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Objective(s) to
which issue relates *

—

Safe, high quality, patient-centred healthcare

2. An effective, joined up emergency care system

Responsive services which people choose to use (secondary,
specialised and tertiary care)

Integrated care in partnership with others (secondary,
specialised and tertiary care)

5. Enhanced reputation in research, innovation and clinical
education

6. Delivering services through a caring, professional, passionate
and valued workforce

7. Aclinically and financially sustainable NHS Foundation Trust
Enabled by excellent IM&T
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Please explain any
Patient and Public
Involvement actions
taken or to be taken
in relation to this
matter:

Full patient and stakeholder engagement has been incorporated in the
design process:

e Geriatric and Adolescent Design groups were set up to involve
representatives from the Trust’s public and patient involvement
groups to provide input into the design; from the layout of rooms
within an area to suggestions of decoration, equipment and items
to improve patient experience.

These design groups also involved representatives from charities such as
AgeUK and VistaBlind, as well as a research team from Loughborough
University who recently received a £50m grant from the Department of
Health in order to carry out pilot schemes to trial improvements to
geriatric environments within the acute care setting.

The project’'s Gateway 2 Report identified these efforts as an example of
best practice.

Please explain the
results of any
Equality Impact
assessment
undertaken in
relation to this
matter:

A due regard assessment has been undertaken which indicates that no
group will be disadvantaged by the scheme.

Organisational Risk
Register/ Board
Assurance
Framework *

Organisational Board Assurance Not
Risk Register Framework Featured

ACTION REQUIRED *

X

For decision

For assurance For information

¢+ We treat people how we would like to be treated ¢+ We do what we say we are going to do
¢+ We focus on what matters most ¢+ We are one team and we are best when we work together

+ We are passionate and creative in our work
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Emergency Floor Full Business Case (FBC)

BACKGROUND

1.

The “developed” Outlined Business Case (OBC) was approved by the Trust
Board in August 2014 and then submitted to the NHS Trust Development
Authority (NTDA) .

The NTDA responded with a number of queries to the OBC regarding the finance
models and clarifications which have now been incorporated into the Full
Business Case (FBC).

The Regional Office of the NTDA has completed its scrutiny of the OBC and will
be making a recommendation to the National Capital Investment Group to
approve the OBC on January 15" 2015.

This FBC is consistent with the “developed” OBC in terms of workforce, activity
and finance assumptions.

The FBC was scrutinised and supported by the Project Board on December 15
2014.

The FBC was scrutinised and supported by the Finance and Performance
committee on the 18" December 2014, subject to a clear statement in the FBC
that describes the contingency plans if future activity is not as currently projected
by the Better Care Together Programme.

ISSUES RAISED BY THE FINANCE &PERFORMANCE COMMITTEE

The approach to VAT recovery: The VAT recovery assessment is calculated on
a percentage basis. In order to be assertive on VAT recovery the Trust has
engaged a recognised VAT Consultant from the Heart of England NHS Trust who
will review the project in detail to provide VAT certainty and target the upper
bounds of VAT recovery.

Chair of the Project Board: The Project Board is currently chaired by the
Medical Director, Kevin Harris, who will be stepping down from the role in April
2015. The Chief Executive will appoint an alternative suitable Chair to take over
this role.

The level of inflation was challenged: The OBC included inflation which was
based on industry standard presentation of inflation at OBC stage. The FBC
includes market tested costs which reflect a fixed price for construction. The risk
of inflation sits with our construction delivery partner Interserve Construction Ltd.

Page 3 of 7



10.  Flexibility around design if future growth surpasses that modelled in the
FBC Better Care Together scenario (the impact of which might not manifest
itself for 10-15 years): The design delivers a solution that is flexible in
functionality and can provide capacity for current demand whilst enabling
realisation of the 20 year capacity requirement:

e Within the Emergency Department, the Minor lliness and Minor Injury Unit
is a combined and totally flexible area for the urgent care centre.

e Majors is designed in two sections, so that in the event that flows are
blocked, half of Majors can flex into an assessment area. The assessment
areas are designed as generic beds

e The development control plan (DCP) for the LRI site takes account of the
emergency floor and future development of the site.

e The structural design of the emergency floor has been developed to
accommodate an additional floor at a later stage, in line with the Trust’s
DCP.

11.  Contingency from an operational perspective will be provided by:

e Aclearfocus in UHL on bed utilisation and flow through the internal UHL
system. This work will target admission, discharge and avoidance of
admissions where out of hospital care is preferable.

¢ Relocation of the UCC and minors to an alternative location would free-up
capacity within the proposed design for higher acuity workload

ISSUES AND RISKS
Risks

12.  Timescales: the NTDA are due to approve the OBC on the 15" January 2015. If
the National Capital Investment group do not support the OBC on 15" January,
the Trust Board approval of the FBC may be negated.

13.  Purdah: the period of purdah prior to the General Election starts on March 20™
2015. If the FBC does not get approved by the NTDA at their Board on the 19"
March 2015, the project will be on hold for at least 6 months which would have
an impact on project costs due to inflation. A change of government could affect
the NHS investment strategy.

15 Dec 14 FBC approved by Project Board for onward submission to F&P

18 Dec 14 FBC approved by F&P Committee for onward submission to
Trust Board

8 Jan 15 FBC due to be approved by Trust Board

9Jan 15 FBC due to be issued to NTDA

15 Jan 15 OBC to NTDA National Capital Investment Group —

Supported by the Regional Office
15 Jan—-19 Mar 15 NDTA Queries addressed — Possible Addendum — Further
Trust Board Approval

20 Mar 15 FBC to NTDA National Capital Investment Group

21 Mar — 8 May 15 Purdah pending General Election
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14.  Assumptions underpinning the FBC: The FBC assumes activity and
expenditure at forecast outturn for 2014/15. Any changes in this baseline will
have an impact both operationally and financially. The design of the Emergency
Floor will help to mitigate this change, as it is flexible and can accommodate both
increases and decreases in activity levels.

15.  The Trust does not have an alternative scheme if this scheme is not approved by
the NTDA.

Issues still to be resolved

16. Design of the assessment areas (Phase 2 of construction)
The design of the assessment areas has progressed and will be developed from
an Operational Policy to deliver a value for money solution from existing space
that responds to efficient staffing models and utilisation of existing function space
e.g. Emergency Decisions Unit.

17.  Compliance with Department of Health Building Notes (HBNs)
Some room sizes are not HBN compliant and derogations have been included in
the FBC. The NTDA have asked for independent verification of our rationale and
derogations. An external ergonomics specialist has now undertaken this
assessment, and advised that there are 2 specific room types that need to be
reviewed to ensure operational functionality in a safe environment. These are the
initial streaming rooms, and the assisted toilet / shower rooms. The design will be
reviewed in January; the impact is not deemed to be material.

SUMMARY OF THE FBC
Design

18.  The project comprises a new build Emergency Department and refurbishment of
the space vacated by the existing emergency department, to create a new
medical assessment unit. The overall project will be delivered in the following
phases:

e Service Isolation / Diversion and Demolition: part of the existing
Victoria Building will be demolished to make way for the new build phase
1.

e Phase 1 New Build ED Construction: construction of the new
emergency department

¢ Phase 2 Assessment and Refurbishment: once the emergency
department has moved from its existing location to the new build
construction will commence to refurbish the existing space to create the
medical assessment and geriatric units.

Activity
19. At the time of writing the OBC (August 2014), the Trust’s Long Term Financial

Model (LTFM) was not aligned to the Better Care Together planning
assumptions, therefore there was a need to include two activity scenarios.
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20. The commissioners have agreed a single activity model for the FBC which uses
the forecast outturn activity for 2014/15 as the baseline; then applies the Better
care Activity Assumptions over the subsequent 5 years using 2015/16 as year 1.

21.  Within the first five years, activity levels are predicted to fall based on the
assumption of implementation of Better Care Together Plans diverting
attendances from ED to alternative providers of care in both primary and
community settings. It is anticipated that after this point there will be a small
increase in activity driven by changes in demographics and acuity levels.

22. This initial decrease in activity will impact on staffing and non-pay costs. Shifts in
activity by type have been modelled and will be used to calculate the most
appropriate staffing levels taking into the lead in times for education and training.

Finance

23.  The capital costs of the preferred option total £43.3M including forecast out-turn
inflation. Below is an analysis of the total costs.

Capital Costs Option 3A Victoria (£)

Construction 32,489,899
Fees 5,614,257

Non Works Costs 76,021
Equipment 2,403,206
Planning Contingency 2,495,893
Sub Total 43,079,276

(Included in construction cost of

Optimism Bias GMP)
Inflation 924,489
Total 44,003,765
VAT Recovery -674,738
Grand Total 43,329,027

24. The case shows that the Trust has clearly identified the capital requirements and

has also identified relevant sources of funding.

Workforce

25. Key to delivery within financial balance is the development of an appropriate
workforce to support activity levels within the new Emergency Floor. A detailed
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workforce plan describes the overarching process for determining the proposed
revenue cost reduction and includes details of both financial and non-financial
benefits arising from the development of the emergency floor. The plan also
includes potential risks and actions to mitigate these.

Outstanding Actions

26.

27.

The CCGs will be asked to write a letter of support for the FBC. We do not
expect this to differ from the letter of support for the OBC.

The NTDA require that a Gateway 3 review of the FBC and a Design Quality
Indicator Assessment of the design will be carried out before the final
recommendation report is prepared. Both reviews are being set up for January,
the outcomes of which will be forwarded to the NTDA.

e N.B. Gateway: the project received an AMBER rating at Level 2. All
outstanding actions for Gateway 2 have been completed. The importance
of obtaining a GREEN rating was emphasised by the Finance
&Performance Committee at the Level 3 Gateway review due to be
undertaken in January 2015. If an AMBER or AMBER/GREEN rating is
given, the Trust will need to be able to articulate and give confidence to
the NTDA that any recommendations can be met

SUMMARY

28.

29.

30.

31.

32.

In developing the FBC, efficiencies have been identified which demonstrates the
case is affordable to the Trust. The efficiencies have been developed through
detailed activity, capacity and workforce planning.

The Full Business Case is supported by the Finance & Performance Committee.

The FBC aligns with the Better care Together Programme and reflects an agreed
activity model.

Derogations from HBN have been risk assessed and the design will be revised
for these room types

Design development of Phase 2 is progressing in line with the budget and project
timeline to deliver a clinical environment that responds to the operational policy

RECOMMENDATIONS

33.

The Trust Board is asked to approve this Full Business Case for onward
submission to the NTDA.
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Glossary of Terms

Abbreviation | Full Heading

ACB Acute Care Bay

AFU Acute Frailty Unit

ALOS Average Length of Stay

BCT Better Care Together

BREEAM Building Research Establishment Environmental Assessment

CAP Conservation Advisory Panel

CAU Children’s Assessment Unit

I

CG Clinical Commissioning Group
CDM Construction, Design Management
CEM College of Emergency Medicine
CGA Comprehensive Geriatric Assessment
CHP Combined Heat & Power
CMG Clinical Management Group

CT Computerised Tomography

DCP Development Control Plan
DH Department of Health
Design Quality Indicator

ECIST Emergency Care Intensive Support Team

ECN Emergency Care Network

ED Emergency Department

EDU Emergency Decisions Unit

EF Emergency Floor

EFU Emergency Frailty Unit

EMAS East Midlands Ambulance Service
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Abbreviation | Full Heading

EPR Electronic Patient Record
FBC Full Business Case

FOT Forecast Outturn

FM Facilities Management
GEM Generic Economic Model
GMP Guaranteed Maximum Price
HBN Health Building Note
HTM Health Technical Memorandum

GP General Practitioner

HDU High Dependency Unit

I&E Income and Expenditure

Integrated Business Plan

Information Management & Technology

Integrated Performance Report

ITU Intensive Therapy Unit

JSNA Joint Strategic Needs Assessment

KPI Key Performance Indicator
LCC Leicester City Council
LLR Leicester, Leicestershire & Rutland

LOS Length of Stay

LPT Leicestershire Partnership Trust
LRI Leicester Royal Infirmary

LTFM Long Term Financial Model

MES Managed Equipment Service

MlaMIEE Minor Injury and Minor Iliness, Eyes, ENT

MRI Magnetic Resonance Imaging
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Abbreviation | Full Heading

MSK Musculoskeletal
NEL Non-elective

NIHR National Institute of Health Research

NSF National Service Framework

NTDA NHS Trust Development Authority
OBC Outline Business Case

OJEU Official Journal of the European Union

ONS Office of National Statistics

OSC Overview Scrutiny Committee

Post Implementation Review

PPE Post Project Evaluation

PSCP Principal Supply Chain Partner

MUISISISONEIRI Public Sector, Dept. for Business Innovation & Skills Firm Price (Tender Price
FP Index of Public Sector Buildings (Non-housing)

Quality, Innovation, Productivity and Prevention
RAU Rapid Assessment Unit
SDM Senior Decision Maker

SI Site Investigation

SOC Strategic Outline Case

SSPAU Short Stay Paediatric Assessment Unit

uccC Urgent Care Centre

UHL University Hospital of Leicester NHS Trust
VFM Value For Money

YTD Year To Date
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FBC | Emergency Floor University Hospitals of Leicester NHS Trust

1 | Executive Summary

1.1 Introduction

This Full Business Case (FBC) is for the redevelopment of the Emergency Department
(ED), creating a new Emergency Floor (EF) on the Leicester Royal Infirmary site of
University Hospitals of Leicester NHS Trust (hereafter referred to as ‘UHL’ or ‘the
Trust’). It proposes to develop an Emergency Floor that will address the demand
challenges faced by both ED and medical assessment services, with the intention of
developing a future proofed solution that will flexibly meet future demand over the next
20 years.

The Trust is one of the largest teaching Trusts in the country and operates across three
main sites; Leicester Royal Infirmary, Leicester General Hospital and the Glenfield
Hospital, and is the only acute Trust serving the diverse local population of Leicester,
Leicestershire and Rutland (LLR); equating to approximately 1 million residents.

Glenfield Hospital Leicester General Hospital Leicester Royal Infirmary

Figure 1.A University Hospitals of Leicester NHS Trust Sites

Leicester Royal Infirmary provides Leicestershire’s only Emergency Department (ED),
as well as being the base for the Trust’s Children’s Hospital and Urgent Care Centre
(Ucqo).

In 2012 the Trust identified a number of services requiring redevelopment/
development across their three sites to ensure ongoing enhancement and maintenance
of essential health services to the local community. As a consequence, the Trust has
updated its 5 year estates strategy to provide an integrated and strategic approach to
developing its estate and infrastructure; aligned to and reflecting the Clinical Strategy
and Integrated Business Plan, and is consistent with the LLR system wide strategic
plans.

This business case focuses on the Emergency Floor Reconfiguration project; the first
of the main reconfiguration projects for the Trust. It highlights that current
arrangements do not meet the current activity demands or the projected requirements
over the next 20 years.

In line with the national concern about the ability of emergency services to cope with
demand, UHL has experienced a rise in attendances to its Emergency Department
(ED). This has resulted in many patients waiting for excessive periods and
performance being well below the national standard of 95%; this reflects poor quality of
care for patients, reduced clinical effectiveness, an unacceptable delay in treatment,
increased clinical risk and compromised patient safety.
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In partnership with local commissioners, UHL has instigated a number of short term
measures to improve performance, such as the addition of adult medical assessment
beds and a new GP assessment clinic to alleviate current pressures. UHL has set out a
clear vision for the future of the emergency care pathway and is undertaking a
programme of change to redesign processes within the existing footprint and built
environment, but there is still an issue with the design and size of the current ED and
associated medical assessment areas in their entirety. They are deemed totally
inadequate to cope with demand, as previously stated by the Emergency Care
Intensive Support Team (ECIST) and more recently by external consultant Dr. lan
Sturgess. Appendix 2A highlights the ECIST review of the LRI ED, undertaken in
March 2013.

Their findings identified that 12,600 patients were seen annually in a 6 bedded
resuscitation area where 10 beds were deemed to be more appropriate; and 52,000
ambulance patients passed through a 16 cubicled majors area. Inadequate space
results in patients being lined up in trolleys in the open floor space in majors and
doubled up in cubicles. Size and poor adjacencies therefore inhibit the Trust’s ability to
smoothly move patients through the department to associated floors and medical
assessment areas, resulting in delays to the patient journey and a poor patient
experience. In addition, the medical assessment service (Rapid Assessment Unit
(RAU) & Acute Care Bay (ACB)) is currently on the 5" floor of the Balmoral building
and there is no access to X-ray or CT services within the ED, all of which further
hinders an efficient patient pathway and increases risk to patients.

This FBC highlights the urgent need for change to the physical estate currently
supporting the ED and associated medical assessment areas in order to improve
patient flows, address capacity issues, optimise clinical adjacencies, reduce mortality
and harm, and increase staff efficiencies.

1.2  Strategic Case
1.2.1  The Strategic Context

The Trust’s organisational objectives are:

» High quality care for all — patient safety, improve outcomes & patient experience
Quality Commitment — save lives, reduce harm, patient centred care

7 day a week consultant delivered services

Optimising clinical service adjacencies to reduce avoidable deaths

Reducing time patients avoidably spend in hospital

Care closer to home through better integration with Community services
Providing high quality services in a financially affordable & sustainable way

vvvVvyvVvyyvyy

Understand potential impact of alliances of care at local, regional & national levels

These objectives are underpinned by the following Investment objectives of this project:
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v

>

>

To provide the Trust with increased capacity for emergency services to meet the
demands of population growth, changing service models and improved efficiency
targets.

To increase the productivity of the emergency care pathway at the LRI.

To develop a centre of excellence, enhancing the Trust’s reputation for training,
service delivery and treatment, through the provision of a centralised service in
modern accommodation.

To ensure that the changing needs and expectations of a growing population are
met in line with Trust clinical strategy and national guidance.

To provide an Emergency Floor that where practical, is compliant with NHS
building guidance standards. Where the design is constrained then any
derogation should be approved and signed off by the appropriate project lead.

To improve the clinical effectiveness and safety of urgent and emergency care
service across Leicester.

To improve the clinical adjacencies of services to optimise clinical safety and
reduce clinical risk.

To facilitate the modernisation of services, including streamlining patient
pathways and efficient working practices providing an Emergency Floor that
ensures adequate infrastructure and capacity for supporting services that are
conducive to the needs of a modern workforce.

To equip the Emergency Floor to respond effectively to existing and known
commissioning requirements, as well as to respond flexibly to future changes in
service direction and demand.

To improve the environment and the experience of users (patients, visitors and
staff) of Leicester Royal Infirmary Hospital’s Emergency Department.

To provide a solution that is aligned to the Trust 5 Year Estates Strategy DCP
plan and Trust organisation as a whole.

To deliver the development on time with minimal disruption to current service
delivery.

Each of the project objectives has been formulated based upon the drivers for change
and national, regional and local strategic directions, promoting efficiencies in practice
and ensuring statutory, national, regional and local targets are achieved.

1.2.2 The Case for Change

Emergency Medicine is a secondary care specialty which provides immediate care for
patients of all ages presenting with illness and injury of all severities™

Utilising the Better Care Together Case for Change Framework, the case for change
for the Emergency Floor has been summarised in Figure 1B below:

' The College of Emergency (2011, February). What is Emergency Medicine? A guide.
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* Department is designed to provide effective patient care, enhance patient experience, single front
door — clinicians in the right place

* Every patient

that attends gets Improved Safety,
appropriate treatment Effectiveness &
+ED is managed by ED Experience
+ Every patient leaves with an ofCove

assigned GP if they do notarrive
with one

*No group disadvantaged — eg.
elderly frail, dementia

* Geriatric frailty friendly
< Patients to get treatment and leave within 4 hours « Seamless care — AFU/EFU/EDU
+ CT in heart of the dept immediately adjacent to resus for adults and paeds

* Appropriate treatment in right place — small parts X-ray in MlaMI|

* Medically focused specialised ED
Equal Access ™
& Outcomes > Long Term

Conditions

+ Highly skilled & flexible workforce

+ 1%t centre with consultant ED
spedcialist in geriatric medicine

+ Only centre with a geriatric
fellowship programme

*Emergency Nurse Practitioners in minors

+ Advanced Physiotherapy Practitioners in
minors

+ Advanced Nurse Practitioners in majors/ resus

* Paediatric Advanced Nurse Practitioners in majors/ resus

* GPs with specialties interestin ED

* Medical sub specialty interests patient flows, workforce
* International recruitment programme * Design future proofed for 20 years activity, and is capable of being
+New dept will attract and assist recruitment and retention extended vertically

*Integrated Mental health
PUCLICER IS department

o CLUE el * High population in city of
> immigrants — younger

population, complex health

needs

« Cost effective design solution
delivering a maximum quantity of clinical space
+ Co-location of services on emergency floor offers efficiency in

Figure 1.B Emergency Floor Case for Change

In order to provide the level of high quality emergency care and medical assessment
services that comply with regulatory standards, it is essential that the Trust ensures
that its patients can receive treatment and staff can work in a safe environment, and
that patient treatment is efficient and timely in its delivery.

The following are key drivers for change:

>

The increasing demand for emergency services is greater than the current
capacity can provide. Historic trends in growth suggest a 5% annual growth in ED
activity and 3.5% annual growth in medical assessment activity

Requirement for single floor Emergency and Medical Assessment Department
that incorporates key adjacencies and presence of diagnostics and medical
assessment unit services on the same floor. This enables implementation of the
developed model of care for both adults and children accessing emergency
services

Changes in the local and national demographics combined with the Trust’s plan to
remain an Emergency Care Centre for Leicester is impacting on increased
emergency care demand

The Trust requires additional capacity to reflect NHS national guidance. The
Emergency Floor project reduces the risk of compromising compliance of other
standards of care such as quality, infection control, privacy and dignity,
emergency and urgent care standards and commissioning standards

The Trust needs to be in a position to be named as a ‘Major Emergency Centre’
as outlined in the Urgent and Emergency Care Review November 2013 — End of
Phase 1 Report (Keogh)
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» The requirement to address the 4 hour target and ambulance to trolley transfer
times will have a significant impact on Trust financial performance if capacity
issues are not resolved

» Redevelopment and increased capacity will provide opportunities for the Trust to
fulfil its strategic redevelopment programme

1.2.3 Capacity & Demand

The Trust has undertaken extensive work as part of the Better Care Together (BCT)
programme, projecting ED and Medical Assessment activity for the next 5 year period.
This work has concluded that UHL will see a 7.8% reduction in ED attendances over
the next 5 years. This reduction is not applied uniformly across all areas of the
department as high acuity resus/ majors patients are not likely to be diverted from the
acute hospital setting into community services. However lower acuity patients such as
those with minor injuries or minor ilinesses could be diverted and therefore this is
where the reduction in overall activity will be achieved.

At the time of writing the Developed OBC (August 2014), the Trust’s Long Term
Financial Model (LTFM) was not aligned to the BCT planning assumptions, as the
LTFM had been submitted to the NTDA prior to the release of the BCT information.
Therefore the two activity projections were not aligned, and the NTDA agreed that the
Developed OBC would reflect two activity scenarios. However, it was outlined that the
FBC would need to present a single scenario.

The Trust’s ED attendances have continued to increase during 2014/15 and
consequently neither model proposed in the Developed OBC reflects a realistic way
forward. Following discussions with the CCGs, a pragmatic approach has been agreed
which uses the forecast outturn activity for 2014/15 as the baseline; and then applies
the BCT assumptions over the subsequent 5 years using 2015/16 as year 1. Years 6-
20 will follow demographic growth in line with the Office of National Statistics (ONS); an
annual increase of 1% for ED and Clinic activity, and 1.5% annually for medical
assessment activity. This single model is outlined in more detail in Section 3.3.

In addition to the activity projections, the Trust has also undertaken activity analysis
relating to hourly arrival percentiles. The 85™ percentile number of hourly arrivals
across the entire unit is in the region of 40 patients per hour. On occasions this volume
may recur for two or three hours at a time. For the purposes of planning the new
department, the capacity requirement was based on 95" percentile hourly arrivals.
However as part of the Developed OBC this requirement was revised following NTDA
feedback and is now based on 85" percentile hourly arrivals. It is important to note that
efficiencies are impacted by the extent that patients occupy clinical spaces — resus
bays, majors cubicles, etc — purely for the purpose of waiting (e.g. waiting for
diagnostics or transfer, rather than for clinical intervention). In addition to capacity it is
essential that adjacency requirements are considered and the associated impact on
efficiencies and patient experience. This is particularly relevant for both the medical
assessment and diagnostic services.

The UCC contract is currently held by George Eliot NHS Trust. The impact of this
contract being held outside of UHL has been modelled in the FBC I&E through the
reductions in activity, consistent with CCG assumptions regarding the activity shift that
will occur. While the design has been based on the total activity figures (ED & UCC),
the activity modelling in respect of a revenue position must exclude the UCC activity as
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it is not currently provided by UHL. It should be noted that additional workforce
efficiencies over and above those identified in the Workforce Plan could be achieved if
there was a single clinical management structure for the ED and UCC. When the UCC
contract is up for renewal, UHL will consider bidding to provide this element of the
emergency pathway but this has not been assumed in the FBC.

The agreed activity model (percentage and actual numbers) for the FBC is shown in
the Tables 1.1 and 1.2 below. As above, this excludes UCC activity.

Table 1.1  FBC Scenario - Activity Percentages

Baseline | Yearl Year2 Year 3 Year 4 Year 5
2015/16 | 2016/17 | 2017/18 | 2018/19 | 2019/20

-8.30% 1.60% 1.00% 0.00% 0.30%
H FOT 0, (o) 0, 0, 0,
Medical Assessment 2014/15 3.49% 0.41% 1.21% 0.14% 0.24%

Clinic Activity 0.00% 1.00% 1.00% 1.00% 1.00%

Table 1.2  FBC Scenario - Activity Figures

Ba:ngme Year 1 Year 2 Year 3 Year 4 Year 5
2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

X 145837 133,733 135873 135601 135601 136,008

Medical Assessment 35,984 34,729 34,585 34,166 34,120 34,203

TOTAL 181,822 168,462 170,458 169,767 169,721 170,210

1.2.4 Future Flexibility

Consideration of increased demand will provide opportunity for a solution that is flexible
in functionality and that can provide capacity for current demand whilst enabling
realisation of the 20 year capacity requirement.

A core component of the design solution will be the standardisation of the design of
rooms within individual streams where possible, so that a wide range of practitioners
can use any room for patient examination and treatment. A standardised design will
also ensure that all staff are familiar with the location of equipment and facilities in any
space.

For example within the ED, the Minor Injuries & Minor lliness, Eye Casualty, ENT area
(MlaMIEE) represents a combined and totally flexible area for the Urgent Care Centre
and Minors. Majors is designed in two sections, half of which will be closed at quieter
times of the day. In the event that there is a lack of outflow from the ED into the
hospital, half of Majors can flex into an assessment area. The assessment areas are
being planned with generic beds (except the Acute Care Bay) for flexibility.

In addition the structural design is such that it can take an additional floor at a later
stage, in line with the Trust’s Development Control Plan.
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1.2.5 Constraints & Dependencies

The constraints and dependencies relevant to the project are:

>

Better Care Together Programme: the whole health economy has a strategy for
improving Emergency Processes which this project must align to. This will include
changing models of care to encourage fewer attendances to the Emergency
Department

Budget: the Trust has a limited capital budget, and must seek approval from the
NTDA for any expenditure of over £6m of Treasury capital (i.e. excluding funds
from donations).

Workforce: the Trust has a strategic workforce plan as part of its 5 year
Integrated Business Plan; assumptions for workforce changes, recruitment and
retention within this project must align with the Trust’s overall workforce plan.

Physical: the existing accommodation is heavily occupied, making the splitting of
the project into two phases an essential component of this project and the
potential for disruption to the Trust organisation and infrastructure as a whole

Phasing: difficult, and potentially reducing the ability to comply with national
guidance

Timeliness: the hospital will see continued pressure, both in terms of Urgent
Care and ED attendances. From an operational perspective, the new facility must
be ready as soon as practicably possible

Trust Transformation Programme: Trust wide schemes for redevelopment of
the Trust sites are all interdependent. This is the first scheme in a number of site-
wide reconfiguration schemes.

Capital: The project overall is dependent on the Trust securing the majority of
capital through support from the NTDA

IM&T: The project is dependent on the implementation of the Trust’s Electronic
Patient Record (EPR) project prior to opening.

1.3. Economic Case

The project comprises a new build Emergency Department and refurbishment of the
existing emergency department to create a new medical assessment unit. Both the ED
and medical assessment unit will have suitable adjacencies to ITU, Theatres and Base
Wards.

The overall project is to be delivered in three phases:

>

Service Isolation / Diversion and Demolition: part of the existing Victoria
Building will be demolished to make way for the new build phase 1, including:

+ Moving substation 6 (currently serves A&E and Balmoral Building)
+ Moving substation 2 (currently serving Victoria Building)
+ Asbestos strip to service ducts

+ Isolation and diversion of services to ensure mains services are maintained
to remaining buildings
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+  Demolishing the Langham wing of the Victoria Building whilst ensuring
connectivity and interfaces between remaining buildings

+  Demolishing St Luke’s Chapel

+ Demolishing and de-commissioning mechanical plant areas adjacent to St
Luke’s Chapel

+ Demolishing the Link bridge from Jarvis

During the demolition works the existing below ground services duct will be
protected and maintained to ensure continuous operation of the adjacent building
serviced by the site infrastructure running within these ducts.

Phase 1 New Build ED Construction: construction of a new purpose built ED,
extending over the current location of Car Parks A and B, the Langham Wing of
Victoria Building and St Luke’s Chapel to create a new building for the ED,
including the following departments for both Adults and Paediatrics:

+ Initial Assessment
+ Resuscitation

+ Majors
+  Minor lllness and Minor Injuries, Eye Casualty and Emergency ENT
(MlaMIEE)

+  Diagnostic Imaging

Phase 2 Assessment Refurbishment: once the ED has moved from its existing
location to the new build, the vacated area will be refurbished /remodelled to
create the medical assessment and geriatric assessment units. This area will
include the following departments:

+ GP assessment area, acute medical clinics and ambulatory care centre
(DVT & TIA)

+ RAU (Rapid Assessment Unit)
+ ACB (Acute care Bay)

+ EFU (Emergency Frailty Unit)
+ AFU (Acute Frailty Unit)

Upon completion these areas will move from their current locations into this
refurbished area.

1.3.1 Determining the Capacity
The revised activity assumptions for the FBC, compared to the Developed OBC, are:

>

>
>
>

Use of 20-year planning horizon instead of 10-years
Use of FOT 2014/15 as the activity baseline, year 0
Use of Better Care Together growth profile for years 1-5 of the projections

Use of Office of National Statistics (ONS) population growth for years 6-20 of the
model
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» Use of 85" percentile hourly arrivals for ED streams, at 85% occupancy, as per
ECIST model

Impact of Revised Scenario

» The original functional content of the proposed scheme, based on a 10-year
planning horizon, remains sufficient to meet the activity projected at year 20 under
the new activity modelling, with a small amount of spare capacity spread across a
number of zones

» The original functional content has sufficient capacity to meet around 2% annual
growth from years 6-20, should historic trends continue to be realised above the
demographic growth of 1%.

This confirms that the originally proposed content and the design developed by the
project team remain robust in the light of the FBC scenario assumptions. The slight
capacity surplus in the proposed scheme is distributed across the project and its
removal from the project would not warrant the cost, time and risk penalties associated
with a full-scale redesign. This also provides future flexibility for the Emergency Floor.

1.3.2 Options Appraisal

An options appraisal process was undertaken, as described in the OBC, which reduced
a long list of 13 options to a short list of 4 options, and then identified a preferred
option, which is Option 3A — Victoria (new build ED, refurbished Assessment Unit).

The short listed options were:

» Option 0: Do Minimum - Ensure critical backlog maintenance is undertaken and
review clinical processes & procedures

» Option 1A: Existing 1st floor refurbishment with some assessment provision
elsewhere, (inc courtyard infill & extension)

» Option 2C: Demolition of Jarvis building & new build ED & refurbish assessment
on single floor

» Option 3A: Demolition of Victoria building and part new build/part refurbish
assessment on single floor

Table 1.3  Summary of Economic and Value for Money Appraisal

— 1 = | = | +

Raw scores 51.18 131.74 129.64 148.71

Criteria

Weighted Scores 2.27 6.74 6.27 7.54
Rank (non-financial) 4 2 8 1

Net present cost (NPC) (£k) 1,264,890 1,222,633 1,220,895 1,223,981

NPC per point score (£k) 557,220 181,400 194,720 162,332
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Criteria

RET

Rank (VFM)

This option demonstrated through the non-financial appraisal process that
the Trust is able to realise benefits and achieve strategic objectives and critical success
factors of providing an appropriate solution to meeting current and future capacity
demands for emergency care.

» This option lends itself to a detailed design process that provides essential
departmental adjacencies

» Majors and Resuscitation areas can be located close to the front door and
ambulances will have an ambulance only access to the department

» Adjacencies to the minor injuries and minor illness unit are enhanced and
assessment services will maintain essential adjacencies within the department

» Paediatric emergency services demonstrated good adjacencies and separate
paediatric entrance point is provided

» Ambulance access is provided on the same level as department entry which is
essential for blue light access. The provision of an ambulance only access to the
hospital department is seen as a better outcome to that which the other options
can provide

» The single floor concept can be achieved with provision of diagnostics and
assessment within the department and opportunities for flexibility and future
proofing the design

This option provides an effective solution to the Trust’s needs and in particular will be
significantly more effective than the other options at providing flexibility, meeting
capacity demands, enhancing the patient experience and emergency care pathway
efficiencies. It also offers a solution with the least impact on the Trust’s clinical and non
clinical operations, DCP and strategic plans.

1.3.3 Estimating Capital Costs

The total capital costs for the preferred option at OBC stage and FBC stage are
summarised in table 1.4 below.

Table 1.4  Capital Costs at OBC & FBC

) OBC Stage FBC Stage
Capital Costs
(E) (E)
Construction 30,233,828 32,489,899
Fees 6,781,406 5,614,257
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Capital Costs OBC Stage FBC Stage
(£) (£)
Non Works Costs 0 76,021
Equipment 1,692,000 2,403,206
Planning Contingency 2,894,644 2,495,893
Total for approval purposes 41,601,878 43,079,276
Optimism Bias 0 0
Inflation 389,840 924,489
Total 41,991,719 44,003,765
VAT Recovery -649,792 -674,738
Grand Total 41,341,927 43,329,027

1.3.4 Changes since the OBC

There have been no major design changes since the OBC. The main changes are as
follows:

» Market testing of many construction works packages are priced higher than
forecast

Increase in equipment costs following more detailed review of transferable items
Additional costs for highways as part of planning approval process

vvVvyy

Removal of fees in relation to previous options for the scheme
» Inclusion of non-works costs relating to the relocation of a bed store

For more details see Section 3.6.5.

Routes to Affordability Exercise

A review of the design vs outturn cost identified an increase in capital cost. To mitigate
this, a ‘Routes to Affordability’ exercise was undertaken to provide a leaner solution for
the scheme that still delivered the clinical functionality of the original intended design.
The delivery team including UHL, RLB, ICL and technical advisors reviewed the overall
project design including Phase 1 and Phase 2 and produced a summary of
opportunities to deliver savings. These were then rated in agreement with the Trust in
preference based on perceived impact to the scheme and saving level.

During the Routes to Affordability exercise, budget values were then agreed for each
item whilst high level design impact assessments were carried out. Instruction was
received from the Trust to incorporate only the viable items. Where savings have been
realised these have been incorporated into the GMP value.
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The Phase Two refurbishment works for assessment were designed and market tested
on the basis of a full strip out to shell and new finishes and services throughout. The
total cost plan allowance excluding VAT amounts to an allowance of £1,970/m?. This
was not an efficient approach to the design solution and did not represent value for
money.

With the confidence of benchmarking, the team have been tasked with re-designing the
area to use existing structure and services where possible, in line with the budget
which has been allowed at £1425/m?. For example, the Emergency Decisions Unit can
stay in its existing location which delivers a leaner capital scheme, while still providing
the required clinical functionality.

This review will be based on a set of updated operational policies which reflect the new
GP assessment processes, and the need for the Emergency Frailty Unit and the Acute
Frailty Unit to be in the same space to allow workforce efficiencies.

Therefore, capital costs include a provisional sum for the Phase Two works which will
drive the design solution to an achievable budget for the type of refurbishment works
required (£1425/m?).

More detail can be found in the Estates Annex at Appendix 2Q.

1.3.5 Guaranteed Maximum Price

The agreed Guaranteed Maximum Price (GMP), which includes inflation and VAT, of
Interserve Construction Limited, the Principal Supply Chain Partner (PSCP), for the
design and construction of the Emergency Floor at Leicester Royal Infirmary includes
all of the costs to date, in addition to all anticipated costs in completing the design and
construction of the facility.

The GMP offer made by Interserve in 2014 is based on a construction start date of July
2015. Interserve have confirmed work must start within the following 3 months to
ensure the GMP remains the same. However the impact of not achieving this date will
result in a delay, creating additional costs. The GMP offer can be found at Appendix 3D

The total project capital cost is £43.3m and this is broken down into a number of
elements (including the GMP) as set out in the table above and in the FB forms which
can be found at Appendix 3A, 3B and 3C.

1.3.6 Revenue Costs

The revenue changes between the OBC and FBC have been reviewed and can be
seen in detail in the Economic Case. The following table reflects the position at FBC:
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Table 1.5 FBC Revenue Costs

2014/15

2015/16 | 2016/17 | 2017/18 | 2018/19
£'000

Income change 1,386 239 263 (80) (227)

Expenditure

Agency 0 840 1,844 2,347 2,347
Workforce efficiencies 0 356 626 1,373 1,373
Additional clinical costs from new 0 0 (183) (734) (734)
development

Add'monal maintenance costs of 0 0 (58) @71) (383)
equipment

Pay and non pay increases from 0 320 332 378 379

changes in activity

Depreciation 177 177 (25) (637) (637)
Rate of return 45 (334) (686) (720) (698)
Total change in expenditure 222 1,360 1,851 1,736 1,646
Total Net Change 1,608 1,599 2,114 1,656 1,520

The net position of the FBC is significantly better than the OBC as a result of revised
assumptions on income loss.

1.3.7 Summary of Position compared to OBC

The changes between OBC and FBC are as follows:

Table 1.6~ Summary of Position compared to OBC

Driven by additional equipment market
Capital Costs £41,342k £43,329k  testing and section 278 works re
highways

Driven by changes in activity, additional
costs of equipment maintenance partially
balanced by reductions in capital
charges in FM costs

Annual Revenue
Costs £44,580 £44 583
(2018/19)
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1.3.8 Compliance with Capital Investment Manual & NTDA
Thresholds

If the capital cost exceeded 5% of the costs stated and approved in the OBC (£41.6M)
there would be an automatic lapse of approval of the OBC. As can be seen in table 1.4
above, the capital total for approval purposes has increased for £41.6M to £43M. This
is an increase of £1.4M which is 3.5% of the costs approved at OBC stage. Therefore
the capital cost increase is within the tolerances allowed.

It the revenue cost exceeded 10% of the costs stated and approved in the OBC, there
would also be an automatic lapse of approval of the OBC. The revenue cost position
has only marginally changed between OBC and FBC and is within the parameters.

1.4  Commercial Case
1.4.1 Procurement Strategy

The scheme will be procured through UHL'’s framework partnership with Interserve FM
and assigned to Interserve Construction Limited.

Under the bespoke framework, Interserve Construction Ltd is appointed as principal
contractor for the delivery of projects; commercial arrangements and contracts are pre-
agreed to cover commissioning of the business case through to final delivery of the
asset using an NEC3 Option C Form of Contract (Target Contract with Activity
Schedule). Cost savings are split between the Trust and the Client based on previously
agreed percentages which will engender a spirit of partnering and collaboration within
the Project Team. The risk of cost overrun is transferred to Interserve once the GMP
has been agreed and construction stage commenced.

Project risk is dealt with openly from the outset of the project and the client; Interserve
and the Design Team are encouraged to take an active role in identifying, mitigating
and apportioning risk to the party best suited to deal with it. This should be a proactive
process throughout the delivery of the project.

Under the framework, Interserve has:

» Taken single point responsibility to manage the design and construction process
from completion of OBC through to project completion

» Assembled a dedicated team from its supply chain of experienced health
planners, designers and specialists, to successfully deliver facilities that will
benefit patients and staff alike

» Provided benefits of experience of long term partnering arrangements that will
continue throughout the life of the project

» Committed to identifying construction solutions that will assist in the
implementation of improved service delivery, best practice and delivering best
value

Interserve and UHL have worked together through the full business case (FBC) stage
to develop and agree a guaranteed maximum price for delivery of the scheme. This
reflects:
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» Fees for professional advice such as design and cost management
» Market tested packages for construction works on an open book basis

The GMP has been assessed for overall value for money by cost consultants acting for
UHL (Rider Levett Bucknall - RLB). This will take into account elements such as:

» Prevailing rates for similar works nationally and locally

» Published cost indices

» Knowledge of the cost of work in the hospital from other recent schemes

» Prime contractor and client retained risks as identified in the joint risk register

It was agreed that the development of the GMP would be run in parallel with the
development of the Works Information and this would be undertaken in a fully open
book / collaborative environment, such that a minimum of three quotations would be
obtained for all Works Packages making up at least 80% of the GMP.

Package responses were assessed by Interserve Construction Ltd in conjunction with
the Trust’s advisors RLB to ensure the ‘Best Value’ tender was included in the GMP.
The assessment was not only be based on price but also programme, design/ technical
proposals and likely risk. Interserve and RLB agreed a formal assessment proposal for
each package. Tenders were benchmarked appropriately.

Should the scheme not proceed, the Trust will own the design at point of termination
but will be liable for Interserve costs up to that point, in line with contractual
commitments made during commissioning of the project.

1.4.2 Key Factors Affecting Outcomes

» Planning Permission: the preferred option requires planning consent, which was
obtained on 24" September 2014 subject to Planning Conditions. Appendix 4A
shows the Planning Approval and Planning Conditions; Appendix 4B shows the
Planning Conditions Tracker.

» BREEAM: the project team have worked alongside an accredited BREEAM
assessor throughout the design process to ensure requirements are considered in
a timely manner. The project has been awarded an Interim Certificate — Design
Stage by the BRE showing a score of 56.2%, Very Good. See Appendix 4C for
the Interim Certificate.

1.5 Financial Case
1.5.1 Capital Costs

The capital costs of the preferred option total £43.3M including forecast out-turn
inflation. Below is an analysis of the total costs.
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Table 1.7  Summary of Capital Costs

Capital Costs Option 3A Victoria (£)

Construction 32,489,899
Fees 5,614,257

Non Works Costs 76,021
Equipment 2,403,206
Planning Contingency 2,495,893
Sub Total 43,079,276

Optimism Bias

Inflation 924,489
Total 44,003,765

VAT Recovery -674,738
Grand Total 43,329,027

1.5.2 Financing

Table 1.8 below sets out the cashflow associated with the scheme together with
sources of funding. This shows that the Trust has clearly identified its capital
requirements and has also identified relevant sources of funding.

As can be seen below the Trust has currently funded the initial development costs from
its own resources but is seeking funding for the full costs of the scheme. Further details
to support these figures are within Appendix 5A.

Table 1.8  Sources and Applications of Funds

2013/14 | 2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

£ £ £ £ £ £

Capital
Expenditure

568,764 6,368,024 17,698,095 18,341,114 1,027,768 -674,738 43,329,027

Funded By
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PDC/Public

24,634,883 18,341,114 1,027,768 -674,738 43,329,027
Loan

Trust

568,764 6,368,024  -6,936,788 0
Resources

Total
Funding

568,764 6,368,024 17,698,095 18,341,114 1,027,768 -674,738 43,329,027

1.5.3 Income & Expenditure

Within the first five years, activity levels are predicted to fall based on the assumption
of implementation of Better Care Together Plans to divert attendances from ED to
alternative providers of care in both primary and community settings. It is anticipated
that after this point there will be a small increase in activity driven by changes in
demographics and acuity levels. This initial decrease in activity will impact on staffing
and non pay costs. These shifts in activity by type have been modelled and will be
used to calculate the most appropriate staffing levels taking into account the risks of a
‘boom and bust’ approach to workforce planning given the lead in times for education
and training.

Table 1.9 shows a summary of the impact of these assumptions on the Trust’s I&E
over the first 5 years. More detailed information on impact can be seen in Table 1.10
below.

Table 1.9 5 Year Financial Summary

2014/15 | 2015/16

2016/17

2017/18 | 2018/19
£'000

Income change 1,386 239 263 (80) (227)

Expenditure

Agency 0 840 1,844 2,347 2,347
Workforce efficiencies 0 356 626 1,373 1,373
Additional clinical costs from new 0 0 (183) (734) (734)
development

Add_monal maintenance costs of 0 0 (58) 271) (383)
equipment

Pay and non pay increases from 0 320 332 378 379

changes in activity

Depreciation 177 177 (25) (637) (637)
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Rate of return 45 (334) (686) (720) (698)
Total change in expenditure 222 1,360 1,851 1,736 1,646
Total Net Change 1,608 1,599 2,114 1,656 1,520

The Financial Case identifies Income and Expenditure assumptions over the 20 year
period.

1.5.4 Workforce Plan

Key to delivery within financial balance is the development of an appropriate workforce
to support activity levels within the new Emergency Floor. The workforce plan has been
developed in line with assumptions made in the OBC and fully aligns with the capacity
and financial models presented in this FBC. The detailed workforce plan is attached as
Appendix 5C. This plan describes the overarching process for determining the
proposed revenue cost reduction and includes details of both financial and non
financial benefits arising from the development of the emergency floor. The plan also
includes potential risks and actions to mitigate these.

Overall the aim of the workforce plan is to:

» Ensure the appropriate supply and skill mix to consistently deliver the 95% ED
target, and a number of individual key performance indicators within different
components of the Emergency Floor

» Ensure the right staffing levels are available in all components of the floor to
ensure the correct ‘gearing’ to achieve the identified standards and manage
surges in activity

» To ensure an efficient model of workforce provided at less cost per activity than
the current model

» To ensure the workforce model provides an education, training and career
framework model that supports a sustainable future supply of workforce, taking
into consideration the fragility of the ED workforce and the need to recruit and
retain in the future.

A number of assumptions have been built into the workforce planning processes for the
Full Business Case for the Emergency Floor. These are highlighted in section 5.5.

1.5.5 Impact on Trust Balance Sheet

Table 1.10 below sets out the impact on the Trust’s balance sheet. Further details to
support these figures are within Appendix 5A.
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Table 1.10 Impact on Trust's Balance Sheet

2013 /14 2014 /15 2015 /16 2016 /17 2017 /18
£ £ £ £ £

568,764 6,368,024 17,698,095 18,341,114 353,031

Assets Under
Construction

Impairments on new
building coming into use

(DV likely revaluation) 15,718,000

Impairment on partial

demolition of Victoria -2,424,261

based m?

Depreciation -201,870 -807,481

Change to Fixed Assets 568,764 3,943,762 17,698,095 2,421,244 -454,450

As can be seen, the demolition of part of the existing Victoria Building will lead to an
impairment in the first instance and this has been based on the square meterage
demolished as a percentage of the total building area.

The new Emergency Floor project is expected to be available in June 2017. Prior to
this it is treated as an asset under construction.

Once fully operational, we have assumed that as a result of the District Valuer
valuation there will be an impairment of 38%.

The value of these impairments is shown in table 1.11 below; further details to support
these figures are within Appendix 5A.

Table 1.11 Value of Impairments

Demolitions 2,424
New asset coming into use 15,718

Total 18,142

1.5.6 Capital Charges & Impact of Loan Option

Details on capital charges and the impact of a loan option can be found in the Financial
Case (Section 5) and Appendix 5A.
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1.5.7 Sensitivity

A key sensitivity for the Trust is the activity levels. The Trust has set out in Section 5.4
the impact on the I&E position of activity based on the Better Care Together scenario.
This assumes a 7.3% reduction in activity in 2015/16, and this has to be contrasted
with an underlying increase in ED activity of circa 8%. An 8% increase in activity
approximately equates to an increase in income of £3 million. The Trust has assumed
that the cost of delivering the additional activity would be circa £1.65 million. Any level
of activity higher than that assumed in the business case therefore will improve the
Trust’s income and expenditure position.

1.5.8 Affordability

In developing the FBC efficiencies have been identified which demonstrates the case is
affordable to the Trust. The efficiencies, outlined in table 5.4, have been developed
through detailed activity, capacity and workforce planning.

1.6 Management Case

1.6.1 Project Governance Arrangements

Project Governance arrangements have been established to reflect national guidance?
and the Trust’s own Capital Governance Framework, as shown in the figure below:

Trust Board

Finance & Performance
Committee (F&P)

Capital Monitoring &
Investment Committee

Site Reconfiguration Programme

Board

Emergency Floor Project Board

Links with
Operational &
strategic
Development
Work streams
{UHL&LLR)

Clinical User

[ conmunicators 3 .
Group !

Estates & Technical |w |

1

1
Operational | | Urgent Care Board (LLR)
Management

1
! Better Care Together (LLR)
" etter Care Together
Equipment N :_ E
I
(=

iformation
Technology

Hard & Soft Facilities

Management

Figure 1.C UHL Capital Governance Framework

2 Capital Investment Manual ‘Managing Capital Projects’ (Department of Health); PRINCE2 (Office of Government
Commerce); Managing Successful Programmes (Office of Government Commerce/ Efficiency & Reform Group)
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Regular Progress Reports are submitted to the Capital Planning Group, Executive
Strategy Board and Trust Board for onward reporting and management within the
established Trust management structure.

1.6.2 Core Groups & Responsibilities

The roles and responsibilities for the main project groups are summarised as follows:

Emergency Floor Project Board
The membership of the Project Board is:

Table 1.12 Emergency Floor Project Board Membership

Dr Kevin Harris
Richard Kinnersley
Nicky Topham
Paul Traynor

Phil Walmsley

Dr. Catherine Free/ Jane
Edyvean

Dr. Andrew Furlong
Dr. David Yoemanson
John Clarke

lan Crowe

Michael Pepperman

Tiff Jones

Chair/ Medical Director

Major Capital Projects Technical Director, UHL

Project Director/ Programme Director of Reconfiguration, UHL
Director of Finance

Head of Operations

Senior User/ Emergency & Specialist Medicine CMG
Representative

Senior User/ Deputy Medical Director

Senior User/ Woman’s & Children’s Divisional Representative
Chief Information Officer

Non Executive Director

Healthwatch representative

Head of Communications

Key roles and responsibilities include:

» Responsibility for delivering the project within the parameters set within the

business case

v

Providing high level direction on stakeholder involvement and monitoring project

level management of stakeholders

Providing the strategic direction for the project

Ensure continuing commitment of stakeholder support
Key stage decisions

Progress monitoring

vVvVvyy

Monthly progress reports, including projections of forthcoming key activities and
decisions, will be submitted to the Project Board by the Project Director.
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Emergency Floor Project Team Meeting

The membership of the Emergency Floor Project Team Meeting is the work-stream
leads:

Table 1.13 Emergency Floor Project Team Membership

Nicky Topham Project Director, UHL Chair
Richard Kinnersley Major Capital Projects Technical Estates & Technical
Director, UHL

Jane Edyvean CMG General manager Workfc_)rc_e, gctivity & clinical
commissioning

John Clarke Chief Information Officer IT

Richard Pitt Head of Procurement Equipment

Tiff Jones Communications Manager Communications

Louise Gallagher Workforce Manager Workforce professional advisor

Paul Gowdridge Head of Strategic Finance Finance

TBC Interserve FM Hard & Soft FM

This fortnightly group is a designated committee appointed by the Project Board, with
responsibilities which ensures:

» Operational delivery of the scheme to time, quality and budget.
» Decision on matters for escalation for ESB and Trust Board direction/ information

» Management of risks and issues and escalation of appropriate matters for
executive direction/ approval

» Drawing together the outputs of the Working Groups and coordination of cross
cutting issues

Working Groups

Working Groups will be convened by the leads as above to provide advice and
direction to the detailed design process. Their roles are summarised in Section 6.

1.6.3 Project Plan

The Project Programme is intended to deliver the project by summer 2017, though this
timeline is predicated on meeting key submission and approval dates to both the Trust
Board and NTDA. The full programme can be found at Appendix 6B. The milestones
for this project are set out below.
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Table 1.14 Project Milestones

University Hospitals of Leicester NHS Trust

Outline Business Case presented to Trust Board Development Session

Outline Business Case presented for Trust Board approval
Outline Business Case sent to the NTDA

Outline Business Case presented to CCGs & UCB
Commence Detailed Design & Full Business Case
Submission of Planning Application

Trust commit to place order for early procurement items
Trust Board approval of Developed Outline Business Case
Trust commit to place order for early works (isolation, diversion)
LCC Planning Approval

Trust commit to place order for demolition works
Commence isolation, diversion, demolition works

NTDA approval of Developed Outline Business Case
Trust Board approval of Full Business Case

NTDA submission of the Full Business Case

NTDA approval of the Full Business Case

Isolation, Diversion, Demolition complete

Commence construction (Phase 1 — ED)

Complete construction (Phase 1 — ED)

Commence construction (Phase 2 — Medical Assessment & Frailty Units)

Complete construction (Phase 2 — Medical Assessment & Frailty Units)

1.6.4 Use of Special Advisors

21 Nov 2013
28" Nov 2013
Dec 2013

Dec 2013

Feb 2014

2" Jun 2014
2" Jun 2014
28" August 2014
5" Sept 2014
24" Sept 2014
25" Sept 2014
December 2014
6" Jan 2015

8" Jan 2015

9" Jan 2015
19" March 2015
May 2015

May 2015
Winter 2016
Winter 2016

Summer 2017

Special advisers have been used in a timely and cost-effective manner in accordance

with the Treasury Guidance.

Table 1.15 External Advisors

Emergency Floor Development

Interserve Construction Ltd

2 Interserve Engineering Services
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Rider Levett Bucknall Project Management & Cost Advisors
Rider Levett Bucknall Trust Cost Advisors

Capita Architects

E Capita Cost Consultants

Capita Business case / Finance analysis
ﬂ Capita Structural Engineers

ﬂ Capita Mechanical and Electrical Engineers
Capita CDM

1.6.5 Stakeholder Engagement

A Communications Strategy (Appendix 6C) has been developed in consultation with
the Trust’'s Communications and Marketing Team; this identifies key stakeholder
groups and key messages that need to be shared at key milestones in the project. This
is an extremely important plan for the Trust since the Emergency Floor project
represents the first large capital project being undertaken as part of a wider Trust
reconfiguration plan.

1.6.6 Outline Arrangements for Change & Contract Management

The Change Control procedures will be undertaken in accordance with the flow charts
identified within the NEC3 contract framework.

Project specific versions of these will be prepared identifying the basic process in
relation to:

» Issue of Project Manager’s Instruction

Contractor confirms price and programme implications within 3 weeks
Project Manager raises Compensation Event within 2 weeks if in agreement
Client Accepts Compensation Event and signs accordingly

Contractor updates Programme

vvyvyy

1.6.7 Outline Arrangements for Benefits Realisation

The delivery of benefits will be managed through the Emergency Floor Project Board. A
copy of the benefits realisation plan can be seen in Section 2.17; this sets out who is
responsible for the delivery of specific benefits, when they will be delivered, and how
achievement of them will be measured. The key opportunity is presented by the new
design for facilities, which will ensure sufficient capacity to meet demand, efficiencies in
service delivery, compliance to standards and minimised disruption to overall Trust
operations.
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1.6.8 Outline Arrangements for Risk Management

All projects are subject to risk and uncertainty. Successful project management should
ensure that major foreseeable risks are identified, their effects considered and actions
taken to remove, or mitigate the risks concerned.

Risks will be classified as:

» Client — these will be the responsibility of the Project Board to manage and
monitor

» Contractor — a project specific risk register will be set up for the Project. These will
be the responsibility of the Contractor to monitor and will form part of the GMP

The qualification of the costs of identified risks will enable the calculation of a realistic
client contingency.

A pro-active risk management regime will be employed throughout the project. It is
essential on any project (in particular one of this size and complexity) that the risk
management process involves all key members of the project team.

The current risk register can be found in Appendix 2T.

1.6.9 Outline Arrangements for Post Project Evaluation

The end stage of the project will result in the completion, handover and commissioning
of the new facility. The Emergency Floor Project Board is responsible for providing
assurance that the project has been delivered in terms of product and quality in line
with the business case.

The outline arrangements for post Project Evaluation (PPE) have been established in
accordance with best practice. The trust will ensure that a thorough post-project
evaluation is undertaken at key stages in the process to ensure that positive lessons
can be learnt from the project.

1.6.10 Gateway Review Arrangements

A Health Gateway Review 2: Delivery Strategy was undertaken and associated report
issued to the Project SRO on the 18" June 2014 (Appendix 6E). A Delivery Confidence
Assessment of AMBER was issued by the review team along with recommendations
for consideration/ implementation.

The recommendations from the Gateway Review have been completed.
The next Health Gateway Review, Gateway 3 Investment Decision is recommended

once GMP is received and the Full Business Case is complete and ready for Trust
Board and other approvals. This will be in January 2015.
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1.6.11 Contingency Plans

The Trust has a framework for Business/Service Continuity. In this instance, the
Emergency Care Directorate ensures that the Trust's emergency care service
contingency plans are in place for the event of any disruption.

The Trust’s framework ensures the Trust can comply with the business continuity
provisions of the Civil Contingencies Act 2004. Contingency plans have been
developed to ensure the Trust can continue to deliver an acceptable level of service of
its critical activities in the event of any disruption.

In the event that this project fails and the ED is not re-developed, the Trust will continue
to implement and realise the benefits of its current Emergency Care action plan. The
Trust will implement the Do Minimum albeit limiting in achieving capacity requirements
and efficiencies, however it will enable a continuation of Emergency services within its
existing facility.

1.7  Stakeholder Support

This Emergency Floor project is a key component of the urgent care work-stream of the
Better Care Together (BCT) programme. The Overview Scrutiny Committee (OSC) has
supported this case through presentation of the BCT programme.

The CCGs will be asked to provide written support of this FBC (Appendix 1A — to
follow).

1.8 Recommendation

The Trust Board is recommended to approve this business case for submission to the
NTDA.

SIGNEA: .
Senior Responsible Officer

Senior Responsible Owner
Project Team
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2 | The Strategic Case

2.1 Introduction

This document sets out University Hospitals Leicester NHS Trust’s (hereafter referred
to as ‘the Trust’ or ‘UHL’) proposals to invest in a fit for purpose, modern Emergency
Floor for the provision of emergency services at its Leicester Royal Infirmary (LRI) site.

In line with the national concern about the ability of emergency services to cope with
demand, UHL has experienced a rise in attendances to its Emergency Department
(ED). This has resulted in many patients waiting for excessive periods and
performance being well below the national standard of 95%; this reflects poor quality of
care for patients, increased risk of harm, increased mortality, reduced clinical
effectiveness, an unacceptable delay in treatment and compromised patient safety.

In partnership with local commissioners, UHL has instigated a number of short term
measures to improve performance, such as the addition of adult medical assessment
beds and a new GP assessment clinic to alleviate current pressures. UHL has set out a
clear vision for the future of the emergency care pathway and is undertaking a
programme of change to redesign processes within the existing footprint and built
environment, but there is still an issue with the design and size of the current ED and
associated medical assessment areas in their entirety. They are deemed totally
inadequate to cope with demand, as previously stated by the Emergency Care
Intensive Support Team (ECIST) and more recently by external consultant Dr. lan
Sturgess. Appendix 2A highlights the ECIST review of the LRI ED, undertaken in
March 2013.

Their findings identified that 12,600 patients were seen annually in a 6 bedded
resuscitation area where 10 beds were deemed to be more appropriate; and 52,000
ambulance patients passed through a 16 cubicled majors area. Inadequate space
results in patients being lined up in trolleys in the open floor space in majors and
doubled up in cubicles. Size and poor adjacencies therefore inhibit the Trust’s ability to
smoothly move patients through the department to associated floors and medical
assessment areas, resulting in delays to the patient journey and a poor patient
experience. In addition, the medical assessment service (Rapid Assessment Unit
(RAU) & Acute Care Bay (ACB)) is currently on the 5" floor of the Balmoral building
and there is no access to X-ray or CT services within the ED, all of which further
hinders an efficient patient pathway and increases risk to patients.

As a consequence, there is an urgent need for change to the physical estate currently
supporting the ED and associated medical assessment areas in order to improve
patient flows, address capacity issues, optimise clinical adjacencies, reduce mortality
and harm, and increase staff efficiencies.

2.1.1 Clinical objectives of the project

The new build represents an opportunity to change the service currently provided to
acutely unwell and injured patients presenting to UHL. The aim is to ensure the same,
evidence based, high quality care is provided regardless of origin of referral; that
experience and knowledge is not only pooled but utilised to its greatest benefit and to
reduce inequality and inconsistency in financial terms. Patients will be assessed on
arrival and streamed according to their condition to the correct service:
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primary care
community care
ambulatory emergency care

observation and short stay units (if a relatively short period of hospital inpatient
care is required)

» full admission to hospital

vvVvyy

Senior decision makers (SDMs) at the front door will work effectively across all areas.
Review by SDMs, earlier in the patient journey has been shown to reduce mortality,
risk of harm, overall admission rates and length of stay®.

All adult GP referrals will be screened by a consultant at the GP referral unit, and
where further assessment or admission is required they will be directed to the
appropriate unit to be seen by a specialist team which will lead to a better patient
experience and outcome.

Co-location of departments which constitute the Emergency Floor will facilitate
collaborative working. For example, the location of units for frail patients in close
proximity to Majors will enable rapid assessment and provide a specialist opinion at the
start of the patient jounrney, therefore giving the patient the best opportunity to have
the right care, in the right place, from the start.

The design of the floor will be clinically and stakeholder led to ensure functionality.
Areas will be “frail friendly’ to accommodate the growing number of frail older people
attending ED and the growing number of patients with dementia. This will include
flooring, colours, lighting and signage which will aid orientation and has been proven
very influential on patient experience in other units. The children’s areas will also be
carefully designed to reflect consistency with the children’s hospital branding.

Patient Vignettes

» Emergency Department: 7 can’t look another relative in the eye as they wait
anxiously for their relative to go the ward having waited patiently in an
overcrowded and busy ED. They haven't even been able to sit down. You know
what they are thinking: why is it like this? There needs to be more space but they
are too polite to voice their concerns. In the future, the new department will
provide the staff, patients and relatives the space that they need to provide dignity
and privacy.’

Dr Jonathan Acheson, Emergency Medicine Consultant

» Geriatrics (before front door Comprehensive Geriatric Assessment (CGA)):
‘Vera, an 80 year old lady attended the ED following a fall. A primary survey
revealed no major injuries, and there was no evidence of any head trauma. The
assessing doctor felt that the fall was mechanical and that there was no
suggestion of any syncope. Near patient tests revealed slightly low sodium. The
doctor assessing Vera felt that she was safe to go home and arranged for her
daughter to collect her, and asked that they see the GP in a week to get the
sodium levels looked into. Vera was taken home by her daughter feeling
reassured, but had a second fall two days later; on this occasion she injured her

® Geelhgood et al, 2008
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hip; she was again taken to the ED where an x-ray revealed a hip fracture that
required surgery. The surgery was successful, but post-operatively Vera
developed delirium thought to be related to infection; antibiotics were given which
caused some diarrhoea, but all eventually settled. After a period of convalescence
in a community hospital, Vera returned home after 6 weeks, although her
confidence remained low.’

Dr Emily Laithwaite, Consultant Geriatrician.

Geriatrics (after front door CGA, same doctor assessment): ‘The admitting
nurse had completed a frailty screening tool which indicated that Vera had some
cognitive impairment, polypharmacy and needed help with activities of daily living
indicating that she was at high risk of readmission (ISAR score 3). Whilst the
doctor was awaiting the blood test results, the nurse arranged for a review by the
frailty team. The frailty nurse undertook a holistic assessment, which revealed
that Vera had significant cognitive impairment (MMSE 20/30). The frailty nurse
phoned Vera’s daughter who confirmed what appeared to be a history of
undiagnosed dementia, and also mentioned how stressed she had been over
recent weeks, as she was the main carer for her mum. There had been several
falls and Vera’s confusion had been worsening over the last few days. The frailty
nurse asked the duty geriatrician to review Vera, this led to diuretics being
stopped as a likely cause of the low sodium. A referral to the falls service was
made; in addition the intermediate care team were asked to see Vera at home
and support her for a few weeks. The geriatricians discussed Vera’s case with her
GP, who was happy to monitor the sodium levels and fluid status — he also
agreed to refer to the memory clinic. Vera left the department and made a
gradual, but uneventful recovery at home.’

Dr Emily Laithwaite, Consultant Geriatrician.

This business case highlights the current arrangements for provision of emergency
services, projected requirements over the next 20 years and proposes a preferred
option as a solution.

2.2

Structure & Content of the Document

This business case has been prepared using the agreed standards and format for
business cases, as set out in DH guidance and HM Treasury Green Book. The case
comprises the following key components:

>

>

The SUEIC[OEY | This sets out the strategic context and the case for
change, together with the supporting investment objectives for the scheme

The | This demonstrates that the organisation has selected the
choice for investment which best meets the existing and future needs of the
service and optimises value for money (VFM)

The | This outlines the content and structure of the proposed
deal

The | This confirms funding arrangements and affordability and
explains any impact on the balance sheet of the organisation
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» The | This demonstrates that the scheme is achievable and
can be delivered successfully to cost, time and quality
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Part A: The Strategic Context

2.3 Introduction

This section provides an overview of the context in which the Trust provides its
services and the strategic guiding principles, directives and policies that ensure clinical
quality standards are met. The intention is to provide an overview of the Trust and its
strategic objectives, to highlight current emergency care service delivery and set the
context for this business case. It also provides an overview of the driving policies and
guidance documents at National, Regional and Local level.

2.4  Organisational Overview & Background
2.4.1  University Hospital Leicester NHS Trust

UHL is one of the largest teaching Hospital locations

hospitals in the country and operates © Glenfield Hospital

across three main sites; the Leicester B -

Royal Infirmary, Leicester General

Hospital, and the Glenfield Hospital. It

is the only acute Trust serving the

diverse local population of Leicester, Melton
Leicestershire and Rutland (LLR);

@ Leicester Royal Infirmary

equating to approximately 1 million NW Leics Chamvood
residents. The majority of the
population is split as follows: © Leicester
Hinckley & o ®
» Leicester City — population poswerth gy 0%
aby
304,722 Harborough

» Leicestershire  County and
Rutland — population 685,100

Figure 2.A  University Hospitals of Leicester NHS
Trust Locations

The Trust provides a wide range of services across its three main sites, which are
summarised in table 2.1 below:

Table 2.1  Trust Services

‘ Leicester General

Leicester Royal Infirmary Glenfield Hospital

Hospital
General Surgery Vascular Surgery Neurology Paediatric Oncology
Gastroenterology Plastic Surgery Urology Respiratory Medicine
Trauma Clinical Haematology = Nephrology Adult Cardiology
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‘ Leicester General

Leicester Royal Infirmary Glenfield Hospital

Hospital
Obstetrics Dermatology Emergency Surgery  Breast Surgery
Acute Medicine Infectious Diseases Obstetrics Breast Screening
Well babies Genetics Sports Medicine Orthodontics
Rheumatology Emergency Surgery Hepatobiliary Restorative Dentistry
Ophthalmology Immunology Elective Gynaecology Clinical Support
Services
Oncology & Radiology Stroke Medicine Elective Cardiothoracic
Orthopaedics Surgery
Maxillofacial Surgery Elderly Medicine Diabetes Centre of Paediatric Congenital
Excellence & PICU
Adult and Paediatric Clinical Support End Stage Renal Respiratory
A&E Services Failure
Paediatric Medicine & Central Pathology Renal Cardiology
Surgery transplantation
Emergency Genito-urinary Clinical Support CCU
Gynaecology Medicine Services
Ears, Nose & Throat
(ENT)
Diabetes &

Endocrinology

2.4.2  Clinical Management

The Clinical Management is structured into seven management groups, with each
group led by a Senior Consultant in the role of Director. The seven Clinical
Management Groups (CMGSs) are as follows:

» CHUGS - Cancer, Haematology, Gl Medicine and Surgery
ESM — Emergency and Specialist Medicine

CSI - Clinical Support & Imaging

ITAPS — Critical Care, Theatres, Anaesthesia, Pain and Sleep
MSS — Musculoskeletal and Specialist Surgery

RRC - Renal, Respiratory and Cardiac

vvvyVvyVvyy

Women’s and Children’s

Each Director has a clinical background and works in a clinical environment as well as
providing overall leadership for the CMG. Alongside the director the CMGs each have a
Head of Nursing and a CMG General Manager.

The clinical management of the organisation is supported by the following corporate
directorates:
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vvVvyy

v

2.4.3

Marketing & Communications
Medical
Finance & Business Services

Human Resources & Learning and
Organisational Development

Operations

Nursing

Strategy including Capital projects
Corporate & Legal Affairs

IMT

Facilities Management

vvVvyyvyy

Activity & Finance

2013/14 was a challenging year both operationally and financially and the Trust
reported a deficit for the first time since the organisation was formed in 2000. UHL
provides hospital and community based healthcare services to patients across
Leicester, Leicestershire and Rutland, and specialist services to patients throughout
the UK. As such, main sources of income are derived from Clinical Commissioning
Groups, NHS England, and education and training levies. The Trust is actively
engaged with key stakeholders to implement NHS policy to improve health services in
the local area through a range of formal and informal partnerships.

» Financial review for the year ended 31 March 2014
The Trust did not meet all of the financial and performance duties for 2013/14:

*

Balancing the books: delivery of an income and expenditure deficit of
£39.7m

Managing cash: undershot the revised External Financing Limit by £1.3
million, which is permissible

Investment in buildings, equipment and technology - invested £36.6 million
in capital developments

» Performance against financial plan

UHL delivered a £39.7m deficit for the year against a planned surplus of £3.7m. The
Annual Operating Plan (the Plan) included income of £745.3m (excluding the impact
of donated assets) and expenditure of £741.6m. The principal drivers for the deficit

are:

Non-receipt of £15m strategic transitional support
£5.3m less non-recurrent transformation funding from commissioners

£14.3m relating to in year operating cost pressures and a deliberate
investment in nurse staffing to sustain quality of care and patient safety
standards

Contractual penalties and deductions of £5.2m including a £3.4m increase
in MRET deductions

The final year end position showed the following (excluding the impact of donated

assets):

*

*

Total income £770.4m actual; £25.1m over plan
Total expenditure £809.9m actual; £68.3m over plan
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+ Capital expenditure £36.6m against a revised capital resource limit of
£36.6m

+ Closing cash balance £515k against a revised target of £500k

» Capital expenditure 2013/14

The chart below shows capital expenditure (excluding adjustments for donated
assets) for 2013/14 which was £36.6m, a £11.2m (47.6per cent) increase over the
2012/13 total of £25.4m. This increase was due to the following material items of
expenditure:

+ £3.15m for the initial works and planning towards the Emergency Floor
development at the LRI

+ £2.36m for the phased reconfiguration of maternity areas at the General
and LRI

+ £1.67m for the creation of new theatre admissions and assessment area at
the LRI

+ £0.60m for new ventilation systems for cancer wards in the Osborne
building to reduce infections

+ £1.91m for new Combined Heat & Power (CHP) units funded by the
Department of Health to generate green energy

Analysis of the Trust's capital expenditure 2013-14

40000 H Land and Buildings
{including assets under
construction): £21.4m

35000

30000

m Medical and other

25000 Equipment: £6.9m

£m

20000

15000

m Tangible and intangible
information management
& technelogy: £9.1m

10000

5000

2013-14 2012-13

Figure 2.B  Analysis of the Trust's Capital Expenditure 2013/14

» Balance sheet

The Trust planned to maintain cash holdings at more than £18m at the end of March
2013, which was achieved with an actual cash balance of £19.9m at the year-end.
The debtors’ position increased by £16.5m in 2012/13 and this includes several large
debts outstanding with the local PCTs at the year-end, which were received in April
2013. The creditors’ position has increased by £14.3m from the prior year. Managing
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a similar change in both debtors and creditors has also enabled the cash position to
be maintained.

2.5 The Leicester Royal Infirmary Site

Leicester Royal Infirmary (LRI) provides Leicestershire’s only Emergency Department
(ED) and 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.

The LRI is the main acute site for
UHL in Leicester with a current
bed provision of 965 (October
2014). Services delivered from
this site include:

» Trauma

General Surgery
Adult & Paediatric ED
Acute Medicine
Emergency Surgery
Vascular Surgery

Women'’s services including
obstetrics & gynaecology
(plus emergencies)

Children’s Services
Central Pathology
Infectious Disease
Oncology & Radiotherapy

vvvyVvyVvyy

vvyvyy

Figure 2.C Leicester Royal Infirmary Photo, Feb 2009

The buildings on site are varied, predominantly multi storey blocks; however there is a
Grade Il Listed Building. The site has expanded over time to meet increased demand
and is in need of upgrading in parts.

The LRI site was condition surveyed in 2011 with 24% being categorised Condition B
for the Physical Facet, denoting that it meets the current NHS standards; and 76%
being classified Condition C denoting that major repair or replacement will be needed
soon. However in 2013, the Condition B figure reduced to 13%, consequently the
Condition C figure increased to 87%.
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OSBORNE

SANDRINGHAM Block 66

Block 56

ROBERT KiLPATRICK
Block 57

BALMORAL Block 1

ESTATES
Block 11

B Staff Parking

W Visitor Parking
----- Vehicle Route
=== Blue Light Route

Figure 2.D Leicester Royal Infirmary Site Plan

2.5.1  Site Ownership
The land in the ownership of UHL at the LRI is highlighted below.

Figure 2.E UHL Land Ownership Plan: Leicester Royal Infirmary
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2.6  Site Specific Constraints

The site is heavily occupied and access points for the proposed development will be
constrained by the one way road system and layout of the site.

Options for construction are severely limited due to the highly developed nature of the
site that is also land locked on all of its boundaries.

Any construction will take place on a fully operational site, and the sequencing and
project timetable will be constrained by the need to maintain safe operations at all
times.

2.7 Background to the Redevelopment
Requirement for Emergency Care

Over the past 8 years there has been increasing concern within the Trust that the
demands placed on emergency services exceed capacity. An indication of this problem
is an increase in attendances to its ED of around 5% per annum (including the Urgent
Care Centre (UCC)). This has resulted in many patients waiting for excessive periods;
UHL'’s performance is frequently below the national standard of 95% of patients being
seen, treated and discharged/ admitted in less than 4 hours. This manifests itself in
reduced quality of care for patients, increased risk of harm, increased mortality,
reduced clinical effectiveness, an unacceptable delay in treatment and compromised
patient safety. In a similar fashion, emergency admissions to the Trust have been
growing at around 3.5% per annum, creating similar pressures on medical assessment
bed stock.

The Trust has updated its 5 Year Estates Strategy which aims to deliver a sustainable
clinical services strategy underpinned by robust contractual and financial models which
will deliver the right care in the right place; and with the best outcomes for the Trust’s
defined patient population. The strategy outlines a number of key capital projects to
deliver its vision and the Emergency Floor development sits within this programme. In
June 2013 a Strategic Outline Case for the Emergency Floor was submitted setting out
the key strategic drivers and objectives for the proposed project. In November 2013 an
Outline Business Case for the Emergency Floor was submitted; further work was then
undertaken on this to align the case with the Better Care Together, resulting in a
Developed OBC which was submitted in August 2014.

Previously, UHL has submitted its trajectory for improvement to the NHS Trust
Development Authority (NTDA) which was agreed by the Trust Board as part of the
Trust’s Operating plan. Poor performance continues to result in significant financial
penalties which impacts on the Trust’s ability to deliver a financial balance.
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Table 2.2 2013/14 and 2014/15 Penalties

National Penalties 13/14 FY (£) 14/15 M1-7 (£) | 14/15 FOT (£)

ED 12 Hour Trolley Breaches (6,000) (2,000) (3,429)
ED Wait Times (Automatic) (294,198) (532,200) (912,200)
Total Automatic Penalties (300,198) (534,200) (915,629)
ED Wait Times RAP Reinvested (170,000) (2,020,000)
Total Local Penalties - (170,000) (1,020,000)
Total Local Penalties (300,198) (704,200) (1,935,629)
Ambulance Turnaround Reinvested (2,015,000) (3,454,286)
Total Automatic Penalties (2,015,000) (3,454,286)

Total Direct and Linked Penalties £(300,198) £(2,719,200) £(5,389,914)

2.8 Existing Arrangements

The current ED and associated medical assessment areas were originally designed to
serve annual attendances of approximately 100,000. In the full year 2013/14, there
were 151,568 attendances to the ED (including Eye Casualty) and 59,218 attendances
to the UCC, which is currently in a separate location. Adult emergency admissions at
LRI are currently in the region of 24,000 per annum (excluding stroke and oncology
which do not use the emergency department and associated facilities).

The reasons for the increased pressure on LRI's emergency services can be
summarised as follows:

» The local community is an ageing population and there has been growth in the
number of frail patients and those suffering from dementia, UTIs and D&V,
demanding an increase in isolation facilities®.

» GP capacity in the city is constrained and the situation will be further compounded
by forthcoming retirements and the gap in trainee GPs.

» UHL’s emergency services supports a population of approximately 1 million,
making the LRI the largest emergency services department in the country

» There is no other ED within a 25 mile radius.

* University Hospitals of Leicester NHS Trust LRI Emergency Services Design Operational Policy 2013 (Appendix 2B)

Page 48 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

» The way the out of hours service has developed across the community has
increased pressure on ED.

There is an unusual double peak in daily activity between early afternoon and the
evening; unlike other centres it is unique in that the second peak is higher than the first
with the highest attendances between 6pm and 10pm. At any one hour of the day,
there may be between 1 to 16 attendances in any area of the department. There can
be at least 40 patients attending the department per hour for 3 or more hours at a time.
The full year 2013/14 4 hour figure for UHL, including the Urgent Care Centre (UCC),
was 88.39% of attendances. The 2014/15 year to date (at month 7) 4 hour figure was
89.58% of attendances.

2.8.1 Improvement Plans

In response to a consistent underachievement of the 4 hour target, new clinical roles
were introduced and a new pathway commenced in November 2011 called ‘Right
Place, Right Time’. This initially resulted in a considerable improvement in the Trust’s
emergency performance. However, following a number of challenging weeks of activity
(with ED attendances 5% higher and emergency admissions 7% higher in the final
quarter 2012/13 compared to the same period last year) achievement of the 4 hour
target deteriorated (week ending 3™ November and 10" November 2013 it was 87.8%
and 90.2% respectively)®.

The Emergency Care Action Team (ECAT) was set up by the Trust in April 2013 in
response to a number of challenges in the delivery of the emergency care pathway,
resulting in an ongoing 4 hour target underachievement. ECAT has more recently been
superseded by the Emergency Quality Steering Group. Through these groups a
number of strategies have been implemented via the development of Action Plans
(Appendix 2D) that focus on improving ED performance and patient experience via
operational improvements and investing in a capital project to develop an Emergency
Floor solution. Most recent work has centred on patient flow and management of the
patient journey with key work-streams looking at front door processes, back door
processes (discharge), frailty pathways and resolving organisational issues.

2.8.2 Process Review

It has been recognised that UHL’s emergency care pathway is in need of modernising
and improvement and in a drive to implement such change, Dr lan Sturgess was
recently appointed by the wider health economy. Dr Sturgess has undertaken a robust
review and redesign of associated clinical process and procedures over a six month
period; the objective being a radical improvement in UHL’s emergency care
performance.

The review has understood current patient flow and management of the patient journey
in its entirety for the emergency care pathway.

Observations have been made from the perspective of the patient, being driven by the
four questions patients should be able to answer soon after arrival/ admission, namely:

® UHL NHS Trust Emergency Care 4hour Performance Trajectory 2013 — Refer to Appendix 2C

Page 49 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

» What is wrong with me or what are you trying to find out? This is achieved by
timely competent assessment by a decision making clinician who discusses and
explains their findings with the patient.

» What is going to happen now, today and tomorrow? This is achieved by the
construction of an end to end case management plan by a senior clinical decision
maker in partnership with the patient who ensures that these ‘inputs’ occur in a
timely manner.

» What do I need to achieve to leave hospital? This is achieved by setting
individualised patient focussed clinical criteria for discharge whilst maintaining
timely monitoring of the progress of the patient and ensuring early intervention if
there is any negative deviation from the expected recovery pathway. The aim is to
create expectation akin to that seen with the ‘enhanced recovery programme’ in
elective care.

» When am | going home? This is achieved by setting the expected date of
discharge which does not include the unnecessary waits known within the
system. For admitted patients, assertive board rounding and one stop ward
rounds ensure that all tasks are completed on time and that as little as possible of
the patient’s time is wasted waiting for the necessary inputs to occur.
Unnecessary waits are highlighted and managed within the team and if not these
waits are escalated.

The review identified three things that are amenable to change:

» Structure: structural change alone rarely delivers any actual benefit

» Process: optimising processes focusing on what adds value to the patient is the
main element of any improvement programme

» Patterns: relationships, behaviours, motivation, peer to peer support and
challenge. This is a crucial element to deliver sustainable improvement. Top down
enforced process changes will never sustain, whilst bringing about a desire to see
improvement in a collegiate atmosphere drives sustainable improvement.

The actions from the review are currently being implemented through the Emergency
Quality Steering Group.

Dr lan Sturgess was involved with the detailed design process for the proposed
Emergency Floor development which included confirm and challenge sessions with the
clinicians from each aspect of the proposed development, around the revised models
of care, schedules of accommodation and associated design.

2.8.3 Existing Workforce

Whilst there has been a successful recruitment drive at LRI for all levels of staff, the
unit has historically been short-staffed and dependent on the non contracted workforce
which is both less efficient and provided at a higher hourly rate. The poor environment
and inefficiency in process have also been contributory factors in recruiting new staff
and retaining the existing workforce. These issues are contributing factors to the
worsening financial performance. Since proposals have been published relating to the
new Emergency Floor Development, the Trust’s ability to recruit and attract has
improved with a current qualified nursing vacancy position of 12%.
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2.8.4 Existing Accommodation

The space, adjacencies and quality of accommodation provided for emergency care at
LRI is unsuitable and does not comply with current national guidelines. The following
outlines the current status:

» Access: Patients currently experience a poor patient journey when accessing
emergency care and UCC departments. There is a physical separation of front
door access creating a booking in and assessment process within the UCC and
then a further booking process at the ED when a patient is redirected there

» Paediatrics: UHL needs to meet the NSF for Children and Young People
standards® relating to separate entry, discrete space and child friendly
environment. In addition UHL requires a single integrated Children’s Hospital in
order to meet congenital heart standards; of which this will be a part. The
department currently has limited cubicles that do not meet the need of current
attendances

» Majors: Currently there are 16 adult Majors spaces. The provision does not meet
demand with the following consequential issues:

+ Patient safety is compromised with severely non-compliant space around
the bed for access to the patient

+ Doubling up of cubicles with chairs to house more than one patient at a
time.

+ The corridors leading out of majors are continuously blocked by patients in
trolleys or chairs in an attempt to meet capacity

+  Privacy and dignity for patients is severely compromised

+  Compliance with infection control standards is compromised by limited
space

+ Patient satisfaction is challenged, as is any opportunity for a sustainable
enhancement of the patient experience

+  Cubicle space to accommodate incoming ambulance arrivals is insufficient,
contributing to the current delays with ambulance handovers into the unit

» Resuscitation: There are 7 bays (the 7" bay was opened in summer 2014) and
each are significantly undersized with non compliant space around the bed for
service delivery

» Minors: These are significantly undersized compromising patient flows with the
overall numbers slightly underprovided. It is important to note that ‘minors’
attendances at LRI ‘minors’ tend to be of a higher acuity (fractures/ significant soft
tissue injuries) than the nearby walk in centres at Loughborough (x1) or Leicester
City Centre (x2). This is due to patients with lower acuity minor injuries choosing
to be seen at those centres (approx 150,000 between those three walk in
centres), leaving the higher acuity work being treated at LRI ED

» Imaging: There is currently no dedicated emergency imaging suite; patients are
required to attend the main imaging department (which is 45-60m away) reducing
efficiencies and patient experience and safety

6

https://lwww.gov.uk/government/uploads/system/uploads/attachment_data/file/199952/National_Service_Framework_for
_Children_Young_People_and_Maternity_Services_-_Core_Standards.pdf
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» Mental Health: There is a need to meet requirements relating to a dedicated area
that can be secured off from the rest of the department. Section 136 requirements
need consideration.

» Emergency Decision Unit (EDU): The number of patient spaces provided is half
the number required.

» Elderly Frail Unit (EFU): The number of patient spaces provided is half the
number required.

» Medical Assessment: There is an essential need to provide a triage and
assessment service adjacent to the Emergency Floor for GP referred patients; to
enhance patient flows through the department, and improve working
relationships, processes and clinical effectiveness. Medical assessment beds are
currently provided on 5th floor of the Balmoral Building

The ED current capacity provision is summarised in table 2.3 below:

Table 2.3  Current Capacity Provision

16 spaces (plus
12 chairs in
doubled up
cubicles

Patients with potentially serious conditions or are too
unwell to be able to walk without help. Most patients in
this area will have been brought in by ambulance.

Less serious illnesses or injuries and functions similar
to an NHS Walk-In Centre or Minor Injuries Unit.
Patients will be assessed and treated by Emergency

. Nurse Practitioners, physiotherapy practitioner and ED
Minors and UCC BRI 21 spaces

The ED review clinic, in which patients with certain soft
tissue injuries are reassessed, is held in this space 3
times per week.

This area for specialist equipment and space for
patients with life-threatening illnesses, such as heart
attacks or severe breathing problems, as well as major
injuries.

Resuscitation 7 spaces

Emergency services for children and young people

. under the age of 16. Cared for by specially trained staff.
Paediatrics o ) ; 12 spaces
Unwell or severely injured children are treated in the

main resuscitation room.

Eye emergency services (currently located at Level 1
Windsor).

Ophthalmology

4 spaces

2.8.5 Trust’s Risk Register

There are currently three extreme/high level risks (RAG rated 25, 20 and 16 pre
mitigation), and four moderate level risks (RAG rated 12, 12, 10 and 8 pre mitigation)
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related to the ED on the Trust’s Risk Register. Details of these can be found in
Appendix 2E and Appendix 2F.

2.9 Strategy

This business case, and the associated corporate and project objectives, are supported
by a number of significant strategic documents and programmes. This section provides
an overview of the driving policies and guidance documents at National, Regional and
Local level that can provide context and support the case for change in relation to
increasing capacity and providing modern, accessible emergency services. These
range from national and local strategies and programmes, to national and local
standards and guidance.

2.9.1 National Strategies, Programmes and Guidance

The National programmes and guiding policies are summarised below. A more detailed
summary with references can be found in Appendix 2G.

Table 2.4  National Strategies, Programmes and Guidance

NATIONAL

Health and Social The government’s Health and Social Care Bill outlines the future
Care Act 2012’ commissioning arrangements across the NHS

Department of The Revisions to the NHS Operating Framework for 2010/ 11 signalled
Health Emergency the intention to replace the 4 hour waiting time standard for EDs with
Department Clinical more clinically relevant indicators. The clinical quality indicators for the
Quality Indicators® ED have been designed to present a comprehensive and balanced
view of the care, and accurately reflect the experience and safety of
patients and the effectiveness of the care they receive. These
indicators support patient and public expectations of high quality
emergency services and allow EDs to demonstrate their ambition to
deliver consistently excellent services which continuously improve.

Care Quality The Care Quality Commission (CQC) implemented 5 domains of
Commission® quality care'® to assess provision of care against. These domains are
defined as Safety, Effectiveness, Caring, and Responsive to people’s
needs and well led organisation.

In addition the CQC have recently implemented an intelligent
monitoring approach to give inspectors a clear picture of the areas of
care that need to be followed up within an NHS acute trust.

" http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
& https://www.gov.uk/government/news/accident-and-emergency-provisional-quality-indicators
® http://www.cqc.org.uk/public/about-us/our-inspections/our-new-acute-hospital-inspection-model

http:/vww.cqc.org.uk/sites/default/files/media/documents/20130503_cqc_strategy 2013_final_cm_tagged.pdf
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NATIONAL

NHS Operating
Framework™

Quality, Innovation,
Productivity and
Prevention (QIPP)*

Transforming Urgent
and Emergency Care
Services in England:
Urgent and
Emergency Care
Review, End of
Phase 1 Report, High
Quality Care For All,
Now and for Future
Generations, NHS
England November
2013"

NHS 5 Year Forward
View

High Quality Care for

University Hospitals of Leicester NHS Trust

“Everyone Counts: Planning for Patients 2014/15 to 2018/19 sets out
the business and planning arrangements for the NHS. It sets out five
high level outcome domains that the NHS should be aiming to improve
(below).This business case delivers improvements against each
domain:

Domain 1 Preventing people from dying prematurely

Domain 2 Enhancing quality of life for people with long-term
conditions

Domain 3 Helping people to recover from episodes of ill health
or following injury

Domain 4 Ensuring that people have a positive experience of
care; and

Domain 5 Treating and caring for people in a safe environment;

and protecting them from avoidable harm

Within the national context of no significant growth in the NHS
forecast, and a requirement to save £20bn by 2015, the Quality,
Innovation, Productivity and Prevention (QIPP) is a national initiative
looking to provide an integrated, systematic approach to large-scale
change. Within this all NHS organisations are encouraged to make
better use of existing resources and teams to deliver service
improvements.

NHS England has completed phase one of their review of urgent and
emergency care in England, which proposes a fundamental shift in
how urgent care and emergency services are delivered. It aims to
introduce two levels of hospital based emergency centre with
specialist services in larger units The report highlights the need for. It
the importance of emergency services being able to provide access to
the very best care for the most seriously ill and injured patients, 24
hours a day and 7 days a week. The review highlights five key
elements to ensure success of implementing the reviews proposal of a
two tiered emergency centres.

More information on the Phase 1 Report can be found in Section 2.9.2
below.

The purpose of the Five Year Forward View is to articulate why
change is needed, what that change might look like and how it can be
achieved. It describes various models of care which could be provided
in the future, defining the actions required at local and national level to
support delivery. These are likely to include more integrated hospital
care, extended primary care, concentration of elective care,
urgent/emergency care networks, and greater use of technology.

NHS England has implemented an initiative that focuses on high

™ http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa. pdf

2 https://www.evidence.nhs.uk/qipp

% http://www.nhs.uk/NHSEngland/keogh-review/Documents/UECR.Ph1Report. FV.pdf

™ http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
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NATIONAL

All, now and for
Future Generations:
Transforming Urgent
and Emergency Care
Services in England
June 2013"

Future Hospital:
Caring for Medical
Patients, Royal
College of
Physicians (Sept
2013)*°

HBN 15-01 Planning
and Design
Guidance: Accident
and Emergency
Departments (April
2013)"

Royal College of
Paediatric and Child
Health ‘Standards
for children and
young people in
emergency care
settings’ [third
edition] 2012"®

The Silver book —
National Guidance
‘Quality Care For
Older People With
Urgent and
Emergency Care
Needs, June 2012"

Guidance for
commissioning
integrated URGENT
& EMERGENCY
CARE -

A ‘whole system’

University Hospitals of Leicester NHS Trust

quality care for all, now and for future generations. This initiative
focuses on how emergency services can deliver the best outcomes for
patients and the community in the future

The Royal College of Physicians established the Future Hospital
Commission, an independent group tasked with identifying how
hospital services can adapt to meet the needs of patients, now and in
the future. Its report, Future Hospital: Caring for Medical Patients sets
out their vision and recommendations.

HBN 15-01 provides guidance on design considerations for the built
environment in ED areas. These areas include designated clinical
spaces such as minors, majors, resuscitation, mental health, children’s
and adult spaces and other hospital locations that are key to
adjacency requirements, as well as the support facilities that underpin
these areas. The guidance outlines the emerging principles in planning
facilities for emergency care people such as user requirements and
their views, location and departmental factors.

This guidance document replaces the ‘Red book’ guidance and sets
out the minimum standard requirements for how children in emergency
settings should be treated - covering areas from service design and
environment to staff training and safeguarding. It also contains specific
standards against which healthcare providers can be measured.

This national guidance document addresses the care for older people
during the first 24 hours of an urgent care episode. It outlines the
urgent care needs of older people and the competencies required to
meet these needs. It states that the older person’s care needs must be
delivered within the first 24 hours and as part of a whole systems
strategy. This document outlines current clinical guidance and
suggested standards.

This guidance document focuses on the interdependencies between
services. It describes what urgent and emergency care is, why it is
important to commissioners, and the need have a holistic system in
terms of commissioning urgent and emergency care. It provides
guidance on how to ensure integrated 24-hour urgent and emergency
care focussing on consistency, quality, safety and improved patient

' http://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-ev-bse.pdf

'8 https://www.rcplondon.ac.uk/sites/default/files/future-hospital-commission-report_0.pdf

" HBN 15-01 Planning and Design Guidance: Accident and Emergency Departments (April 2013)

Bvww.rcpch.ac.uk/system/files/protected/page/Intercollegiate%20Emegency%20Standards%202012%20F INAL%20W

EB.pdf

1 www2.le.ac.uk/departments/cardiovascularsciences/people/conroy/docs/SILVER_BOOK_FINAL.pdf
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NATIONAL
appr(z)oach, July experience. How patient pathways can be streamlined.
2013

2.9.2  Transforming Urgent & Emergency Care Services in
England: Urgent & Emergency Care Review, End of Phase
1 Report - Potential Impact on UHL

The recent publication of NHS England’s (November 2013) end of Phase 1 Report
relating to transforming urgent and emergency care across England is particularly
relevant to this section and therefore is summarised separately in this section of the
OBC.

Hospital EDs are set to be reclassified, with between 40 and 70 offering a higher level
of staffing and expertise. Sir Bruce Keogh has proposed that existing Emergency
Departments are designated as either “Emergency Centres” or “Major Emergency
Centres” — although these titles could change.

Major Emergency Centres will be large units and will provide a range of highly
specialised services delivering the very best outcomes for patients. Specifically noted is
the ability to treat heart attacks and stroke patients.

In accordance with the above, UHL is likely to be designated a "Major Emergency
Centre", with the LRI supporting the Emergency Floor and Glenfield Hospital providing
highly specialised cardiac care. Work will need to be undertaken to understand how
much additional work this may bring to LRI from neighbouring hospitals rebadged as
"Emergency Centres". Since the closest ED is approximately 25 miles away, it is
possible the LRI already deals with much of this work. However, this will need to be
tested when there is a better understanding of how services are to be configured
locally.

There is a recommendation for the ED and Urgent Care Centre to be collocated when it
comes to delivering emergency services, which has been clinically modelled as part of
the proposed LRI Emergency Floor development. However, there will be renewed
impetus to avoid patients coming to the LRI site in the first place. On balance there are
likely to be two changes to the acuity of presentations at the LRI:

» An outward shift of less acute care
» An inward shift of more complex care

Work will need to be undertaken to understand the overall impact of these factors. The
focus of the Health Care Planners and associated Emergency Floor Project Team has
always been to provide generic flexible accommodation, which can respond to
changing shifts in acuity, workload and case mix. The design solution needs to ensure
that this is delivered and that facilities remain as generic as possible to deal with
changing demand.

2 hitp://www.rcgp.org.uk/news/2013/july/~/media/Files/Policy/A-Z-policy/Urgent-emergency-care-whole-system-
approach.ashx
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The second phase of the review will now look at the issues in more detail. It is unclear
when it will report.

2.9.3 Regional Strategy/ Guidance

Locally a strategic Five Year Plan and a Strategic Outline Case for Leicester,
Leicestershire and Rutland Health & Care Community has been developed and is
currently going through respective Boards for approval purposes. It sets out the
medium term direction for the models of health, care and support services that will
need to be in place in five years time across Leicester, Leicestershire and Rutland
(LLR represents the ‘unit of planning’) and the steps needed to realise that vision. The
focus of the strategy is on those areas that have the greatest potential to deliver
significant improvement in outcomes over the next five years. For UHL, the LLR Five
Year Plan provides the framework within which our major business cases will be set
and considered.

The strategic plan signals a move away from incremental, organisational specific
improvement to a longer-term view and system wide intervention to support
transformational change. In doing so, it will set out a roadmap to better outcomes for
citizens.

The LLR plan and SOC provides the framework within which each statutory NHS
organisation (the three CCGs, UHL, Leicestershire Partnership Trust (LPT) and NHS
England) and local authority partners will develop their own plans. These will detail how
they will deliver on the component parts for which they are responsible.

The plan will be adopted by the three LLR Health and Wellbeing Boards and will
incorporate the respective Better Care Fund plans to improve re-ablement and service
integration between primary and social care.

Recently two national documents (NHS England Five Year Forward View and the
Dalton Review) were published. They lay out alternative organisational forms with the
intention of driving integration and supporting/enhancing the future sustainability of
provider organisations. Examples include Multispecialty Community Providers, Primary
and Acute Care Systems (PACS) and a Specialised Service provider alliance. This
creates a real opportunity to complement the plans in place and remove unnecessary
barriers to change.

CCG Out of Hospital Strategies

There are three LLR CCGs across Leicester: all three have agreed to commission
major provider contracts collaboratively. The three CCGs are:

» Leicester City » West Leicestershire » East Leicestershire &
Rutland

When developing commissioning plans, the following goals were agreed:

» To improve health outcomes
» To improve the quality of healthcare services
» To use our resources wisely
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The key transformation programmes developed were:

» Proactive Care

» Emergency and Urgent Care

» Capacity and capability in Primary Care
» Community Hospitals: The way forward

Joint Strategic Needs Assessment (JSNA)

The development of a Joint Strategic Needs Assessment (JSNA) is a statutory
requirement that is placed upon the Directors of Public Health, Adult and Children’s
Services in all boroughs to guide the commissioning of heath, well-being and social
care services within local authority areas as part of the Health & Social Care Act
(2012).The JSNA provides a systematic method for reviewing the health and well-being
needs of a population, taking account of those groups or individuals whose needs are
not being met, who are experiencing poor outcomes, or for whom special
arrangements may be necessary. It aims to understand both short-term needs (three to
five years) and long-term needs (five to ten years) and service requirements for
patients in a given population.

The JSNA for Leicester (2012) states that: “People in the city die early, particularly from
circulatory diseases, cancers and respiratory disease. Poor health is largely driven by
deprivation and exacerbated by lifestyle factors embedded within communities. The
inequalities gap in health between Leicester and England is not narrowing and the gap
between the more deprived and the more affluent communities within Leicester has
remained a stubborn inequality. We want to improve the health and wellbeing of the
poorest fastest.” This re-emphasises the importance of the JSNA as the starting point
for strategy development and commissioning decisions.

Emergency Care Network

The Leicester, Leicestershire & Rutland (LLR) Emergency Care Network (ECN) role is
to put in place measures to improve urgent care across LLR. Outlined below are some
of the key initiatives the network is implementing:

» Emergency Response: specialised services in fewer hospitals (Emergency
Department, specialised services such as trauma, stroke, primary angioplasty,
vascular/ emergency surgery, and emergency ambulance service). These ED
centres will be operational 24/7 with full and continuous cover.

» Urgent Care System: a key priority for improving urgent care is to improve
patient flows across the whole system with all agencies involved in delivering
urgent care working effectively together. This is governed by the LLR Emergency
Care Network, which is chaired by Leicester City CCG on behalf of the local
health and social care community. An integrated approach utilising reworked
Urgent Care criteria such as agreed range of urgent care services (cuts, stings,
etc), alcohol and substance misuse, crisis resolution, (mental health and social
care), see & treat and hear & treat.

» Integrated Health & Social Care System: consistent standards, shared
protocols, timely flow, integrated workforce, training and education, care
networks. Access will be determined by local demand.
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» NHS 111: in Sept 2013 the Trust became part of the LLR-wide NHS 111
programme, a new service introduced to make it easier for patients to access
local NHS healthcare services when they need medical help fast but it is not a
999 emergency. Demand on UHL’s emergency services is anticipated to further
increase as a result of the new NHS 111 service being introduced. The service
has been launched in other areas of the country already and early indications
point to increased attendance rates at EDs as a result.

» East Midlands Ambulance Service (EMAS) Local Response: building on a
successful pilot, the CCG continues to work closely with EMAS to deflect and
reduce inappropriate secondary care activity. This will be achieved by an
innovative pathway to keep patients within the care of general practice, where is it
is safe and appropriate to do so, thereby avoiding an unnecessary journey to
hospital.

2.9.4  Local Strategy

Nationally, if the NHS continues with current operating models and fails to make any
further productivity improvements, it will be facing a funding gap between projected
spending requirements and resources available of around £30bn by 2020/21. This
challenging economic climate means that for the foreseeable future local NHS
commissioners are unlikely to receive ‘growth’ funding in line with historical levels.
Whilst health budgets are ring fenced and CCGs can expect to receive modest growth
in capitation funding, local authorities are already experiencing and will continue to face
significant real terms cuts to funding received from central government.

The local health and social care system is already facing financial pressures — the
health economy is one of 11 “challenged” economies identified by NHS England due to
broad performance challenges together with little evidence of collaborative planning
and delivery to date.

Since formation in 2000, UHL has narrowly broken even every year with the exception
of 2013/14 when it posted a £39.7m deficit. UHL plans for the short and medium term

are to address both the financial deficit and problems with operational performance —

discussed earlier - without detriment to outcomes.

Changing Population

Leicester, Leicestershire and Rutland (LLR) has a population of 1.03 million. Around
one third live in the city, with two thirds in the counties. In terms of ethnicity, the City of
Leicester is much more diverse than the county areas, and the ethnic diversity is
increasing. Service design and delivery must take in to account this diversity;
particularly in terms of access to services.

The overall population is forecast to grow by around 32,000 (3%) by 2019. This
represents a rate of growth slightly lower than that for England as a whole. The City of
Leicester has a younger population, with the county areas markedly older. This
difference will continue to 2019, with the city having a markedly larger proportion of
younger adults and a smaller proportion of older people.

The population profile of Leicester City reflects the fact that compared with the county

areas, people in the city die earlier, particularly from circulatory diseases, cancers and
respiratory disease. Poor health is driven by deprivation and exacerbated by lifestyle
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factors. Leicester is ranked 25th worst out of 326 local authority areas in England on
the national Index of Deprivation (2010). Health inequalities within Leicester and
compared to England as a whole have proved enduring. There are also areas of
deprivation outside the city — notably certain wards of North West Leicestershire.

Though there are clear demographic differences across LLR, in general the next 20
years is forecast to see an increasingly ageing population, particularly in the county
areas. Of the total population growth of 32,000 to 2019, 22,000 will be in the over-65
group. This is largely a challenge in the county areas. By contrast, the key challenge in
Leicester City will continue to be premature preventable death and disability.

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 the population ages.
Furthermore, many people will have multiple conditions, meaning their care needs are
more complex. From a health need perspective there is a marked variation in life
expectancy across LLR. Any plans for service improvement must respond to these
challenges and make a significant contribution towards better outcomes. This Business
Case recognises the challenge and enhances the future service provision targeting an
integrated emergency service across the health economy.

Better Care Together: A Blueprint for Health & Social Care in LLR 2014 - 2019

For Leicester, Leicestershire and Rutland (LLR) a Long Term System Model (the
“Model”) has been constructed to articulate what would happen when faced with the
challenges described in the “A Call to Action” (published by NHS England). If no action
were to be taken to improve the quality, outcomes and value for money of services
currently provided to patients, or to develop new services, then the model predicts a
financial gap over the next five years that rises to £398m by 2018/19.

In response, the Better Care Together (BCT) programme represents the biggest ever
review of health and social care across Leicester, Leicestershire & Rutland (LLR). The
programme represents a partnership of NHS organisations and local authorities across
LLR, working together to achieve major transformation in the current and future
delivery of services that are of the highest quality and are capable of meeting the future
needs of local communities.

The programme is underpinned by a clear case for change with the aim of focusing on
a significant increase in community based prevention and care and delivering only the
most complex care from an acute hospital setting. As a consequence of the shift to
community settings the Trust intends to consolidate acute services onto a smaller
footprint and to grow its specialised, teaching and research portfolio; only providing in
hospital the acute care that cannot be provided in the community. In doing this the
Trust expects to significantly increase the efficiency, quality and, ultimately, the
sustainability of key services; shrink the size of the required estate; significantly
rebalance bed capacity between acute and community settings; provide alternative
solutions to traditional in-patient care and thus reduce total costs. The impact of this on
UHL could include:

» Delivering better care to fewer patients

» Making more of our specialist expertise available to primary and social care and
delivering more of our non-specialist services to the community

» Play a much bigger role in preventing illness and supporting patients before they
reach a point of crisis
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University Hospitals of Leicester NHS Trust

A greater focus on specialised care, teaching and research
Redevelopment of the Emergency Department at the LRI
Significantly smaller acute hospitals overall

Fewer acute hospital beds
Concentrating acute services on two sites rather than three

Reshaping services on the Leicester General Hospital site including community

beds and the Diabetes Centre of Excellence.

v

Financially sustainable

The BCT case for change is summarised in the diagram below:

Improved safety.
Effectiveness and
experience of care

Integrated care, right
place, right time,
informed decision-
making

Ensure LLR is a good
place to work, with
fully engaged staff

Different ways of
working to address
skill shortages

Equal accessand
outcomes, regardless
of background

Transforming the health
and social care system to
deliver integrated quality

care

Rising demand, ageing
population

Meeting the needs of our
changing population

BCT Case for Change

Ensuring our workforce

meets the health and social

care needs of our
population

New capacity and
capabilities in our people
and technology

Delivering value for money

Savingto investto
improve outcomes

Figure 2.F Better Care Together Case for Change

LLR Health Community Estate

Over the last two and a half years the LLR Health Community has worked together to
better understand the collective capacity and estate challenge facing local
organisations. Informed by jointly commissioned analysis, the local health community
has committed to a strategy to simplify, standardise and share the delivery of core
Estates/ FM services and to work together in reducing the collective asset base, better
utilise the residual space and capacity footprint and improve the quality of the physical

environment.

2.9.5

Trust Vision

More people with long
term conditions

Need to address rising
inequalitiesin our
diverse and communities

Financial stability for all
organisations

Strengthened primary
community and voluntary
care, tackling duplication
and waste

In the next five years, UHL will become a Trust that is internationally renowned for
placing quality, safety and innovation at the centre of service provision. The Trust will
build on its strengths in specialised services, research and teaching; offer faster access
to high quality care, develop our staff and improve patient experience. The Trust calls

this ‘Caring at its Best'.
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The Trust recognises the challenges facing the organisation and the LLR health and
social care system which are the consequence of significant internal and external
challenges which include:

>

vvvyvVvyy

The financial pressures facing public sector organisations
Rigorous regulation of healthcare providers

Changes in the wider health and political landscape

Focus on choice and greater patient and community involvement
Inherent inefficiency of current configuration

Fiscal drag of aging estate reflecting incremental development

2.9.6  Trust Strategic Objectives

Underpinning the vision and purpose are the strategic objectives of the Trust, these

are:

vVvVvvvyvVvVYVYyY

High quality care for all — patient safety, improve outcomes & patient experience
Quality Commitment — save lives, reduce harm, patient centred care

7 day a week consultant delivered services

Optimising clinical service adjacencies to reduce avoidable deaths

Reducing time patients avoidably spend in hospital

Care closer to home through better integration with Community services
Providing high quality services in a financially affordable & sustainable way
Understand potential impact of alliances of care at local, regional & national levels

joined up
emergency
care system

Enhanced reputation in research,
innovation and clinical education

Supported by better estate and better IT

Safe, high quality, patient-centred healthcare

Figure 2.G Trust Strategic Objectives
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By delivering the strategic vision the Trust will fulfil the purpose of providing ‘Caring at
its Best'.

Caring at its Best

The UHL team is made up of more than 10,000 staff providing a range of services
primarily for the one million residents of Leicester, Leicestershire and Rutland. The
nationally and internationally-renowned specialist treatment and services in cardio-
respiratory diseases, cancer and renal disorders reach a further two to three million
patients from the rest of the country.

UHL work 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.

The Trust focuses on being at the forefront of many research programmes and new
surgical procedures, in areas such as diabetes, genetics, cancer and cardio-respiratory
diseases. UHL is now the home of three National Institute of Health Research (NIHR)
Biomedical Research Units and during the year carried out over 800 clinical trials,
bringing further benefits to thousands of patients.

The heart centre at the Glenfield Hospital continues to lead the way in developing new
and innovative research and techniques, such as surgery with a Robotic Arm, TAVI
(Trans-Catheter Aortic Valve Insertion) and the use of the suture-less valves in heart
surgery. UHL also have one of the best vascular services nationally, with more patients
surviving longer after following an aneurysm repair (to fix a life threatening bulge in a
blood vessel).

The Trust is proud to have some of the lowest rates of hospital-acquired infections,
such as C. Difficile and MRSA, in the country; the hospital standardised mortality rates
are very good, demonstrating a high clinical quality; with the provision of food also
been rated as ‘excellent’ by an independent panel.

UHL'’s purpose is to provide ‘Caring at its Best’ and staff have helped to create a set of
values, which are:

» Focus on what matters most

Treat others how we would like to be treated

Be passionate and creative

Deliver what is promised

Be one team and be best when working together

vvVvyy

UHL patients are at the heart of all that is done at the Trust. ‘Caring at its Best’ is not
just about the treatments and services provided but about giving patients the best
possible experience.

Each element of the objectives and supporting strategy are performance managed

through the Trust Board scorecard, regularly reported to Board through the Integrated
Performance Report (IPR).
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2.9.7 Clinical Strategy

The Trust’s clinical strategy (which can be found in its entirety at Appendix 2H) is
focused on delivering high-quality, patient centred services in the most appropriate
setting with excellent clinical outcomes. There will be a process of continual quality
improvement for clinical outcomes, morbidity and mortality rates and other clinical
indicators to ensure that the Trust remain the provider of choice for patients.

The Trust will implement an integrated Clinical Model for Unscheduled and Emergency
Care in partnership with agencies across the Health and Social Care community - a
model that will extend beyond the physical walls or buildings of the hospitals in
Leicester. Patient pathways will be changed to ensure that patients are seen in the
right place, at the right time by the right professional. Clinical models will be based on
a mutually agreed understanding of how patients should flow through the system
including who is responsible for particular aspects of a patient’s care.

This clinical model will extend to out of hospital care. At one end of the spectrum, this
will be supported through the development and implementation of mobile trauma
expertise which will work in partnership with the Air Ambulance to fly to those most
severely injured in accidents, to stabilise them and transfer them to the most
appropriate centre within the ‘golden hour’ for their on-going treatment. In addition, the
model will be supported by the development of new roles including extending roles of
nursing and other professionals and offering creative recruitment strategies to meet the
skill mix requirements.

A key component of the Trust’s clinical strategy is the investment in a new “Emergency
Floor” at the Leicester Royal Infirmary with new models of care by 2015/6 and will
actively seek opportunities to become a stakeholder in the management of minor
injuries units and the urgent care centre. This will create the optimum environment for
patients who require care in an acute hospital setting ensuring patients get the
appropriate intervention from the right clinician at the right time and in the right place.
Emergency Department resources will be focused on the treatment of those patients
with major illness and trauma, whilst admission for those with minor illness and injury
will, where clinically appropriate, be avoided.

The Trust will actively promote access to out of hospital ambulatory care services and
work in partnership to further develop pathways to prevent the need for hospital
admission. Better long term condition management delivered in an integrated manner
will mean that patients who have historically been admitted due to an exacerbation of
their condition will be able to be safely managed in their own home under the care of
their GP, in partnership with hospital services.

In particular the Trust will:

» Relocate the general surgical emergency take from the LGH to the LRI - this will
improve the emergency pathway patient experience for general surgical patients
and allow development of 7 day a week consultant delivered surgical triage
meaning that general surgical patients will be seen and assessed more quickly by
senior decision makers. Additional theatre sessions will be provided at the
Leicester Royal Infirmary to accommodate the increase in demand from
emergency surgical services on a single site.

» Promote centres of excellence such as the Elderly Frailty Unit (EFU) through the
expansion of the Emergency Decisions Unit (EDU) and EFU at the Leicester
Royal Infirmary.

Page 64 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

» Expand imaging, pathology therapy and pharmacy services, to meet increased
demand and provide a 24/7 service which minimise internal waits and improve the
efficiency of the flow of emergency patients through the system.

» Continue to develop of our speciality take in the Clinical Decisions Unit (CDU) and
Coronary Care Unit (CCU) at Glenfield as the “Cardiorespiratory Acute Floor” to
ensure streamed patients receive timely care in the most appropriate setting.

» Relocate acute renal and transplant services to the Glenfield Hospital recognising
the key interdependency between this service and cardiology

» Ensure that UHL has the right number and location of Augmented and Ciritical
Care beds (level 1-3) with supporting staff both now and in the future to match
changing patient demographics and models of care. Over the next five years, the
Trust expects to treat more patients with increasingly complex conditions and this
will result in an increased demand for Critical and Augmented Care beds. This is
likely to require changes to the current 3-site Critical Care model to an integrated
Critical Care service across 2 acute sites. This will enable UHL to retain Intensive
Care training accreditation, recruit and retain staff, as well as respond to changing
demands for the service.

» Ensure that University Hospitals of Leicester retains its status as a lead provider
nationally and internationally recognised for its ECMO services. We will develop
ECMO as a key part of an integrated advanced respiratory support service for
adults with serious respiratory failure.

To facilitate these changes, where possible, the Trust will look to move our outpatient
and non-complex elective services from the Leicester Royal Infirmary to a more
appropriate and clinical setting which provides optimum access for the patient.

2.9.8 Trust Five Year Integrated Business Plan 2014 — 2019

The IBP specifically identifies the Emergency Floor project as an urgent development
as a key plank of the health system’s plan to resolve its longstanding problems with
emergency care.

2.9.9 Trust’s Five Year Estate Strategy June 2014 (Appendix 2I)

The Trust has undertaken an exercise to review the strategic future of its estate, with a
view to creating a development control plan that looks twenty years ahead. “The quality
and fitness for purpose of the NHS Estate and the services that maintain it are integral
to delivering high quality, safe and efficient care”. It is also an area of significant
spend; the budget for Estates and FM Services across the Trust in 2013/14 was £31m.

The Trust’s estate strategy identifies the need for flexibility to move property from being
a constraint to an enabler for change. UHL is developing a Hospitals Estate
Transformation Plan which is based on a strategy that consolidates the estate,
develops new facilities, disposes of surplus land and buildings and encourages third
party partnerships that will raise income for the Trust. This will be a cornerstone of
service reconfiguration and improved utilisation of the Trust’s estate. This must be
balanced by organisational and public expectations about the provision of highly
specialised services alongside local access to primary and secondary care, in the

! Treasury Value for Money Update, 2009
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context of high levels of public support for the associated hospitals. It is in this context
that the opportunity for significant and far reaching estate transformation will be
determined.

The Transformation Plan will;

» Underpin the strategic direction

» Support the clinical strategy to improve patient pathways and improve quality of
care

Support the strategic outline case for the whole site reconfiguration

Show a clear implementation programme over five years for transformation with
tangible benefits

» Improve the patient and staff built environment, investing in improved facilities
and infrastructure; greatly aiding recruitment and retention

» Identify capital development to unlock the embedded value of Trust assets and
support its ability to deliver clinical transformation and achieve QIPP efficiency
savings

\ A 4

Efficient estate solutions will improve frontline service provision as well as achieving
improved utilisation of the estate and unlocking its embedded value. This is possible by
delivering a high quality clinical and working environment for patients and staff,
resulting in better levels of productivity, flexibility and patient satisfaction. This will also
support cross-CMG strategies that maximise optimisation of the estate resources
across UHL. This strategy is relevant to this business case; the Estates Transformation
Plan will set out detailed strategies for its three main hospital sites. The Emergency
Floor Project is considered key in this plan in supporting the Trust’s service strategies
by enhancing specialised services through consolidation of the Emergency Floor at the
LRI. This project is the first to progress in a 5 year programme to reconfigure the
Trust’s hospitals.

Non Financial Benefits

The consolidation of the Emergency Floor at the LRI provides non financial benefits by
vacating key clinical ward space on the LRI site, which ultimately realises the potential
for space to be vacated at Leicester General Hospital by the transfer of services. This

is integral to UHL’s Five Year Strategy.

This also supports the intention of the Better Care Together strategy to make better
use of the collective asset base and to provide services from the most appropriate
acuity setting. This strategy is supported by the Estate Transformation Plan and is
central to the health partners plans, encompasses a wide range of proposed changes
and is a key priority for the local NHS over the next three years.

2.10 Summary

Key national and regional business strategies suggest that the urgent and unscheduled
care environment in the NHS is changing significantly, with a number of initiatives
underway to reduce ED attendances and non-elective admissions across LLR.
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At the same time, the Better Care Together Programme and the integrated
transformation programme are underway which identify how and where acute care is
provided. LRI emergency services have an important role to play in supporting UHL
and the entire health economy with the increased activity which is projected;
highlighting LRI as a main emergency service provider for the region.
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Part B: The Case for Change
2.11 Introduction

The purpose of this section of the business case is to outline the strategic case for

change. Emergency Medicine is a secondary care specialty which provides immediate

care for patients of all ages presenting with illness and injury of all severities®.

Utilising the BCT Case for Change Framework, the case for change for the EF has
been summarised in the diagram below:

+ Department is designed to provide effective patient care, enhance patient experience, single front
door — clinicians in the right place

«Patients to get treatment and leave within 4 hours

« (T in heart of the dept immediately adjacent to resus for adults and paeds
« Appropriate treatment in right place — small parts X-ray in MlaM|

* Geriatric frailty friendly
+ Seamless care — AFU/EFU/EDU

* Every patient

that attends gets Improved Safety,
appropriate treatment Effectiveness &
+ED is managed by ED Experience
* Every patient leaves with an of Core
asvsngned GPif they do notarrive *Medically focused specialised ED
with one

Equal Access ™

-
& Outcomes By Long Term
Conditions

*No group disadvantaged — eg.
elderly frail, dementia

Needto * Integrated Mental health
Address Rising RUZIEROITEHT:
SN T (-9 High population in city of
= immigrants — younger
population, complex health
needs

* Highly skilled & flexible workforce

* 1% centre with consultant ED
specialist in geriatric medicine

+ Only centre with a geriatric
fellowship programme

*Emergency Nurse Practitioners in minors

* Advanced Physiotherapy Practitioners in
minors

* Advanced Nurse Practitioners in majors/ resus

+ Paediatric Advanced Nurse Practitioners in majors/ resus

* GPs with specialties interest in ED

* Medical sub specialty interests

+International recruitment programme

*New dept will attract and assistrecruitment and retention

« Cost effective design solution
delivering a maximum quantity of clinical space
* Co-location of services on emergency floor offers efficiency in
patient flows, workforce

* Design future proofed for 20 years activity, and is capable of being
extended vertically

Figure 2.H Emergency Floor Case for Change

2.12 Clinical Drivers for Change

» The increasing demand for emergency services is greater than the current

capacity can provide. Historic trends in growth suggest a 5% annual growth in ED

activity and 3.5% annual growth in medical assessment activity

» Requirement for single floor Emergency and Medical Assessment Department
that incorporates key adjacencies and presence of diagnostics and medical
assessment services on the same floor. This enables implementation of the
developed model of care for both adults and children accessing emergency
services

% The College of Emergency (2011, February). What is Emergency Medicine? A guide.
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» Changes in the local and national demographics combined with the Trust’s plan to
remain an Emergency Care Centre for Leicester is impacting on increased
emergency care demand

» The Trust requires additional capacity to reflect NHS national guidance. The
Emergency Floor project reduces the risk of compromising compliance of other
standards of care such as quality, infection control, emergency and urgent care
standards and commissioning standards

» The Trust needs to be in a position to be named as a ‘Major Emergency Centre’
as outlined in the Urgent and Emergency Care Review November 2013 — End of
Phase 1 Report (Keogh)

» The requirement to address the 4 hour target and clinical handover (ambulance to
trolley) transfer times will have a significant impact on Trust’s financial
performance if capacity issues are not resolved

» Redevelopment and increased capacity will provide opportunities for the Trust to
fulfil its strategic redevelopment programme

The clinical justification for creating a new Emergency Floor is strong. Appendix 2J
articulates the detailed clinical case for change as identified by lead clinicians. Key
themes are summarised below:

2.12.1 Lack of a single front door®®

The Urgent Care Centre and ED are currently in different buildings separated by a
large slope/ lift journey. This physical separation prevents the efficient assessment and
streaming of walk in attendances at the UHL site into the most appropriate stream.
Currently there is duplication of booking in and triage/ assessment leading to a
fragmented patient journey, resulting in a delayed and poor patient experience.

It has also been identified by the Specialist Commissioners for Children & Families that
UHL requires a “single front door” for all acutely unwell/ injured Children & Young
people. The implementation of the optimal service for children is hindered,
fundamentally, by current geographical space — neither the Paediatric ED nor
Children’s Assessment Unit (CAU) is large enough to safely manage the current
volume of patients.

2.12.2 Inadequate footprint and capacity of all areas

The number of patient cubicles in each area of the department is too low, meaning that
patients are often left to wait in corridors or in the middle of the department. In addition
high acuity patients are often seen in lower acuity areas which are not appropriate to
their needs.

» Resuscitation: almost hourly a patient has to be moved out of Resus before the
clinically appropriate time to make way for an incoming ambulance patient;
similarly some new arrivals who should be seen and stabilised in Resus are
refused entry and have to go directly to Majors. There are issues moving patients
from Resus onto the wards which causes further blockages in the ED. There is
documented evidence of patients who have come to hard as a result of not being
in Resus.

% Acute and emergency care: prescribing the remedy; College of Emergency Medicine
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>

>

Majors: often there are patients in Majors who are not in a designated patient
space due to overcrowding; they are parked on trolleys in the middle of the
department, directly next to each other, with no privacy or dignity, no provision for
relatives, an inherent infection control risk and in breach of fire regulations.

Figure 2.  Patients in the middle of Majors

Initial Assessment: patients often have to wait in their ambulance being cared
for by paramedics until a space for them in ED is available, causing significant
gueues in the ambulance bays. This also stops ambulances getting Resus/
Majors patients into the department. Delayed access to ED leads to patient harm
as patients may deteriorate whilst waiting or not have the severity of their
condition recognised and have a delayed time to critical intervention/ treatment.

2.12.3 Physical layout of the department is inefficient in terms of

adjacencies

The ideal patient journey should be “assess once, investigate once, and decide once”;
however the physical estate does not allow this to occur. Inherent in the current model
is obvious duplication of patient and staff processes.

>

>

Resuscitation is not located adjacent to Paediatrics, meaning that Paediatric
patients have to pass through adult areas to move to/ from Resuscitation

Diagnostic Imaging facilities are not adjacent to the ED and therefore patients
needing urgent CT scans/ X-rays have to travel 45-60m at high risk if the patient
deteriorates while in the Imaging Department. Transfer times are inefficient
creating delayed treatment times and a significant drain on staff time while they
accompany patients to and from the Imaging Department

Resuscitation bays are laid out in such a way that the majority of them are not
visible from the staff base, and there is very limited space for additional staff
touch-down points in the zone

In Majors, when patients are parked on trolleys it obstructs access to patients
both in and out of cubicles and significantly slows down staff and processes.
When cubicles become occupied with patients who need to remain on oxygen/
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need monitoring/ are an infection control risk this often only leaves 1 or 2 cubicles
remaining to see all new attendances requiring multiple patient and trolley moves

» Initial Assessment spaces are located immediately inside the main ambulance
entrance, and therefore activity in this area can obstruct access directly to Majors.
There are pillars in the corridor which hinder visibility from the staff base

» When children arrive in the ED, they are assessed by nursing staff, often seen by
junior doctors, reviewed by senior doctors, and a decision is made to admit the
patient to CAU. This process is then repeated on CAU. It is a constant factor in
feedback from patients and families that their journey is replicated. It also leads to
complaints of perceived limited communication between the two areas (due to the
replication of processes). It prolongs the overall patient journey and could be
delivered in a more efficient manner

» As there are 2 entry points into UHL for acutely unwell/ injured children and young
people, similar levels and grades of staff are required in CAU and Paediatric ED.
This separation of staff prevents effective working and a united patient experience

» The EDU and EFU are based in another part of the LRI - geriatricians have lost
the connection with the front door which reduces ability to influence management
from the front door effectively. Communication and dialogue with ED colleagues is
not effective and this leads to unnecessary admissions to LRI for patients whose
needs could be met in the community

» Admitting the patient to another part of the hospital builds in a further level of
delay — it is more difficult to access diagnostics such as X-ray and CT scanning
for example, which subsequently delays the patient’s final management plan

» The multi-disciplinary team (therapists and specialist nurses) work between ED,
the medical assessment service and the frailty units. This is disjointed as the units
are 5 floors apart and the therapy store is in a different location all together

2.12.4 Individual patient spaces are too small and inconsistently
designed

Few patient spaces have doors: none in Resus and only one bay in Majors. Many
patient spaces do not have walls between them i.e. they are surrounded on three
sides by a curtain or screen creating a significant infection control risk and a poor
patient experience in terms of privacy and dignity. The inconsistent design of patient
spaces (including size, shape, equipment location, storage provision) means that
staff have to work differently in different spaces which is hugely inefficient.

» Resuscitation: each bay is too small, causing significant problems for multiple
staff looking after the sickest patients. The design of fixed equipment is
inappropriate and staff have limited access to the patient’s head. The majority of
bays have one wall, two dividing screens, and one curtain across the front — so
there is no physical separation of sounds and smells between bays. This is
especially inappropriate as the Resus zone caters for both adults and children.

For example:
+ grieving family post cardiac arrest next door to a child with an asthma
attack

+ violent, aggressive and verbally abusive patient under the influence of
alcohol/ drugs requiring rapid tranquilisation next to a patient near end of
life with their relatives
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Majors: cubicles are of random size and geometry, and are too small. Several
are not large enough to accommodate anything other than a patient trolley; there
are none with negative flow, none with en-suite facilities and only 1 with a door. In
a modern, fit for purpose department all Majors cubicles should have walls
separating them from adjacent cubicles and glazed doors at the front to provide
audio/ visual separation, while maintaining clinical observation where required

Minors: the cubicles are too small and all have different layouts due to geometry
so it is not possible to equip them out uniformly or have uniform processes. This
results in staff leaving cubicles constantly to get equipment and patients being
transferred to the treatment room for interventions, rather than being treated in
their cubicle. The spaces are cramped and patients receive a poor experience
while being seen in this environment

Initial Assessment: the spaces are too small to perform a patient transfer from
ambulance trolley to hospital trolley; therefore these transfers have to take place
in the corridor, obstructing access to Resus and Majors. Staff are unable to
perform their tasks appropriately and efficiently due to a lack of space —
equipment has to be stored outside of the spaces and staff have to retrieve it
when required

EDU: this area has restricted bed spaces and cubicles, with AFU located in
another area creating poor adjacencies and poor efficiencies. Integration of
elderly, demented patients (EFU is embedded within EDU), mental health patients
and others in same bays is a poor clinical model

Psychiatric area: this is not integrated into EDU and hence at present not used
to full potential - combining areas will negate the need for extra staff

Patient transfers: patient transfers from trolley to bed are done in the lift lobby
owing to inadequate space creating patient dignity and privacy issues. This
includes bariatric patients who require hoisting from a trolley to a bariatric bed

2.13 The Model of Care
2.13.1 Underlying Principles

The LRI Emergency & Medical Assessment Services are part of an integrated network
of facilities in the area that provide assessment and treatment services for adults and
children who require unplanned care; 24 hours a day, every day.

Existing primary care centres, minor injuries units, walk-in centres, and NHS 111 will
remain the first point of access to the NHS for most patients with emergency problems.
The principles that underlie the Model of Care for the proposed Emergency Floor are
as follows:

>

vVvVvyy

High quality care delivered by a well-trained and educated workforce resourced to
meet the projected case mix and workload

A no-wait philosophy
Effective streaming of patients to an appropriate point of care
The ‘see and treat’ principle to underwrite all ED activity

A co-ordinated ‘one-stop-shop’ approach for unplanned care providing equitable
access to all agencies including mental health liaison teams, social services, etc
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vvVvyy

v

Minimal patient moves
Minimal steps in processes/ hand-offs
Integration of diagnostic and medical assessment processes

Access to senior clinical opinion from the earliest point in the patient pathway and
onwards

Flexibility of resources, both physical and human, to deal with changing
workloads and case mixes

Using the skills and expertise of professional staff flexibly, with joint training in
order to transfer skills

Protocol-led care with standardisation of patient pathways integrating the input of
all care practitioners (e.g. OT, social services, etc)

Improved junior doctor training and improved skill mix

Optimised use of technology, including integrated IT (ICRS, PACS & EPR) and
near patient testing

Design for patient safety, privacy & dignity, including age-specific facilities for the
young and the elderly — the latter encompassing a ‘frail friendly’ approach to
design

Following agreement of the aforementioned principles, the project Steering Group and
key stakeholders have developed specific models of care for both Adult and Children’s
emergency services to be implemented into the proposed Emergency Floor
development. These will provide new ways of working, improved process flows,
improved efficiencies and continued safe care.

2.13.2 Adult & Paediatric Models of Care

Appendix 2K details the Model of Care; however they are outlined in the following

diagrams.
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Figure 2.J  Adult Model of Care
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Figure 2.K Paediatric Model of Care

N.B. Paediatric Emergency Ambulatory Care takes place in Paediatric ED Minors.

The Trust is expected to provide high quality emergency care and medical assessment
services to comply with regulatory standards. It also needs to ensure that its patients
can receive treatment which is efficient and timely in its delivery, and its staff can work
in a safe environment. In order to do so, provision of adequate cubicles/ bays for
majors, mental health, minors, imaging, resus, paediatrics, medical assessment and
supporting infrastructure accommodation/ environment will be required, to support the
specific service delivery requirements relating to the associated emergency and
medical assessment care.

The underlying principles were agreed by the following:

» Emergency Floor Project Steering Group and associated clinical teams
» Emergency Floor Project Board

» Joint Health & Wellbeing Boards

» Commissioners

The Developed OBC was approved by the CCG Managing Directors in November
2014. This FBC will be presented to the UHL Trust Board for final approval in February
2015.

2.13.3 Clinical Operational Policies

The Operational Policies have been developed for all services and associated
departments to detail how each relate to each other, so that the department is planned
in a functional way.

Each Clinical Operational Policy is designed to:
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vvvyyvyy v

\ A 4

Assist all healthcare professionals involved in the provision of emergency care
services

Outline the purpose and function of the clinical services provided in the
Emergency Floor and its inter-relationship with the UHL bed base

Ensure that all staff using the facility understand the philosophy of the service and
work as a team with a comprehensive understanding of patient flow upstream and
downstream

Describe the service flow into, through and out of the department
Describe the services as they will be delivered for the future
Describe the purpose and function of the accommodation required
Identify adjacencies/ co-locations required for the service delivery

Outline requirements for business continuity and interaction with the major
incident plan

Outline requirements in event of department lock down
Outline legislative and mandatory requirements for the delivery of services

The Clinical Operational Policies produced to date are appended at Appendix 2L, 2M
and 2N.

2.13.4 Adjacencies

An adjacency matrix has been developed to understand travel distances and times for
staff, patient and goods flows (see Appendix 20). As a consequence it is understood
that the following adjacencies need to be achieved, minimising crossover with public
routes in all instances:

Within the Emergency Floor

>

VVVVVVVVVVYVYyYVYYVYY

v

Resuscitation to be adjacent to Adult Majors and Paediatric Majors
Resuscitation to be adjacent to CT scanning facilities

Paediatric ED and Adult Majors to be adjacent to Imaging facilities (CT and X-ray)
Paediatric ED to be adjacent to SSPAU

MIaMIEE to be adjacent to Adult Vertical Streaming Zone

Ease of admission from the Adult ED front door to the AMU

Ease of admission from the Paediatric ED front door to SSPAU
EFU adjacent AFU

EFU adjacent EDU

EFU/AFU close to, and preferably adjacent to, RAU

RAU adjacent ACB

RAU close to, and preferably adjacent to, ED Majors

ACB close to resuscitation facilities

All medical assessment beds to be close to the GP Referral Unit and Ambulatory
Care Centre

Access to other pathology services including haematology, biochemistry,
transfusion and the blood bank. Much of this adjacency shall be met through
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provision of a dedicated pneumatic tube system to the hot lab within the new floor
and a pneumatic tube connection to the main pathology department

External to the Emergency Floor
» Ease of access for adults to the adult critical care unit (ICU)

» Ease of access for children to the paediatric critical care unit (CICU/ HDU/ Ward
12)

Ease of access to operating theatres

Ease of admission to in-patient wards

Ease of access from AMU to the short stay unit

Direct access to shared staff support facilities (including offices & staff change)

Access to whole-hospital clinical support services such as security, mortuary &
post-mortem services, FM services (including laundry and catering)

vvvyyvyy

It is essential that paediatric patients are provided with dedicated child-friendly facilities
separate from adult patients. Where shared use of facilities is unavoidable (e.g. in the
resuscitation area), provision must be made for child-friendly decoration and distraction
(e.g. facilities to play DVDs) where possible.

The design should separate the flow of patients, visitors and goods wherever possible.
This is particularly important where there is the potential for patients to be in a state of
undress and/or distress.

The diagram below summarises the preferred adjacencies of the various zones across
the proposed Emergency Floor.
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Figure 2.L Preferred Adjacencies
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2.14 Current Activity & Demand
2.141 ED

In line with national concern about the ability of emergency services to cope with
demand, UHL has experienced a rise in attendances to its emergency services; and its
average performance is well below the standard 95%. This reflects poor quality of care
for patients, reduced clinical effectiveness, and an unacceptable delay in treatment,
increased clinical risk and compromised patient safety.

The current ED and associated medical assessment areas were originally designed to
serve annual attendances of approximately 100,000. In the full year 2013/14, there
were 151,568 attendances to the ED (including Eye Casualty) and 59,218 attendances
to the UCC, which is currently in a separate location. 52,000 of the annual attendances
are ambulance patients which are seen through a 16 cubicled majors area. Figures
suggest there is an average 5-6% annual growth of emergency attendances at the
Trust.

In response to a consistent underachievement of the 4 hour target, in November 2011
new clinical roles were introduced and a new pathway commenced called ‘Right Place,
Right Time'. This initially resulted in a considerable improvement in the Trust's ED
performance. However, following a number of challenging weeks of activity (with ED
attendances 5% higher and emergency admissions 7% higher in the final quarter of
2011/12 compared to the same period the previous year) achievement of the 4 hour
target deteriorated. This is a contributing factor to the worsening financial performance
and impact on achieving the Trust strategic plans.

It is important to acknowledge that the Trust has implemented the model of care that
focuses on a single door entry point; whereby patients present to UCC first and then
are referred to the ED if necessary. Although this initially seemed to improve
performance the ability to achieve the 4 hour target is limited. This is primarily due to
the current lack of capacity.

The increasing attendance levels create increased demand for major cubicles, minor
cubicles and resuscitation beds and ultimately impacts on waiting times. Inadequate
space, the inadequate size of the department and the poor layout currently
compromise patient flows and results in patients waiting on trolleys and queuing in the
open floor space in the majors area. As well as compromising patient privacy & dignity,
this inhibits the Trust’s ability to move patients smoothly through the emergency
pathway and creates an unnecessary infection control risk.

Recent figures in relation to the 4 hour target can be seen in tables 2.5 and 2.6 below.

Table 2.5 2013/14 Full Year 4 Hour %

Emergency Department & Eye
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Table 2.6 2014/15 Full Year to Date (as per 11/11/14) 4 hour %

Emergency Department & Eye

Urgent Care Centre 39,134 99.76%

2.14.2 Medical Assessment Service

The medical assessment service (RAU & ACB) is currently on the 5" floor of the
Balmoral Building. This location creates inefficiencies in patient flows and use of
workforce, as staff are based in two locations creating inefficiency and potential
duplication. Whilst improvements in patients flows are being undertaken in the interim,
it is essential in the long term that this service be provided on the same floor as the ED
with additional capacity to enhance efficiencies and meet demand. The medical
assessment service provides a Rapid Assessment Unit (RAU) and Acute Care Bay
(ACB) that are essential in providing an extension of care to the resuscitation,
diagnostic and treatment. The service also receives referrals direct from GPs; however
as there are often no beds available on the unit, these patients are diverted to the ED
for treatment. This is an incorrect patient process which will be resolved in the new
Emergency Floor.

Medical assessment activity has recently been growing at around 3.5% annually and
the adjacency to the ED will assist in managing this growth rate by streamlining patient
pathways and flows.

2.14.3 Diagnostics

The existing ED and medical assessment service have no dedicated emergency
imaging suite. When ED patients require diagnostic services they are required to attend
the main imaging department (45-60m away from ED, and 5 floors away from the
medical assessment units), and at times require a porter and/or nurse to transport the
patient to these facilities.

The requirement for a rapid, reliable diagnostic imaging service as part of the
emergency patient pathway is increasing, with growing demand for the assessment of
patients with trauma, stroke, and other conditions in line with national guidance. It is
likely that demand for cross-sectional imaging will continue to grow and this proposal
incorporates a strategy for future enlargement of capacity.

The pathway of care can be overlaid on this whole-system approach, and it has four
key stages:

» ldentification of the need for care (by self, by carer, by professional, by other)
» Assessment of need (by telephone, by face to face)

» Initiation of right response (emergency response, urgent response, rapid/
moderate response and integrated health and social care) — outlined in more
detail below

» Follow through to closure (episode complete, planned follow-up, on-going care)
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A diagnostic suite that is central for all patients within the Emergency Floor will provide
improved patient flows and reduce the time taken to diagnose patients. Staff
efficiencies will also be enhanced by gaining back the time that staff spend each day
escorting patients to the main imaging department.

Diagnostic Turnaround times are identified in Appendix 2P.

In a similar fashion, the project includes satellite pathology and pharmacy facilities in
order to provide local diagnostic testing and pharmacy dispensing. It is expected that
the physical proximity of these facilities will engender truly multi-disciplinary working
within the emergency service, as well as improving the turnaround times for pathology
tests and the dispensing of medications.

2.14.4 Increase in Demand

The overall increase in demand at the ED and associated Medical Assessment service
is comprised of a number of key drivers that include:

Local Demographic Factors

» The local community is an ageing population and there has been growth in the
number of frail patients and those suffering from dementia

» LRI ‘minors’ attendances tend to be of a higher acuity (fractures/significant soft
tissue injuries) than the nearby walk in centres at Loughborough or Leicester City
Centre. This is due to patients with lower acuity minor injuries choosing to be
seen at these centres (approx 150,000 between the three walk in centres),
leaving the higher acuity cases to be treated at LRI ED

» UHL’s emergency services serves a population of approximately 1 million, making
it one of the largest emergency services departments in the country

» There is no other ED within a 25 mile radius

The local community lack confidence in the GP out of hours service which has
increased pressure on EDs

» The local community has one of the highest birth rates in the country, generating
additional paediatric workload

v

Service Development Factors

The proposed Emergency Floor project will be a significant driver in the Trust’s LRI site
wide reconfiguration plans. The development will immediately begin to address the
site’s lack of clear demarcation with regards access/ egress arrangements for staff,
public, patients and blue light, by creating a ‘hot’ end to the LRI site.

Currently the hospital’s main entrance is immediately adjacent to the ambulance and
walk-in drop off point for ED, which provides very little privacy and dignity for patients
and their families. There are also considerable health and safety issues with regards
the number of people in the vicinity in conjunction with ambulances and other vehicles
operating in and around the same area.

The proposed development will separate blue light access/ egress away from the
hospital’s main entrance in Balmoral. A site wide parking solution will also be
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developed in parallel, with an immediate aim to alleviate vehicular congestion in and
around the site during peak times.

2.14.5 Future Activity Scenario

The Trust has undertaken extensive work as part of the Better Care Together (BCT)
programme, projecting ED and Medical Assessment activity for the next 5 year period.
This work has concluded that UHL will see a 7.8% reduction in ED attendances over
the next 5 years. This reduction is not applied uniformly across all areas of the
department as high acuity resus/ majors patients are not likely to be diverted from the
acute hospital setting into community services. However lower acuity patients such as
those with minor injuries or minor ilinesses could be diverted and therefore this is
where the reduction in overall activity will be achieved.

At the time of writing the Developed OBC (August 2014), the Trust’s Long Term
Financial Model (LTFM) was not aligned to the BCT planning assumptions, as the
LTFM had been submitted to the NTDA prior to the release of the BCT information.
Therefore the two activity projections were not aligned, and the NTDA agreed that the
Developed OBC would reflect two activity scenarios. However, it was outlined that the
FBC would need to present a single scenario.

The Trust’s ED attendances have continued to increase during 2014/15 and
consequently neither model proposed in the Developed OBC reflects a realistic way
forward. Following discussions with the CCGs, a pragmatic approach has been agreed
which uses the forecast outturn activity for 2014/15 as the baseline; and then applies
the BCT assumptions over the subsequent 5 years using 2015/16 as year 1. Years 6-
20 will follow demographic growth in line with the Office of National Statistics (ONS); an
annual increase of 1% for ED and Clinic activity, and 1.5% annually for medical
assessment activity. This single model is outlined in more detail in Section 3.3.

In addition to the activity projections, the Trust has also undertaken activity analysis
relating to hourly arrival percentiles. The 85" percentile number of hourly arrivals
across the entire unit is in the region of 40 patients per hour. On occasions this volume
may recur for two or three hours at a time. For the purposes of planning the new
department, the capacity requirement was based on 95" percentile hourly arrivals.
However as part of the Developed OBC this requirement was revised following NTDA
feedback and is now based on 85" percentile hourly arrivals. It is important to note that
efficiencies are impacted by the extent that patients occupy clinical spaces — resus
bays, majors cubicles, etc — purely for the purpose of waiting (e.g. waiting for
diagnostics or transfer, rather than for clinical intervention). In addition to capacity it is
essential that adjacency requirements are considered and the associated impact on
efficiencies and patient experience. This is particularly relevant for both the medical
assessment and diagnostic services.

2.15 Schedule of Accommodation to inform the
Option Appraisal Process

To enable a design to be produced, a complete room by room Schedule of
Accommodation for all proposed departments across the Emergency Floor was first
required, based on the Activity & Capacity modelling undertaken. This schedule was
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developed at a series of clinical user group meetings with the clinical and associated
managerial staff that make up the Project Steering Group.

The HBN compliant iteration of the Schedule of Accommodation required a net area of
7,885.9m? and was developed to reflect the design options for consideration during the
option appraisal stage to eventually determine the preferred option. All options were
based on an overall net floor area requirement of 7,200m?>.

Evolution of the Schedule of Accommodation to inform the developed solution has
been described in the Estates Annex document, which can be found at Appendix 2Q.

2.16 Quality of Care

It is important to consider Quality of Care within the framework of the five domains of
quality as defined by the Care Quality Commission (CQC). These five domains are:

» Safety

Effectiveness

Caring

Responsive to people’s needs

Well led at organisational, hospital and service level

>
>
>
>

Table 2.7  Quality of Care by CQC Domain

ED Front
Door

In line with current guidance (DH and CEM) there is  Safety

a requirement for one front door for adult patients Responsive to people’s
presenting for emergency treatment. Patients will needs

be streamed on arrival depending on their
presentation. Reception staff will direct patients to -
the appropriate area, requesting the support of a Effectiveness
nurse where clinical assessment is required,

A separate front door is required for paediatric
cases in line with National Service Framework
(NSF) for Children and Young People

A dedicated ambulance entrance would also be

Caring

provided.
Paediatrics UHL needs to meet the NSF for Children and Safety

Young People standards relating to discrete space  Responsive to people’s
and child friendly environment. The department will  heeds
require an increase in cubicle numbers to cater for Carin
the attendances and the proposed growth, and will g
incorporate a short stay facility, including the Effectiveness
potential shift of paediatric emergency care from an  Well led at
adjacent hospital. A dedicated paediatric single organisational, hospital
front door will ensure a child-focused approach to and service level
emergency care for children.

Currently there are 16 majors spaces; with Safety
additional ad-hoc chairs doubling up in cubicles and
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Resuscitation

Minors

the ED corridor. Activity/ capacity analysis carried
out demonstrates that there should be a significant
increase in numbers of cubicles in order to serve
the attendances. The proposed change will provide
the following:

e Patient safety — providing compliant space
around the bed for major incident and patient
access

e Privacy and dignity for patient

e Compliance with infection control standards

e Patient satisfaction and sustainable
enhancement of the patient experience

e Cubicle space to accommodate ambulance
arrivals to the Trust, addressing the current
delays with ambulance handovers into the unit

Currently there are 6 spaces, which are not
sufficient to meet demand. There is a need to
improve efficiencies and increase the capacity in
line with the activity/ capacity analysis carried out.

There is a need to increase capacity (a combination
of beds and chairs) to ensure efficiencies in flows
across the emergency care pathway. This reflects a
revised process flow as there currently is no EFU
within the Trust and therefore some patients who
are currently seen in EDU will be seen in EFU in
the new build.

There is a need for an independent EFU unit
(separate from EDU) which will work flexibly with
the AFU to provide comprehensive geriatric
assessment at the earliest point in the patient
pathway. Activity/ capacity analysis has been
carried out to inform the appropriate number
capacity of the unit. Sufficient capacity is required
to ensure efficiencies in flows across the
emergency care pathway.

Current facilities prohibit staff efficiencies and
cause poor patient flows.

There is currently no dedicated emergency imaging
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CQC Domain
Responsive to people’s
needs

Caring

Effectiveness

Well led at
organisational, hospital
and service level

Safety

Responsive to people’s
needs

Caring
Effectiveness

Well led at
organisational, hospital
and service level

Safety

Responsive to people’s
needs

Caring
Effectiveness

Well led at
organisational, hospital
and service level

Safety

Responsive to people’s
needs

Caring
Effectiveness

Well led at
organisational, hospital
and service level

Safety

Responsive to people’s
needs

Caring
Effectiveness

Well led at
organisational, hospital
and service level

Safety
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suite; patients are required to attend the main Responsive to people’s
imaging department. A diagnostic hub that is needs

central for all patients within the ED will provide Caring

improved patient flows and reduce the time to Effectiveness
diagnose patients. Staff efficiencies will also be

enhanced by gaining back the time that staff Well led at

spends each day escorting patients to the main organisational, hospital
imaging department_ and service level

WENEINSEEIGM There is a need to meet requirements relating to a Safety

dedicated area that can be secured off from the rest Regponsive to people’s
of the department. This is required in order to needs

provide appropriate facilities for patients with
Mental Health conditions to ensure their clinical -
needs are met. This area will be provided within the ~ Effectiveness

Caring

EDU, slightly remote from the main ED to ensure Well led at
minimal disruption to critically unwell patients. organisational, hospital
Consideration regarding provision of a separate and service level

entry/ exit to the department in order to enhance
compliance to Section 136 requirements is
essential. Activity/ capacity analysis has been
carried out to inform the appropriate number
capacity of the unit.

Medical There is an essential need to provide a medical Responsive to people’s
Assessment assessment service adjacent to the ED and needs
diagnostic suite to enhance patient flows through Caring
the department, with the benefit of improved
working relationships, processes and clinical

effectiveness for patients. Well led at _
organisational, hospital

and service level

Effectiveness

In addition to these domains, the CQC implemented an ‘Intelligent Monitoring’
approach (October 2013) to assess which Trusts would be visited first in the next wave
of CQC inspections. This approach is based on 150 indicators that look at a range of
information including patient experience, staff experience and statistical measures of
performance for example whether a Trust is hitting the ED 4 hour wait target. The Trust
is then banded between 1 and 6 (Band 1 represents a higher risk than Band 6). UHL is
currently banded by the CQC as Band 1 and therefore representing a high risk with ED
performance viewed as a key indicator in this banding.

The CQC undertook an inspection visit in January 2014, with specific areas for
inspection and ratings as follows:

» Accident & Emergency — requires improvement
Medical Care — requires improvement

Surgery — requires improvement

Intensive/ Critical Care - good

Maternity & Family Planning — requires improvement
Services for Children & Young People - good

End of Life Care - good

vvvyyVvyyVvyy
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» Outpatients - good

The CQC Inspection Report for the LRI can be found at Appendix 2R. Actions have
been identified as a result of the CQC visit and are being implemented across the
Trust.

2.16.1 Impact of Difficulties in Recruiting & Staffing

Nationally, there is a declining medical workforce specialising in the area of Emergency
Medicine. Whilst there has been a successful recruitment drive at LRI for all levels of
staff, the unit remains short-staffed and has to place a heavy reliance on agency staff,
which is further exacerbated by the poor environment resulting in a difficulty recruiting.

Whilst ongoing operational improvements are being made to ED processes, the
proposed investment and development of the Emergency Floor is the Trust’s strategic
response to ensure that there is sustained delivery of the emergency care. For those
who have to attend hospital, care will be provided in an environment designed to
deliver a better patient experience and better quality outcomes.

Future proofing of emergency care provision and changes in patient activity in line with
national and regional models of care make it timely for the Trust to review and identify
options for enhanced emergency care provision at the LRI, as well as the environment
it is delivered in.

The Trust believes that some of the barriers to recruitment and retention of specialist
ED staff are as follows:

» Inadequate working environment leading to substandard patient care and
increased risk of adverse incidents. This in turn impacts on staff and presents risk
of staff stress and increased sick leave

» Inadequate training facilities based on limited capacity and flexibility of emergency
care infrastructure

The difficulty in recruiting is highlighted by a recent example where the Homerton
University Hospital NHS Foundation Trust and UHL placed adverts for ED Consultants
at the same time; the Homerton received 5 applications from suitable candidates
whereas UHL received none.

A consolidated centralised unit designed to meet capacity, will contribute to attracting
emergency medicine staff to the Trust. Attracting high quality senior clinicians will also
further enhance the quality of training and education, creating a sustainable supply of
future workforce. This not only impacts on the medical workforce but equally impacts
on the nursing and support services which benefit from a highly trained and motivated
medical leadership model committed to continuous professional development.

The above case for change relating to both capacity and quality manifests itself into
what ultimately becomes a far from satisfactory patient experience. In July 2014 patient
complaints hit an all-time high, with the receipt of 36 formal complaints as a
consequence of service received from the ED. Some, but not all of these were as a
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result of the ED physical environment. Between May 2014 and October 2014 a total of
165 formal complaints were received regarding ED.

2.17 Investment Objectives, Key Deliverables &
Benefits Criteria

In the context of the above and the Trust’s Corporate objectives outlined in Section 2.9,
the ‘SMART’ investment objectives for this project are detailed below as part of the
wider Benefit's Realisation Plan, clearly outlining what the scheme is set to achieve
and how.

It is important to note that agreement of the following from the Project Board, Steering

Group and wider stakeholder group has informed the Qualitative Benefits Appraisal
detailed in the Economic Case.
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Table 2.8  Investment Objectives & Wider Benefits Realisation Plan

Investment . L . Baseline
Objective Project Objective Benefit Enablers Outcome Measure Target date
To provide the To implement a e OBC and FBC Provision of an e Trust and BCT Emergency floor e Reconfiguration
Trust with design solution that  approval Emergency Floor activity and redevelopment Programme
increased capacity provides a safe e Planning that incorporates capacity analysis project complete Board
for emergency emergency care approval the agreed SoA to workings and clinically e Trust Board
services to meet  service that e Efficient meet capacity for e SOA operational —
the demands of ensures capacity programme ED and medical e Robust summer 2017
population growth, and known management assessment Programme plan
changing service flexibility for current services and governance
models and and known future reporting
improved demands of mechanisms
efficiency targets. patients requiring e Trust
emergency care performance
figures
e
o To increase the Improve patient e Patient o Clinically e PLACE surveys  Summer 2017 e CMG
z productivity of pathway information appropriate and complaints e Transformation
a emergency care at management ¢ Improved patient ~ transfer of register Board
= LRI reducing the clinical  pathway patients e Trust risk register
® risk and discomfort e Trust KPI targets e Length of time
= through the from arrival to
. emergency care start of treatment
< pathway for urgent HRG
group
o KPI targets meet
To develop a Support and e Robust Design e Reconfiguration e Emergency Commences at o Trust
centre of consolidate the process will allow acute Departmentison OBC and Transformation
excellence, provision of e Engagement of and emergency one single floor  completed summer Board
enhancing the emergency floor stakeholders medicine to be e Stakeholders 2017 e Emergency Floor
Trust’s reputation  concept at LRI e Key internal co-located agree and sign Project Team
for training, adjacencies providing a new off on design e CMG
service delivery compliant with pathway for e Diagnostics, e PSCP
and treatment, Strategic assessment and medical
through the guidance treatment assessment and
provision of a e Clinically ambulatory care
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Baseline
Measure

Investment

Project Objective Benefit Enablers Outcome Target date

Objective

=
i
g
>
iz
©
S
=
n
%)

centralised service
in modern
accommodation.

To ensure that the
changing needs
and expectations
of a growing
population are met
in line with Trust
clinical strategy
and national
guidance
standards

To provide an ED
that is compliant
with NHS building
guidance

Ensures that the
service model of
care is delivered in
line with National,
Trust and local
health economy
KPls

Patient safety is
enhanced, and
clinical risk is
reduced.

Where possible
ensures that the
service is
developed in line

Compliance to
best practice
standards and
national and local
KPls

Model of care
and design
enhance
efficiencies in
achieving 4 hour
targets and
reducing waiting
times to
treatment

Compliance to
best practice
standards and
national and local

appropriate
transfer of
patients
Emergency
Department
centre of
excellence
(critical mass and
centralisation of
service)

Improved patient e
experience
Increased o
percentage of
patients seen

within the 4 hour
target

Trust

Performance and
Emergency care
KPIs met

Reduction in °
clinical incidents
and complaints

Meets HBN °
guidance for ED
and medical
assessment .
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clinics are
implemented as
key adjacencies

Patient survey
(PLACE)
Current quarterly
performance
reports

Patient survey has
to be carried out
prior to
implementation of
new service

2012/13 quarterly Summer 2017

performance
reports

Trust clinical risk
register

2012/13 quarterly Summer 2017

performance
reports
HBN guidance

CMG

Trust
Transformation
Board

Trust Board

o CMG

Trust Board

e PSCP

Trust
Transformation
Board
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Investment

Objective

Project Objective

Benefit

Enablers

Outcome

University Hospitals of Leicester NHS Trust

Baseline
Measure

Target date

=
=
S
(04
O

standards

6. To improve the

clinical
effectiveness and
safety of urgent
and emergency
care service
across Leicester

7. Toimprove the
clinical

with NHS Guidance
in terms of HBN,
HTM, national and
Trust policy and
local health
economy policy in
terms of capacity
provision

Quality of care is
enhanced, in terms
of the model of
care, and seamless
pathways of care
and patient flows.

The built
environment
enhances clinical
practice that
support clinical
effectiveness,
improved patient
outcomes and
patient safety

Provides enhanced
departmental

KPI's

e Model of care
and design
enhance
efficiencies in
achieving 4 hour
targets and
reducing waiting
times to
treatment

e Robust Design
process

e Engagement of
stakeholders

e Key internal
adjacencies
compliant with
Strategic
guidance

e Key internal
adjacencies

environments

e Agreed capacity e
provisions have
been
implemented

e Improved A&E
operational
performance

e Acute and o
elective pathways e
reflecting best
practice o

e Increased

percentage of

patients in which

4 hour target is

achieved

Decrease % in

non-urgent HRGs

in A&E

attendances

KPI figures reflect o
current

benchmark

relating to patient e
safety, referral, .
diagnosis and o

treatment time

Centralisation of °
acute medicine
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documents
Policy directive
documents

Current data Summer 2017
Quality indicators

report

Quarterly

performance

reports

PLACE surveys  Summer 2017
and complaints
register

Trust risk register
Staff surveys
2012/13 Quality
indicators
2012/14
performance
reports

Staff surveys

2012/13 Quality ~ Summer 2017

indicators

o CMG
e Trust Board

e PSCP

e Trust
Transformation
team

e CMG

o Capital Estates
and Facilities
Department

CMG
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Investment Project Objective

Objective

Benefit Enablers

Outcome

Baseline
Measure

University Hospitals of Leicester NHS Trust

Target date

adjacencies of
services to
optimise clinical
safety and reduce
clinical risk.

To facilitate the
modernisation of
services, including
streamlining
patient pathways
and efficient
working practices
providing an ED
that ensures
adequate
infrastructure and
capacity for
supporting
services that are
conducive to the

Value for Money

workforce

D. Sustainability, Service Modernisation,

needs of a modern

relationships and
clinical adjacencies
that support clinical
effectiveness and
improved patient
outcomes

compliant with
Strategic
guidance

Ensures facilities e OBC and FBC

are future proofed approval

and adaptable to e Planning

the changing needs  approval

of the health o Efficient

economy programme
management

ensuring:

e Patient focused
pathways with
more rapid and
increased access
to specialist care

¢ Integrated
admission
avoidance

e Decrease in
unplanned
hospitalisation for
chronic
ambulatory
conditions

e Provision of an
Emergency Floor
that incorporates
the agreed SoA
to meet capacity
for ED and
medical
assessment
services
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2012/14
performance
reports

Staff surveys

Trust and BCT
activity and
capacity analysis
workings

SoA

Robust
Programme plan
and governance
reporting
mechanisms
Trust
performance
figures

e CMG

e Trust
Transformation
Board

e Capital Estates
and Facilities
Department

Summer 2017



FBC | Emergency Floor

Investment Project Objective

Objective

Benefit

Enablers Outcome

Baseline
Measure

University Hospitals of Leicester NHS Trust

Target date

To equip the ED to Improved Privacy
respond effectively and dignity

to existing and
known
commissioning
requirements, as
well as to respond
flexibly to future
changes in service
direction and
demand.

. To improve the
environment and
the experience of
users (patients,
visitors and staff)
at Leicester Royal
Infirmary Hospital
Emergency
Department
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provisions for all
patients

Consolidates
existing services &
provides clinical
expertise whilst
realising the
Emergency Floor
concept

Improved patient
access through a
single front door
process

e PLACE
scores/audits will
reflect positive
patient feedback

Design provides
adequate space
for provision of
care to patients
accessing ED
and eliminates
double up in
cubicle and
trolleys in corridor

Specialist ED and
medical
assessment staff
are based in the

e Reconfiguration
will allow acute
and emergency
medicine to be

department co-located
providing providing an
integrated care enhanced

across patient
pathway

pathways for
assessment and
treatment

Planning approval e Both Adults and

Efficient Paediatrics will
programme enter their
management specified ED
Robust Design department via
process single point of

entry enabling
efficiencies in
initial assessment
and improved

Engagement of
stakeholders
Key internal
adjacencies

compliant with patient
Strategic experience
guidance
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e PLACE surveys

e PLACE surveys
and complaints
register

e Trust risk register

e 2012/13 risk
register

e Staff surveys

e 2012/13 Quality
indicators

e 2012/14
performance
reports

e Staff surveys

e PLACE surveys
and complaints
register

e Trust risk register

e 2012/13 risk
register

e Staff surveys

¢ 2012/13 Quality
indicators

e 2012/14
performance
reports

e Staff surveys

e CMG

e Trust
Transformation
Board

e Capital Estates
and Facilities
Department

Summer 2017

Summer 2017 e CMG

e Trust
Transformation
Board

e Trust board

Summer 2017 o CMG

o Capital Estates
and Facilities
Department

e Emergency care
Directorate

e PSCP
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Investment Project Objective

Objective

Benefit

Enablers

University Hospitals of Leicester NHS Trust

Baseline

Outcome
Measure

Target date

11. To provide a
solution that is
aligned to the
Trust DCP plan
and Trust
organisation as a
whole.

>
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I
>
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=
o
<
L

Enhances patient,
visitor and staff

safety through the
built environment

The design
solution minimises
the impact of the
construction
process on the
site and therefore
delivery of the
Trust core
services

Option enables
future proofing of
the physical
Emergency
Department
environment
aligned to DCP
future expansion
needs

e OBC and FBC °
approval

e Planning approval

o Efficient
programme
management

e Robust Design
process

e Engagement of
stakeholders

e Key internal
adjacencies
compliant with
Strategic
guidance

e Planning approval e

o Efficient
programme
management

e Robust Design
process

e Engagement of
stakeholders

e OBC and FBC
approval

¢ Planning approval

o Efficient
programme
management

e Robust Design
process

e Engagement of
stakeholders
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Patient and Summer 2017
visitors
experience will
reflect positive
response

Trust audit and
performance
reports will reflect
figures in line to
current guidance
standards

e PLACE surveys

e Quality indicators

e Trust incident
reports

Post Project Summer 2017
Evaluation

highlights project

is completed on

time and ED

services provided

with minimal

disruption

e Programme plan

The redeveloped Summer 2017
Emergency Floor
option ensures

future expansion

e Programme plan
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e CMG
e Transformation
Board

o Capital Estates
and Facilities
Department

e Emergency care
Directorate

e PSCP

o Capital Estates
and Facilities
Department

e PSCP

e Trust
Transformation
Board
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Investment Project Objective

Objective

Benefit

Enablers Outcome

University Hospitals of Leicester NHS Trust

Baseline

Measure Target date

12. The development
will be delivered
on time with
minimal disruption
to current service
delivery

The enabling
moves will
facilitate the
Emergency Floor
programme whilst
minimising delay
to delivery

Reduces
complexity and
sequence
dependency of
enabling moves

Maintains blue
light access
throughout whole
build process

e OBC and FBC e Post Project

approval Evaluation
e Planning approval  highlights project
e Efficient is completed on
programme time and ED
management services provided
¢ Robust Design with minimal
process disruption

e Engagement of
stakeholders

e OBC and FBC e Design process

approval and programme
e Planning approval  plan implemented
o Efficient that utilised a
programme solution with
management minimal
e Robust Design complexity and
process dependency on
 Engagement of enabling
stakeholders works/moves

e Robust e Patients get to
ambulance the right place
protocols first time

e Compliance with e Ambulance
ambulance service does not
protocols experience any

e Ambulance
transfers between
sites protocols

delays in access
to the ED during
the build process
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e Programme plan  Summer 2017
e Programme plan  Summer 2017
e Audit of Summer 2017
conveyance
decisions

e Programme plan

o Capital Estates
and Facilities
Department

e Emergency care
Directorate

e PSCP

o Capital Estates
and Facilities
Department

e Emergency care
Directorate

e PSCP

e Capital Estates
and Facilities
Department

e Emergency care
Directorate

e PSCP
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2.18 Benefits Realisation

Work has been undertaken by the Trust to identify and quantify the clinical benefits
resulting from this project. These include:

>

Strategic Fit: in keeping with the longer term site reconfiguration proposals,
acting as an enabler to other service moves and relocation. Enables the co-
location of services that supports evidence based practice, innovation in
developing new models of care and provides a seamless service to adults and
children. Supports the longer term vision for all children’s services to be located
on the LRI site.

Clinical Quality and Patient Safety: early access to senior decision makers,
immediate diagnostic support and visibility of patients will significantly enhance
patient safety and improve quality of care

Patient Outcomes: reduced harm, improved morbidity and mortality and
opportunities for improved clinical outcome through early intervention supported
by a no delays environment

Patient Experience: responsive no delays system in a dedicated bespoke
environment will reduce complaints, increase compliments and improve patient
experience. The environment will enhance privacy and dignity and will reflect the
needs of children and their families. The adult environments will be dementia and
frail friendly.

Clinical Staff & Resources: improved patient flow, proximity of services and an
environment tailored to meet demand will increase staff satisfaction, improve
morale and mitigate stress. Reduced sickness absence levels with higher rates of
recruitment and retention as the emergency floor be recommended as a place to
come and work. The floor will enable more effective ways of working and reduce
duplication of work and facilitate collaborative interdisciplinary working.

2.19 Design Quality & Philosophy

The key objective is to provide a facility where clinical teams can provide a rapid and
comprehensive assessment, diagnostic and early treatment service. To reflect the
philosophy of service, a number of strategic design principles will apply:

>

>

VY

vVvVvy

Minimisation of patient entrances to create a focus for initial clinical assessment
and to maximise departmental security

Notwithstanding the above, there should be rapid access for patients to the
correct part of the service (e.g. avoiding sick patients having to pass through
layers of reception, getting pre-assessed patients directly to a bed/service)

Removal of bottlenecks and opportunities to wait

Simple and visible waiting areas and circulation combined with IT solutions to
keep patients informed of their wait/ progress in real time

Careful balancing of the need for privacy and visibility
Separation of patient groups where appropriate (e.g. majors from minors)
Separate staff circulation routes discrete from main public waiting areas
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» An environment that facilitates communication amongst the wider multi-
disciplinary team, including the rapid response teams, therapists and social
services staff who will be focused on preventing avoidable admissions

» Standardisation of the design of rooms within individual streams where possible
so that a wide range of practitioners can use any room for patient examination
and treatment. A standardised design will also ensure that all staff are familiar
with the location of equipment and facilities in any space

Plain film, ultrasound and CT diagnostic imaging facilities integrated into the
emergency floor

Pathology testing facilities integrated into the emergency floor
Separation of treatment, waiting and appropriate environments for children
Appropriate environments for patients with psychiatric conditions

Secure staff support zone capable of controlled access from within the
emergency floor and from elsewhere in the hospital

v

vVvVvyy

The design will reflect the importance of flexibility and quality, and will be informed by
the latest design guidance where appropriate. It will be a contemporary building,
respectful of locally sensitive areas. The building will not affect statutory and non-
statutory designated sites. The preferred option design solution will enhance and
improve on overall energy efficiencies, contributing to the NHS sustainability targets to
reduce 2007 carbon footprint by 10%.

The following patient requirements should be met:

» Patients can be assessed and treated according to acuity of condition in a range
of flexible clinical spaces

» There shall be high levels of patient privacy, notwithstanding the need for staff
supervision. Patients shall in most instances be assessed and treated in
individual rooms

» There must be sufficient space in assessment and treatment spaces for up to five
staff to attend a patient on a trolley along with dressings trolleys and other
equipment in position

A patient/ nurse call system is essential through patient areas in the ED

There must be adequate design and operational measures to prevent and contain
the spread of infection. Clinical hand wash basins will be required in all

assessment & treatment spaces, and a proportion of patient rooms shall have en-
suite sanitary facilities to enable the isolation of patients

VY

Throughout the Emergency Floor there should be appropriate facilities to separate
patients with suspected infection from those who have not. In the Majors area of the
ED there are 2 barrier nursing rooms with en-suite facilities to enable this separation. In
the Resus area there are 2 barrier nursing rooms for the separation of patients who are
too unwell to be treated in Majors. Within the longer stay areas, there is the following
provision of single rooms with en-suites, where patients can be separated:

» EDU: 1 single room with en-suite facilities
» AFU: 4 single rooms with en-suite facilities
» RAU: 8 single rooms with en-suite facilities
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>

ACB: 6 single rooms with en-suite facilities

Shared sanitary facilities are designed to comply with both the consumerism standards
regarding single-sex use as well as with relevant HBNSs.

Clinical and nursing staff require:

>

vvvVvyyvyy vvyy

v

vvyy

Sufficient space to examine and treat patients in privacy
Facilities for isolating patients whose condition demands this
Arrangements which discourage the outbreak of infection and limit its spread

Ease of access to read and update patients’ electronic notes and reports and
privacy to discuss them

Ability to teach without disturbing either staff or patients

Space to talk to relatives in privacy

Easy supervision of and access to patients especially for higher acuity patients
Facilities for locating and summoning other staff quickly in an emergency
Access to shared multi-disciplinary meeting space

Space for resuscitation and monitoring equipment, the former located at or near
the staff bases

Space in WCs, bathrooms and showers to attend to a patient in a wheelchair, and
to manoeuvre a mobile patient hoist

Space in treatment rooms to attend to a patient on a trolley/ bed
Short walking distances between patient areas and the main ancillary rooms

Space for changing into uniform, hanging coats & storing handbags/ personal
property; dedicated sanitary facilities; rest area with beverage preparation
facilities

Visitors to the ED may be distressed and may become violent or abusive. Designers
should consider means by which the design can contribute to a safer environment for
all. This may include consideration of:

>

>

VY

The detailed design of items such as reception counters to reduce the potential
for visitors and patients to harm staff

The effect of ambient lighting systems to lower stress levels in reception and
waiting areas

The provision of secondary exits for staff to retire from abusive or violent
situations to a place of safety

Facilities to summon security to individual staff member location in an emergency

The provision of panic alarm systems and the relationship of other security
measures to the wider Trust security policy
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2.19.1 Future Flexibility

Consideration of increased demand will provide opportunity for a solution that is flexible
in functionality and that can provide capacity for current demand whilst enabling
realisation of the 20 year capacity requirement.

A core component of the design solution will be the standardisation of the design of
rooms within individual streams where possible, so that a wide range of practitioners
can use any room for patient examination and treatment. A standardised design will
also ensure that all staff are familiar with the location of equipment and facilities in any
space.

For example within the ED, the MIaMIEE represents a combined and totally flexible
area for the Urgent Care Centre and Minors. Majors is designed in two sections, half of
which will be closed at quieter times of the day. In the event that there is a lack of
outflow from the ED into the hospital, half of Majors can flex into an assessment area.
The assessment areas are being planned with generic beds (except the Acute Care
Bay) for flexibility.

In addition the structural design is such that it can take an additional floor at a later
stage, in line with the Trust’s Development Control Plan.

2.19.2 Design Quality Indicator Review

DQI considers the following three specific qualities:

» Functionality
» Build Quality
» Impact

It is deemed that if all three of these qualities are equal then there is an opportunity for
design excellence.

An Independent Accredited Facilitator undertook a Stage 2 DQI Evaluation on
Wednesday 2™ July 2014. The report provides details of the findings and makes
recommendations for further improvement if it is required. The report can be found at
Appendix 2S.

2.20 Potential Business Scope & Key Service
Requirements

The Trust is seeking to resolve the shortcomings of its existing ED facility through the
development of a purpose-built facility for the provision of emergency care. The lack of
physical space and capacity in both clinical and non-clinical areas within the ED is
affecting its performance in meeting the 4 hour standard and ambulance turnaround
times, as well as the overall patient experience currently received. It also creates a
significant safety risk when Majors and Resuscitation facilities are over capacity.
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The current ED facility also lacks flexibility to accommodate any further increases in
activity due either to population growth and/ or reconfiguration, which is reflected within
the Trust’s 5 Year Estate Strategy.

The following key service requirements have been identified to meet the current
business needs:

>
>

vVvVvVvyy

Increased capacity to meet current and future emergency service related activity

Enhanced clinical adjacencies to facilitate better access to related core
emergency care facilities and improved process flows

Improved access to diagnostics (Imaging, Pathology & Pharmacy)

Improved environment
Improved retention and recruitment

Alignment with the Trust’s redevelopment strategic plans

The main components of the required scope for the new Emergency Floor are:

vvvyyvyy

v

v

vvvyyVvyy

Blue Light Ambulance Entrance
Adult Ambulance Entrance
Paediatric Ambulance Entrance
Adult Reception/ Main Waiting Area

Paediatric Reception/ Main Waiting
Area

Adult & Paediatric Urgent Care
Centres

Resuscitation (shared Adult &
Paediatrics)

Adult & Paediatric Majors

Adult & Paediatric Minors

Adult & Paediatric Eye Casualty
Adult & Paediatric Emergency ENT

Adult & Paediatric Procedure Rooms
& Plaster Facilities

v

VVVVVVVVVYVYYVYYVYY

Adult EDU

Adult EFU/AFU

Adult RAU

Adult ACB

Paediatric SSAU
Diagnostic Imaging
Pathology Hot Lab
Pharmacy

Simulation facilities
Separate clean/ dirty utilities
Supplies/ storage areas
Disposal holds

Seminar rooms and offices
Staff facilities

As the LRI consolidates its role as a centre for emergency care across LLR, associated
schemes such as an onsite Helipad are being considered, however the provision is
currently met via the use of Nelson Mandela Park opposite the site.
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2.21 Main Risks

Table 2.9 Main Risks and Counter-Measures

Full engagement with all key stakeholders
progressed from SOC stage onwards, with full
involvement anticipated throughout the business
case process. Regular routes for communication and
update are in place via monthly executive forums.

NTDA, CCG’s, OSC’s, Better Care
Together Board and other key
external stakeholders not supportive
of the project.

Full liaison and engagement has been and continues
NTDA approval and/ or funding not to be undertaken, with the NTDA for approval of key
forthcoming. milestones. The Do Minimum option would be
pursued in the event of a lack of capital funding.

While planning approval has been granted, a number
of conditions were imposed by Leicester City
Council. If the project was unable to adhere to these
conditions the Planning Approval would become
invalid, with associated risk to the project.

Planning & Highways — planning
approval conditions

Extended project programme - will

result if an associated programme of Trust Board have agreed to progress with required
CHEL] e[l AWl CIE IR alo 1Mol (oJo] CEXTe Helfle]@ programme of enabling works at risk.

to FBC approval.

Surveys carried out for M&E and statutory
compliance related areas to identify potential issues
in advance.

Delay - due to unforeseen demolition
and construction risks.

Service Disruption — The project
impacts negatively on provision of
emergency care services during
implementation — significantly affecting
patient outcomes and surgical services.

This risk is mitigated by an assessment of the
programme and developing a project plan that limits
disruption. Communication with design and project
management team is essential throughout.

A pro-active risk management regime (detailed in Section 6.8) will be employed
throughout the project. It is essential on any project (in particular one of this size and
complexity) that the risk management process involves all key members of the project
team including:

» Trust Estates

Trust FM

Project Consultant Team
Contractor

Designers

vVvVvyy

The current risk register (at Appendix 2T) has been developed through a workshop
environment involving the above parties. For each identified risk the following are
noted:
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Reference

Category

Risk and associated likely impact

Probability and impact factors and associated overall risk rating
Mitigation measures

Cost and time impacts*

Risk owner and / or manager

Action Date

The register is reviewed regularly focusing on the high impact risks and those with
pending Action Dates. Over time the allocation of the individual risks (Trust or PSCP)
will also be reviewed to ensure risks are placed with the party best placed to deal with
them.

2.22 Constraints & Dependencies

The constraints and dependencies relevant to the project are:

>

Better Care Together Programme: the whole health economy has a strategy for
improving Emergency Processes which this project must align to. This will include
changing models of care to encourage fewer attendances to the Emergency
Department

Budget: the Trust has a limited capital budget, and must seek approval from the
NTDA for any expenditure of over £6m of Treasury capital (i.e. excluding funds
from donations).

Workforce: the Trust has a strategic workforce plan as part of its 5 year
Integrated Business Plan; assumptions for workforce changes, recruitment and
retention within this project must align with the Trust’s overall workforce plan.

Physical: the existing accommodation is heavily occupied, making the splitting of
the project into two phases an essential component of this project and the
potential for disruption to the Trust organisation and infrastructure as a whole

Phasing: difficult, and potentially reducing the ability to comply with national
guidance

Timeliness: the hospital will see continued pressure, both in terms of Urgent
Care and ED attendances. From an operational perspective, the new facility must
be ready as soon as practicably possible

Trust Transformation Programme: Trust wide schemes for redevelopment of
the Trust sites are all interdependent. This is the first scheme in a number of site-
wide reconfiguration schemes.

Capital: The project overall is dependent on the Trust securing the majority of
capital through support from the NTDA

IM&T: The project is dependent on the implementation of the Trust’s Electronic
Patient Record (EPR) project prior to opening.
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3 | The Economic Case

3.1 Introduction

In accordance with the Capital Investment Manual and requirements of HM Treasury’s
Green Book (A Guide to Investment Appraisal in the Public Sector), this section of the
FBC reaffirms the preferred option highlighted in the OBC. It reviews the changes in
capital and revenue costs from the OBC and identifies reasons why the changes have
happened and their impact on the position of the preferred option.

3.2 Estates Annex

An Estates Annex can be found at Appendix 2Q. This covers the design and technical
aspects of the project in detail; including the phasing of the scheme, scope of works,
design, programme and the guaranteed maximum price (GMP).

Summary of Construction Phases

The project comprises a new build Emergency Department and refurbishment of the
existing emergency department to create a new medical assessment unit. Both the ED
and medical assessment unit will have suitable adjacencies to ITU, Theatres and Base
Wards.

The overall project is to be delivered in three phases:

» Service Isolation / Diversion and Demolition: part of the existing Victoria
Building will be demolished to make way for the new build phase 1, including:

+ Moving substation 6 (currently serves A&E and Balmoral Building)
+ Moving substation 2 (currently serving Victoria Building)
+ Asbestos strip to service ducts

+ Isolation and diversion of services to ensure mains services are maintained
to remaining buildings

+ Demolishing the Langham wing of the Victoria Building whilst ensuring
connectivity and interfaces between remaining buildings

+ Demolishing St Luke’s Chapel

+  Demolishing and de-commissioning mechanical plant areas adjacent to St
Luke’s Chapel

+  Demolishing the Link bridge from Jarvis

During the demolition works the existing below ground services duct will be
protected and maintained to ensure continuous operation of the adjacent building
serviced by the site infrastructure running within these ducts.

» Phase 1 New Build ED Construction: construction of a new purpose built ED,
extending over the current location of Car Parks A and B, the Langham Wing of
Victoria Building and St Luke’s Chapel to create a new building for the ED,
including the following departments for both Adults and Paediatrics:

+ Initial Assessment
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Resuscitation
Majors

Minor Iliness and Minor Injuries, Eye Casualty and Emergency ENT
(MlaMIEE)

Diagnostic Imaging

» Phase 2 Assessment Refurbishment: once the ED has moved from its existing
location to the new build, the vacated area will be refurbished /remodelled to
create the medical assessment and geriatric units. This area will include the
following departments:

*

*

*

*

*

GP assessment area, acute medical clinics and ambulatory care centre
(DVT & TIA)

RAU (Rapid Assessment Unit)
ACB (Acute care Bay)

EFU (Emergency Frailty Unit)
AFU (Acute Frailty Unit)

Upon completion these areas will move from their current locations into this
refurbished area.

3.3

Critical Success Factors

The critical success factors identified in the OBC remain appropriate and relevant for
the FBC. These align to the investment objectives and key benefits criteria (Section

2.17).

Table 3.1

C

Critical Success Factors

Explanation

i
e

SF
To what extent does the option provide opportunities to
Qualit deliver "Caring at its Best" by optimising the quality (clinical
y outcomes, safety and experience) of patient services
provided during the transition period and in the future?

Meeting Commissioners’
intentions for healthcare

Does the option satisfy the existing and future anticipated
models of care?

services

The preferred option satisfies the existing and future

Business Needs business needs of the Trust as described in the Strategic

Value for Money (VFM)

Case.

The preferred option provides a holistic fit and synergy with
other key elements of national, local and Trust strategies.

The option provides economies of scale, scope and
efficiencies, whilst maintaining quality and standards of
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Explanation

_ effectiveness in the delivery of care.

How well does the option optimise the potential return on
expenditure — business outcomes and benefits (qualitative
Benefits Optimisation and quantitative, direct and indirect to the Trust) — and
assist in improving overall VFM (economy, efficiency and
effectiveness)?

Does the option satisfy the Trust’s ability to innovate, adapt,
introduce, support and manage the required level of
change, including the management of associated risks and
the need for supporting skills (capacity and capability)?

Potential Affordability

The Trust is confident in its ability to fund the required level
Sustainability of expenditure — namely, the capital and revenue
consequences associated with the proposed investment.

The preferred option provides the Trust with maximum
flexibility to respond to continuously evolving healthcare
provision, for example reducing its carbon footprint and
modifying site capacity.

Achievability

3.4  Determining the Capacity

3.4.1 Urgent Care Centre

The UCC contract is currently held by George Eliot NHS Trust. The impact of this
contract being held outside of UHL has been modelled in the FBC I&E through the
reductions in activity, consistent with CCG assumptions regarding the activity shift that
will occur.

While the design has been based on the total activity figures (ED & UCC), the activity
modelling in respect of a revenue position must exclude the UCC activity as it is not
currently provided by UHL.

When the UCC contract is put to market, UHL will bid to provide this element of the
emergency pathway but this has not been assumed in the FBC. The Trust believes that
there are additional benefits, for example in workforce efficiencies, which could be
realised if UHL was successful in their bid.

3.4.2 Activity

The Trust has undertaken extensive work as part of the Better Care Together (BCT)
programme, projecting ED and Medical Assessment activity for the next 5 year period.
This work has concluded that UHL will see a 7.8% reduction in ED attendances over
the next 5 years. This reduction is not applied uniformly across all areas of the
department as high acuity resus/ majors patients are not likely to be diverted from the
acute hospital setting into community services. However lower acuity patients such as
those with minor injuries or minor ilinesses could be diverted and therefore this is
where the reduction in overall activity will be achieved.
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At the time of writing the Developed OBC (August 2014), the Trust’s Long Term
Financial Model (LTFM) was not aligned to the BCT planning assumptions, as the
LTFM had been submitted to the NTDA prior to the release of the BCT information.
Therefore the two activity projections were not aligned, and the NTDA agreed that the
Developed OBC would reflect two activity scenarios. However, it was agreed with the
NTDA and CCGs that work would be carried out in advance of the FBC to develop one
model which aligned to the BCT programme.

The Trust’s ED attendances have continued to increase during 2014/15 and
consequently neither model proposed in the Developed OBC reflects a realistic way
forward. Following discussions with the CCGs, a pragmatic approach has been agreed
which uses the forecast outturn activity for 2014/15 as the baseline; and then applies
the BCT assumptions over the subsequent 5 years using 2015/16 as year 1. Years 6-
20 will follow demographic growth in line with the Office of National Statistics (ONS);
1% for ED and Clinic activity, 1.5% for medical assessment activity. This is the single
model reflected in this FBC.

The agreed activity model (percentage and actual numbers) for the FBC is shown in
the Tables 3.2 and 3.3 below. As above, this excludes UCC activity.

Table 3.2  FBC Scenario - Activity Percentages

Baseline | Jeartl Year 2 Year 3 Year 4 Year 5
2015/16 | 2016/17 | 2017/18 | 2018/19 | 2019/20

-8.30% 1.60% 1.00% 0.00% 0.30%
H FOT 0, o) o) 0, 0,
Medical Assessment 2014/15 3.49% 0.41% 1.21% 0.14% 0.24%

Clinic Activity 0.00% 1.00% 1.00% 1.00% 1.00%

Table 3.3 FBC Scenario - Activity Figures

Ba:gl_:_“e Year 1 Year 2 Year 3 Year 4 Year 5
2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

145,837 133,733 135,873 135,601 135,601 136,008

Medical Assessment 35,984 34,729 34,585 34,166 34,120 34,203
TOTAL 181,822 168,462 170,458 169,767 169,721 170,210

3.4.3 Capacity Assessment

The development of the brief for the new Emergency Floor has responded to changing
baseline assumptions, a recognition of the operational constraints associated with
emergency care, and the physical limitations imposed by a tight, inner-city site being
redeveloped partially on a refurbishment basis.

Original Capacity Assumptions

The original briefing exercise underpinning the functional content of the new facilities
and its design reflected a number of assumptions:

» 10-year planning horizon
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» activity projections based on an analysis of demographic growth and historic trend
growth

» use of 95" percentile hourly arrivals for ED streams, at 100% occupancy

a one-off left shift of activity from the acute site to other settings, impacting on the
uccC

v

To inform that exercise, an analysis was undertaken of recent emergency activity
growth and the following key points were noted:

» in ED, recent trend growth had been on average 5% per annum, whilst
demographic growth projected by the ONS for the ED population was approx. 1%
(age-adjusted)

» For non-elective emergency admissions these figures were 3.5% and 1.5%
respectively

To chart a mid-point between historic trend growth and ONS projected demographic
growth, the following annual growth rates were used for the 10-year planning horizon:

» ED: average 3% per annum
» NEL/ medical assessment: average 2.5% per annum

The above parameters formed what was termed the Medium Scenario in the original
OBC, and informed the capacity calculations used to scope the functional content of
the scheme. Low and High Scenarios were also developed to reflect ONS-only and
historic trend growth rates (i.e. 1% & 5% for ED activity, 1.5% and 3.5% for medical
assessment activity).

The scheme was subsequently briefed and designed to reflect the functional content
generated from the Medium Scenario assumptions, involving widespread consultation
with clinical, managerial and support staff within and beyond the Trust, as well as
patient representatives.

OBC Scenarios
Following the original brief, the Better Care Together programme released information
about a health economy wide activity scenario for emergency care. This led to the OBC
including two scenarios, as the Trust’s LFTM did not align to the BCT assumptions at
the time of writing. During the NTDA review of the OBC, it was agreed with the Trust
that the Full Business Case would contain one activity scenario.
Scenario 1 New BCT Baseline - activity assumptions were:

» Use of 20-year planning horizon instead of 10-years

» Use of Better Care Together growth profile for years 1-5 of the projections

» Use of Office of National Statistics (ONS) population growth (1% as before) for
years 6-20 of the model

» Use of 85" percentile hourly arrivals for ED streams, at 85% occupancy, as per
ECIST model
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The New BCT Baseline assumptions impose a reduction in activity in the early years of
the model due to the Better Care Together programme, and then a shallower, but
longer, period of growth (i.e. to year 20, not to year 10). As a result of these two
factors, the functional content determined by the new BCT demand & capacity model is
marginally smaller than that scoped on the basis of the Medium Scenario parameters in
the original business case.

Scenario 2 New LTFM Baseline - activity assumptions were:
» Use of 20-year planning horizon instead of 10-years
» Use of LTFM nil growth profile for years 1-6 of the projections

» Use of Office of National Statistics (ONS) population growth (1% as before) for
years 7-20 of the model

» Use of 85" percentile hourly arrivals for ED streams, at 85% occupancy, as per
ECIST model

The new LTFM Baseline assumptions imposed nil growth in activity in the early years
of the model due to the QIPP, and then a shallower, but longer, period of growth (i.e. to
year 20, not to year 10). As a result of these two factors, the functional content
determined by the LTFM demand & capacity model was still marginally smaller than
that scoped on the basis of the Medium Scenario parameters in the original business
case.

FBC Scenario
As advised by the NTDA, the FBC now uses:

» 20-year planning horizon instead of 10-years

» 85" percentile hourly arrivals for ED streams, at 85% occupancy, as per ECIST
model

In addition the FBC also reflects:

» Use of FOT 2014/15 as the activity baseline, year 0
» Use of Better Care Together growth profile for years 1-5 of the projections

» Use of Office of National Statistics (ONS) population growth for years 6-20 of the
model

The FBC Scenario assumptions impose a reduction in activity in the early years of the
model due to the Better Care Together programme, and then a shallower, but longer,
period of growth (i.e. to year 20, not to year 10). As a result of these two factors, the
functional content determined by the FBC BCT demand & capacity model is smaller
than that scoped on the basis of the Medium Scenario parameters in the original
business case.

Impact of Revised Scenario

» The original functional content of the proposed scheme, based on a 10-year
planning horizon, remains sufficient to meet the activity projected at year 20 under
the new activity modelling.
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» The original functional content has sufficient capacity to meet around 2% annual
growth from years 6-20, should historic trends continue to be realised above the
demographic growth of 1%.

This confirms that the originally proposed content and the design developed by the
project team remain robust in the light of the FBC scenario assumptions. The slight
capacity surplus in the proposed scheme is distributed across the project and its
removal from the project would not warrant the cost, time and risk penalties associated
with a full-scale redesign. This also provides future flexibility for the Emergency Floor.

However, it is recognised that in the early years of occupation of the new facilities there
will be surplus accommodation as the BCT programme assumes a significant reduction
of emergency activity at LRI in years 1-5. The scheme has been designed to be as
flexible as possible through the employment, wherever practical, of generic clinical
spaces. This would enable a range of services to backfill surplus accommodation in
order to ensure that maximum utilisation is made of the new estate. Options include:

» Inclusion of the Surgical Assessment Unit in the Emergency Floor

Conversely, if future growth surpasses that modelled in the FBC BCT scenario (the
impact of which might not manifest itself for 10-15 years), there are a number of
initiatives that can be implemented in mitigation over time:

» Further work to understand and resolve downstream operational issues in the
acute bed stock to help improve flow out of the emergency facilities generally

» The provision of additional critical care capacity (e.g. HDU, ITU) would similarly
ease pressure on the Acute Care Bay and Resus

» The development control plan for the LRI site can include the further colonisation
of adjacent space on the new emergency floor as alternative models of delivery
are implemented for other clinical services

» The relocation of lower acuity workload (UCC and minors) to alternative location
would liberate capacity within the proposed unit for higher acuity workload

The sensitivity testing of the demand and capacity modelling assumptions, and the
strategies for coping with long-term upside and downside activity scenarios, have
therefore confirmed the robustness of the original planning assumptions for the project.
This provides assurance that the proposed investment offers the flexibility to deal with
both changing levels and patterns of workload.

3.5 Options Appraisal

An options appraisal process was undertaken, as described in the OBC, which reduced
a long list of 13 options to a short list of 4 options, and then identified a preferred
option.

The short listed options were:

» Option 0: Do Minimum - Ensure critical backlog maintenance is undertaken and
review clinical processes & procedures
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» Option 1A: Existing 1st floor refurbishment with some assessment provision
elsewhere, (inc courtyard infill & extension)

» Option 2C: Demolition of Jarvis building & new build ED & refurbish assessment
on single floor

» Option 3A: Demolition of Victoria building and part new build/part refurbish
assessment on single floor

A qualitative benefits appraisal took place in October 2013, which included a weighting
and scoring exercise based on the project objectives. One or more benefit criteria
contribute towards each project objective; these criteria were scored (0-10).

The weighted scores and ranking for each option were as followed:

Option 0 2.26728 4
Option 1A 6.73794 2
Option 2C 6.28680 3

Option 3A 7.53636 1 — Preferred Option

This option demonstrated through the non-financial appraisal process that
the Trust is able to realise benefits and achieve strategic objectives and critical success
factors of providing an appropriate solution to meeting current and future capacity
demands for emergency care.

» This option lends itself to a detailed design process that provides essential
departmental adjacencies

» Majors and Resuscitation areas can be located close to the front door and
ambulances will have an ambulance only access to the department

» Adjacencies to the minor injuries and minor illness unit are enhanced and
assessment services will maintain essential adjacencies within the department

» Paediatric emergency services demonstrated good adjacencies and separate
paediatric entrance point is provided

» Ambulance access is provided on the same level as department entry which is
essential for blue light access. The provision of an ambulance only access to the
hospital department is seen as a better outcome to that which the other options
can provide

» The single floor concept can be achieved with provision of diagnostics and
assessment within the department and opportunities for flexibility and future
proofing the design

In comparison to the other shortlisted options, the enabling moves associated with
option 3A are deemed the least disruptive to the wider organisation with regards clinical
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and non clinical operations, and are more aligned with the overarching vision for the
site. Required relocations have been identified as follows:

» Urgent Care Centre

Out Patient Clinics

Fielding Johnson Ward

Medical Physics & IM&T

Multi Disciplinary Team Office

Clinical Genetics OP Clinics and Clinical Skills Reception
Chapel

vvvyyVvyyVvyy

This option provides an effective solution to the Trust’s needs and in particular will be
significantly more effective than the other options at providing flexibility, meeting
capacity demands, enhancing the patient experience and emergency care pathway
efficiencies. It also offers a solution with the least impact on the Trust’s clinical and non
clinical operations, DCP and strategic plans.

3.6 Economic Appraisal
3.6.1 Introduction

This section provides a description of the changes between OBC and FBC from a
revenue and capital perspective. It discusses the impact of these changes on the
validity of the OBC preferred option.

3.6.2 OBC options appraisal

The short listed options were:

» Option 0: Do Minimum - Ensure critical backlog maintenance is undertaken and
review clinical processes & procedures

» Option 1A: Existing 1st floor refurbishment with some assessment provision
elsewhere, (inc courtyard infill & extension)

» Option 2C: Demolition of Jarvis building & new build ED & refurbish assessment
on single floor

» Option 3A: Demolition of Victoria building and part new build/part refurbish
assessment on single floor

The OBC options appraisal can be summarised in the following table:

Table 3.4  Summary of Economic and Value for Money Appraisal

Criteria

Raw scores

o | o] e | 3

51.18 131.74 129.64 148.71

Weighted Scores 2.27 6.74 6.27 7.54
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Criteria

Rank (non-financial)

Net present cost (NPC) (£k)

NPC per point score (£k)

Rank (VFM)

Rank

University Hospitals of Leicester NHS Trust

1,264,890 1,222,633
557,220 181,400
4 2
4 2

1,220,895

1,223,981

194,720 162,332

1

The appraisal indicated a difference of 11.7% between the preferred option 3A and the

next best option of Option 2A.

3.6.3 Estimating Costs

The FBC costs have been determined by Capita and the Trust’s Cost Advisors, and are
in accordance with NHS standards. The total capital costs for the preferred option at
OBC stage and FBC stage are summarised below.

Table 3.5 Capital Costs at OBC & FBC

Capital Costs

OBC Stage
(£)

FBC Stage
(£)

Construction
Fees
Non Works Costs
Equipment
Planning Contingency
Total for approval purposes
Optimism Bias
Inflation
Total
VAT Recovery

Grand Total

30,233,828
6,781,406
0
1,692,000
2,894,644
41,601,878
0
389,840
41,991,719
-649,792

41,341,927
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76,021

2,403,206

2,495,893
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0

924,489
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The main assumptions in the above figures are

» The costs at FBC are based on the contract price (GMP) plus non GMP items as
set out in the FB cost forms in Appendix 3A, 3B, and 3C

» VAT has been included at 20% where it is generally applicable although the
intention is to continue to work with VAT advisers to identify elements of the costs
for which recovery can be made.

3.6.4 Compliance with Capital Cost Thresholds

If the capital cost exceeded 5% of the costs stated and approved in the OBC (£41.6M)
there would be an automatic lapse of approval of the OBC. As can be seen in the table
above, the total for approval purposes has increased for £41.6M to £43M. This is an
increase of £1.4M which is 3.5% when compared to the £41.6M approved at OBC
stage and within the tolerances allowed.

3.6.5 Changes since the OBC

There have been no major design changes since the OBC.

The key changes to the construction costs have been as a result of market testing in
which many of the works packages are priced higher than forecast. As a result of this
the Trust undertook a value engineering exercise

In addition there has been an increase in equipment costs of cE700k as a more
detailed review of equipment needs was undertaken. In line with normal practice at
OBC stage the equipment cost were based on a % of the works costs and abated for
transferred items. The assumption at OBC stage was a 40% transfer. However the
detailed equipment work has indicated a transfer of c15% of equipment. The more
detailed design undertaken for FBC stage has also identified additional cost in respect
of group 4 items (small trust supplied items) and IT requirements.

Additional costs have also been included for works to existing highways since as part
of the planning approval the Trust has been required to carry out section 278

Since the Developed OBC the Trust has also identified £1.3M worth of fees included at
the Developed OBC stage that were not part of this project, but part of a previous
iteration of developing an OBC that didn’t progress. The Trust has now funded this
from its own internal resources. As the costs do not relate to the current scheme and
the Trust is not seeking funding this cost has therefore been removed.

Non works costs of cE76K have been identified as the Trust needs to relocate a bed
store in order to provide space for a new substation. The bed store in turn is moving
into the site of the Knighton St museum which in turn is relocating to the Glenfield site.

Routes to Affordability Exercise

A review of the design vs outturn cost identified an increase in capital cost. To mitigate
this, a ‘Routes to Affordability’ exercise was undertaken to provide a leaner solution for
the scheme that still delivered the clinical functionality of the original intended design.
The delivery team including UHL, RLB, ICL and technical advisors reviewed the overall
project design including Phase 1 and Phase 2 and produced a summary of
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opportunities to deliver savings. These were then rated in agreement with the Trust in
preference based on perceived impact to the scheme and saving level.

During the Routes to Affordability exercise, budget values were then agreed for each
item whilst high level design impact assessments were carried out. Instruction was
received from the Trust to incorporate only the viable items. Where savings have been
realised these have been incorporated into the GMP value.

The Phase Two refurbishment works for assessment were designed and market tested
on the basis of a full strip out to shell and new finishes and services throughout. The
total cost plan allowance excluding VAT amounts to an allowance of £1,970/m?. This
was not an efficient approach to the design solution and did not represent value for
money.

With the confidence of benchmarking, the team have been tasked with re-designing the
area to use existing structure and services where possible, in line with the budget
which has been allowed at £1425/m?. For example, the Emergency Decisions Unit can
stay in its existing location which delivers a leaner capital scheme, while still providing
the required clinical functionality.

This review will be based on a set of updated operational policies which reflect the new
GP assessment processes, and the need for the Emergency Frailty Unit and the Acute
Frailty Unit to be in the same space to allow workforce efficiencies.

Therefore, capital costs include a provisional sum for the Phase Two works which will
drive the design solution to an achievable budget for the type of refurbishment works
required (£1425/m?).

More detail can be found in the Estates Annex at Appendix 2Q.

3.6.6 Guaranteed Maximum Price

The agreed Guaranteed Maximum Price (GMP), which includes inflation and VAT, of
Interserve Construction Limited, the Principal Supply Chain Partner (PSCP), for the
design and construction of the Emergency Floor at Leicester Royal Infirmary includes
all of the costs to date, in addition to all anticipated costs in completing the design and
construction of the facility.

The GMP offer made by Interserve in 2014 is based on a construction start date of July
2015. Interserve have confirmed work must start within the following 3 months to
ensure the GMP remains the same. However the impact of not achieving this date will
result in a delay, creating additional costs. The GMP offer can be found at Appendix
3D.

The OBC included inflation which was based on industry standards. This FBC includes
market tested costs which reflect a fixed price for construction. Risk of inflation sits with
Interserve Construction Ltd., our construction partner.

The total project capital cost is £43.3m and this is broken down into a number of

elements (including the GMP) as set out in the table above and in the FB forms which
can be found at Appendix 3A, 3B and 3C.
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3.6.7 Risks

Planning Contingency Comparison

Table 3.6 below shows that the value of risk included in costs has decreased as
certainty of the project has developed and detailed designs have been developed.

Table 3.6  Risk Summary

) OBC Stage FBC Stage
Risk Costs
(£) (£)
Planning Contingency (Trust) 1,518,484 1,242,600
PSCP risk 1,376,160 1,253,293

The risk register (Appendix 2T) has been reviewed and covers all known issues
including costs. The value includes current knowledge regarding planning conditions
and it is important to note that a separate allowance has not been made for optimism
bias.

Key risks that have been identified are primarily due to the fact that the works take
place on a live hospital site and the fact that the scheme is a mixture of existing and
new buildings. Examples of the risks include:

» Accidental damage to existing buildings during demolitions
Accidental damage to existing buildings during construction
Discovery of contamination or high water table
Architectural/design issues in existing buildings

Unplanned Trust stoppages to works

vvVvyy

3.6.8 Revenue Costs

The revenue changes in the OBC have been reviewed and worked up in more detalil.
The following table reflects the position at OBC:

Table 3.7 OBC Revenue Costs

2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

Income change (1,600) (1,331) (1,386) (1,349) (1,246)

Expenditure

Agency 0 0 738 738 738
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Workforce efficiencies 0 0 828 828 828
Other efficiencies 0 0 900 1,600 1,600
e o @ @ o
Facilities 0 0 (165) (165) (165)
Depreciation 0 85 (559) (774) (774)
Rate of return 0 45 (957) (945) (921)
Transitional funds 1,600 1,250 650 100 0
Total change in expenditure 1,600 1,340 1,403 1,344 1,253
Total Net Change 0 9 17 (5) 7

This showed a circa breakeven position when income and capital charges are
accounted for. The net savings on expenditure (not including capital charges) were
£2.9 million in 2018/19. This was counterbalanced by a loss of income of £1.2 million
and net additional capital charges of £1.7 million.

The revised position as per the FBC is as follows:

Table 3.8 FBC Revenue Costs

2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

£'000
Income change 1,386 239 263 (80) (227)
Expenditure
Agency 0 840 1,844 2,347 2,347
Workforce efficiencies 0 356 626 1,373 1,373
Additional clinical costs from new
development 0 0 (183) (734) (734)
Add_monal maintenance costs of 0 0 (58) 271) (383)
equipment
Pay and non pay increases from 0 320 332 378 379
changes in activity
Depreciation 177 177 (25) (637) (637)
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Rate of return 45 (334) (686) (720) (698)
Total change in expenditure 222 1,360 1,851 1,736 1,646
Total Net Change 1,608 1,599 2,114 1,656 1,520

The net position is significantly better as a result of revised assumptions on income
loss. In the Developed OBC the Trust had assumed a reduction in ED income of 7.8%
equating to an activity loss of 7.8%. The Trust has reviewed this and whist still
assuming a 7.8% activity loss, has assumed that the reduction in income will be 3.7%
as the CCG’s efforts will focus on the more inappropriate use of the ED, reflecting
lower acuity patients.

Savings on expenditure (excluding capital charges) are £3 million in the FBC,
representing an increase in savings of £34k. The main reasons for the change in
savings result of a detailed review of the EF cost base and related costs. A detailed
workforce planning exercise has been undertaken to identify all clinical savings relating
directly to ED. As part of this exercise additional costs have been identified in clinical
support services to support the new model of care. These have been offset to a large
extent by the additional savings within the Emergency Floor itself, and a revised view
on the implications on FM of the Emergency Floor.

The Revenue cost position therefore has only marginally changed and is within the
parameters set by the Capital Investment Manual and the TDA guidance/ checklist.
3.6.9 Summary of Position compared to OBC

The changes between OBC and FBC are as follows:
[ [ [ e

: Driven by additional equipment market
ERT RS testing and s278 works re highways

el Revetue Driven by changes in activity, additional
Costs £44 580 £44 583 costs of equipment maintenance partially

' ' balanced by reductions in capital
(2Ol charges in FM costs

3.7  The Preferred Option — Option 3A Victoria

The FBC continues to show:

» Significantly improved patient environment and facilities
» Significant reduction in risk
» Enhanced operational efficiencies
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» Majors and Resuscitation areas can be located close to the front door and the
ambulances will have ambulance only access to the department

» Adjacencies to the minor injuries and minor illness unit are enhanced and
assessment services will maintain essential adjacencies within the department

» Paediatric emergency services demonstrated good adjacencies and separate
paediatric entrance point is provided

» Ambulance access is provided on the same level as department entry which is
essential for blue light access. The provision of an ambulance only access to the
hospital department is seen as a better outcome to that which the other options
can provide

» The single floor concept can be achieved with provision of diagnostics and
assessment within the department and opportunities for flexibility and future
proofing the design

Consequently and for the reasons set out in the sections above this remains the
preferred option.

Option 3A provides an effective solution to the Trust’s needs and in particular will be
significantly more effective than the other options at providing flexibility, meeting
capacity demands, enhancing the patient experience and emergency care pathway
efficiencies. It also offers a solution with the least impact on the Trust’s clinical and non
clinical operations, DCP and strategic plans.

Please see Appendices 3E to 3Y for 1:200 and 1:50 scale plans, palette of construction
materials, roof plan and external visualisations for the preferred option.

3.7.1 Evolution of the Schedule of Accommodation

A series of schedules has evolved in parallel with the design development of the
preferred option and a copy of the current version 18 is attached in full as Appendix 3Z.

The first column references national guidance and provides a measured space in m?
against HBNs where available. The next column denotes that briefed by the clinical
planner and is an assessment of the functional area required to deliver the service
against the agreed clinical model and supporting activity and capacity model. To this
area allowances are added for planning provision, engineering and general circulation,
and are referred to as brief uplift. This is then totalled to give the overall departmental
area. The final columns denote that scheduled and drawn by the architect post further
liaison with the clinical teams, culminating in a final measured area that allows for wall/
partition thicknesses and is that used for costing purposes.

Where the design has been constrained and HBNs and other national guidance has
not been adhered to, the schedule details a brief explanation with regards the
derogation and associated reasons, which in all cases has been supported by the
relevant Trust clinical and managerial leads. Functionality of the spaces has been
tested through a series of mock-ups, simulation tests and benchmarking against other
facilities.

As a result of NTDA (Project Assurance Unit) concern at OBC stage regarding the
derogated rooms, the Trust has appointed an independent ergonomics assessor to
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review the functionality of specific rooms. The outcome of this is that there are 2
specific room types that need to be reviewed to ensure complete clinical functionality.
These are the initial streaming rooms, and the assisted toilet / shower rooms. The
design will be reviewed in January; the impact is not deemed to be material.
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4 | The Commercial Case

4.1 Introduction

This section of the FBC outlines the proposed procurement strategy in relation to the
preferred option outlined in the Economic Case.

4.2 Procurement Strategy

The scheme will be procured through UHL'’s framework partnership with Interserve FM
and assigned to Interserve Construction Limited.

Under the bespoke framework, Interserve Construction Ltd is appointed as principal
contractor for the delivery of projects; commercial arrangements and contracts are pre-
agreed to cover commissioning of the business case through to final delivery of the
asset using an NEC3 Option C Form of Contract (Target Contract with Activity
Schedule). Cost savings are split between the Trust and the Client based on previously
agreed percentages which will engender a spirit of partnering and collaboration within
the Project Team. The risk of cost overrun is transferred to Interserve once the GMP
has been agreed and construction stage commenced.

Project risk is dealt with openly from the outset of the project and the client; Interserve
and the Design Team are encouraged to take an active role in identifying, mitigating
and apportioning risk to the party best suited to deal with it. This should be a proactive
process throughout the delivery of the project.

Key external advisors and construction services are as follows:

Table 4.1  Key External Advisors & Construction Services

N

Pre-construction

Business case preparation Capita

Mechanical and electrical consultants Capita

Architects Capita

Structural engineers Capita

Cost consultants Capita

CDM Capita

Project management & cost advisors RLB

GMP development Interserve Construction Ltd

Construction
CDM Capita

Project management & cost advice RLB
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Building contractor Interserve Construction Ltd

MEP Detailed Design & Installation Interserve Engineering Services

Under the framework, Interserve has:

» Taken single point responsibility to manage the design and construction process
from completion of OBC through to project completion

» Assembled a dedicated team from its supply chain of experienced health
planners, designers and specialists, to successfully deliver facilities that will
benefit patients and staff alike

» Provided benefits of experience of long term partnering arrangements that will
continue throughout the life of the project

» Committed to identifying construction solutions that will assist in the
implementation of improved service delivery, best practice and delivering best
value

Interserve and UHL have worked together through the full business case (FBC) stage
to develop and agree a guaranteed maximum price for delivery of the scheme. This
reflects:

» Fees for professional advice such as design and cost management
» Market tested packages for construction works on an open book basis

The GMP has been assessed for overall value for money by cost consultants acting for
UHL (Rider Levett Bucknall - RLB). This will take into account elements such as:

» Prevailing rates for similar works nationally and locally

» Published cost indices

» Knowledge of the cost of work in the hospital from other recent schemes

» Prime contractor and client retained risks as identified in the joint risk register

It was agreed that the development of the GMP would be run in parallel with the
development of the Works Information and this would be undertaken in a fully open
book / collaborative environment, such that a minimum of three quotations would be
obtained for all Works Packages making up at least 80% of the GMP.

Package responses were assessed by Interserve Construction Ltd in conjunction with
the Trust’s advisors RLB to ensure the ‘Best Value’ tender was included in the GMP.
The assessment was not only be based on price but also programme, design/ technical
proposals and likely risk. Interserve and RLB agreed a formal assessment proposal for
each package. Tenders were benchmarked appropriately.

Should the scheme not proceed, the Trust will own the design at point of termination

but will be liable for Interserve costs up to that point, in line with contractual
commitments made during commissioning of the project.
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4.3 Key Factors Affecting Outcomes
4.3.1 Planning Permission

The preferred option requires planning consent, which was obtained on 24™ September
2014 subject to Planning Conditions. Appendix 4A shows the Planning Approval and
Planning Conditions; Appendix 4B shows the Planning Conditions Tracker.

Planning Preparation Process

Initial enquiries about the implications of extant planning policies were made by
telephone to Leicester City Council (LCC) Planning and Conservation officers during
the options appraisal period. Once the preferred option was agreed, a formal meeting
was held on 19th December 2013 to discuss potential issues and to agree upon an
approach for on-going dialogue.

It was agreed that a two-weekly cycle of progress meetings should be held up to the
submission of the application. It was anticipated that the process of dialogue would be
iterative and that the broad structure of discussion at each meeting would focus upon:

» Matters arising in the previous three weeks and actions taken thus far to resolve
them

» LCC feedback on any draft reports and/ or other relevant material provided to
them at an earlier meeting and/ or sent to them in between meetings

» ldentification of issues requiring further action
» Progress in terms of resolving identified problems
» General progress towards submission of an application

A key aim of this programme of meetings was to ensure, as far as reasonably possible,
that obstacles and problems were identified and resolved before the application was
submitted and that there were no unknown factors at the point of submission. A
Planning Programme, forming part of the overall Project Programme, was prepared in
response to this objective. The Programme incorporates the agreed schedule of
meetings with LCC officers (and other stakeholders) and, for each meeting, defines the
intended deliverables in terms of design development details and projected dates for
completion of technical reports, to enable LCC to review and provide feedback in
advance of the denoted application submission date of 2nd June 2014.

This structure worked well, and at LCCs request, it was agreed that meetings continue
after the application was submitted for determination to ensure:

» That issues arising as a consequence of formal consultation can be fully aired
and considered

» That any request for additional information is explained and understood so that a
response can be provided promptly

» That everything practical is undertaken to enable the planning application to be
determined within the 13 week target period

The 13 week target date for determination of the application started once the
application had been formally registered as valid. LCC Planning had alerted the Trust

Page 119 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

and project team in advance that there was a possibility of issues arising that would
result in the 13 week target date for determination not being met. LCC also explained
the importance of ensuring that the application was put before the Planning Committee
in order to maximise the likelihood of a positive outcome, even if this meant that the 13
week target was not met.

Key Planning Issues

Planning consent for this project depended upon the strength of case that was
presented to address key planning policies that are directly relevant to these proposals.
Conservation issues are especially pertinent in view of the fact that the proposal:

» Requires the demolition of a Victorian Chapel (St Luke’s) which is locally listed

» Will affect the setting of the Victoria 1771 building which is a Grade Il statutorily
listed building to be retained

It was acknowledged early on that the heritage lobby could raise issues that would
affect the timescale for the submission and determination of the application. As a
result, the significance of the heritage issues was a key driver in terms of the focus of
discussion with LCC Planning and Conservation officers, and a programme of
engagement with heritage organisations was undertaken over a number of months.
Prior to the submission of the Planning Application, English Heritage confirmed receipt
of an application to list the chapel, which was turned down.

Prompted by concerns in the press, the Chair of LCC’s Planning Committee invited the
Trust to give a presentation on the reasons underpinning the development proposals
and why alternative options (which would not impact upon heritage assets) have been
dismissed. The presentation took place on 29th January 2014 and gave Members an
opportunity to ask factual questions, albeit they were cautioned by the Head of
Planning that they should not express an opinion at this stage.

Letters were sent to representatives of the Leicester branch of the Civic Trust, the
Leicester Victorian Society, the County and Rutland ‘At Risk’ War Memorials Project
and the Leicestershire Archaeological and Historical Society to inform them personally
about the plans the Trust is developing for the new Emergency Department and the
clinical reasons underlying the proposed development. The letters made it clear that
the Trust would be happy to arrange separate meetings with each organisation to
discuss further the issues and the proposed solution.

A further presentation was given to members of the Conservation Advisory Panel
(CAP) at a meeting on 12th February 2012. The meeting was arranged by LCC who
provide secretariat support for CAP. A site visit for members preceded the meeting
and was well attended, enabling individuals to gain a visual understanding of the
proposals and their impact. Engagement with the heritage organisations continued up
to the point of the planning application submission, as necessary.

A second presentation to the CAP, held on Wednesday 18th June, resulted in a
positive outcome where the panel agreed the project was a key requirement for the city
and that the current design complemented 18th century architecture and the buildings
that will be adjacent to the development.
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The Heritage Consultant advising the Trust and project team liaised closely with LCC’s
Conservation Officer to establish the scope and structure of information to be
incorporated into a Heritage Strategy which LCC required as part of the documentation
to be submitted in support of the application. The strategy sets out the approach to the
management and maintenance of the heritage assets affected by the development
proposals, including both St Luke’s chapel and the listed building. It also addresses the
factors that have informed the development of proposals for the new A&E and the
criteria that has underpinned the option appraisal process.

LCC emphasised the need to demonstrate the Trust’s commitment to the retention,
care and reinstatement of the artefacts from St Luke’s chapel and the interim and
longer term intention to make provision for a Christian chapel and spiritual care centre.
The strategy also explains how the design of the new building has taken into account
the setting and character of the listed building, both in terms of the design of the new
building and the manner in which the current green space will be treated and managed.

Discussions with the City Archaeologist were also carried out to assist in defining the
nature of pre-construction evaluation and investigative work which may be necessary.

Highways & Parking

Issues with regard to traffic movements, including agreement on arrangements for ‘blue
light’ access into and out-with the site, have been the subject of very constructive
meetings with officers at LCC Highways.

Car parking matters, including temporary solutions, have also been discussed in detail.
The 256 staff parking spaces lost from the LRI site have been offset by provision at a
nearby multi storey car park to allow for the proposed development.

It has been agreed with the LCC Highways department for the project to submit both
section 184 and 278 applications to cover the use of the proposed point of access/
egress during and post construction.

Planning Approval

The requirement to achieve Full Planning Approval ahead of FBC submission has been
achieved. In addition, the Trust were made aware that English Heritage had confirmed
it is not their intention to list the chapel or any other parts of the proposed areas for
demolition.

4.3.2 Building Research Establishment Environmental
Assessment Method (BREEAM)

BREEAM is the leading and most widely used environmental assessment method for
buildings and communities. It sets the standard for best practice in sustainable design
and has become the de facto measure used to describe a building's environmental
performance. BREEAM provides clients, developers, designers and others with the
following:

» Market recognition for low environmental impact buildings
» Assurance that best environmental practice is incorporated into a building
» Inspiration to find innovative solutions that minimise the environmental impact
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» A benchmark that is higher than regulation
» Atool to help reduce running costs, improve working and living environments

» A standard that demonstrates progress towards corporate and organisational
environmental objectives

BREEAM addresses wide ranging environmental and sustainability issues and enables
developers and designers to prove the environmental credentials of their buildings to
planners and clients. It:

» Uses a straightforward scoring system that is transparent, easy to understand and
supported by evidence-based research

» Has a positive influence on the design, construction and management of buildings

» Sets and maintains a robust technical standard with rigorous quality assurance
and certification

The project team have worked alongside an accredited BREEAM assessor throughout
the design process to ensure requirements are considered in a timely manner. The
project has been awarded an Interim Certificate — Design Stage by the BRE showing a
score of 56.2%, reflecting a Very Good rating. See Appendix 4C for the Interim
Certificate.

4.4 Potential for Risk Transfer

The LLR Framework has a single comprehensive risk management process, which the
Trust will be using (see Section 6.8 for details). The Emergency Floor Project Senior
Responsible Officer (SRO) and Interserve act as joint owners of the joint project Risk
Register for this scheme, responsibility for risks identified in it are then to be allocated
and identified on the associated risk register. The risk of cost overrun is transferred to
Interserve once the GMP has been agreed and construction stage commenced.

4.5 Proposed Charging Mechanisms

The Trust intends to make payments in relation to works required in accordance with
the LLR Framework Agreement. The NEC Option C Form of Contract will be the
agreed form of Building Contract for Interserve works. The Building Contract stipulates
the payment mechanism, timescales, method of payment calculation etc.

Charging mechanisms approach applied relates to Interserve Construction Ltd being
paid the Defined Cost of the works plus their fee up to the GMP. Under the current
contract there is a mechanism for a Gain Share whereby if the final costs are below the
GMP then there is the potential for both the Trust and Interserve Construction Ltd to
share the savings, generally on a 50/50 basis if the final cost is up to 5% less than the
GMP; if the final cost is more than 5% lower than the GMP then the client retains 100%
of the savings below the 95% level (if the final cost exceeds the GMP then there is no
additional cost to the Client, unless instructed otherwise). This in turn incentivises
efficient working and elimination of unnecessary cost.
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4.6 Proposed Contract Lengths

Contract lengths will be set in relation to the Trust requirements and the advice of
Interserve Construction Ltd.

4.7 Proposed Key Contractual Clauses

Key contractual clauses in relation to works associated with this scheme will be in
accordance with LLR Framework contract terms; namely the NEC Option C contract
which contains core clauses and Secondary Z clauses specific to the Framework route
and bespoke requirements of the Client.

4.8 Personnel Implications (including TUPE)

TUPE Regulations will not apply to this investment as no undertakings will transfer
between employing entities.

4.9 Procurement Strategy & Implementation
Timescales

Section 6 of this business case outlines the implementation programme.

The Project Programme is intended to deliver the project by summer 2017, though this
timeline is predicated on the early works being commenced in parallel with
development of the Full Business Case.

The Trust Board and NTDA should have assurance with this approach as the majority
of enabling and associated demolition works sit comfortably with the future
Development Control Plan for the LRI site.

4.10 Equipment Strategy

The Trust intends to implement an equipment strategy that incorporates the following:

» Ownership of the majority of equipment

» Some equipment leased e.g. beds and trolleys leased under the bed
management contract

» Larger imaging equipment within the ED will be included within the Trust’s
Managed Equipment Service (MES) contract e.g. diagnostics/ imaging

The equipping manager has followed a robust methodology in order to ascertain what
equipment can be transferred from the existing Emergency Floor departments, and
what needs to be purchased either via capital or revenue funding.
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The Room Data Sheets and Bill of Quantities were used to ascertain the equipment
requirement of the new Emergency Floor, as these highlight the specifications and
dimensions needed for equipment. An audit was undertaken of all clinical areas that
are due to move into the Emergency Floor, which gave an overview of what would be
fit for transfer and also have asset life when transferred. A significant element of the
equipment currently utilised is still fit for purpose and has been identified for transfer.

Appendix 4D shows the equipping schedule of items to be purchased via capital
funding. Appendix 4E shows the equipping schedule of items to be purchased via
revenue funding, utilising the Trust’s current contracts.

Assumptions have been made that the following will be used:

>

>
>

>

Asteral, Managed Equipment Service - fixed equipment for Imaging Suite and
mobile imaging equipment

Interserve Soft FM services - all cleaning equipment

Bed Management Contract - beds, trolleys, couches and high-back bedside
patient chairs

Empath service - Hot lab equipment

Other considerations were also taken into account in determining the equipment
schedule. These included:

>

Standardisation of Equipment - the Trust has standardised an element of its
equipment base. In terms of commercial leverage and more importantly clinical
safety, equipment will be purchased in line with these standardised ranges.

Utilisation of Trust’s current strategic contracts - the Trust has in place a
number of long standing contracts, e.g. bed management and imaging diagnostic
equipment, which are both covered by Managed Service arrangements and these
will be utilised at the point of purchase. Other legacy contracts were also utilised
in the costing exercise.

Information Technology - the Trust is working with its Managed Business
Partner IBM and their network support partner NTT. The process has also
included an analysis of the technology requirement both in terms of actual
equipment and infrastructure.

Pathology - Empath have provided their professional assessment in determining
the hot lab requirements, taking into account the needs of the ED service and
Empath operating service model.

Medical Physics have provided information from their equipment data AIMS and
technical support from the Medical Physics ED technician.

Stakeholder Engagement - meetings have taken place with key stakeholders in
the Emergency Department including lead clinicians. At the initial meeting, it was
agreed that the equipping officer should meet with constituent sections with ED to
determine their requirements and to understand the footprints of the equipment
required.

Appropriate suppliers in the market have provided information on specification
and price. Pricing information has also been obtained from local and nationally
convened contracts available for use by the Trust
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4.11 Financial Reporting Standard 5 Accountancy
Treatment

Assets underpinning delivery of the service will be reflected on the Trust’s balance
sheet.
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5 | The Financial Case

5.1. Introduction

The purpose of this section is to set out the forecast financial implications of the
preferred options as set out in the Economic Case and the proposed deal (as
described in the Commercial Case).

The Trust was formed in April 2000 and the financial results show that the Trust made
a surplus of £0.1m for both 2011/12 and 2012/13 and a £39.7m deficit in 2013/14.

The short listed options have undergone a rigorous level of scrutiny as far as
practicably possible for this stage in business case proceedings, and have proved to be
robust in terms of the delivery of significant clinical benefits. It is now important to
ensure that these options will be affordable to the Trust and will remain so.

5.2. Capital Costs

The capital costs of the preferred option total £43.3M including forecast out-turn
inflation. Below is an analysis of the total costs.

Table 5.1  Summary of Capital Costs

Capital Costs Option 3A Victoria (£)

Construction 32,489,899
Fees 5,614,257

Non Works Costs 76,021
Equipment 2,403,206
Planning Contingency 2,495,893
Sub Total 43,079,276

Optimism Bias

Inflation 924,489
Total 44,003,765

VAT Recovery -674,738
Grand Total 43,329,027
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5.3. Financing

The table below sets out the cashflow associated with the scheme together with
sources of funding. This shows that the Trust has clearly identified its capital
requirements and has also identified relevant sources of funding.

As can be seen below the Trust has currently funded the initial development costs from
its own resources but is seeking funding for the full costs of the scheme. Further details
to support these figures are within Appendix 5A.

Table 5.2  Sources and Applications of Funds

2013/14 | 2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

£ £ £ £ £ £

ital
Cap ta. 568,764 6,368,024 17,698,095 18,341,114 1,027,768  -674,738 43,329,027
Expenditure

Funded By

PDC/Public

L 24,634,883 18,341,114 1,027,768 -674,738 43,329,027
oan

Trust
Resources

568,764 6,368,024 -6,936,788 0

568,764 6,368,024 17,698,095 18,341,114 1,027,768 -674,738 43,329,027

5.4. Income & Expenditure

As discussed earlier in the business case the Trust has undertaken a review of future
demand within the UHL ED. The agreed activity model percentages for the FBC are
shown in table 5.3 below.

Table 5.3  Activity Assumptions

Baseline | Yé2r?l Year 2 Year 3 Year 4 Year 5
2015/16 | 2016/17 | 2017/18 | 2018/19 | 2019/20

-8.30% 1.60% 1.00% 0.00% 0.30%

H FOT 0, o) o) 0, 0,
Medical Assessment 2014/15 3.49% 0.41% 1.21% 0.14% 0.24%

Clinic Activity 0.00% 1.00% 1.00% 1.00% 1.00%
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Within the first five years, activity levels are predicted to fall from the 2014/15 baseline
based on the assumption of implementation of Better Care Together (BCT) Plans to
divert attendances from ED to alternative providers of care in both primary and
community settings. This represents an increase from the 2013/14 level of income in
2014/15 and smaller increases in 2015/16 and 2016/17 until the implementation of BCT
plans reduce income compared to 2013/14.

It is anticipated that after this point there will be a small increase in activity driven by
changes in demographics and acuity levels. This initial decrease in activity will impact
on staffing and non pay costs. These shifts in activity by type have been modelled and
will be used to calculate the most appropriate staffing levels taking into account the
risks of a ‘boom and bust’ approach to workforce planning given the lead in times for
education and training.

Table 5.4 shows a summary of the impact of these assumptions on the Trust’s I&E
over the first 5 years. More detailed information on impact can be seen in Tables 5.5
and 5.6 below.

Table 5.4 5 Year Financial Summary

2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19

Income change 1,386 239 263 (80) (127)
Expenditure

Agency 0 840 1,844 2,347 2,347
Workforce efficiencies 0 356 626 1,373 1,373

Additional clinical costs from new

development 0 0 (183) (734) (734)
Add_ltlonal maintenance costs of 0 0 (58) 271) (383)
equipment

Pay and non pay increases from 0 320 332 378 379

changes in activity

Depreciation 177 177 (25) (637) (637)
Rate of return 45 (334) (686) (720) (698)
Total change in expenditure 222 1,360 1,851 1,736 1,646
Total Net Change 1,608 1,599 2,114 1,656 1,520

The following revenue consequences have been worked through in some detail since
OBC. The key elements of the workforce plan are discussed in detail in the workforce
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section. In summary the changes in income and expenditure are shown in the
following table. Further details to support these figures are within Appendix 5B.

Table 5.5

Area

Income Loss

Expenditure

Agency staff

Clinical
Workforce Model
Changes

Nursing savings
from co locating
UCC and
Emergency Floor

Non clinical
workforce
changes

Clinical support
costs

Equipment

2018/19

Savings
£000

(127)

2,347

930

211

230

(734)

(383)

Changes in Income & Expenditure

Comment

The Trust has reviewed the income loss resulting
from the reduced activity, principally the 8.3%
reduction in ED attendances and 3.49% in medical
assessment activity in 2015/16. It is expected that the
commissioner’s schemes for diverting inappropriate
activity away from ED will have an impact on activity
attracting the lower tariff. As a result the income loss
has been reassessed and reflects a reduction of
£127k per annum

As a result of the EF development, the Trust is
looking to significantly reduce the premium rates it
pays as a result of filling vacancies. The majority of
this (£1.9 million) relates to nursing staff. With a
further £0.4m on Medical staff. The target savings
are based on achieving a figure of 5% of budget spent
on premium rates

The Trust has reviewed the impact of a reduction in
activity on the department and also reviewed shift
patterns to work in the new emergency floor.

The Trust has estimated the benefit of efficiencies
gained in co locating the UCC with the Emergency
Floor. This will need to be confirmed with the CCG in
respect of the how the UCC will be procured in the
future

As a result of co locating UCC and the emergency
floor, the Trust has identified savings in reception and
portering staff

As a result of providing dedicated hot lab and
radiology facilities to the emergency floor, there is an
additional requirement for radiology and pathology
staff. This will give additional capacity which will allow
the Trust to deliver additional activity in the future at a
lower marginal rate

The Trust will look to use existing MES and bed
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revenue costs contracts to service additional requirements for beds
and medical equipment. In addition to this it has
assumed that it will incur maintenance costs for 75%
of the Capital equipment assumed

Pay and non pay 379 Projected pay and non pay costs for 15/16 onwards
increases from have been varied in line with activity movements.
changes in

activity

Capital Charges (1,336) The additional capital charges have been based on
an impaired capital cost. The impairment relates to
the costs of demolition and refurbishment and Trust
fees

The Trust has also allowed for the cost of running 5 additional Acute Frail elderly beds.
These beds will support commissioners in reducing emergency admissions and are
part of the infrastructure that is required to deliver the changes in activity proposed by
Better Care Together. The Trust will seek to secure additional funding from
commissioners through BCT to develop this model.
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Table 5.6 20 year scenario Income and Expenditure

FBC Scenario

Income &
Expenditure

Income
ED Tariff 16,090 15260 15504 15473 15473 15520 15520 15675 15832 15990 16,150 16,312 16,475 16,639 16,806 16,974 17,144 17,315 17,488 17,663
m?if'cal Assessment 14726 14,409 14,189 13,877 13,830 13,849 13,989 14,155 14322 14,492 14664 14838 15014 15192 15372 15555 15740 15,927 16,116 16,308

Other Income (RTA,
Teaching etc.)

Total 35,218 34,071 34,095 33,752 33,705 33,771 33,911 34,232 34,556 34,884 35,216 35,551 35,890 36,233 36,580 36,931 37,285 37,644 38,007 38,373

4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402 4,402

Expenditure - Pay

Nursing 13,365 13212 13,212 13212 13,212 13212 13,212 13212 13212 13212 13212 13212 13212 13,212 13212 13,212 13212 13212 13212 13212
Nursing Agency 1,406 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390 1,390
Medical Staff 12,798 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652 12,652
Medical Locums 1,059 1,047 1,047 1047 1047 1047 1047 1,047 1047 1,047 1,047 1,047 1,047 1,047 1,047 1,047 1,047 1,047 1,047 1,047
A&C 1,066 1,054 1,054 1054 1054 1054 1054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054 1,054
Healthcare Assistants 793 784 784 784 784 784 784 784 784 784 784 784 784 784 784 784 784 784 784 784

Eg‘:t”sd"m in Agency ; (840)  (1,844) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347) (2,347)
Workforce efficiencies ; (356)  (356)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)  (361)

Workforce efficiencies
ref New ED Floor

Additional Staffing

- - (270)  (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011) (1,011)

- - - - - - 289 578 578 578 1,155 1,155 1,155 1,155 1,155 1,155 1,700 1,700 1,700 1,700
Costs - Growth Increase
Additional Staffing : : 183 734 734 734 734 734 734 734 734 734 734 734 734 734 734 734 734 734
Costs - Support Services
Total 30,486 28,943 27,852 27,153 27,153 27,153 27,442 27,731 27,731 27,731 28,308 28308 28,308 28308 28308 28308 28,853 28,853 28,853 28,853
Expenditure - Non Pay
Clinical supplies 1,306 1,297 1,298 1295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295 1,295
Drugs 808 803 803 801 801 801 801 801 801 801 801 801 801 801 801 801 801 801 801 801
Pathology & Blood 2,058 2,045 2,045 2,041 2,040 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041 2,041
Other 915 915 973 1,186 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298 1,298
Cherfges 10 1o ey - - - - - - 85 210 250 250 290 331 373 414 456 499 542 585 629 673
due to Activity
Total 5087 5060 5119 5323 5434 5436 5521 5646 568 568 5726 5767 5809 5850 5892 5935 5978 6,021 6,065 6,109
Total Direct Costs 35,573 | 34,002 | 32,970 | 32,476 | 32,588 | 32,589 | 32,963 | 33,377 | 33,417 | 33,417 | 34,034 | 34,075 | 34,117 | 34,158 | 34,200 | 34,243 | 34,831 | 34,874 | 34,918 | 34,962 |
FM costs 417 471 471 471 471 471 471 471 471 471 471 471 471 471 471 471 471 471 471 471
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Additional Rental
contribution from UCC
Support Service Costs 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647 3,647

Overheads 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619 6,619
Transformation Funding
assumed

- - (13) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50) (50)

Reduction to costs in
the Emergency - - - - - = = - - - - - - ; ;

Pathway
Depreciation (177) (177) 25 637 637 637 637 637 637 637 637 637 637 637 637 637 637 637 637 637
Rate of Return (45) 334 686 720 698 670 642 613 585 557 529 500 472 444 416 387 359 331 302 274

Total Costs (Baseline) 46,034 44,896 44,405 44,521 44,610 44,583 44,929 m 45,327 45,298 45,887 45,900 45,914 m 45,940 E 46,515 mm 46,561
Net (deficit) (10,816) m (10,310) | (10,768) | (10,905) | (10,812) | (11,018) | (11,083) | (10,771) | (10,414) | (10,671) ] (10,349) | (10,023) mmmm (8,885) | (8,538) (8,187)
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5.5. Workforce Plan

Key to delivery within financial balance is the development of an appropriate workforce
to support activity levels within the new Emergency Floor. The workforce plan has been
developed in line with assumptions made in the OBC and fully aligns with the capacity
and financial models presented in this FBC. The detailed workforce plan is attached as
Appendix 5C. This plan describes the overarching process for determining the
proposed revenue cost reduction and includes details of both financial and non
financial benefits arising from the development of the emergency floor. The plan also
includes potential risks and actions to mitigate these.

The Trust has an overarching five year workforce plan for 2014-19. The plan has six
core themes:

>

vVvvyyVvyy

Safe Staffing Models

Reduction in dependency on non contracted workforce
Implications of seven day service provision

Changing models of urgent and emergency care pathways
Movement of core secondary care activity from the acute setting
Increased specialised services within the acute setting.

The first four themes are particularly relevant to the Emergency Floor plan.

>

Safe Staffing Models: in determining workforce changes that could potentially
arise from improvements in productivity, care has been taken to ensure safe
staffing principles underpin the changes i.e. ensuring minimum shift coverage/
adopting the use of acuity tools.

Reduction in dependency on non contracted workforce: in common with
many emergency departments, the national shortage of both suitably qualified
medical and nursing staff has led to increased expenditure on the non contracted
workforce. Significant improvements have been made in recent months and
further improvement is expected as outlined in this case.

Seven day services: the emergency care pathway is covered by the Keogh
Seven Day Service standards which established minimum standards of
intervention times for core staff groups to ensure appropriate and timely decision
making. UHL is currently progressing towards these standards and the workforce
plan for the Emergency Floor is predicated on assumed flow from the emergency
department to base wards.

Changing models of urgent and emergency care pathways: The workforce
model is predicated on best practice identified in both the ECIST model and
through advice and guidance provided by Dr lan Sturgess. These models of care
are referenced in the detailed workforce plan.

A number of assumptions have been built into the workforce planning processes for the
Full Business Case for the Emergency Floor. Overall the aim of the workforce plan is

to:

>

Ensure the appropriate supply and skill mix to consistently deliver the 95% ED
target, and a number of individual key performance indicators within different

Page 133 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

components of the Emergency Floor e.g. 95% of patients to be discharged from
Minors within 2 hours

Ensure the right staffing levels are available in all components of the floor to
ensure the correct ‘gearing’ to achieve the identified standards and manage
surges in activity

To ensure an efficient model of workforce provided at less cost per activity than
the current model

To ensure the workforce model provides an education, training and career
framework model that supports a sustainable future supply of workforce, taking
into consideration the fragility of the ED workforce and the need to recruit and
retain in the future.

The assumptions in the planning process are:

>

>

\ A 4

All steps in the process need to add value to ensuring the correct dispersal of
patients

Safe staffing levels will be driven by the changes in physical location including
increased bays and bed capacity in addition to the impact of increased
productivity

80% of patients entering as ambulant patients should experience no wait and no
delay

Minors should aim to run to 2 hours to dispersal not the current 4 hour position

It will be assumed that the IT system will link to the GP system and the
Emergency Department will be an early adopter of the Trust’s Electronic Patient
Record

An appropriate imaging facility will be available in MIAMI to ensure rapid
assessment of patients

TAKT timings should underpin and drive calculations of capacity requirements
together with modelling of clinical activity which has been appropriately profiled

Specialties need to be aligned to ensure rapid turnaround e.g. appropriate in
reach models and preparation to receive patients. ED must not be regarded as a
holding area

A hot lab facility will be available which would allow blood test results to be
generated in 40 minutes. This will impact on HCA time as results will be expected
to be right first time

Wherever possible knowledge of patients should be transmitted to ED in advance
of arrival

Bed Bureau patients will be diverted directly to the GP Assessment Area rather
than through the ED

The department will enhance its reputation as a learning and training environment
by creating clear career pathways in order to mitigate against retention issues and
escalating non contracted pay issues

Taking into consideration these assumptions, work has taken place to model predicted
activity levels within each part of the ED function, calculate processing times and use
these as the basis for calculating numbers of staff required. This modelling is to be
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based on detailed operating procedures in order to ensure new models of care drive
the workforce model rather than current patterns of workforce.

It should be recognised that professional judgement will then need to be applied to
ensure risks to ongoing supply are managed. For example the medical staffing model
requires 5-10 years of education to deliver the required skilled consultant workforce
and reducing levels of junior medical staff to reflect reductions in activity in years one to
five could stifle the workforce supply for subsequent years.

It is recognised that the creation of a designated Imaging suite within the Emergency
Floor will increase the workforce costs for that area; however it is expected that the
detailed workforce analysis will identify an offset in this cost by increased productivity
for the ED Consultants, who will no longer need to verify the X-rays the following
working day.

5.5.1 Uplift in Workforce for Imaging
Reporting Radiographers

Imaging is proposing an uplift in reporting radiographers to the Emergency radiology
team, in order to provide a hot reporting service to ED.

This model of working forms part of the recommendation of the Trust's critical safety
actions on results. Musculoskeletal (MSK) X-rays are reported immediately following
the attendance in the X-ray room giving the ED clinician immediate access to a formal
report. Currently the reports are reviewed by a radiologist within 48 hours, and then the
results are checked by an ED Doctor; consequently a percentage of patients are
recalled with missed fractures. Removing the need for this process does provide some
cost saving in ED, and improved patient safety and experience.

This is a quality initiative and forms part of the Imaging team’s workforce strategy.
Strengthening the Reporting radiographer team will provide cost effective and high
quality imaging reporting services.

Radiographers

Two X-ray rooms and 2 CT rooms are being transferred from their current location and
will be staffed by their current complement of radiographers. However 2 additional X-
ray rooms are included in the new Emergency Floor which cannot be covered from
within the existing workforce. It is proposed that the additional rooms are staffed at a
mixed skill level from 4 - 6 to match the current skill mix within Imaging. This has been
benchmarked as a low banded mix and at low levels compared to other similar
hospitals.

The addition of these two rooms will prevent the build up of queues and improve
patient flow through ED.

Radiography Assistants
Support staff to be working in a pool across all areas.

Receptionists

The waiting room is situated out of sight of the Imaging staff, therefore an increased
number of reception staff is required to ensure patients are safe and a presence is felt
in the department. This was agreed as part of the negotiations around the location of
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the waiting room at a distance from the Imaging rooms which was felt presented a risk
which needed to be mitigated by the addition of extra reception cover.

5.5.2 Uplift in Workforce for Pathology

The Emergency Floor laboratory will provide an improved turnaround for all routine
bloods from the emergency floor. This will improve patient safety and clinical outcomes,
as well as reducing risk and waiting times. ED staff will also be able to work more
efficiently as the requirement for near patient testing will be removed, and so staff will
be able to spend their time treating patients rather than testing blood samples
themselves.

Due to the size of the Hot Lab, this facility is only able to provide a service for the
Emergency Floor and therefore the existing laboratory will have to remain open 24/7 to
service the rest of the hospital. The Emergency Floor facility will be staffed as a
subsidiary hot lab and additional staffing has been requested to ensure the 24 hours a
day, 7 days a week service requirement is achieved.

5.6. Impact on Trust Balance Sheet

The table below sets out the impact on the Trust’s balance sheet. Further details to
support these figures are within Appendix 5A.

Table 5.7  Impact on Trust's Balance Sheet

2013 /14 2014 /15 2015 /16 2016 /17 2017 /18
£ £ £ £ £

568,764 6,368,024 17,698,095 18,341,114 353,031

Assets Under
Construction

Impairments on new
building coming into use

(DV likely revaluation) 15,718,000

Impairment on partial

demolition of Victoria -2,424,261

based m?

Depreciation -201,870 -807,481

Change to Fixed Assets 568,764 3,943,762 17,698,095 2,421,244 -454,450

As can be seen, the demolition of part of the existing Victoria Building will lead to an
impairment in the first instance and this has been based on the square meterage
demolished as a percentage of the total building area.

The new Emergency Floor project is expected to be available in June 2017. Prior to
this it is treated as an asset under construction.
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Once fully operational, we have assumed that as a result of the District Valuer
valuation there will be an impairment of 38%.

The value of these impairments is shown below; further details to support these figures
are within Appendix 5A.

Table 5.8  Value of Impairments

Demolitions 2,424
New asset coming into use 15,718

Total 18,142

5.7. Capital Charges

Below we set out the calculations which underpin the capital charge calculations which
are shown within the I&E at table 5.6. Further details to support these figures are within
Appendix 5A.

Table 5.9  Capital Charge Summary

2014 /15 2015 /16 2016 /17 2017 /18 2018/19 2019/20
£ £ £ £ £ £
0 0

- 201,870 807,481 807,481 807,481
depreciation

Reduction in
depreciation re -177,031 -177,031 -177,031 -170,071 -170,071 -170,071
demolition

Change in

depreciation -177,031 -177,031 24,839 637,410 637,410 637,410

Reduction in
RoR re -114,051 -114,051 -114,051 -114,051 -114,051 -114,051
demoltion

RoR on new

build 69,016 447,748 799,837 834,256 812,172 783,910

Change in rate
of return

-45,035 333,698 685,786 720,205 698,121 669,859
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5.8. Sensitivity

A key sensitivity for the Trust is the activity levels. The Trust has set out in Section 5.4
the impact on the I&E position of activity based on the Better Care Together scenario.
This assumes a 7.3% reduction in activity in 2015/16, and this has to be contrasted
with an underlying increase in ED activity of circa 8%. An 8% increase in activity
approximately equates to an increase in income of £3 million. The Trust has assumed
that the cost of delivering the additional activity would be circa £1.65 million. Any level
of activity higher than that assumed in the business case therefore will improve the
Trust’s income and expenditure position.

5.9. Affordability

In developing the FBC efficiencies have been identified which demonstrates the case is
affordable to the Trust. The efficiencies, outlined in table 5.4, have been developed
through detailed activity, capacity and workforce planning.

5.10. Impact of a loan option

Below we have modelled the impact of a loan option for funding. In accordance with the
OBC this case assumes that PDC financing will be available as the most affordable
mechanism to support this development. However, in order to demonstrate the impact
of financing through a loan the impact of this has been modelled below. Key
assumptions are:

» The first drawdown is in mid 2015/16 and thereafter mid year

» Interest rates are 3.27% and are based on the Government Works Loan rates for
equal annual payments

» The loan will be for a 25 year period from the first drawdown

Clearly under a loan option the Trust will no longer incur the rate of return charge of
3.5% pa on PDC and this has been reflected in the table below.

As can be seen the impact of a loan is to add additional costs to the I&E of c£E2.1M pa.
The cash impact of a loan option has also been modelled and this is set out below.
Further details to support these figures are within Appendix 5A.

Table 5.10 Impact of a Loan

2014 /15 2015 /16 2016 /17 2017 /18 2018/19 2019/20
£ £ £ £ £ £

-69,016 -447,748 -799,837 -834,256 -812,172 -783,910

Reduction in

PDC
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Loan repayment 492,698 1,352,218 1,726,100 1,733,161 1,733,161
Loan Interest 694,602 1,350,758 1,300,087 1,243,413 1,186,738

Additional Cost -69,016 739,551 1,903,139 2,191,932 2,164,402 2,135,989

Table 5.11 Cash Impact of a Loan

2014 /15 2015 /16 2016 /17 2017 /18 2018/19 2019/20
£ £ £ £ £ £

Loan repayment 492,698 1,352,218 1,726,100 1,733,161

Loan Interest 694,602 1,350,758 1,300,087 1,243,413

Additional Cash
Impact

0 0 1,187,300 2,702,976 3,026,187 2,976,574

5.11. VAT Recovery

The VAT assessment is normally calculated on a percentage basis. In order to be
aggressive on VAT recovery, and to get certainty, the Trust has engaged a recognised
VAT Consultant from the Heart of England NHS Trust who will review the project in
order to provide VAT certainty and target the upper bounds of VAT recovery.

5.12. Long Term Financial Model

The Trust submitted an LTFM in June 2014 in support of the IBP. The LTFM is
continuously being refreshed for various purposes including supporting business case
submissions and their approval by the appropriate authorities. The impact of this FBC
on the LTFM can be found at Appendix 5D.

Page 139 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

6 | The Management Case

6.1 Introduction

The Management Case provides a summary of the arrangements which have been put
into place for the successful delivery of the proposed Emergency Floor development,
the associated other service relocations required as a result of the decanting moves,
service operational changes, and to secure the benefits sought through the investment.

PRINCEZ2 methodology is being applied to this project.

6.2 Project Governance Arrangements

Project Governance arrangements have been established to reflect national guidance®*
and the Trust’'s own Capital Governance Framework, as shown in the diagram below:

Trust Board

Finance & Performance
Committee (F&P)

Capital Monitoring &
Investment Committee

Site Reconfiguration Programme
Board

Emergency Floor Project Board

Links with
Operational &
Strategic
Development
Work streams
(UHL& LLR)

S e
Communications - Clinical User |
Group | Emergency Quality Steering
Estates & Technical |g I Group (UHL)
|

: |
Operatlonal I Urgent Care Board (LLR)

Management

I
'
. etter Care Together
Equipment :- &
I
[

Information
Technology

Hard & Soft Facilities Ji
Management

Figure 6.A UHL Capital Governance Framework

2 Capital Investment Manual ‘Managing Capital Projects’ (Department of Health); PRINCE2 (Office of Government
Commerce); Managing Successful Programmes (Office of Government Commerce/ Efficiency & Reform Group)

Page 140 of 157



FBC | Emergency Floor University Hospitals of Leicester NHS Trust

6.3

Outline Project Roles & Responsibilities

Key Project delivery roles are described below:

>

Senior Responsible Owner (SRO): This role is being performed by John Adler
(Chief Executive), with responsibility to the Executive Trust Board for delivery of
the project to meet their terms of reference. Kevin Harris (Medical Director) chairs
the Project Board.

Senior User: This role is being performed by Catherine Free (Clinical Director for
the Emergency & Specialist Medicine CMG), with responsibility for ensuring that
the project maintains alignment with the service and business targets described in
the Business Case and working within the terms of reference set by the Project
Board.

Project Director: This role is being performed by Nicky Topham (Project
Director) with overall responsibility for delivery of the project in accordance with
the project brief.

Development Project Manager: This role is being performed by Phil Tranter
(Project Manager for Rider Levett Bucknall), who will have day to day
responsibility for administration of the development of the project (within the
delegated role permitted by Project Board).

Service Project Managers: Senior managers from the ED and associated
departments that are proposed to make up the Emergency Floor solution will
undertake this role, having day to day responsibility for providing advice on the
service brief to the development team and for planning and delivery of service
and workforce change under the direction of the Senior User.

Regular Progress Reports are submitted to the Capital Planning Group, Executive
Strategy Board and Trust Board for onward reporting and management within the
established Trust management structure.

6.3.1 Core Groups & Responsibilities

A Project Execution Plan (PEP, included at Appendix 6A) has been prepared to provide
detailed information on proposed project management arrangements, including:

>

vvvyVvyVvyy

>

Aims and objectives

Benefits and constraints

Organisation

Roles and responsibilities

Detailed programme for stage activities
Risk management arrangements

Statutory Approvals and Quality Standards
Project Communications

The roles and responsibilities for the main project groups are summarised as follows:
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Executive Strategy Board (ESB)

This group is a designated committee appointed by the Trust Board, with
responsibilities which in summary, include:

» Advising the Trust Board on formulating strategy for the organisation.

» Ensuring accountability by holding each other to account for the delivery of the
strategy and through seeking assurance that all systems of control are robust and

reliable.

» Leading the Trust executively, in accordance with the Trust’s shared values, to
deliver the Trust’s vision and, in doing so, help shape a positive culture for the

organisation.

Emergency Floor Project Board
The membership of the Project Board is:

Table 6.1 Emergency Floor Project Board Membership

Dr Kevin Harris
Richard Kinnersley
Nicky Topham
Paul Traynor

Phil Walmsley

Dr. Catherine Free/ Jane
Edyvean

Dr. Andrew Furlong
Dr. David Yoemanson
John Clarke

lan Crowe

Michael Pepperman

Tiff Jones

Chair/ Medical Director

Major Capital Projects Technical Director, UHL

Project Director/ Programme Director of Reconfiguration, UHL
Director of Finance

Head of Operations

Senior User/ Emergency & Specialist Medicine CMG
Representative

Senior User/ Deputy Medical Director

Senior User/ Woman’s & Children’s Divisional Representative
Chief Information Officer

Non Executive Director

Healthwatch representative

Head of Communications

Key roles and responsibilities include:

» Responsibility for delivering the project within the parameters set within the

business case

» Providing high level direction on stakeholder involvement and monitoring project
level management of stakeholders

» Providing the strategic direction for the project

\ A 4

Ensure continuing commitment of stakeholder support
Key stage decisions
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» Progress monitoring

Monthly progress reports, including projections of forthcoming key activities and
decisions, will be submitted to the Project Board by the Project Director. The standing
agenda will be as follows:

» Apologies

Minutes of Previous Meeting
Matters Arising

Highlight Progress Report
Work-stream updates:

vVvVvyy

+ Operational issues — including workforce and clinical commissioning
+ Procurement
+ Finance
+ IM&T
+ Design & Construction
+ Stakeholders and Communications
» Any other business
» Date of Next Meeting

Emergency Floor Project Team Meeting

The membership of the Emergency Floor Project Team Meeting is the work-stream
leads:

Table 6.2  Emergency Floor Project Team Membership

Nicky Topham Project Director, UHL Chair
Richard Kinnersley Major Capital Projects Technical Estates & Technical
Director, UHL

Jane Edyvean CMG General manager Worqurge, gctivity & clinical
commissioning

John Clarke Chief Information Officer IT

Richard Pitt Head of Procurement Equipment

Tiff Jones Communications Manager Communications

Louise Gallagher Workforce manager Workforce professional advisor

Paul Gowdridge Head of Strategic Finance Finance

TBC Interserve FM Hard & Soft FM

This fortnightly group is a designated committee appointed by the Project Board, with
responsibilities which ensures:

» Operational delivery of the scheme to time, quality and budget.
» Decision on matters for escalation for ESB and Trust Board direction/ information
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» Management of risks and issues and escalation of appropriate matters for
executive direction/ approval

» Drawing together the outputs of the Working Groups and coordination of cross
cutting issues

Working Groups

Working Groups will be convened by the leads as above to provide advice and
direction to the detailed design process. Their roles can be summarised as follows:

P Estates & Technical Group: This group will be led by the Trust’s appointed
Senior Supplier and Contractor, Interserve Construction Ltd, and will be
responsible for:

+ Managing design progress and coordination issues
+ ldentifying key matters for Trust assistance/ decision making

+ ldentifying design risks and issues for management and if appropriate
escalation to the project team

+  Service Development: Representing clinical services, responsibilities will
include:

= Provide comment to the Project Manager on Reviewable Design
Information

= Liaise with Infection Control to gain advice on final product/ detail
selection issues

= Refinement of Operational Policy(s)

= Support the work of the Equipping process in preparation of key
stage documents

» Operational management: This group will be responsible for the clinical
operational aspects and deliver y of the scheme. This will include:

+  Agreement of activity

+  Creation of the workforce plan and delivery of the models to achieve the
agreed efficiencies

+  Clinical commissioning e.g. training, orientation

» Equipping Group: This group will be responsible for confirmation and
procurement of equipment required for the operational needs of the Emergency
Floor development. This will include:

+  Producing equipment schedules

+ Planning the procuring of equipment in accordance with the Trusts SFls
and SOs and to ensure compliance with BREEAM obligations

+ Planning the commissioning of equipment

+ Understanding the transfer requirements of existing equipment/ furniture
(as appropriate)
» Hard & Soft Facilities Management: This group will represent the needs of hard
and soft FM for the development of the Emergency Floor, and will provide the
following support:
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Providing comments to the Project Manager on reviewable design
Information

Advising on FM related fittings, fixtures and equipping selection as part of
the detailed design process

Updating whole hospital policies and service agreements to reflect the
departmental operation of the proposed Emergency Floor

Advising on risks or issues which may threaten the success of the scheme
Managing delivery of client related BREEAM obligations

» Information Management & Technology: This group will be responsible for
ensuring that voice and data requirements are delivered for the scheme, along
with advice on equipment which is linked with communications (e.g. Electronic
Paper Records (EPR) System, CCTV, entry systems, BMS etc). This will cover
the following:

*

Addressing any queries from the Design Team in relation to the design of
cabling and associated works

Reviewing any design information in relation to ICT

Planning the transfer and commissioning of voice and data provision from
the existing operating locations to the new development

» Communications: This group is responsible for the delivery of the
communications strategy. This will include:

*

Proactive communications for internal & external audiences on a regular
basis (see Section 6.5)

Emergency Floor Clinical User Group
The membership of the Clinical User Group is:

Table 6.3

Emergency Floor Project Steering Group Membership

Nicky Topham
Steve Kennedy
Roger Bancroft
Aaron Vogel
Andrew Rickett
Andy Coser
Angus McGregor
Anna Duke
Anne Freestone
Ben Teasdale
Catherine Free

Cathy Lea

Project Director

Design Manager — Interserve Construction

Construction Project Manager — Interserve Construction

Emergency Planning Officer

Clinical Lead Imaging

ED Matron

Clinical Lead Pathology
Paediatric ED Matron

Pathology
Clinical Lead ED

Emergency Medicine Medical Lead

Imaging Service Manager
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Chris Wighton Clinical Lead SSPAU

Claire Ellwood Clinical Lead Pharmacy

Colin Ross Imaging

David Jenkins Infection Prevention

Emily Laithwaite Clinical Lead EFU / AFU

Geraldine Burdett Clinical Lead Mental Health

Jane Edyvean Emergency Medicine CMG Manager
Jay Banerjee ED Consultant

Joyce Burns Clinical Lead Ophthalmology

Julie Burdett RAU / ACB / GP Initial Assessment
Kerry Morgan ED Deputy Head of Nursing

Kim Wilding Clinical Lead UCC

Lee Brentnall EMAS Representative

Lee Walker Clinical Lead Medical Assessment
Lisa Lane ED Deputy Head of Nursing

Liz Collins Infection Prevention

Marianne Elloy Clinical Lead ENT

Mark Williams Clinical Lead EDU

Mike Dunn Radiation Protection Advisor

Paula Knowles EDU Matron

Rachel Williams ED Senior Service Manager

Sam Jones Clinical Lead Paeds ED

Simon Conroy EFU/ AFU

Tee Taylor SSPAU Matron

Vicki Enright ED and Medical Assessment Operational Manager

This group will be chaired by the Project Director. Key roles and responsibilities will
include:

» Day to day responsibility for the clinical delivery of the project to meet the
parameters described within the business case

» Provision of appropriate reports on status to the Project Director
» Providing working groups with detailed briefs
» Ensure continuing commitment of stakeholders, both internal and external

The group will meet monthly or more frequently as required in accordance with the
phase of the project.
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6.3.2 Project Plan

The Project Programme is intended to deliver the project by summer 2017, though this
timeline is predicated on meeting key submission and approval dates to both the Trust
Board and NTDA.

The construction programme (Appendix 6B) identifies the anticipated construction
timeline for the Phase 1 new build, and a provisional Timeline for the Phase 2
refurbishment works based on the drawn solution. The Phase 2 programme will be
amended to reflect the intended design changes arising from the Trusts review of the
Operational Policies and Schedule of Accommodation which will result in the issue of a
new Briefing document. This change will be covered by a Compensation Event to
amend the Works Information and adjust the Total of the Prices and Project Timeline.

Table 6.4  Project Milestones

Outline Business Case presented to Trust Board Development Session 21° Nov 2013
Outline Business Case presented for Trust Board approval 28" Nov 2013
Outline Business Case sent to the NTDA Dec 2013
Outline Business Case presented to CCGs & UCB Dec 2013
Commence Detailed Design & Full Business Case Feb 2014

Submission of Planning Application

Trust commit to place order for early procurement items
Trust Board approval of Developed Outline Business Case
Trust commit to place order for early works (isolation, diversion)
LCC Planning Approval

Trust commit to place order for demolition works
Commence isolation, diversion, demolition works

NTDA approval of Developed Outline Business Case
Trust Board approval of Full Business Case

NTDA submission of the Full Business Case

NTDA approval of the Full Business Case

Isolation, Diversion, Demolition complete

Commence construction (Phase 1 — ED)

Complete construction (Phase 1 — ED)

Commence construction (Phase 2 — Medical Assessment & Frailty Units)

Complete construction (Phase 2 — Medical Assessment & Frailty Units)
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6.4  Use of Special Advisors

Special advisers have been used in a timely and cost-effective manner in accordance
with the Treasury Guidance.

Table 6.5  External Advisors

Emergency Floor Development

Interserve Construction Ltd Building/ Construction Supervisors
Interserve Engineering Services MEP Detailed Design & Installation
Rider Levett Bucknall Project Management & Cost Advisors
Capita Architects

Capita Cost Consultants

ﬂ Capita Business case / Finance analysis
Capita Structural Engineers

ﬂ Capita Mechanical and Electrical Engineers
EN cooie CDM

6.5  Stakeholder Engagement

A Communications Strategy (Appendix 6C) has been developed in consultation with
the Trust's Communications and Marketing Team; this identifies key stakeholder
groups and key messages that need to be shared at key milestones in the project. This
is an extremely important plan for the Trust since the Emergency Floor project
represents the first large capital project being undertaken as part of a wider Trust
reconfiguration plan.

Stakeholders have been identified as follows:

Table 6.6  Key Project Stakeholders

UHL — all staff Patients and Visitors

LRI — all staff, especially those working in Patient Representatives — Healthwatch
ED, Medical Assessment and Frailty Units

GPs and other referrers UHL Patient Advisors
CCGs UHL Volunteers

Service Providers — Interserve FM, staff
from George Elliot Hospital Trust

Leicester City Council People living in Leicester and the surrounding
areas
League of Nurses The general public
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Heritage Groups The media — print, TV and radio
MPs & Ward Councillors

NHS Trust Development Authority (NTDA)

Local Area Team (LAT)

Age Concern & Age UK

University of Leicester

Conservation Area Advisory Panel

Professional Groups

Royal Colleges

Methods of communicating information about the Project to various Stakeholders are
detailed below:

6.5.1 Internal

» Face to face briefings: These should be used as the primary source of
communication with staff

» INsite pages: A section on the Emergency Floor reconfiguration project can be
included on the staff intranet pages

Display boards/ Hoardings around building work

Hospital Hopper: Information can be displayed aboard and on the exterior of the
Hospital Hopper buses, which travel between the three UHL hospital sites.

\ A 4

v

Factsheet style newsletter

Blueprint & Chief Executive’s Briefings: Utilise Blueprint reconfiguration
newsletter for staff (bi-monthly) to update staff on progress.

v

6.5.2 External

» Social media: Utilising the Trust’s Twitter and Facebook accounts

» Website: A section on the Emergency Floor reconfiguration project can be
included on the UHL website, with a link from the homepage

» Local media

Leicester Mercury Patient Panel: Panel made up of members of the public who
provide comment on local issues

» Annual public meeting (September): Use this as an opportunity to share what
has been accomplished and what is planned next

v

» Patient information leaflet

» University Hospitals of Leicester Membership: A group of over 14,000 local
people who have expressed an interest in what we do. Members are
representative of Leicester’s population in terms of sex, ethnicity and age.
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6.6  Outline Arrangements for Change & Contract
Management

The Change Control procedures will be undertaken in accordance with the flow charts
identified within the NEC3 contract framework.

Project specific versions of these will be prepared identifying the basic process in
relation to:

» Issue of Project Manager’s Instruction
Contractor confirms price and programme implications within 3 weeks
Project Manager raises Compensation Event within 2 weeks if in agreement
Client Accepts Compensation Event and signs accordingly
Contractor updates Programme

vvVvyy

Change management associated with the project will be managed through the Project
Board and executive forums that preside over it, under the chairmanship of the Senior
Responsible Owner (SRO) and Trust Board respectively. Day to day change
management issues will be discussed at the Emergency Floor Project Team meetings
and any resultant contract and/ or cost changes will need to be approved by the Project
Board.

6.7  Outline Arrangements for Benefits Realisation

The delivery of benefits will be managed through the Emergency Floor Project Board. A
copy of the benefits realisation plan can be seen in Section 2.17; this sets out who is
responsible for the delivery of specific benefits, when they will be delivered, and how
achievement of them will be measured. The key opportunity is presented by the new
design for facilities, which will ensure sufficient capacity to meet demand, efficiencies in
service delivery, compliance to standards and minimised disruption to overall Trust
operations.

Key benefits of the project are:

» To implement a design solution that provides a safe emergency care service that
ensures capacity and known flexibility for current and known future demands of
patients requiring emergency care

» Improve patient pathway management reducing the clinical risk and discomfort
through the emergency care pathway

v

Support and consolidate the provision of an Emergency Floor concept at LRI

v

Ensures that the service model of care is delivered in line with National, Trust and
local health economy KPI's

Patient safety is enhanced, and clinical risk is reduced

vy

Where possible ensures that the service is developed in line with NHS Guidance
in terms of HBN, HTM, national and Trust policy and local health economy policy
in terms of capacity provision
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» Quality of care is enhanced, in terms of the model of care, and seamless
pathways of care and patient flows

» The built environment enhances clinical practice that support clinical
effectiveness, improved patient outcomes and patient safety

» Provides enhanced departmental relationships and clinical adjacencies that
support clinical effectiveness and improved patient outcomes

» Ensures facilities are future proofed and adaptable to the changing needs of the
health economy

» Improved Privacy and dignity provisions for all patients

Consolidates existing services & provides clinical expertise whilst realising the
Emergency Floor concept

Improved patient access through a single front door process
» Enhances patient, visitor and staff safety through the built environment

The design solution minimises the impact of the construction process on the site
and therefore delivery of the Trust core services

» Option enables future proofing of the physical ED environment aligned to DCP
future expansion needs

» The enabling moves will facilitate the Emergency Floor programme whilst
minimising delay to delivery

Reduces complexity and sequence dependency of enabling moves
Maintains blue light access throughout whole build process

v

v

v

\ A 4

6.8  Outline Arrangements for Risk Management

All projects are subject to risk and uncertainty. Successful project management should
ensure that major foreseeable risks are identified, their effects considered and actions
taken to remove, or mitigate the risks concerned.

Risks will be classified as:

» Client — these will be the responsibility of the Project Board to manage and
monitor

» Contractor — a project specific risk register will be set up for the Project. These will
be the responsibility of the Contractor to monitor and will form part of the GMP

The qualification of the costs of identified risks will enable the calculation of a realistic
client contingency.

A pro-active risk management regime will be employed throughout the project. It is
essential on any project (in particular one of this size and complexity) that the risk
management process involves all key members of the project team including:

» Trust Estates

» Trust FM

» Project Consultant Team
» Contractor
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» Designers

6.8.1 Risk Management Policy

The risk management system is described in the Trust’s Risk Management Policy
which is accessible to all staff via the Trust Intranet. It is based on an iterative process
of:

» Identifying and prioritising the risks to the achievement of the organisation’s
policies, aims and objectives

» Evaluating the likelihood of those risks being realised and the impact should they
be realised

» Managing the risks efficiently, effectively and economically

This is achieved through a sound organisational framework, underpinned by a robust
policy framework, which promotes early identification of risk, the co-ordination of risk
management activity, the provision of a safe environment for staff and patients, and the
effective use of financial resources.

The Trust Risk Register details, in order of relative importance, all the significant risks
facing the Trust which are most likely to affect (positively or otherwise) achievement of
the Trust’s objectives.

All new Trust employees attend the corporate induction course, which includes
elements of risk management, before they commence their duties in the workplace.
This corporate induction is followed by a local induction, delivered by the service line
manager, during which time staff receive information on risks specific to that service.

Risks are identified through feedback from many sources such as proactive risk
assessments, adverse incident reporting and trends, clinical benchmarking and audit
data, complaints, legal claims, patient and public feedback, stakeholder/partnership
feedback and internal/external assurance assessments. Appendix 6D provides an
overview of the robust system of risk management across the Trust.

6.8.2 Assurance Framework

The Trust’s Assurance Framework provides it with a simple but comprehensive method
for the effective and focused management of the principal risks to meeting the Trust’s
corporate objectives. In this way it provides a structure and describes the controls and
assurance mechanisms in place to manage the identified risks. This simplifies Board
reporting and the prioritisation of action plans, which, in turn, allows for more effective
performance management.

The key elements of the Assurance Framework are:

» Establishment of the Trust’s principal objectives (strategic & directorate)

» Identification of the principal risks that might threaten the achievement of these
objectives

» ldentification and evaluation of the key controls intended to manage these
principal risks
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» Setting out of the arrangements for obtaining assurance on the effectiveness of
the key controls across all areas of principal risk

» Evaluation of the assurance across all areas of principal risk

» Identification of the positive assurances and areas where there are gaps in
controls and or assurances

» Putting in place of plans to take corrective action where gaps have been identified
in relation to principal risks

» Maintenance of dynamic risk management arrangements including, crucially, a
well-informed risk register

Therefore, the Assurance Framework provides a simple framework for reporting key
information to Boards. It identifies which of the organisation’s objectives are at risk
because of inadequacies in the operation of controls or where the organisation has
insufficient assurance about them. At the same time it provides structured assurances
about where risks are being managed effectively and objectives are being delivered.

The primary focus is confidence that effective processes are in place to deliver the
strategic objectives of the Trust. This allows Boards to determine where to make
efficient use of their resources and address the issues identified in order to improve the
guality and safety of care.

Where any significant gaps in assurance are identified they are transferred to the risk
register and an action plan is developed.

6.8.3 Project Risk Register

The current risk register has been developed through a workshop environment. For
each identified risk the following are noted:

» Reference

Category

Risk and associated likely impact

Probability and impact factors and associated overall risk rating
Mitigation measures

Cost and time impacts

Risk owner and / or manager

Action Date

vvvVvyvVvyyvyy

The current risk register can be found at Appendix 2T— this is a working document and
will be developed throughout the duration of the project. The register will be reviewed
regularly focussing on the high impact risks and those with pending Action Dates.

Over time the allocation of the individual risks (Trust or PSCP) will also be reviewed to
ensure risks are placed with the party best placed to deal with it.
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6.9  Outline Arrangements for Post Project
Evaluation

The end stage of the project will result in the completion, handover and commissioning
of the new facility. The Emergency Floor Project Board is responsible for providing
assurance that the project has been delivered in terms of product and quality in line
with the business case.

The outline arrangements for post Project Evaluation (PPE) have been established in
accordance with best practice. The trust will ensure that a thorough post-project
evaluation is undertaken at key stages in the process to ensure that positive lessons
can be learnt from the project. These will be of benefit to:

» The Trust — in using this knowledge for future capital schemes
» Other key local stakeholders — to inform their approaches to future projects

» The NHS more widely — to test whether the policies and procedures used in this
procurement have been used effectively

» Contractors — to understand the healthcare environment better

The evaluation will examine the following elements, where applicable at each stage:
» The effectiveness of the project management of the scheme — viewed internally
and externally

The quality of the documentation prepared by the Trust for the contractors and
suppliers

Communications and involvement during procurement
The effectiveness of advisers utilised on the scheme

v

The efficacy of NHS guidance in delivery the scheme

Perceptions of advice, guidance and support from the strategic health authority
and NHS Estates in progressing the scheme

vVvVvVvyy

Formal post project evaluation reports will be compiled by project staff, and reported to
the Board to ensure compliance to stated objectives.

6.9.1 Post Implementation Review (PIR)

These reviews ascertain whether the anticipated benefits have been delivered and are
timed to take place immediately after the new emergency care unit opens and then 2
years later to consider the benefits planned.

6.10 Gateway Review Arrangements

Gateway reviews provide a valuable perspective on the issues facing the internal
project team, and an external challenge to the robustness of plans and processes. The
Gateway process provides support to SROs by helping them to ensure the following:

» The best available skills and experience are deployed on the programme or
project
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» All the stakeholders covered by the programme or project fully understand the
current status and the issues involved

» The programme or project can progress more confidently to the next stage of
development, implementation or realisation

» Achievement of more realistic time and cost targets for the programme or project

The Gateway Project Review Process looks at a project or programme at six key
stages in the life of the project and considers the readiness to progress to the next
phase.

The six stages or Gates are:

» Gate O - Strategic Assessment

Gate 1 - Business Justification

Gate 2 - Delivery Strategy

Gate 3 - Investment Decision

Gate 4 - Readiness For Service

Gate 5 - Operations Review and Benefits Evaluation

vVvvyyVvyy

A Health Gateway Review 2: Delivery Strategy was undertaken and associated report
issued to the Project SRO on the 18" June 2014 (Appendix 6E). A Delivery Confidence
Assessment of AMBER was issued by the review team along with recommendations
for consideration/ implementation.

The recommendations from the Gateway Review have been completed.

The next Health Gateway Review, Gateway 3 Investment Decision is recommended
once GMP is received and the Full Business Case is complete and ready for Trust
Board and other approvals. This will be in January 2015.

6.11 Contingency Plans

The Trust has a framework for Business/Service Continuity. In this instance, the
Emergency Care Directorate ensures that the Trust's emergency care service
contingency plans are in place for the event of any disruption.

The Trust’s framework ensures the Trust can comply with the business continuity
provisions of the Civil Contingencies Act 2004. Contingency plans have been
developed to ensure the Trust can continue to deliver an acceptable level of service of
its critical activities in the event of any disruption.

In the event that this project fails and the ED is not re-developed, the Trust will continue
to implement and realise the benefits of its current Emergency Care action plan. The
Trust will implement the Do Minimum albeit limiting in achieving capacity requirements
and efficiencies, however it will enable a continuation of Emergency services within its
existing facility.
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Appendices

Appendices are attached as separate documents and consist of the following:

Appendix 1A

Appendix 2A
Appendix 2B
Appendix 2C
Appendix 2D
Appendix 2E
Appendix 2F
Appendix 2G
Appendix 2H
Appendix 2|

Appendix 2J
Appendix 2K
Appendix 2L
Appendix 2M
Appendix 2N
Appendix 20
Appendix 2P
Appendix 2Q
Appendix 2R
Appendix 2S
Appendix 2T

Appendix 3A
Appendix 3B
Appendix 3C
Appendix 3D
Appendix 3E
Appendix 3F
Appendix 3G
Appendix 3H
Appendix 3l

CCG Letter of Support

ECIST Review 2013

Design Operational Policy 2013
Emergency Care 4hr Trajectory 2013

LLR Winter Urgent Care Action Plan 2014/15
Trust Extreme & High Risks (15 and above)
Trust Moderate Risks (8-12)

Detailed Guiding Strategies

Trust Clinical Strategy (draft)

UHL 5 Year Estates Strategy

Clinical Justification

Model of Care

Clinical Operational Policy - ED

Clinical Operational Policy - Assessment
Clinical Operational Policy - Support
Clinical Service Dependencies

Imaging Turnaround Times Report

Estates Annex

CQC Inspection Report 2014

DQI Report 2014

Risk Register

FB forms

Notes on FB forms

Comparison between OB forms and FB forms
GMP

1:200 First Floor New Build

1:200 First Floor Refurbishment

1:200 Ground Floor New Build

1:50 Resus

1:50 Majors
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Appendix 3J

Appendix 3K
Appendix 3L

Appendix 3M
Appendix 3N
Appendix 30
Appendix 3P
Appendix 3Q
Appendix 3R
Appendix 3S
Appendix 3T

Appendix 3U
Appendix 3V
Appendix 3W
Appendix 3X
Appendix 3Y
Appendix 3Z

Appendix 4A
Appendix 4B
Appendix 4C
Appendix 4D
Appendix 4E

Appendix 5A
Appendix 5B
Appendix 5C
Appendix 5D

Appendix 6A
Appendix 6B
Appendix 6C
Appendix 6D
Appendix 6E

University Hospitals of Leicester NHS Trust

1:50 MIAMI

1:50 Streaming Zone

1:50 Adult Reception & Waiting
1:50 Paediatric ED

1:50 SSPAU

1:50 EDU

1:50 EFU & AFU

1:50 RAU (partial)

1:50 ACB & RAU (partial)

1:50 GP Referral Unit

1:50 Diagnostic Imaging

1:50 Ground Floor

Construction Materials Palette
Roof Plan New Build
Visualisation Adult Main Entrance
Visualisation Paediatric Main Entrance
Schedule of Accommodation

Planning Approval & Conditions
Planning Conditions Tracker
BREEAM Interim Certificate
Equipment List (capital)
Equipment List (revenue)

Capital Costs

I&E and Workforce calculations
Workforce Plan (narrative)
Impact of this FBC on the LTFM

Project Execution Plan

Programme

Communications Strategy

Trust Risk Management Policy 2014

Gateway 2 Review — Final Report
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