generate maximum coverage through print,
radio and TV
Establish key media spokespeople and ensure they are and
confident and well briefed in undertaking media interviews
Widen media database and target appropriate local magazines
and newsletter with relevant articles and features, including
patient newsletters and local parish councils

Collateral
Produce consultation document including in appropriate
formats
Produce Q&A
Produce on and off line copy
Produce slide presentation and script
Produce display material
Produce web copy and initial video
Set up online for a
Set up e-newsletter

Better informed local
residents actively
participating in
consultation

Well informed public
contributing to
consultation

Processes
Set up calendar of activities
Set up social media and press schedule
Set up process for logging activities and provision of evidence
Set up process for ongoing evaluation on weekly basis and
make necessary modifications
Staff engagement
Coordinate in
tbc and
commence
briefing in tbc

Health
professionals

Work with UHL and other providers to set up briefings with a
cross section of staff
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Well information staff
contributing to
consultation
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General communications
Coordinate in
tbc and
produce biweekly through
consultation
starting with
launch

All audiences

Use BCT newsletter to update on progress on consultation

Well informed audiences
contributing to
consultation

Evaluation and analysis
Coordinate tbc
to commence
after
consultation
ends

All audiences

Undertaken independent evaluation and analysis of insights
from consultation

Coordination of all
business intelligence and
production of report

Post consultation communications
tbc

All audiences

Produce 6 week report to assess reach of consultation and to
assess any additional activities needed to attract further
participation
Produce final report for Governing Board and publicise final
outcome

Well informed public who
are aware of outcome
and next steps

Develop communications plan to ensure all audiences are
aware of outcome and next steps
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Appendix AD – Draft consultation document

[See separate file]
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Appendix AE – Letters of support

NHS England (Specialised Commissioning)
Leicestershire Partnership NHS Trust
East Midlands Ambulance Service NHS Trust
Cambridgeshire and Peterborough STP
Derbyshire STP
Lincolnshire STP
Northamptonshire STP
Nottinghamshire STP

[See separate file]
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Appendix AF – UHL Reconfiguration Programme Board Terms of Reference

Terms of Reference
Purpose of the Reconfiguration Programme Board
1. The UHL Reconfiguration Programme Board will oversee the programme to reconfigure services
from three hospitals sites to two as part of ‘Becoming the best’ UHL’s three year Quality Strategy
and Priorities.
2. The UHL Reconfiguration Programme Board will set the direction and oversee the delivery of the
programme, including leadership and advice.
3. Under the delegation of the Executive Strategy Board, the Reconfiguration Programme Board
will have the authority to:
a. Make decisions and hold SROs and project / work-stream leads to account
b. Ensure each of the identified project’s benefits and objectives are delivered in a robust,
open and transparent manner.
4. The Reconfiguration Programme Board will report to the Executive Strategy Board on a monthly
basis, advising on:
• The progress of the programme in line with scope, budget and timescales.
• The programme risks and mitigations; including management of project and programme
interdependencies.
Responsibilities
5. The UHL Reconfiguration Programme Board is responsible for providing overall direction and is
accountable for the delivery and success of the programme.
6. In order to achieve its purpose, the Reconfiguration Programme Board has responsibility to:
• Oversee development and appraisal of the Reconfiguration Programme and associated
business cases including; PCBC, DMBC, SOC, OBC’s and FBC’s, prior to submission to
the Executive Strategy Board and Trust Board for approval and signoff.
• Ensure that the correct resources are available to the programme.
• Verify the continuing validity of the clinical vision, business benefits and the programme
components to ensure successful delivery.
• Ensure that risks are being identified and appropriately managed, in line with the
programme Risk Register (and wider Trust risk management processes).
• Provide assurance for operational stability and effectiveness throughout the lifetime of the
programme.
• Resolve strategic and directional issues between projects, which need the input and
agreement of senior stakeholders to ensure the progress of the programme.
• Oversee the programme Communication Plan and be assured that the communication
channels are effective for all stakeholders.
• Ensure appropriate links are made with other work-streams and groups within UHL, Better
Care Together, the Sustainability & Transformation Plan and LLR.
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7. The Director of Estates and Facilities as the Reconfiguration Senior Responsible Owner (SRO)
will chair the meetings and have the executive responsibility for decisions relating to the
programme.
8. Each member of the Programme Board will provide and commit support to the SRO for the
areas of the business that they represent.
Membership & Quorum
9. The membership of the UHL Reconfiguration Programme Board is outlined in the tables below.
The lead for each work-stream may request one or more of their deputies attend the meetings
either with the lead, or in their place if the lead is not able to attend.
10. The UHL Reconfiguration Programme Board will be quorate only if there is a representative from
each work-stream present:
Role / Work-stream

Lead

Deputies

Reconfiguration SRO

Director of Estates & Facilities

Director of Strategy and
Communication
Reconfiguration Programme
Director

Programme Director

Reconfiguration Programme
Director

Head of Reconfiguration PMO
Senior Project Manager

Operations

Chief Operating Officer

Deputy Chief Operating Officer
Director of Operational
Improvement

Medical & Nursing

Medical Director
Chief Nurse

Deputy Medical Director
Deputy Chief Nurse

Finance

Director of Operational Finance

Reconfiguration Project
Accountant

Estates & Facilities
Management

Deputy Director of Estates

Head of Estates

11. Additional members are invited to each meeting as below:
Role

Lead

Programme Management Office

Head of Reconfiguration PMO

Planning & STP Lead

Deputy Director of Strategy

Information Management & Technology

Head of Projects and Programmes

12. A range of projects will be required at different stages throughout the lifetime of the programme
to deliver the outcomes and benefits, some of which will be grouped and governed by an
overarching project board. The SRO / Project Executive for each project board will also be a
member of the UHL Reconfiguration Programme Board. These are listed below:
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Project Board

Project (s) / Work-stream

Director of Strategy
Communication

Children’s Hospital Project EMCHC
LRI Children’s Hospital
Board

Women’s Project Board

SRO / Lead

Maternity Hospital
LRI Gynaecology Project

GH Expansion Project Board

GH
New
Build
Treatment Centre
wards)

ICU Project Board

LRI & GH ICU Expansion

and

Chief Nurse

(includ
and n Deputy Medical Director
Deputy Medical Director &
Deputy Chief Operating Officer

LRI Support Functions (pharm
& mortuary)
Diagnostics and Clinical Sup
Project Board
GH
Support
(pharmacy)

Internal Refurbishment
Project Board

Infrastructure Project
Board

Functi

• LRI Ward Refurbishments
• GH Ward Refurbishments
• GH Surgical Admissions
Unit
• LGH Works (including
works to LPT Evington
Centre to relocate Stroke
services)

LRI and GH infrastructure

Corporate Back Office / Train
and Education
Back Office Reconfiguration
Project Board
• Clinical Reference
LGH Rationalisation Program
• Estates, Technical and IT
Board
• Workforce, OD and
(remit wider than reconfiguratio
Engagement
• Efficiencies
Surgical Care Programme
• Safety
Board
• Reassessment
(remit wider than reconfiguratio
• Transformation

Clinical Director

TBC

TBC

Director of People

Director of Estates

Chief Operating Officer

13. If an individual who is not a member of the UHL Reconfiguration Programme Board has
submitted an item to the meeting agenda, they will be invited to the meeting to present their
specific item.
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Members’ Roles & Responsibilities
14. UHL Reconfiguration Programme Board members should be able to:
• Understand the Programme (and work-stream(s)) plans, the project(s) they are involved in
and monitor progress against the plan.
• Own and communicate the Reconfiguration Programme purpose.
• Understand and act on those factors that affect the successful delivery of the Programme
and its work-streams / projects.
• Broker relationships with stakeholders within and outside the programme.
• Provide delegated authority, as required, to ensure the programme meets its objectives.
• Identify and escalate risks to the Board and seek to employ mitigating actions.
Meetings
15. The UHL Reconfiguration Programme Board will meet monthly.
Reporting
16. A summary paper on the UHL Reconfiguration Programme will be submitted to the Executive
Strategy Board and Trust Board on a monthly basis. Ad hoc reports will also be submitted to
Capital Monitoring & Investment Committee, Trust Board Thinking Day and Audit Committee
when required.
Glossary of Terms
UHL University Hospitals of Leicester
SRO Senior Responsible Owner
PCBC Pre Consultation Business Case
DMBC Decision Making Business Case
SOC

Strategic Outline Case

OBC Outline Business Case
FBC Full Business Case
LLR Leicester, Leicestershire and Rutland
LRI Leicester Royal Infirmary
GH Glenfield Hospital
LGH Leicester General Hospital
ICU Intensive Care Unit
OD

Organisational Development
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Appendix AG – eHospital, Workforce Plan and Estates Strategy linkages

eHospital Domain
/ Timeline

Real Time Patient
location

2018 : In progress

Bed management - real
time updating and
identification of free beds
and patient flow

2019/20

Integration of TTOs into
patient flow on bed
management to reduce bed
blocking

2020/23
Integration of ED flow, bed
management and patient
transfers into portering
workflow to improve patient
flow.
OP Booking in Kiosks

RFID tracking capability to
locate patients and equipment

Voice / Video conferencing
for patient care supporting
virtual clinics

Improve patient appointment
bookings integration with ERS,
workflow and the Booking
Centre
Roll out of Bookwise to
improve clinic room
utilisation
Scheduling
Two way texting to
manage cancellations and
reduce DNA rates

Integration of patient Acuity to
Workforce Scheduling to aid
staff rosters is this part of
Bookwise or are you making
reference to continued use of
Allocate and introduction of
Medirota for medical staff e
rostering

Multi-resource Scheduling linking up all assets required
for patient care from rooms to
equipment
Completion of Medirota roll
out programme

Transfer of ED attendees to
GP Hubs - appts and referrals
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Link to Workforce and
Estates

Improved staff task
allocation and workflow
Reduced need for clinic
reception and supports
virtual clinics & less clinic
room space

Optimises patient bookings
into the right place & right
time and the use of rooms less redundant equipment
and facilities. Reduces
admin/clinical effort in
bookings and managing
resources
Improved matching of
demand and supply
between activity and
workforce deployment

eHospital Domain
/ Timeline

Patient Diagnosis
& Treatment

e-Meds

e-Assessment

2018 : In progress

Localisation OF GE PACS
& clinical photography
All diagnostic results
online and acknowledging
/ acting on results

e-Meds Roll out LRI

Paperless Nursing Forms
- Assessment Forms ,
Observations & Clinical
records.

2019/20

Patient care plan online
following acting on results
ECGs/EEGs online &
accessible anywhere

2020/23

Patient wearables, enabling
remote real monitoring &
alerting inc offsite

eMeds Rollout across UHL and commence closed loop
medication

Paperless Nursing Forms Assessment Forms,
Observations & Clinical
records.

Device integration - other
devices.

Device integration - Blood
glucose monitor & Welch Allyn
devices.
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Link to Workforce and
Estates
Clinical diagnosis and
review can be undertaken
anywhere/anytime not
dependent on
location/space at UHL
More pressure on data
centre space & power
(GEPACS)
Automating processes will
have a direct impact in
releasing staff back on to
the wards. Improves patient
care & reduces Length Of
Stay
Releases nurses &
clinicians back into clinical
care rather than transcribing
observations. (reduces
impact of vacancy gaps).
Auto alerting of the
deteriorating patient.

eHospital Domain
/ Timeline

2018 : In progress

2019/20
Paperless OP -SNOMED
clinical noting;
eCorrespondence, all patient
letters, docs & diagnostic
results online.

Accessing primary care
records (EPRcore & SCR)
Patient Record
Store (CDR) and
eCorrespondence Electronic transmission of
clinical correspondence to
primary care

Moving towards paperless
wards with Inpatient SNOMED
clinical noting
Sharing of patient information
and correspondence online
with patients
Shared datasets - Trusted
Assessments and Mental
Health through Nerve Centre
supporting patient transfers

Intelligence

e-obs escalations for the
deteriorating patient.
Dashboards for real time
patient locations and flow

2020/23

Auto capture of verbal
communications and
escalations into the online
patient record
Continuation of SNOMED
clinical noting for IP and OP
settings
Summary extraction of
records from operational
systems into a patient
repository - removing the
need for the paper record.

Additional care alerts, early
warning scores and decision
support tools.

Big Data Analytics &
research supporting evidence
based change to clinical care

Integration of auto alerting
from pagers and bleeps into
mobile devices

Artificial Intelligence - taking
patient observation,
diagnostic results, SNOMED
codes and modelling patient
treatment plans

Big Data Analytics & research

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 550

Link to Workforce and
Estates
Reduces requirement for
Medical Records - releasing
A&C staff and storage
space as records could
move to cheaper deep
archive off-site. Removes
need to transport records
across sites, supports
virtual clinics & less clinic
room space.
Reduces printing and
posting demand
More efficient use of
workforce because change
enables improved adoption
of Trusted Assessor
practices and less repetition
of assessment and tests.

Auto alerting of the
deteriorating patient to
reduce Length of Stay,
frees up beds / space and
potentially clinical time.

eHospital Domain
/ Timeline

e-Quip

2018 : In progress

2019/20

END USER COMPUTE - Desktop and Apple Device
replacement programme over a 5 year programme with
significant deployment of 5,500 devices in the first year
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2020/23

Continued rollout
replacement programme trust
wide to update hardware
over 5 years old and mobile
devices over 3 years old
consider offering alternative
working solutions by
replacing laptops for
desktops
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Link to Workforce and
Estates
Advances in hardware
investment in the Trust will
be a key enabler in
promoting working practice
changes and
encouragement to culturally
shift towards flexible and
agile working.
Agile work spaces / hot
desking solution working
with Estates to find multi
purpose and shared
working spaces

Appendix AH – UHL Reconfiguration Programme Risk Register

[See separate file]
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Appendix AI – Example benefits realisation plans

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

To deliver
services in line
with National
Standards and
frameworks

Project Long Term ICU

Benefit
ID

Benefit
description

Outcome

Enabler/
Interdependency

ICU1

Ensure critical care
services are equipped
to respond to existing
commissioning
requirements, as well
as responding flexibly
to future changes in
service delivery,
demand and
national/regional
guidance and policy.

Delivery of the
revised core
standards
published by the
National Society of
Intensive Care
Medicine (NSICM)
in 2013.

Development control
plan
Release of space at
LRI

Measure

Compliance with critical
care standards (yearly
review)

Cash
releasing
for
Trust?
Yes/No

Delivery of
commissioned
service standards
in line with D16
and NHS service
specifications
2014 Adult Critical
Care (D16) – NHSE
To enable UHL to
become a branded
identity with an
international
reputation;
reflecting excellent
quality and
responsive services
for the patients of
LLR and beyond
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No

Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Strategic fit

To provide a
critical
environment
which
facilitates the
modernisation
of services

Benefit
ID

ICU2

ICU3

Benefit
description

Facilitates the move
of services from LGH
Fit with:
•
UHL’s Clinical
Strategy
•
UHL Estates
Strategy
•
LLR Estates
Strategy
•
UHL Workforce
Strategy
•
LLR Workforce
Strategy

To provide a critical
care environment
which improves the
clinical adjacencies
between services,
streamlining patient
pathways
Enables a safe,
sustainable and
clinically effective

Project Long Term ICU

Outcome

• Improvement in
the per capita
provision of ICU
beds against
national and
international
benchmarks.
• To develop a
capacity which
will support
increasing
future service
demand.
• Additional
capacity to
accept level 2
and level 3
activity,
enabling an
increase in
tertiary services
and reduction in
cancellations
Consistent model
for shared patient
management in
critical care
(Intensivist and
specialist
consultants) across
all specialities.
Provision of the
right number of
Augmented and

Enabler/
Interdependency

Commissioner
intentions

Measure

•
•
•
•

Transfer of level 2
HDU from speciality
bed base
Consolidation of
workforce
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•

Cash
releasing
for
Trust?
Yes/No

Comparison
against Bazian
report
Per capita provision
of ICU beds in LLR
Demand versus
capacity gap
analysis
% Theatre
cancellations
attributable to lack
of ITU capacity

Yes

% Level 2 Care
provision in general
wards/assessment
units

No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Project Long Term ICU

Benefit
description

Outcome

delivery of the agreed
service models

Critical Care Beds
in the right
locations including
the consolidation
of satellite HDUs

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

To improve
clinical quality
and patient
safety

ICU4

To provide a critical
care environment
which optimises
clinical safety and high
quality care
To provide a critical
care environment
which reduces clinical
risk

Delivery of modern
and sustainable
configuration of
services that
maximise clinical
affinities and
critical
adjacencies,
enhance patient
safety and
minimise clinical
risk, in a purposebuilt critical care
environment.

Detailed clinical
operational policy and
design brief

•

Number of Serious
Untoward Incidents
(SUIs)

No

To deliver
improved
health
outcomes

ICU5

To provide a critical
care environment
which improves
outcomes
Provision of sufficient
level of ITU beds
which help to
minimise clinical
risk,reduces
preventable
deaths/harm and
improves health

Provision of high
quality of clinical
care achieving all
the clinical
outcomes

Contingent upon
delivery of capacity in
super ICUs

•

Reduction in patient
length of stay
Morbidity and
mortality rates
Number of Serious
Untoward Incidents
(SUIs)

No

Access to critical
care beds at an
earlier stage in a
patient’s
treatment to
optimise clinical
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

To improve the
quality of
patient
experience

Benefit
ID

ICU6

Benefit
description

outcomes.
Improves access to
services – right
service, right place,
right time.
To provide a critical
care environment
which improves the
quality of care and
experience of users
(patients, visitors and
staff) through an
improved
environment that
supports clinical
effectiveness.

Project Long Term ICU

Outcome

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

Commissioned activity
levels
Demand and capacity
planning
Timetabling/job
planning
Service and process
transformation –
implementation of
new ways of working
and Models of Care

• Friends and Family
Test
• Staff survey/UHL
Pulse Check
• Improved operational
performance in
delivering the cancer
2WW and 62 day
targets
• RTT Targets
• Size of waiting list
and waiting times for
treatment
• Delayed transfers of
care

No

outcomes.

Enhanced patient
and visitor
experience and
quality of care
Delivery of a
sustainable and
consistent ICU
provision at the
Glenfield and
Leicester Royal
Infirmary sites
Addresses the
imbalance
between demand
and capacity and
insufficient access
to High
Dependency Unit
(HDU) beds .
Increased ability to
reduce and sustain
improved RTT
targets.
Patients requiring
level two and level
three care will
receive care
appropriate to
their individual

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

To provide
accommodation
that is sized to
be fully
functional and
meets safety
and quality
standards

ICU7

To Improve
service delivery,
efficiency and
effectiveness

ICU8

Benefit
description

Ensures compliance
with national
regulatory standards
including CQC
compliance,
accreditation
standards, privacy and
dignity and infection
prevention standards.
.

The extent to which
the development of
services has the
capability to respond
flexibly to changes in
clinical practice,
activity and service

Project Long Term ICU

Outcome

needs within the
ICU until they are
well enough to
step down to a
level one or level
zero facility.
Improved service
reliability and
reduced
disruption to
patient care
Provision of
sufficient side
rooms to isolate
patients either for
infection
prevention reasons
(both transmission
of and/or exposure
to infections)
Creation of
enhanced privacy
and dignity for
patients,
particularly in the
case of the dying
patient
ICU Capacity
enables improved
utilisation of
speciality beds &
theatres
Provision of ‘super
ICUs’ will support

Enabler/
Interdependency

Agreement with
Infection prevention
team on numbers of
side rooms

Measure

•
•
•

Commissioned activity
levels
Demand and capacity
planning
Timetabling/job
planning
Service and process

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

•
•
•

Cash
releasing
for
Trust?
Yes/No

Patient
satisfaction/F&F
Test
Infection prevention
rates
CQC Inspection
feedback

No

Bed occupancy
rates
Theatre efficiency
Theatre
cancellations

Yes
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

To provide a
critical care
environment
which has an
innovative and
flexible
workforce

Benefit
ID

ICU9

Project Long Term ICU

Benefit
description

Outcome

Enabler/
Interdependency

delivery changes.
Facilitates a generic
approach where
possible to the use of
space and shared
facilities whilst
ensuring functionality.
Allows for
expansion/contraction
potential to meet new
guidance, business
opportunities and
service demands.
Accommodates
changes in technology
and its application to
deliver increasingly
more efficient
services.
Enhances staff
wellbeing though an
improved, high quality
working environment
that supports efficient
working practices.
Delivery of service
models and new ways
of working that
contribute to efficient
achievable and
sustainable workforce
solutions
Improved staff
engagement scores

the growth in
demand across all
services over time
Creation of an
environment that
allows the service
to flex the space
according to
demand and
capacity for each
level of critical care
service.

transformation –
implementation of
new ways of working
and Models of Care
Theatre efficiencies

Effective and
flexible workforce
models, with
improved staff
recruitment and
retention
opportunities.
Sustainable
consultant on call
rotas
Provision of a high
quality care
delivered by a
well-trained and
educated

Effective recruitment
and retention
strategies

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Measure

Cash
releasing
for
Trust?
Yes/No

• Number of retained
staff
• Improvements in
workforce productivity
measured by
changes in activity
versus changes in
workforce
• Reduction in
Turnover (target
reduction from Trust
average of xx% to
xx% Reducing
turnover by xx people
• Reduction in sickness
absence rates from

Yes

Page 558

Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Project Long Term ICU

Benefit
description

Outcome

due to better rota
management, more
opportunities for
career development
and better working
conditions. Includes
improved scores in
relation to health and
wellbeing and team
working.

workforce
resourced to meet
the projected case
mix and workload
Provision of the
opportunity to use
the skills and
expertise of
professional staff
flexibly, with joint
training in order to
transfer skills

Enabler/
Interdependency

Measure

•

•
•
•

To provide a
critical care
environment
which
facilitates
innovative and
efficient
working
practices

ICU10

Re-modelled
workforce and staffing
levels delivered as a
consequence of
optimum design.
Enhanced skill mix and
competencies to
support
delivery of the
modernised
services that is
responsive to
changes in demand.

Improved rota
management,
more
opportunities for
career
development and
better working
conditions.
Improved health
and wellbeing and
team working.
Delivery of a
sustainable flexible
workforce that is
responsive to
changing
workloads and
increasingly
complex case mix

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

•
•
•

Cash
releasing
for
Trust?
Yes/No

xx to xx moving
towards a Trust
stretch target of 3%
Increased
applications per
advert and improved
length of time to hire
(60 day target).
Reductions in
vacancies from xx to
xx
Improvements in
turnover and stability
indices
Reduction in premium
spend
Sickness rates to
Trust stretch target of
3%.
%Increase in
applications per
advert
Length of time to hire
(60 day target).

• Staff turnover and
stability indices.

• Reduction in premium
spend
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Yes

Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project Long Term ICU

Outcome

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

• Number of cancelled
operations
• Number of surge
periods
• £ CIP
• Financial Benefits
realisation

Yes

• Deanery/post
graduate education
reports
• Junior doctor fill rates

No

Delivery of
effective and
flexible workforce
models, with
improved staff
recruitment and
retention.
Value for
money

Maintains and
enhances
education,
training and
research.

ICU11

ICU12

To deliver
transformed and best
practice service
models which support
delivery of CIP targets
and affordability of
the business case
Enhances the
efficiency of the
workforce through
changes in working
practices.
Reduces the need for
duplication of major
capital equipment.
Reduces the need for
duplication of
specialised facilities.
To provide a critical
care environment
which improves
teaching and research
opportunities
Enhances
opportunities for

Increased flexibility
in use of
resources/beds
within two larger
units which
ensures delivery of
an efficient and
affordable service
model.
Delivery of
economies of scale
in terms of
management of
level 2 patients

Improved
experience of
postgraduate &
trainees.
Retention of
Intensive Care
training

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Flexibility for
the future

ICU13

Operational fit

ICU14

Benefit
description

Project Long Term ICU

Outcome

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

research through
collaboration with
academic partners.
Ensure critical care
capacity is right for 20
years, reflecting the
changing demands
and expectations of a
growing and ageing
population, changing
service models and
improved efficiency
targets

accreditation
Additional capacity
to accept level 2
and level 3 activity,
enabling an
increase in tertiary
services and
reduction in
cancellations, and
ability to meet
projected demand
to 2040.

Future activity
modelling including
growth assumptions

• Cancelled operations
• Demand and capacity
gap
• Occupancy rates

Yes

Addresses travel and
transport
requirements
Improves location and
co-location of services
Improves and makes
effective sue of
support staff

To deliver the
project to the
agreed timescale
and budget with
minimal disruption
to current service
delivery
To provide a
critical care
environment
which provides
adequate
infrastructure for,
and capacity of,
supporting services

Programme planning
and sequencing
Interdependency with
other projects

• Capital expenditure
versus budget
• Number of contract
notices
• Workforce utilisation

Yes

Programme UHL Reconfiguration Programme

Project GH New Build /Treatment Centre v4

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust
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Baseline

Improvement
Target

Owner

Target
achievement
date

Benefits Realisation Plan
Objective

To deliver
services in line
with National
Standards and
frameworks

Strategic fit

Benefit
ID

GH01

Benefit
description

Implementation of
requirements of
national and local
policy
Delivers
recommendations
following service
reviews, accreditation
visits and CQC
inspections.

GH02

Ensures future
commissioner
expectations/ activity
requirements can be

Outcome

Full compliance
with Joint Advisory
Group (JAG)
accreditation
standards.
Realise the full
future potential for
the practice of day
surgery &
extended recovery
care.
Adoption of
British Association
of Day Surgery
(BADS) guidelines.
Retention of
reputation for
being an exemplar
site for full bowel
screening service
To enhance UHL’s
reputation for
outstanding care
with an
international
profile; reflecting
excellent quality
and responsive
services for the
patients of LLR and
beyond.
Services in the
right place:
Facilitates the
consolidation of

Enabler/
Interdependency

•
•

•
•
•
•

•
•

Service
Transformation
Commissioner
support across
LLR and Specialist
Commissioning
UDL DCP
Public
consultation
Stakeholder
engagement
Enabled by
supporting
transport
infrastructure
Travel and
transport plan
Car parking
infrastructure

;

Measure

• Compliance with
accreditation
standards.
• Reduction in Turnover
(target reduction from
Trust average of xx% to
xx% Reducing turnover
by xx people
• Reduction in sickness
absence rates from xx
to xx moving towards a
Trust stretch target of
3%
• Increased applications
per advert and
improved length of
time to hire (60 day
target).
• Reductions in vacancies
from xx to xx
• Improvements in
turnover and stability
indices

Cash
releasing
for
Trust?
Yes/No

;

•
•

Service
Transformation
Commissioner
support across

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

•
•

Reduction in number
of elective operations
cancelled.
Elimination /

Page 562

Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Project GH New Build /Treatment Centre v4

Benefit
description

Outcome

met.
Facilitates and acts as
an enabler of the
wider strategic vision
of the LLR BCT
Programme.
Fit with:
• UHL Clinical Strategy
• UHL Estates Strategy
• LLR Estates Strategy
• LLR Digital Roadmap
• UHL “eHospital”
Strategy
• UHL Workforce
Strategy
• LLR Workforce
Strategy
To deliver appropriate
theatre capacity in
line with BCT Strategy,
UHL Clinical Strategy,
UHL Estate Strategy
and UHL DCP.
To enable the move of
services from LGH
To ensure theatres
are equipped to
respond to existing
commissioning
requirements, as well
as responding flexibly
to future changes in
service delivery,
demand and

services over two
sites, reducing
duplication,
providing Models
of Care that sees
patient in the most
appropriate
setting.
Protects planned
elective activity
and facilitate the
disposal of the vast
majority of the
Leicester General
Hospital (LGH) site.
The development
and delivery of
new Models of
Care and clinical
pathways will
ensure only those
patients who
require access to
secondary care
expertise to
manage their
condition attend
UHL.
Enhanced Theatre
Capacity at GH
thereby enabling
the move of
surgical specialties
from LGH

Enabler/
Interdependency

•
•
•
•
•

•
•

LLR and Specialist
Commissioning
UDL DCP
Theatre expansion
at LRI.
Public
consultation
Stakeholder
engagement
Enabled by
supporting
transport
infrastructure
Travel and
transport plan
Car parking
infrastructure

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Measure

significant reduction
in size of waiting lists
for services affected.

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

national/regional
guidance and policy

(alongside the
separately
enhanced Theatre
capacity at LRI)

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

To provide an
environment
which
facilitates the
modernisation
of services

GH03

Improve the quality of
care through the
modernisation of
services, streamlining
patient pathways
Sustainable long term
reconfiguration of
outpatient and day
case, and extended
recovery services
Creates a critical
sustainable mass of
activity, staff and
equipment to
consistently provide
safe expert care.

Provision of care
environments
which
Improve clinical
adjacencies
between services,
streamlining
patient pathways
optimises clinical
safety ,improves
outcomes
reduces clinical risk
and enhances
clinical
effectiveness

• Service
Transformation
• Commissioner
support across LLR
and Specialist
Commissioning
• Public consultation
• Stakeholder
engagement
• Enabled by
supporting
transport
infrastructure
• Travel and transport
plan
• Car parking
infrastructure

• Reduction in patient
length of stay
• Reduction in Morbidity
and mortality rates
• Reduction in Number
of Serious Untoward
Incidents (SUIs)
• Reduction in avoidable
harm.

To improve
clinical quality,
patient safety
and clinical
outcomes

GH04

Provide safe high
quality outpatient and
day surgery, with
extended recovery (up
to 23 hour care), to
adults in Leicester,
Leicestershire and

• Achieves many
of the required
clinical
adjacencies such
as the colocation of renal
and transplant

• Service
Transformation
• Public consultation
• Stakeholder
engagement
• Enabled by
supporting transport

• Achievement of 62 day
RTT cancer rates.
• Reduction in patient
length of stay
• Reduction in Morbidity
and mortality rates
• Reduction in Number of

Pre Consultation Business Case
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Outcome

Rutland and beyond,
reflecting best
practice and
improving outcomes
and experience
•

•

•

To improve the
quality of

GH05

Development of
facilities that are fit

Project GH New Build /Treatment Centre v4

•

services on the
Glenfield site
alongside
Cardiac services
which in turn
improves access
to tertiary care.
Consolidation of
the workforce
provides
increased
consultant
presence and
earlier regular
senior clinical
decision-making
contributing to
improved
outcomes
Consolidation of
surgical services
and co-location
of particular
Specialities will
reduce
complication
rates.
Improve the
early detection
of cancers to
improve survival
rates
Delivers adult
planned

Enabler/
Interdependency

Measure

infrastructure
• Travel and transport
plan
• Car parking
infrastructure

Serious Untoward
Incidents (SUIs)
• Reduction in avoidable
harm.

• Service
Transformation

• Reduction in number
of elective operations

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

patient
experience

To offer choice
and improved
access to
services for
patients and
users

Benefit
description

for purpose and make
a positive impact on
the patient
experience –
delivering a quality
environment,
alongside quality
clinical services
Optimises the patient
journey, valuing
patient and carer time
and minimising the
time patients spend
within our hospitals.

GH06

Delivers a
configuration of
services that is
understandable for
patients and staff, and
offers choice.
Offers equality of
access and reflects
diversity in our
communities
Located to provide
ease accessibility for
patients, visitor and
staff.

Project GH New Build /Treatment Centre v4

Outcome

•

•

•

•

outpatient and
day case care in
an environment
that is not
affected by
demand or
provision of
emergency care
Reduced
cancellations
resulting
in
patient
increased
patient and staff
satisfaction and
improved
productivity.
Sustainable long
term
configuration of
planned care
services colocated to
support the
patient journey
Reduced
cancellations
will make the
GH new build
the healthcare
facility of choice
for more
specialist care
Patients will not

Enabler/
Interdependency

Measure

• UDL DCP
• Public consultation
• Stakeholder
engagement
• Enabled by
supporting
transport
infrastructure
• Travel and
transport plan
• Car parking
infrastructure

cancelled.
• Elimination /
significant reduction
in size of waiting lists
for services affected.

• Public consultation
• Stakeholder
engagement
• Enabled by
supporting
transport
infrastructure
• Travel and
transport plan
• Car parking
infrastructure

• Friends and Family
Test
• Patient surveys

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

• Service
Transformation
• UDL DCP
• Public consultation
• Stakeholder
engagement
• Enabled by
supporting
transport
infrastructure
• Travel and
transport plan
• Car parking
infrastructure

• Reduction in patient
length of stay
• Reduction in
Morbidity and
mortality rates
• Reduction in Number
of Serious Untoward
Incidents (SUIs)
• Reduction in
avoidable harm.

need to
understand how
our services
work – we will
make care
seamless,
efficient
through one
integrated
access
• Provision of an
environment
that can be used
by everyone
regardless of
age, gender,
ethnicity or
disability.
To provide
accommodation
that is sized to
be fully
functional and
meets safety
and quality
standards

GH07

Minimises clinical risk.
Reduces preventable
deaths/harm.
Improves health
outcomes.
Facilitates effective
infection prevention
and control practices.
Enables
accommodation to be
sized which is fully
functional and meets
safety and quality
standards.

Design to meet
legislative and
other statutory
requirements
New build:
Provision of
sufficient side
rooms to isolate
patients either for
infection
prevention reasons
(both transmission
of and/or exposure
to infections) or
for privacy and

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

To Improve
service delivery,
efficiency and
effectiveness

Benefit
ID

GH08

Benefit
description

The extent to which
the development of
services has the
capability to respond
flexibly to changes in
clinical practice,
activity and service
delivery changes.
Facilitates a generic
approach where
possible to the use of
space and shared
facilities whilst
ensuring functionality.
Allows for
expansion/contraction
potential to meet new
guidance, business
opportunities and
service demands.
Accommodates

Project GH New Build /Treatment Centre v4

Outcome

dignity reasons,
particularly in the
case of the dying
patient.
Treatment Centre
To ensure
recommendations
made within the
Carter report
continue to be
adhered to
through optimising
the use of space
Reconfiguration of
existing adult
outpatient, day
surgery and
extended recovery
services across
UHL to improve
patient flow and
enhance clinical
adjacencies
Delivery of
efficient and
affordable service
models that
transforms
services, offers
innovative and
effective
workforce models
and enables
delivery of the long

Enabler/
Interdependency

Measure

• Service
Transformation
• UDL DCP
• Public consultation
• Stakeholder
engagement
• Enabled by
supporting
transport
infrastructure
• Travel and
transport plan
• Car parking
infrastructure

• Staff survey.
• Incident reports.
• Use of Model Hospital
data for defining
critical opportunities
for improved
productivity and
efficiency.
• Improved Friends and
Family Test scores.
• Numbers of patients
referred to
ambulatory pathways.
• Improved length of
stay.
• Improvements in the
average theatre case
per list
• Reduction in number
of elective operations
cancelled.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Project GH New Build /Treatment Centre v4

Benefit
description

Outcome

changes in technology
and its application to
deliver increasingly
more efficient
services.
Implementation of
new Models of Care in
which services are
centralised where
necessary and
localised where
possible.
Services are flexible to
respond and adapt to
future policy and
demand.
Integrates embedded
evidence based care
pathways across the
heath economy.

term CIP
Enables colocation of
purpose built
outpatient, preoperative
assessment,
therapy and
diagnostic facilities
promoting one
stop clinics thereby
valuing patient and
carer time
New build:
• Predominantly
elective activity
will be
separated from
non-elective
activity in order
to reduce
disruption to
planned care
activity
• Reduced patient
inconvenience,
increased
patient and staff
satisfaction and
maximised
productivity for
UHL
• Consolidation
and strengthen

Enabler/
Interdependency

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Measure

• Elimination /
significant reduction
in size of waiting lists
for services affected.
• Improvements in RTT
times across key
access standards.
• Improved outpatient
productivity

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

specialist teams
to improve care
quality and
outcomes; while
at the same
time ensuring
that pathways
of care are
effective,
efficient and
locally based for
LLR
communities.
Treatment Centre
• Improved and
appropriate
clinical
adjacencies
• Optimisation of
outpatient
elective activity
through Single
visit clinics and
virtual
consultations.
• Reduced
Variation in
clinical practice
• Improvements
to secondary
care pathways
• Reduced
average length
of stay through

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Measure

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

provision of
enhanced
recovery and
increased use of
day case
pathways.
• Improvements
in the delivery
of more
streamlined
emergency
pathways
through the
provision of
urgent one-stop
clinics to see
and assess
patients in order
to complete
multiple
procedures and
diagnostics in a
single hospital
visit
• Integration of
rapid diagnostic
and assessment
processes to
ensure one-stop
clinics wherever
possible
(assessment and
diagnostic tests;
multidisciplinary

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Measure

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

To provide a
hospital
environment
which fosters
and innovative
and flexible
workforce

GH09

To provide a working
environment which
facilitates innovative
and efficient working
practices

Project GH New Build /Treatment Centre v4

Outcome

clinics).
• Delivery of
integrated
clinical,
workforce and
estate solutions
in partnership
with CMGs
delivering
changes to the
way in which
adult
outpatient, day
surgery and
extended
recovery
services are
provided
• Improved
quality of care
through
introducing
efficient
working
practices, and
providing an
infrastructure
with capacity
conducive to the
needs of a
modern
workforce
• Facilitate
delivery of an

Enabler/
Interdependency

Measure

Service
Transformation
UDL DCP
Public
consultation
Stakeholder
engagement
Enabled by
supporting
transport
infrastructure
Travel and
transport plan
Car parking
infrastructure

• Staff survey
• Reduction in Turnover
(target reduction from
Trust average of xx% to
xx% Reducing turnover
by xx people
• Reduction in sickness
absence rates from xx
to xx moving towards a
Trust stretch target of
3%
• Increased applications
per advert and
improved length of
time to hire (60 day
target).
• Reductions in vacancies
from xx to xx
• Improvements in
turnover and stability
indices

•
•
•
•
•

•
•

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Provide a
working
environment
that facilitates
innovative and
efficient
working

Benefit
ID

GH10

Benefit
description

To re-model the
workforce developing
skill mix and
competencies to
support delivery of
the modernised
services and respond
to changes in
demand and
commissioning
requirements

Project GH New Build /Treatment Centre v4

Outcome

efficient and
affordable
service that is
supported by
innovative and
effective
workforce
models
• New ways of
working in
dedicated and
separated
facilities are
described in the
Models of Care
that release
medical
personnel to
provide greater
access to early
medical opinion
at emergency
points of entry
• Design of
facilities
supported by
technology will
remove much of
the current non
value adding
tasks for staff.
• Delivers
required service
change,

Enabler/
Interdependency

Measure

Service
Transformation
UDL DCP
Public
consultation
Stakeholder
engagement
Enabled by
supporting
transport
infrastructure

• Staff survey
• Reduction in Turnover
(target reduction from
Trust average of xx% to
xx% Reducing turnover
by xx people
• Reduction in sickness
absence rates from xx
to xx moving towards a
Trust stretch target of
3%

•
•
•
•
•

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Value for
money

Benefit
ID

GH011

Project GH New Build /Treatment Centre v4

Benefit
description

Outcome

To ensure that UHL
address the current
challenges in the
supply of the
workforce by
changing patterns of
demand through new,
more flexible roles
which cross
professional, specialist
and organisational
boundaries

transformation
and improved
efficiencies to
make sure
patients are
seen in the right
setting by the
right healthcare
professional first
time.
• Support and
nurture a
committed
workforce by
helping staff to
develop new
skills and
understanding,
encouraging
them to be the
best, promoting
high morale and
managing talent
and resources to
enable teams to
work in different
ways.
• Consolidation of
our workforce
that builds
resilience at GH
• Future proofed
capacity based
on robust

To deliver
transformed and best
practice service

Enabler/
Interdependency

Measure

Travel and
transport plan
Car parking
infrastructure

• Increased applications
per advert and
improved length of
time to hire (60 day
target).
• Reductions in vacancies
from xx to xx
• Improvements in
turnover and stability
indices

Service
Transformation
Commissioner

•

•
•

•
•
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•

Cash
releasing
for
Trust?
Yes/No

Reduction in length
of stay.
Reduction in number
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Project GH New Build /Treatment Centre v4

Benefit
description

Outcome

models which support
delivery of CIP targets
and affordability of
the business case
Enhances the
efficiency of the
workforce through
changes in working
practices. Reduces the
need for duplication
of major capital
equipment.
Reduces the need for
duplication of
specialised facilities.

activity
modelling Demand and
capacity aligned.
• Delivers the
opportunity to
standardise
pathways,
minimise
variation and
offer consistent
quality of care.
• To make
effective use of
generic rooms
and spaces
develop a
Treatment
Centre that is
flexible, adapts
to change and
provides
opportunities
for future
developments
on site.
• Repatriation of
activity
delivered in
normal working
ours with the
corresponding
elimination of
waiting list

Enabler/
Interdependency

•
•
•
•

•
•
•

support across
LLR and Specialist
Commissioning
UDL DCP
Public
consultation
Stakeholder
engagement
Enabled by
supporting
transport
infrastructure
Travel and
transport plan
Car parking
infrastructure
Implementation
of agile working
and delivery of
effective
configuration of
back office
functions

Pre Consultation Business Case
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Measure

•

of elective operations
cancelled.
Elimination /
significant reduction
in size of waiting lists
for services affected.

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

initiatives
• Reduction in
premium spend
/average
monthly noncontracted pay
bill
• Reducing the
number of main
operating
departments
from three to
two will enable
economies of
scale
• Reduced
variation and
increased
standardisation
in clinical
practice
redesigned
workforce rotas
and efficiencies
in out-of-hours
cover, and the
ability to better
share theatre
equipment
(sets, stacks and
trays etc)
Treatment Centre
• To provide
individuals with

Pre Consultation Business Case
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Measure

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

Measure

Cash
releasing
for
Trust?
Yes/No

• Staff survey
• Reduction in Turnover
(target reduction from
Trust average of xx% to

No

better care in
the most
appropriate
setting in a
financially
sustainable way
• Revised working
practices and
configurations
within operating
theatres will
deliver
improved
patient flows for
day case/23
hour stay.
• To deliver
efficiency
savings investing
in new care
models, through
wider system
improvements.
• To alleviate the
need for
premium spend
and reduce the
non-contracted
pay
Maintains and
enhances
education,
training and

GH012

To develop a centre of
excellence, enhancing
the Trust’s reputation
for training, service

• Improved
teaching and
research
opportunities

• Service
Transformation
• Commissioner
support across LLR

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Page 577

Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

research.

Benefit
description

delivery and
treatment, through
the provision of a
centralised service in
modern
accommodation
Enhances
opportunities for
research through
collaboration with
academic partners.

Project GH New Build /Treatment Centre v4

Outcome

• Provides
opportunity for
education ,
training and
research to be
optimised

Enabler/
Interdependency

and Specialist
Commissioning
• UDL DCP
• Public consultation
• Stakeholder
engagement

Measure

•

•

•
•
•
•
•
•
Flexibility for
the future

GH013

Can adapt to support
future changes in
healthcare provision
and demonstrates
responsiveness to the
constantly changing
healthcare
environment.
Accommodates

The ability to
enable all services
to meet the
projected growth
requirements over
the forthcoming
years.

• Service
Transformation
• UDL DCP
• Public consultation
• Stakeholder
engagement

Pre Consultation Business Case
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•
•

•

xx% Reducing turnover
by xx people
Reduction in sickness
absence rates from xx
to xx moving towards a
Trust stretch target of
3%
Increased applications
per advert and
improved length of
time to hire (60 day
target).
Reductions in vacancies
from xx to xx
Improvements in
turnover and stability
indices
Deanery/HEEM Reports
Junior doctor surveys
and retention rates
Number of active
research trials
Number of patient
participating in
research
Reduction in number of
elective operations
cancelled.
Elimination / significant
reduction in size of
waiting lists for services
affected.
Achievement of 62 day

Cash
releasing
for
Trust?
Yes/No
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Project GH New Build /Treatment Centre v4

Outcome

Enabler/
Interdependency

changes in technology
and its application to
improving service
efficiency and
effectiveness
To ensure theatres,
diagnostic and
Treatment Centre
facilities are fit for the
future, reflecting the
changing demands
and expectations of a
growing population,
changing service
models and improved
efficiency targets
Creates a critical
sustainable mass of
activity, staff and
equipment to
consistently safe
expert care.
Provides a
configuration of
services that
maximises the
required service
adjacencies and
optimises the patient
journey, which
minimises clinical risk.
Operational fit

GH014

To deliver the project
to the agreed

Measure

Cash
releasing
for
Trust?
Yes/No

RTT cancer rates.

Delivery of the Full
Business Case.

• Identification,
evaluation and

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

• Progress against
Programme plans.
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Baseline

Improvement
Target

Owner

Target
achievement
date

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective

Benefit
ID

Benefit
description

Outcome

Enabler/
Interdependency

timescale and budget
with minimal
disruption to current
service delivery

Specification of the
detailed design
solution alongside
a workforce plan,
full project costs
and procurement
strategy.
Designed and
maintained to
deliver a high
quality clinical
environment in
spaces that are
generic, flexible
and future
proofed.

planning for the
potential phasing
and enabling moves
associated with the
agreed estates
solution
• Service
Transformation
• UDL DCP
• Public consultation
• Stakeholder
engagement

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
To improve the
overall
‘condition’ of the
building and
engineering
infrastructure to
support the
changing service

INF 01

Project GH New Build /Treatment Centre v4

Creates an
infrastructure
network that
is suitable
and in the
appropriate
condition to
support the

Project

Measure

Cash
releasing
for
Trust?
Yes/No

• Progress against in
year Operational
Plans.

Baseline

Improvement
Target

Owner

Target
achievement
date

Infrastructure Project

Outcome

Enabler/
Interdependenc
y

Measure

To improve the current
condition of the building and
engineering infrastructure
and to ensure that critical
elements required to support
the Reconfiguration
Programme are in place.

Improvement in
condition will be
project by project
focused but also
site wide to
ensure there is a
holistic and
strategic planning

Overall
reduction in the
backlog
maintenance
programme.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust

Cash
releasing
for Trust?
Yes/No
YES

Development
of a risk based

Page 580

Baseline

Develop a
refreshed
condition
appraisal of
the current
infrastructu
re to
establish a

Improvement Target

To show a significant
reduction in backlog
maintenance reported
through the annual DoH ERIC returns.

Owner

Directo
r of
Estates
and
Facilitie
s

Target
achievement
date
Based on
annual
investment
programme.

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
reconfiguration.
– Enables the
provision of safe,
sustainable, high
quality estate fit
for purpose and
functionally
suitable.

individual
projects
within the
Reconfigurati
on
Programme
and the
remaining
estate.

Project

Infrastructure Project

Outcome

Enabler/
Interdependenc
y

Measure

Improved patient experience
with an enhanced quality of
the environment.

approach of each
hospital site.

priority
programme
including a
priority
programme for
investment.

Development of a
5 year funded
capital investment
programme.

Cash
releasing
for Trust?
Yes/No

Implementatio
n of a 5 year
capital
investment
programme to
include a
lifecycle and
asset
replacement
programme.

Baseline

Improvement Target

Owner

To move from an
infrastructure system near
to full capacity to meet the
demands of the future
services and ensures spare
capacity for further
expansion.

Directo
r of
Estates
and
Facilitie
s

Target
achievement
date

baseline
position in
which to
plan a
priority
investment
programme
.

Reduction in
reactive
breakdowns
and service
interruptions.
To improve the
overall ‘capacity’
of the building
and engineering
infrastructure to
support the
changing service
reconfiguration.
– Enables the
provision of safe,
sustainable, high

INF 02

Creates a
critical and
sustainable
infrastructure
network that
provided
sufficient
capacity
which
responds to
the increasing

To ensure that the following
areas of the infrastructure
have the capacity to respond
to changing demand and
have the ability to provide
future proofing for service
expansion as part of the
Reconfiguration Programme
and beyond:
•

Improvement in
condition will be
project by project
focused but also
site wide to
ensure there is a
holistic and
strategic planning
approach of each
hospital site.

Electrical Services

Pre Consultation Business Case
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To provide an
infrastructure
capacity to
meet future
service
demands
through
individual
projects and to
meet the site
wide

YES
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Develop a
review of
the existing
infrastructu
re and
develop a
programme
aligned
with the
DCP to
identify the

Based on
annual
investment
programme.

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
quality estate fit
for purpose and
functionally
suitable.

demand for
services and
development
s including
medical
equipment.

Project

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

To improve the
overall
‘resilience and
sustainability ’
of the building

INF 03

Creates an
infrastructure
network that
is resilient
and

Infrastructure Project

Outcome

Enabler/
Interdependenc
y

Measure

Natural Gas
Supply
Medical Gases
Supply
Steam Supply
Boiler / CHP
heating / power
FUEL Supplies
and storage
Hot and Cold
water supply
Building
Management
systems
Air handling and
ventilation
systems
Refrigeration
systems
Mains and Tank
water supply
Security systems
Fire alarm
systems
Building critical
infrastructure
Civil engineering
infrastructure
Drainage
infrastructure

Development of a
5 year funded
capital investment
programme.

infrastructure
strategy.

Reduced ‘down time’ and the
potential consequences of
reduction in performance
targets and financial
penalties associated with loss

Cash
releasing
for Trust?
Yes/No

Ensures that
future the
infrastructure
strategy takes into
account
partnership
working with
other NHS Trusts
co-locating on
hospital sites.

Reduced impact
and demand for
support from
other partner
emergency
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Improved
efficiency of
Estates and
Facilities
services to

YES
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Baseline

Improvement Target

Owner

Reduced the number and
severity of critical and major
service failures through a
programme of
infrastructure renewal and

Directo
r of
Estates
and
Facilitie

Target
achievement
date

required
demand for
infrastructu
re
improveme
nts,
required to
support the
service
reconfigura
tion
demand.

Measure
the type
and
number of
and impact

Based on
annual
investment
programme.

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
and engineering
infrastructure to
support the
changing service
reconfiguration.
– Enables the
provision of safe,
sustainable, high
quality estate fit
for purpose and
functionally
suitable.

To improve the
overall
‘compliance’ of
the building and
engineering
infrastructure to
support the
changing service
reconfiguration.
– Enables the
provision of safe,
sustainable, high
quality estate fit
for purpose and

INF 04

Project
Outcome

sustainable,
reducing the
risk of critical
infrastructure
failures,
minimising
the impact of
interruption
on clinical
and
operational
services and
the
associated
risks.

of service.

There is a
range of
statutory
requirements
that
healthcare
organisations
are required
to comply
with, which
are defined
as statutory
and /or
regulatory

To ensure that the following
areas of the infrastructure
are compliant and address
the changing legislative
requirements.

Improved emergency
planning scenarios.

•
•
•
•
•
•

Asbestos
Lifts
Medical Gas
systems
Electrical Systems
Ventilation
systems
Water systems

Infrastructure Project

Enabler/
Interdependenc
y

Measure

services and utility
companies.

ensure
proactive and
planned
maintenance
system rather
than a reactive
service.

Appropriate and
regular financial
investment to
support the
reduction in
compliance
related backlog
maintenance.

Pre Consultation Business Case
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Improved
patient
experience to
reduce service
interruption
with an
improved
ability and
reliability to
plan outpatient
appointments
and deliver
inpatient
services.
To continue to
provide and
accurate
measure of
current
compliance
areas through
an active
approach of
new project
design
philosophy,
auditing of
existing

Cash
releasing
for Trust?
Yes/No

YES
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Baseline

Improvement Target

Owner

of critical
and major
service
interruption
s on an
annual
basis across
all three
acute sites.

asset replacement
programme

s

Using the
Trust
Compliance
Assessment
and
Analysis
System
(CAAS)
which
covers
statutory
and nonstatutory
compliance.

Annual improvement on
agreed target areas
covering the following
areas:
•
Accountability
•
Process
•
Monitoring and
review
•
Capability
•
Outcomes

Directo
r of
Estates
and
Facilitie
s

Target
achievement
date

Annual
collection and
submission of a
CAAS
assessment and
report.
Thereafter,
based on annual
investment
programme.

Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
functionally
suitable.

To provide a
planned and
measured

INF 05

bodies with
inspection
criteria/stand
ards and have
enforcement
powers that
may impact
upon our
ability to
operate. It is
important
that systems
and
processes are
in place to
provide
assurance
that any
areas of noncompliance
against
statutory
regulations
are recorded
and action
plans
developed in
order to
achieve
compliance in
the shortest
practicable
time.
To enable a
co-ordinated
and

Project
Outcome

•
•
•
•
•
•
•
•
•
•
•
•
•

Infrastructure Project

Enabler/
Interdependenc
y

management
systems and
maintenance
methodology.

Contractor
management
Asset
management and
maintenance
Sustainability
Fire Safety
Mechanical
systems
Health and safety
and COSHH
Waste
management
systems
Medical Devices
Safe and
accessible
Buildings
Decontamination
Infection Control (
Facilities)
Contingency
planning
Security systems

To provide a safe and cost
effective reconfiguration of
critical and essential building

Measure

To provide a
revised and
decentralised

Pre Consultation Business Case
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In line with the
LGH
decommissioni

Cash
releasing
for Trust?
Yes/No

Baseline

Improvement Target

Owner

Target
achievement
date

YES

Develop a
review of
the existing

To develop a planned
redesign of a decentralised
engineering infrastructure

Directo
r of
Estates

Based on the
Reconfiguration
programme of
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Programme UHL Reconfiguration Programme
Benefits Realisation Plan
Objective
Benefit
Benefit
ID
description
withdrawal and
rationalisation
of services from
Leicester
General
Hospital.

systematic
downscaling
of
infrastructure
aligned with a
gradual
reduction in
service
demand.

Project
Outcome

and engineering
infrastructure to meet
service changes and site
rationalisation.

Infrastructure Project

Enabler/
Interdependenc
y

Measure

engineering
infrastructure
system to support
the remaining
services and
buildings.

ng programme
and site master
planning
provide a
costed
investment
plan.

To support the
commercial
marketing of any
surplus land
parcels
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Cash
releasing
for Trust?
Yes/No

Develop a
estate and
facilities
financial
revenue
reduction
profile to
reflect the DCP
and site service
changes and
building use.
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Baseline

Improvement Target

Owner

Target
achievement
date

infrastructu
re and
develop a
programme
aligned
with the
DCP to
identify the
reduced
demand for
infrastructu
re to
support the
service
reconfigura
tion
demand.

aligned with the timescales
of service transfers.

and
Facilitie
s

service changes
and DCP.

To develop a staged
approach to infrastructure
isolations and mothballing
of services and buildings.

Pre Consultation Business Case
Reconfiguration of acute and maternity services at University Hospitals of Leicester NHS Trust
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