NHS

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Board of Directors Meeting Held in Public
To be held on Tuesday 26 July 2022 at 09:30

Via MS Teams

Purpose Page Time

MEETING BUSINESS 09:30

Al Welcome, apologies for absence and declarations of interest

Suzy Brain England OBE, Chair

Members of the Board and others present are reminded that they are required to declare any
pecuniary or other interests which they have in relation to any business under consideration at
the meeting and to withdraw at the appropriate time. Such a declaration may be made under
this item or at such time when the interest becomes known

Members of the public and governor observers will have both their camera and microphone
disabled for the duration of the meeting

A2 Actions from previous meeting
Suzy Brain England OBE, Chair Review
PRESENTATION
B1 The Professional Nurse Advocate
Abigail Trainer, Acting Chief Nurse Note 15

Jenny Hunt, Lead Professional Nurse Advocate

True North SA1 - QUALITY AND EFFECTIVENESS

c1 Board Assurance Framework
Dr Tim Noble, Executive Medical Director — SA1 Assurance 10
Abigail Trainer, Acting Chief Nurse -SA1 Covid

c2 Chief Nurse Update
Abigail Trainer, Acting Chief Nurse Assurance 15

c Maternity Update
Lois Mellor, Director of Midwifery Assurance 10

c4 Executive Medical Director Update
Dr Tim Noble, Executive Medical Director Assurance 15




True North SA2 & 3- PEOPLE AND ORGANISATIONAL DEVELOPMENT

D1 Board Assurance Framework

Anthony Jones, Deputy Director of People & Organisational Development Assurance 10
D2 People Update

Anthony Jones, Deputy Director of People & Organisational Development Assurance 10

BREAK 11:05 - 11:15

True North SA4 - FINANCE AND PERFORMANCE

El Board Assurance Framework

Alex Crickmar, Acting Director of Finance Assurance 10
E2 Finance Update

Alex Crickmar, Acting Director of Finance Note 10

The Premises Assurance Model Assessment Report 2021/2022
E3 Alex Crickmar, Acting Director of Finance

. . I Approve 10

Mathew Gleadhall, Acting Deputy Director of Estates and Facilities
E4 Operational Update — Looking Forward

George Briggs, Interim Chief Operating Officer Assurance 10
E5 Performance Update

George Briggs, Interim Chief Operating Officer Assurance 10
E6 Ambulance Handover Delays

George Briggs, Interim Chief Operating Officer Assurance 10

F1

STRATEGY

True North, Breakthrough & Corporate Objectives 2022/23 & Q1
Update
Richard Parker OBE, Chief Executive

Approve

10

F2

Research Strategy

Anthony Jones, Deputy Director of People & Organisational Development
Dr Sam Debbage, Deputy Director of Education & Research

Jane Fearnside, Research Fellow

Assurance

15

F3

Bassetlaw Emergency Village Outline Business Case
Jon Sargeant, Interim Director of Recovery, Innovation & Transformation
Kirsty Edmondson-Jones, Director of Innovation & Infrastructure

Approve

15




G1

BREAK 12:55 — 13:05

GOVERNANCE AND ASSURANCE

Corporate Risk Register
Fiona Dunn, Deputy Director Corporate Governance/Company Secretary

Review

G2

Trust Annual Report 2021/22 including Annual Governance
Statement & Annual Accounts 2021/22

Quality Accounts 2021/22

Richard Parker OBE, Chief Executive

Assurance

10

G3

Standing Financial Instructions, Standing Orders and Scheme of
Delegation
Alex Crickmar, Acting Director of Finance

Approve

10

G4

H1

Audit & Risk Committee Annual Report
Kath Smart, Non-Executive Director and Chair of the Audit and Risk Committee

INFORMATION ITEMS (To be taken as read)

Chair and NEDs Report
Suzy Brain England OBE, Chair

Assurance

Information

13:35

H2

Chief Executives Report
Richard Parker OBE, Chief Executive

Information

H3

Performance Update Appendices
George Briggs, Interim Chief Operating Officer

Information

H4

Minutes of the Finance and Performance Committee — 25 April 2022
Neil Rhodes, Non-Executive Director

Information

H5

Minutes of the People Committee — 3 May 2022
Mark Day, Non-Executive Director

Information

H6

Minutes of the Audit & Risk Committee — 19 April, 6 June & 17 June
2022

Kath Smart, Non-Executive Director

Information

H7

Minutes of the Trust Executive Group — 14 March, 9 May & 13 June
2022
Richard Parker OBE, Chief Executive

Information

H8

South Yorkshire & Bassetlaw Acute Federation —Annual Report for
2021/2022
Fiona Dunn, Deputy Director Corporate Governance/Company Secretary

OTHER ITEMS

Minutes of the meeting held on 28 June 2022
Suzy Brain England OBE, Chair

Information

Approval

13:35

Any other business (to be agreed with the Chair prior to the meeting)
Suzy Brain England OBE, Chair

Discussion




13 Governor questions regarding the business of the
. . *
meetmg (10 minutes) . Discussion 10
Suzy Brain England OBE, Chair
14 Date and time of next meeting:
Date: Tuesday 27 September 2022
Time: 9:30 Information
Venue: MS Teams
15 Withdrawal of Press and Public

Board to resolve: That representatives of the press and other
members of the public be excluded from the remainder of this
meeting having regard to the confidential nature of the business
to be transacted, publicity on which would be prejudicial to the
public interest.

Suzy Brain England OBE, Chair

Note

MEETING CLOSE

*Governor Questions

The Board of Directors meetings are held in public but they are not ‘public meetings’ and, as such the

meetings, will be conducted strictly in line with the above agenda.

For Governors in attendance, the agenda provides the opportunity for questions to be received at an

appointed time. Due to the anticipated number of governors attending the virtual meeting, Lynne Schuller,

as Lead Governor will be able to make a point or ask a question on governors’ behalf. If any governor wants

Lynne to raise a matter at the Board meeting relating to the papers being presented on the day, they should

contact Lynne directly by 5pm day prior to the meeting to express this. All other queries from governors

arising from the papers or other matters should be emailed to Fiona Dunn for a written response.

In respect of this agenda item, the following guidance is provided:

Questions at the meeting must relate to papers being presented on theday.

Questions must be submitted in advance to Lynne Schuller, Lead Governor.

Questions will be asked by Lynne Schuller, Lead Governor at the meeting.

If questions are not answered at the meeting Fiona Dunn will coordinate a response to all Governors.
Members of the public and Governors are welcome to raise questions at any other time, on any other
matter, either verbally or in writing through the Trust Board Office, or through any other Trust contact
point.

Suzy Brain England OBE
Chair of the Board



We Action notes prepared by: Angela O’Mara

care g Updated: 28 June 2022 m

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Meeting: Public Board of Directors KEY

Completed On Track

Date of latest meeting: 28 June 2022

In progress, some issues Issues causing progress to stall/stop

No. | Minute No. | Action Lead Target Date Update
1. P22/03/F1 Principles for 2022/2023 Julv 2022 Update 26.4.2022 — paper received, objectives to be
Corporate objectives to be brought to April’s Board of Directors  RP uly refined based on suggestions, considered by the

Meeting. aligned sub-committees and to return to a future
public Board meeting for approval.

Update 28.6.2022 — to be included on July’s agenda
and include a Q1 update.




The Vision

DBTH FT and
Beyond -
Evaluating progress

Jenny Hunt RN(A), BA Professional Practice, MSc
;lﬁ)cg(’c_ﬂc’?_’q Professional Development, Lead PNA



What is a
Professional

Nurse
Advocate!

The Professional Nurse Advocate
(PNA) role is a new, fundamental

leadership and advocacy role to
deploy the A-EQUIP model

Professional Nurse Advocates
(PNA’s) have the knowledge
and skills to:

1. Provide support to enhance
health and wellbeing

2. Develop education and training
to progress knowledge and skills

3. Support quality improvement
practices to ensure that patients
and their families experience
safe, enriching care




DBTH Vision
“To be the
safest Trust in
England,
poutstanding in
all we do”

How does the implementation of the
PNA role support and contribute to this
vision?

Deployment of the A-Equip model supports
continuous improvement and builds personal
and professional resilience thereby enhancing
the quality of care delivered

The four inter-related functions are to designed
to support staff to deliver safe and
effective practice




the strategic objectives — true north and

eople, quality improvement

ue north: specifically — to provide outstanding care and improve patient experience

Breakthrough: specifically — achieve measurable improvement in our quality standards and patient
experience, 90% of staff have an appraisal linked to Trusts Values and feel able to contribute to the
delivery of the Trust Vision, Team DBTH feel valued and feedback from staff and learners in top 25%



LEAD NURSE PROFESSIONAL NURSE ADVOCATE PROJECT

- — developing
Communication : : :
emotionally intelligent leaders
Advocating for patients e . Promote role to :
and their families Professional ilot areas Barriers ch:rl:/eeéec team/ward Developing PNAs
Maternity Realistic and g
AdvoAcate achievable timeline Preceptorship Changing culture
PM
) . ) - teaching and
Quantitative data ~ PNA steering groupThe V| SION — SCOP' ng promoting professional
Provider Workforce development
. P
Return, sickness/absence S the role at D BTH Debriefing
rates. !’\ecruitment and fe:dagalcli ;:cfmaR?:S Modules-area Training future
retc.antlon sessions, staff survey specific courses PNAs
Patient Safety feedback Datix
Focus of approach — staff Appraisal clinics
groups/bands - Leading service/quality
CQC/NHS Contract Time Revalidation clinics Q! clinics T e nis
Participation in national forums/networks Supporting PNAs
Health and wellbeing Individual area needs

National and regional guidance



Thematic analysis — key areas of

focus

LEADERSHIP AND INFORMATION INFORMATION PRACTICALITIES
COLLABORATION GATHERING GIVING



Leadership and collaboration

Link with
regional
working

group

Link with
PMAs

Collaborate
with
education
and QI teams

Coach and
support

Coach and
support
those in
training to
contribute to
meetings and
education
events to
support roll
out

Learn and
inform

Learn and
inform other
Trusts/PNA
network —
sharing good
practice

Act

Act as role
model and
mentor to
those
undertaking
or wishing to
undertake
PNA training

Develop

Continually
develop the
wider roll
out,
encouraging
engagement
across the
Trust

Aim

Aim to
publish work
— both the
roll out and
encourage
PNAs to
publish
project work



Information
Gathering

Maintain register of those training and
qualifying — identifying number of PNAs in
1 year, 2 year and 3 year timeframe

Register implementation as QI project —
collecting qualitative and quantitative data
about benefits

Use the steering group/committee to
establish data collection methods

Respond to feedback — adapting approach
if necessary



Information Giving

Educate board, executive team and ward leaders and wider DBTH
nursing team on benefits and the A-Equip model

Begin to embed roll in existing programmes i.e. preceptorship, pre-

registration programmes — working with Sheffield University

Feedback results and progress to the regional team, board, executive
team, ward leaders and the wider DBTH nursing team




Translating the vision into practice — PDSA
(IHl 2021) cycles of implementation

* Publicise role

* Establish recruitment and
mentorship strategy

* Establish steering group
and develop policy
governance structure

* |[dentify pilot study areas
* Create referral process

* Create information leaflets
and presentations

* Collate information on
current PNAs and activity

* Collaborate with Regional
Team/ Community of
Practice

* Plan recruitment and pilot
areas

* Create Trust network of
PNAs

* Discuss policy (including
securing protected time)
and data collection

* Explore feedback — from
PNAs, steering group and
pilot areas

* Explore any further
national/regional guidance

* Explore PNA activity and
protected time
arrangements

* Review referral process

l Act

* Write policy/governance
structure and implement —
including referral process

 Continue PDSA cycles —
develop Trust guidelines
from pilot sites to
continue larger roll out




The A-Equip Model

Education and
development
(formative)

/ Monitoring, Y
'/evaluation and
| quality

control

(normative) /ZN

Patients and
families we

support

Personal
Action for
Quality
Improvement

Completion of Provider Workforce Return (PWR)
Evaluation of PNA activity

Steering Committee

PNA support — supervision and link meetings
Feedback of themes to H&WB Committee
Ongoing competencies

| Strategy and governance development

// Restorative
Clinical

Supervision



Current PNA Team




Challer

Lack of awareness and understanding of the role

succession planning), including managerial

[Support for trainee PNAs — particularly year
one as limited trained PNAs

— publicising within limits of service

support/understanding

supervisee

Staff engagement



At least 86 PNAs required to
achieve 1:20 ratio

3 PNAs on NHS register
11 awaiting entry to register
12 in training

7 awaiting place

Outline business case — to
establish funding

Steering group formed to support
development of service and
business case

Recruitment strategy devised and
disseminated amongst Divisions

Mentorship support — establishing
mentorship structure

Learning needs analysis for
ongoing practice

Regular supervision — Lead PNA
providing supervision and regular
link meetings and check ins

Additional training opportunities:
Awareness courses identified:
mental health, drug and alcohol,
menopause, financial wellbeing

Implementation registered with
Quality Improvement

Pilot projects are planned in areas |
where we have trained/trainee
PNAs — these will also form part of
the service development through
ongoing evaluation

Presenting the PNA
implementation within induction,
preceptorship and international
nurse programmes




PNA implementation - Facilitation of Sessions

* 3 PNAs currently on NHS England Register

* 11 awaiting entry onto register; 12 in training

* Pilot areas: DCC/ITU, ED, CCU, Education Team, End of Life Team, Research Team, Paediatrics,
Trauma Theatres, Skin Integrity Team, Surgery (BDGH B5), Orthopaedics, AMU, Endoscopy, Medicine —

Gresley, Surgical Practitioner, Surgery (Matron)

 Sessions facilitated so far:

26 Restorative sessions — 35 staff supervised

8 Career conversations

1 QI project initiated (main implementation project)



Session evaluation so far — key benefits

Identifies opportunities for
quality improvement

Supports staff wellbeing

Gives you a safe space to discuss
your emotions/feelings

Supports development of your
resilience

Supports your professional
development and learning

Reduced your stress levels

0.00% 20.00% 40.00% 60.00% 80.00% 100.00%

B Percentage

Free Text Answers

Yes | felt more relaxed and | was able to identify that it was not personal
towards me or my practice — it was to aid other professionals to make an
informed decision. | was able to look at it as a positive experience
even after worrying for 2 years

Massively, | feel very inspired and feel like | have more of a plan moving
forward

Practical advice received on blocking diaries, handing over and switching off
emails on my phone. Also thought of after | finish, having a plan, journaling

and positive thinking

| did feel like | benefitted from the session because it gave me a boost of
confidence and actively helped me work on my interview skills

Yes — direction for QI project
Yes, to provide peer support to one another

| was not sure what to expect but | enjoyed the flow of the session, and it
felt a very safe space to air my thoughts and concerns




VWhat
next!?

Develop

The future role — back to the
vision and the evaluation of
role and implementation

QI clinics

Publish academic work to add

to the PNA literature base —
scarce as new role

Clinical support — explore
advocacy role in clinical setting

Education clinics with
education team

Establish and embed
estorative Clinical Supervision

Thrive

Revalidation clinics

Appraisal clinics




Recommendations

* Blue sky thinking — PNA core team — Lead, 2 x B7, 2 x Bé
supporting sessional PNAs (who have protected time)

* Second option — smaller core team —Lead, 1 x 7, 1 x 6
supporting sessional PNAs (protected time)

* Most realistic option — maintain Lead role to support continued
implementation, development, embedding and evaluation with
sessional PNAs — evaluating needs as project develops



Personal objectives:

Be a key driver in the development, launching, embedding
and evaluating the delivery of the Professional Nurse
Advocate Programme within the Trust and Region

Continue to be an active member of the PNA community
— within the Trust, Region and Nationally

Continue to develop myself as an emotionally intelligent
leader and lead the PNA team

Support academic programme at Sheffield University and
publish academic work related to the project and the PNA
role



Report Summary — Lead PNA Project

Professional Nurse Advocate Report/Governance Report

Directorate Corporate Nursing
Report Author Jenny Hunt
Dates March 2022-June 2022

Brief summary/headlines

New initiative set out by NHS England which should respond to national
initiatives outlined in NHS People Plan 2020/21 by supporting mental health
and wellbeing aspect

Focus on the clinical leadership response to Covid-19 and continuing
professional development of the nursing workforce (NHS Confederation
2021)

From April 2022, the NHS Standard Contract 2022/23 (NHS England 2022)
outlines that providers of nursing services are required to implement the
PNA role within their organisations. All organisations should ensure the
PNA role, and the delivery of Restorative Clinical Supervision (RCS), is
embedded in current clinical governance arrangements, including board
oversight

Ruth May set out a vision for 1:20 PNAs by March 2024

Secondment as Lead PNA in a full time position has been extremely
beneficial — allowing the implementation process to become established,
enhancing the Trusts reputation by becoming a leading voice both
regionally and nationally

Support structure and ongoing recruitment plan for PNA programme
established to support the vision set by Ruth May — currently we will have
26 PNAs on NHS England Register by September with an ambition to
recruit a further 31 by March 2023

Collaborative working and leadership within the Trust and beyond.
Involvement in regional strategy development and leading the regional
group for annual report template development

Overall impact difficult to assess in early phase however staff feedback has
been positive — on evaluation reduction in anxiety levels, positive
experiences which have contributed to supporting career development and
continual improvement including Ql initiatives




Number of Number | Number of Number of Number of staff
Qualified of EOls/awaiting | RCS sessions | supervised
PNAs Trainee HEi

PNAs Allocation
3 on NHS 12 - 7 26 35
England including
Register those

awaiting
11 awaiting results
entry
Number of career conversations 8

Number of QI Projects initiated

List projects:
Implementation of PNA initiative

Number of appointments allocated

10 — Data collection for June
only (evaluation adapted as
project progressing)

Number of appointments DNA

0

Themes identified

List themes:

Support for court witness
Career development and quality
improvement support

Support for wellbeing

Staff wellbeing — need of urgent
support

Team dynamics/incivility
Workplace relationships
Incident debrief

Leadership development




Board Assurance Framework — Risks to achievement of Strategic Aims

OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 1 True North Strategic Aim 2 True North Strategic Aim 3 True North Strategic Aim 4
To provide outstanding care and improve patient experience Everybody knows their role in achieving the vision Utee LA el vl atr;:,fle:;t;zc:;;rom sl i sl In recurrent surplus to invest in improving patient care.
()
Breakthrough Objective: Breakthrough Objective: Breakthrough Objective: Breakthrough Objective:
Achieve measurable improvements in our quality standards & At least 90% of colleagues have an appraisal linked to the Trusts Team DBTH feel valued and the Trust is within the top 25% for Every team achieves their financial plan for the year
patient experience Values and feel able to contribute to the delivery of the Trust staff & learner feedback
vision.

Current Risk Level Summary

The entire current BAF was last reviewed in June 2022 reviewed alongside the corporate risk register.

The entire BAF and CRR were reviewed at Board Sub Committee meetings during June/July 2022 and by the Strategic aim sponsors in June 2022. The individual BAF sheets indicate the assurance detail and the risks have been discussed and
captured via the minutes at Board and its sub committees.

COVID -19 BAF - The integrated pandemic governance process has been embedded and the trust is proactively managing the new and emerging risks identified as part of the restoration and recovery phase. Additional assurance continues to be
sought internally and the evidence of this is referenced in the respective director reports to the June/July Sub Committee and Trust Board.

The key risks to achieving outstanding patient experience remains workforce, the key risk to financial sustainability is underperformance against income plan, cost improvement plan and the underlying financial sustainability and the key risk to
operational excellence remains RTT 18 and the 52 week breach position. Additional assurance continues to be sought internally and the evidence of this is referenced in the respective director reports to the May Trust Board and its subcommittees.

The risk score for SA1-COVID has increased from 15 to 20 (see BAF for details) and no other changes have been recorded in the overall BAF risk scores for SA1-SA4.

There has been one change in the BAF risk level during quarter 1 2022/2023. (COVID 2472- SA1COVID)

several

CoVID

Heat Map of individual SA risks (identified 2019 -2020 BAF) Overall change per Strategic Aim (SA)
No I-1|arm MI;IOF Mod:rate Ma:ljor Catastsrophlc a1 Q2 Q3 — Change
R 2022/23 2022/23 2022/23 risks/SA
are
1
Unlikely
2 SA1 = =) =
Possible
3 ZAIERCOVID 2472 SA2 =) = =
Likely Q&E9 F&P1 F&P4 F&P20 Q&EL2 SA3 =) ) =
4 F&P3 F&P6 F&P8 FapP12
PEO3, PEO2
Certain SA4 =) = =
5
1 = 1T




Appendix Levell
OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 1 — To provide outstanding care & improve patient experience.

Risk Owner: Trust Board — Medical Director/Chief Nurse . . . .
Committee: QEC People, Partners, Performance, Patients, Prevention Date last reviewed : JULY 2022

Risk Appetite:
The Trust has a low appetite for risks

Strategl.c Objective ' . . . Initial Rlslf Ratm-g 4(C) x 5(L) = 20 extr Risk Trend
To provide outstanding care and improve patient experience . Current Risk Rating
Risks: . . 4(C) x 4(L) = 16 extr
Target Risk Rating

e Risk of patient harm if we do not listen to feedback and fail to learn 3(C) x 3(L) =9 low
e Risk of not using available quality assurance data to best effect in order to identify areas to

improve or manage patient care.

Breakthrough Objective
Achieve measurable improvements in our quality standards & patient

experience _ : . . .
e Risk to safety and poor patient experience as a result of failure to improve the estate and . .
infrastructure. Rationale for risk current score:
Measures: e Risk of non-delivery of national performance standards that support timely, high quality care Impact:

e Risk to safety and poor patient experience if we do not improve emergency flow in our capacity * Impact on performance

constrained environment e Impact on Trust reputation
e Current gaps in registered workforce whilst new registrants and international nurse’s complete e Impact on safety of patients
preceptorship with increased reliance on agency staff. e Impact on patient experience
i i - . e  Risks to patient both in terms of flow and communication as a result of the pathways relating to e Potential delays to treatment
* _Aquality steering group has now been set up that will be chaired by the Infection, Prevention and Control measures due to uncertain covid pandemic pattern e Possible Regulatory action
Deputy Chief Nurse for Quality, feeding into this steering group will be
updates and a progress plan about Tendable, Datix, quality dashboards, Risk references: Future risks:
quality strategy, PSIRF, Clinical audit dashboard, patient safety, risk Q&E9, F&P 6 and F&P 8. o e o EEID e et T

management plans, updates from the external quality review and associated
recommendations, SafeCare and data quality issues and how we escalate
these. This steering group will then send a report to the Chief Nurse who
will provide an update to the Transformation board monthly.

e  Staff engagement post covid

e  Patient expectations following Covid

e  Staff working in separate areas following the incident in the women’s
hospital.

e  Uncertainty re COVID recovery outcomes

e  Uncertainty re SYB ICS changes

Opportunities:

e Change in practices, new ways of working
e Evidence of “closing the loop”, through sharing of learning from incidents e  Advent of more digital care

and follow up from QI processes e  Greater opportunity for collaboration at place / system level

e Focus on key safety risks — IPC Outbreaks - waits, falls, milestones set e Implementation of National Safety Strategy

through business planning for each division aligned to the division’s e Restructure to focus on patient experience

breakthrough objectives e Quality improvement processes focused on Falls in the 10 high risk areas
e (Clinical effectiveness, processes to include the following of NICE guidance e  Workforce development plan
e |QPR measures e Review of quality processes within the ICS

e Feedback from patients via compliments and complaints.
Comments:

e  Patient survey outputs and effectiveness of action plans . eV frecti
. eed to ensure Trust Values are effective

¢ Co-production of changes with patients e Need to develop quality/patient safety strategy

e Need to sustain improvements in Ql initiatives
e Need to widen the focus on patient and user feedback

e Insights profiles from CQC
e Board Assurance Frameworks

e  External review of patient safety and clinical governance which will
incorporate patient experience

Controls (mitigation to lead to evidence of making impact): Last Review date Next review date Reviewed by Gaps in Control

BIR Data targets & exceptions Jan 2022 Feb 2022 Med Director (TN) No unexpected identified

Accountability Framework & Quality framework process

o Securitization of pt pathways — risk stratification of patient Jan 2022 November 2022 Med Director (TN) & COO Action plans in place, reviews on going
pathways
Wi ar il .

Clinical-Governancereview-complete—Awaiting completion of external patient

safety and governance review prior to implementation

None-identified-Awaiting outcome of recommendations to understand gaps

May 2022 November 2022 Med Director (TN) 1 e, e avrEly e

Urgent and Emergency Care Improvement Programme — ongoing April 2022 November 2022 Med Director (TN) Actions & plans in place




Appendix Levell

Nurse Staffing Assurance Framework shared at Board on the 25 of
January 2022

Action plans to respond to CQC patient surveys April 2022 September 2022 Chief Nurse & Med Director (TN) Action plans in place and monitored through PEEC via regular reporting
Patient E i PPl and A ible Standards in pl hich fi t of th
e !en xper'lence and Accessible Standards In place Which torm part ot the June 2022 September 2022 Work plan and strategy to be enhanced to improve patient experience
patient experience pathway
Risk stratification of patient pathways established.
KPMG working with medical director on patient pathways as part of outstanding | May 2022 June 2022 Med Director (TN)
outpatients forum.
Assurances received (L1 — Operational L2-Board Oversight L3 External) ** Last received Received By Assurance Rating Gaps in Assurance
L3 Internal Audit reviews on quality outcomes, falls documentation June2l ARC, Board Full None
compliance 20/21, DToC 2019/20, Complaint process 2020/21.
Action plans completed against internal audit and reviewed at QEC
in June.
1,12 SNCT undertaken to ensure safe staffing completed in June2022, Jan 22 QEC, Board Full Awaiting completion of SNCT data collection which is taking place in May 2022
report outcome will be expected at board in September 2022.
L2,L3 Ockenden feedback received from the LMNS, action plans Dec 21 Board Full Action plan in place
developed to achieve 7 key actions
LLL2,L3 | BAF completion on specific areas, evaluated by CQC, IPC BAF Jan 22 Board Full
reviewed at Board of Directors December 2020. BAF reassessed 14
July 2021, to be reassessed with latest guidance. Updated BAF
shared with Board on the 25 January 2022
L2 Jan 22 Board Full

Corrective Actions required

Action due date

Action status

Action owner

Forecast completion
date

€QC (Picker) in patient 2021 survey results received May 2022. Results to be reviewed and actions plans to be developed and submitted to PEEC for August September 2022 Survey reports shared with Chief Nurse September 2022
2022. key stakeholders
Commission external review of patient safety and clinical governance which will incorporate patient experience, review recommendations and agree action plan | July 2022 for report, Review underway Medical Director Dependent on agreed
agree plan Chief Nurse action plan
November 2022
Review patient experience strategy and develop work plan for 2022/23 September 2022 Review to commence Chief Nurse Dependent on agreed

action plan

Assurances received (L1 — Operational L2-Board Oversight L3 External) identify the range of assurance sources available to an entity:
—L1 Management —such as staff training and compliance with a policy
—L2 Internal Assurance —such as sub-committees receiving evidence of L1 working effectively; and
—L3 External Assurance —such as internal and external audits.

Areas in yellow highlight indicate change from last version




Appendix Levell
OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 1 — To provide outstanding care & improve patient experience.- COVID19 Major incident

Risk Owner: Trust Board — Medical Director/Chief Nurse/COO

Committee: Q&E, F&P, COVID19 Major incident - Addition to SA1 Date last reviewed : July 2022
Risk Appetite:
Strategic Objective The Trust has a high appetite for risks that impact on patients and staff during a worldwide pandemic. Initial Risk Rating 5C) x 5(L) = 25 extr Risk Trend
To deliver safe & effective service to patients and staff during a World-wide Risks: Current Risk Rating 5(C) x 4(L) = 20 extr
pandemic of Coronavirus which will infect the population of Doncaster and . Target Risk Rating 3(C) x 3(L) =9 low
Bassetlaw (including staff) resulting in reduced staffing, increased workload due °  Imfpecien saft?ty el patlt?nts
to COVID-19 and shortage of beds, ventilators. * Impact on patient experience
e Potential delays to treatment
e Impact on patient harm
Comments: points to consider e Impact on reputation
e Corridors now reopened but social distancing still in encouraged. e Adverse impact on Trust's financial position — Rationale for risk current score:
¢ High risk areas continue to adhere to the 2 metre social distancing rule o Changes to rules of the elective incentive fund with increase of thresholds to 95% *  Previous unknown pandemic
e Some reduction in Planned Care — Outpatients & Surgery but risk reducing as impacting on funding available to deliver additional activity as per accelerator plans — o Patients, staffing, resources etc
Covid numbers decline impact for waiting lists and associated patient care. Potential risk of long waiting patients | ®  Data modelling predictions based on “best” guess principles from previous
e Vulnerable Patients — support still required to support high risk patients presenting as emergencies or developing further complications. flu epidemics
e Minimal impact on critical care currently with no patients requiring this level | ¢  Impact on staff & Inability to provide viable service e Unknown timescale of outbreak
of care at time of update e High number of staff absence (due to COVID related reasons) with impact on services across the * Increase in cases in community prevalence in the last 2 weeks
e Consolidation of maternity and Delivery of Children’s Services board — impact on elective services which may affect ability to deliver the elective activity planand | ® !Ncrease in patients requiring hospitalisation in last 2 weeks
e Trauma Consolidation- Increasing trauma capacity as COVID allows supporting accelerator activity * Restarted confirmatory PCR testing on all staff reporting positive lateral flow
e Diagnostics and Pharmacy e Risks on staffing numbers in relation to vaccination awaiting final decision nationally. e . .
. . . R . : . e Increase in staff absence related to covid
e Care of Deceased Patient e Risks to patient flow due to external availability of care provision, which adversely affects patient
e  People Planning, Education and Research experience

e  Ethical Decision Making

e Infection Control and Prevention Support L LG L A R
) o link CRR Risk ID2472 on DATIX e Impact of COVID on elective restoration
e Partnerships, Communication and Engagement - . .
- . . . . e, .. . e Potential impact on bank and agency spend to increase due to sickness
e  Visitor restrictions reviewed with a return to ‘open visiting’ for 2 visitors in Opportunities:
pp : amongst all staff groups

areas where there are no active Covid outbreaks e Change in practices, new ways of working

e Visitors encouraged to continue to wear masks at all times and not to attend
if they are displaying any Covid symptoms

e To support patient flow all patients continue to be screened on admission,
then days 3, 5 and 7 of their hospital stay. If they remain negative no further
action is required, however if symptoms are noted patients are then
managed in accordance with Covid / IPC guidelines.

e Alternate day screening for contact patients has ceased which has seen an
improvement in patient flow and minimal impact on patient safety. This is in
accordance with guidance issued in April by NHSE/I.

e  Staff engagement post Covid

e  Patient expectations following Covid

e  Staff working in separate areas following the incident in the women’s
hospital.

e  Uncertainty re COVID recovery outcomes

e Uncertainty re SYB ICS changes

Comments:

e See evidence of plans in link (Overall Plan)
e Risk log (see link)

e High Level COVID Narrative

e  Post implementation review

Controls (mitigation to lead to evidence of making impact): Last Review date Next review date Reviewed by Gaps in Control

Pandemic incident management plan implemented.
e National reporting & monitoring eg PHE, NHSI/E, WHO etc
o Level 4 incident stood down & local reviews still in place weekly or
as new guidance is issued Chief Nurse

Director of Infection Prevention

2022 June July 2022 0 (elize] No unexpected identified



file://win2000.doncri.nhs.uk/dbhshared/EPRR/EPRR%20-%20Covid%2019%20-%202020/Planning%20Team%20COVID%20folder/Overall%20Plan
file://win2000.doncri.nhs.uk/dbhshared/EPRR/EPRR%20-%20Covid%2019%20-%202020/Planning%20Team%20COVID%20folder/Overall%20Plan/__COVID%20Combined%20Risk%20Logs/RISK%20ID%202472%20-%20Combined%20COVID%20Risk%20Logs%20v1%2008042020.xlsx
file://win2000.doncri.nhs.uk/dbhshared/EPRR/EPRR%20-%20Covid%2019%20-%202020/Planning%20Team%20COVID%20folder/Overall%20Plan/High%20Level%20Covid19%20Narative%20final%209.4.20.doc

Appendix Levell

Accountability Framework & Quality framework process

Director of Infection Prevention

COO working with national team on funding stream and clinical team around
staffing plan

C0O

June 2022 July 2022 and Control, Chief Nurse & Action plans in place

o Scrutinization of patient pathways Ccoo
Full projections of C19 demand & other emergency flow modelled with partners Deputy Chief Executive . .
el ) e, s T s e e ek coaiene s June 2022 July 2022 Co0 Work plans in place to support flow internally and externally
Urgent and Emergency Care Improvement Programme — underway & reviewed June 2022 ongoing Deputy Chief Executive Focused work on ED medical staffing
as part of the recovery programme COO
Ongoing d'ai'ly ope'ratic'mal revit'ews to aIIo'cate or redeplpy staff to maintain safe June 2022 Ongoing Chief Nurse Ongoing rota management
care, or mitigate risks in a particular service as appropriate Co0
Vulnerable Patients- mMADbs service running since Dec21 and request has been
made to keep this as an ongoing service which the Trust has agreed to support. lune 2022 September 2022 Deputy Chief Executive Central funding to be made available. COO working with clinical team to

submit a bid so this is funded from central sources

Assurances received (L1 — Operational L2-Board Oversight L3 External) **

Last received

Received By

Assurance Rating

Gaps in Assurance

L1,L2,13 National reporting & monitoring eg PHE, NHSI/E, WHO etc

Nov 21

F&P, Board

ongoing

On going

L1,L2 Enhanced operational meetings currently stepped down due to
significant decline in patient numbers. However ongoing incident
management arrangements dependent on COVID infection rate at
current time and reviewed if further increase in patient and staff
numbers which could impact on daily performance

June 2022

F&P,QEC, Board

Full — ongoing review through
phases

Action plans in place & continual review

L2 Operational Update / Delivery of Elective Restoration Update
(Presentation) given to F&P Committee on monthly basis. Covers

Governance. Mitigation via high level actions from COO led
Performance & Access Board.

risk areas of Theatre staffing, Be Plan, Risk to patients & Oversight &

June 2022

F&P, Board

Full — ongoing review through
phases

Action plan in place & continual review

L1,L2,13 BAF completion on specific areas, evaluated by CQC, IPC BAF

July 2021, to be reassessed with latest guidance. Updated BAF
shared with Board on the 25 January 2022. Updated IPC BAF
shared with QEC 3/4/2022. New IPC Board Assurance Framework
still not been publicised at time of update by national team

reviewed at Board of Directors December 2020. BAF reassessed 14t

June 2022

QEC

Full against current version

None

L2,L3 KPMG Internal Audit reviews on quality outcomes:

o Covid-19: Business Continuity, Pandemic Response Plan
and Remote Working - October 2020 -

o COVID-19 Financial Governance and Controls - October
2020 -

October 2020

Board

- Significant assurance with
minor improvement
opportunities

Actions complete

Corrective Actions required

Action due date

Action status Action owner Forecast completion

date

30/4/2022

Please see update in appendix 1

Assurances received (L1 — Operational L2-Board Oversight L3 External) identify the range of assurance sources available to an entity:

—L1 Management —such as staff training and compliance with a policy

—L2 Internal Assurance —such as sub-committees receiving evidence of L1 working effectively; and

—L3 External Assurance —such as internal and external audits.

Areas in yellow highlight indicate change from last version
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Appendices:

Report Summary

Purpose of report: | The Board are asked to approve the ongoing work to improve patient quality against
the True North Objectives

Summary of key The paper outlines May and June outcomes in relation to the key patient safety
issues/positive measures in falls, hospital acquired pressure ulcers, infection prevention and control
highlights: and serious incidents, highlighting what learning has been undertaken and how this is
shared across the Trust.

The paper highlights patient experiences in May and June. Focused on the
effectiveness of the complaints procedures, themes of complaints and how we
evidence learning.

The paper also gives an insight into the current position on safe staffing, highlighting
the mitigations in place and the future developments to support safety.

Recommendation: | To approve

Action Require: Approve Information Diseussion Assurance Review
Link to True North | TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide outstanding | Everybody knows | Feedback from The Trust is in
care for our patients their role in staff and learners | recurrent surplus
achieving the is in the top 10% | to investin
vision in the UK improving patient
care

Implications

Board assurance framework: | None

Corporate risk register: None

Regulation: CQC - Safe Care and Treatment and Patient Centred Care. Achievement of
Outstanding.

Legal: Trusts licence to operate

Resources: Nil




Previously considered by:

Assurance Route

Board of Directors, Quality and Effectiveness Committee

Date:

May 2022

Decision:

Regular updates required to QEC

Next Steps:

Update progress to QEC

Previously circulated reports | None
to supplement this paper:




BIR July 2022 (May and June 2022 data)

The national patient safety strategy defines patient safety as maximising the things that go
right and minimising the things that go wrong.

It is integral to the NHS' definition of quality in healthcare, alongside effectiveness and
patient experience. The Just Culture approach has got to be our key priority to enable DBTH

to fully embrace and implement the patient safety strategy.

Safer Culture, Safer Systems

Safety culture indicators can be measured by reviewing the safety questions on the NHS
staff survey. DBTH results are in line with national results and demonstrate a reduction in
the positivity percentage. To allow a temperature check of staff feedback, the new
TENDABLE application has a weekly staff questionnaire relating to safety culture embedded
in the question sets, allowing the divisional teams to specifically focus work on wards /
departments with lower scores.

The patient safety specialists have liaised with the people and organisational development
team and plan to create an overarching improvement plan linking with divisions to address
our intention to improve the psychological safety of teams at DBTH to raise concerns.

Insight

Serious Incidents
There were five serious Incidents logged in May, and there were also five logged in June, see
the details below:-
e A Patient attended for removal of a PEG, medication advice not followed by nursing
home and anticoagulant not stopped prior to procedure as intended.
e Miscommunication issue, failure to follow process
e Failure to escalation to specialist centre
e Failure of a preventative surgical pathway following first admission and treatment
for pancreatitis
e Shoulder dystocia (HSIB case)
e Delayed diagnosis of a slipped upper femoral epiphysis (SUFE) in a 14 year old
patient
e Inpatient fall resulting in a subdural bleed
e Issue with patient follow-up and surveillance programme
e Intra-partum still-birth
e Delayed diagnosis of testicular torsion
e Sub-optimal care, pathway from the Emergency Department to Orthopaedics for a
patient admitted with an infected knee and sepsis.

This is a total of 13 serious incidents reported, year to date for 2022-2023.



HSIB Investigations

Two HSIB investigations, year to date, which are:-
e Shoulder dystocia. Baby required prolonged resuscitation and therapeutic cooling
e Intra-partum still-birth at 40+5/40.

Patient Safety Incident Response Framework (PSIRF)

NHSE have not as yet sent any information to Trusts with guidance on the implementation
and transition to PSIRF. The patient safety specialists have already commenced work with
the quality improvement team to develop a plan and map current processes. Each of the
five patient safety priorities below will have a work stream supported by the Qi team. Until
guidance is available no further work can progress:-

e Skin integrity

e Falls

e Discharge

e Recognition of deteriorating patient

e Medication safety officer

DBTH is also involved in collaboration with the Nottinghamshire ICB who have organised a
steering group to ensure learning across the system that aligns our patient safety
improvement priorities.

Patient Safety Specialists

The Trust patient safety specialists are Dr Juan Ballesteros (Associate Medical Director for
Clinical Safety), Ms Marie Hardacre (Head of Nursing for patient safety and corporate
services) and Ms Nicola Severein-Kirk (Lead Nurse for patient safety and quality). There is
significant change surrounding how we investigate, learn and develop a safety just culture.
The transition to PSIRF will need a system wide change and will need to incorporate the just
culture approach.

Falls

There have been 117 falls in May and 130 falls in June a total of 247 falls in the past two
months. 163 falls resulted in no harm, and 16 were non-inpatient falls. 76 falls have
resulted in low harm.

There have been seven moderate harms, and one severe harm in the past two months. See
graph below with 12 months data.



Falls by Incident date (Month and year) and Severity
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The falls safety improvement panel meet monthly and analyse all moderate and severe
harm from falls and any themes identified for learning. The themes are communicated to
the wider DBTH team and shared in a monthly newsletter, the themes this month include:-
e Clear MDT communication and collaborative working
e The transfer of a patients care from one department to another involves complex
communication and handover. Risks of poor communication impacting on care
delivery.

In July 2022 Mallard ward celebrated two years with no serious harm caused following an
inpatient fall. This was achievable following a quality improvement project that was first
introduced in February 2019. The project focused on using a tool as part of a safety huddle
to update staff on the patient’s required level of supervision. This required a change in
culture during staff handover and highlighted those most at risk. The project also supported
the promotion of low beds, and the prompt cohorting of high-risk patients. This supports
the theory of patient safety and the value of learning from what goes well. The whole team
approach demonstrated on Mallard ward is a huge achievement and clearly focuses on the
themes identified above, surrounding handover and the transfer of care.

Hospital Acquired Pressure Ulcers (HAPU)

There were 52 HAPU’s in May and 47 in June this is a total of 163 year to date. This has
affected 77 patients. Of these patients, zero were classified as category four HAPU’s; five
were category three HAPU; eight were unstageable HAPU’s; two Mucosal Pressure Ulcer
and zero were uncategorisable Pressure Ulcers.



Learning from the skin integrity improvement panel continues monthly with the use of a
Trust social media page, Trust Intranet page (Hive), bespoke ward training and Trust wide
training via eLearning and Face to Face.

Infection Prevention and Control

Clostridium difficile (C. diff) there were three in May and three in June 2022. Four of these
cases were hospital onset, hospital associated (HOHA) infections. This is a total of nine
cases of Clostridioidies difficile for the financial year, against a trajectory of 48.

E-Coli bacteraemia In May, ten cases were reported, in June seven were reported. Ten were
classed as HOHA and seven as community onset hospital associated (COHA). This is a total of
24 cases with a current trajectory of 87 for the year.

MRSA bacteraemia there were no MRSA bacteraemia reported in May or June 2022. This is
against a trajectory of zero. The Trust has not had an MRSA bacteraemia since 26 February
2021 which is a fantastic achievement.

MRSA colonisation there were two reported colonisations reported in May, and two in
June. This is a total of six cases and will be closely monitored by the divisional teams and
IPC.

Involvement

The framework for involving patients in patient safety
e Part A: Involving patients in their own safety
e Part B: Patient safety partner (PSP) involvement in organisational safety

The patient safety specialists have identified our first patient safety partner and initial
meetings have taken place. The overall aim is to link in with patients who have been
involved in patient safety incidents to seek support and recruit more patient safety partners.

Patient Safety Syllabus

The patient safety syllabus (level one) is on the ESR system and available for all staff to use.
This is a national eLearning package to improve safety culture. The patient safety specialists
are working with the education team to launch the safety syllabus to coincide with the
world patient safety day in September 2022. The plan is for a week long program of
activities to engage the teams with patient safety pledges and visit wards and departments
across DBTH. The main focus of the world patient safety day is medicine safety. WHO have
released information via our medicines safety officers that the aim is to light buildings up in
orange across the world to signify the risks to patient safety with medication safety.

Improvement

Shared Learning
Following investigation, recommendations and learning from patient safety incidents, the
monthly patient safety review group hear presentations on the agenda each month. These



presentations share learning across all divisions. This allows operational discussion
surrounding learning surrounding an incident and to share and cascade through governance
processes.

The patient safety specialists are working with the education team to relaunch a patient
safety newsletter, to coincide with the world patient safety day in September 2022.

Digital Transformation

The TENDABLE accreditation application has gone live with the first two audits on 1 July.
Wards and departments can now undertake electronic audits on the Trust hand-held
devices. The first two audits launched are the ward / department weekly audits and the
matron’s assurance monthly audit. Staff engagement sessions are planned across all 3 sites
at the end of July to ensure feedback and evaluation takes place.

The quality dashboards (currently named the hard truths data) are being redesigned
alongside the clinical audit and effectiveness team to pull data from our electronic system
i.e. nerve centre and relevant quality indicators to assess performance in relation to bed
days per month data to make the dashboards more representative of activity and
percentage of harm.

The digital transformation programme continues and has introduced risk assessment
documentation electronically Trust wide and is trialling care planning on ward C2 at BDGH.
Clinical photography is planned for roll out at the end of July. This move towards electronic
patient records is welcome and builds on the success of the electronic observations.
Learning is shared at the digital clinical governance meeting.

The children’s divisions’ transition to electronic observations has not been progressed due
to difficulties in recruiting administrative support on the Children’s assessment ward. This
issue is being addressed by the divisional director of nursing.

DATIX upgrade is scheduled for July / August. A QPIA is being presented at TEG on 11 July
for a decision on deletion of data from the test system. A project plan is being created and
liaison with DATIX compact is ongoing, to ensure a smooth transition to the new server
technology and to progress the planned DATIX system upgrade.

Complaints

May

In May the number of complaints received was 55, consisting of 49 40 working days, 4 60
Working days and 2 MP complaints. This was a slight increase compared to the 50 received
in April.

When split by Division Medicine had 21 complaints, Surgery and Cancer 18, Children’s and
Families 13, Clinical Specialties 2 and Other (corporate areas) 1.

The number of concerns registered were 71 which was an increase compared to April (58).



The number of complaints closed in May was 22.

Of those complaints that were closed 5 were upheld, 11 partly upheld, and 6 not upheld, all
closed complaints had an outcome recorded. Each Division now present a highlight report
to PEIC every month which particularly focuses on what they are learning from complaints
and what actions they have taken to address them.

In May we have had 1 contact from the PHSO - This was a request for information which
was provided in the requested timeframe.

June
In June the number of complaints received was 61, consisting of 57 40 working days, 4 MP
complaints. This was a slight increase compared to the 55 received in May.

When split by Division Medicine had 24 complaints, Surgery and Cancer 24, Children’s and
Families 7, Clinical Specialties 4 and Other (corporate areas) 2.

The number of concerns registered were 61 which was a slight decrease compared to May
(71). The number of complaints closed in June was 16.

Of those complaints that were closed 3 were upheld, 6 partly upheld, and 7 not upheld, all
closed complaints had an outcome recorded. Each Division now present a highlight report
to PEIC every month which particularly focuses on what they are learning from complaints
and what actions they have taken to address them.

In June we have had 0 contacts from the PHSO.

May saw a slight reduction in the inpatient Friends and Family Test response rates
compared to April, DRI 7.5%, BDGH 6.4% and Montagu 18.4%.

A meeting with the Deaf Society took place in June. They are keen to work with the Trust on
providing some free training and a 10 week course on BSL. They are also going to provide
some video clips of raising awareness of deaf patients’ needs/requirements.

Meeting set up in July with DMBC and DCCG to look at Carers Charter and Carers Passport.
PLACE Assessments will commence in September, we are currently looking at recruiting

patient representatives and looking to Divisions to support this.

Nursing and Midwifery Staffing

All NHS Trust providers are required to publish Nursing and Midwifery staffing data on a
monthly basis. The data describes planned hours for staffing based against the actual hours
worked. In addition to this the care hours per day (CHPPD) are reported as a monthly
metric. In the last 12 months with the on-going Covid 19 pandemic has created additional



workforce challenges across the breath of the organisation, with particular pressure in areas
across medicine, surgery and critical care areas.

May 2022
There were 39 inpatient wards were open throughout May 2022.

22 (56.4%) were on green for planned v actual staffing, 5 (12.8%) wards were on amber for
being 5% under planned v actual staffing (ITU, 32, 24, 17, C1). The Heamatology ward was
the only ward which was rated as amber for being 5% over planned v actual staffing during

May.

8 (20.5%) wards were red for being 10% under planned v actual staffing (S10, S11, A5, 21,
20, REHAB 2, CDS, M1). There were 3 (7.69%) wards (B5, ST LEGER, REHAB 1) rated red for
being over 10% of their planned v actual staffing during May.

10% under planned versus actual

Surplus over 10%

Total IP wards

39

Ward distribution of planned versus May

actual rate No. %
Within 5% 22 56.4%
5% under planned versus actual 5 12.8%
5% over planned versus actual 1 7.5%

3 7.9%

Number of wards closed

0

June 2022

There were 39 inpatient wards were open throughout June 2022.

22 (56.4%) were on green for planned v actual staffing, 3 (7.69%) wards were on amber for
being 5% under planned v actual staffing (A5, C1, Rehab 2). Ward 25 and Ward G5 (5.12%)
were the only wards which were rated as amber for being 5% over planned v actual staffing

during June.

9 (23%) wards were red for being 10% under planned v actual staffing (510, 24, 21, 20, 32,
DCC, CDS, M1, B6/ESSU). There were 3 (7.69%) wards (B5, ST LEGER, REHAB 1) rated red for
being over 10% of their planned v actual staffing during June.

10% under planned versus actual

Surplus over 10%

Total IP wards

39

Ward distribution of planned versus June

actual rate No. %
Within 5% 22 56.4%
5% under planned versus actual 3 7.69%
5% over planned versus actual 2 5.12%

3 7.69%

Number of wards closed

0

Update on Registered
Nurse Band 5 Vacancy
Position



The Band 5 Staff Nurse position is currently a significant area for concern and is driving the
utilisation of temporary workforce solutions including agency. Below demonstrates the
current registered nurse vacancy position, taking into account expected newly qualified
nurses starters and international nurses (following OSCE pass and transition):

Medicine Division *(Excludes OPD areas)

RN Current NQ Sept/Oct IR arrive August | NA / Aps due to | Approx. vacancy
Ward based RN | 2022 and not in RN qualify Oct 2022 | following NQ IR and
Vacancy June numbers before NA (Excluding ward
2022 Oct 2022 22)

86.21 36 wte 7 wte 6 wte 37.21 wte

Surgery Division *(excludes OPD & Endoscopy)

RN Current NQ Sept/Oct IR arrive August | NA / Aps due to | Approx. vacancy

Ward based RN | 2022 and not in RN qualify Oct 2022 | following NQ IR and
Vacancy June numbers before NA (Excluding Modular
2022 Oct 2022 Ward)

35.76 18 wte 2 wte 2 wte 13.76 wte

CSS (*excludes theatres & OPD)

RN Current NQ Sept/Oct IR arrive August | NA / Aps due to | Approx. vacancy
Ward based RN | 2022 and not in RN qualify Oct 2022 | following NQ IR and
Vacancy June numbers before NA (Excluding ward
2022 Oct 2022 Modular)

7.14 2 wte 2 wte 0 Approx. 3.14 wte

Trust wide ward-based vacancy June 2022 129.11 wte - 4,841 hours per week.
Trust wide ward-based vacancy end of October 2022 54.11 wte - 2,029 hours per week.

The vacancy position excludes the Orthopaedic Modular ward and Ward 22 which are part
of winter planning / elective restoration proposals planned to open approximately October

2022 onwards.

Midwifery

Further detail relating to Midwifery vacancies are provided via the Ockenden updates to
board, however there are significant vacancy within Registered Midwife roles of
approximately 36 posts and 15 Midwifery Support worker post vacancies.

Maternity leave, short term and long term sickness is also contributing for the reliance on
temporary staffing solutions.




May 2022 Agency usage summary

Agency Management

xeculive Summary

INHS|

Professionals

Menth Year Key Headlines
May-2022 v Total Agency Cost % Agency of Total Cost.  Avg Hourly Cost Avg Shift Cast Total AgencyHours  Total Agency Shifts | Total Agency Workers  Total Agencies Engaged
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Agency Cascade

% of Total Agency Shifts by Cascade

Data for May demonstrates that a reduction in utilisation of the Tier 3 agency provider.

Agency position up to 26 June 2022

Month Year Key Headlines
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e £621,582 2% £4587 £484.48 13433 1283 208 13

Current Period Current Period Agency Agency Current Period Current Period Current Period Current Period
all N £70,544 % £28.65 £275.48 219 216 %
D Same Period LY Same Period LY Bank Bank Same Period LY Same Period LY Same Period LY Same Period LY
ate
£651.038 22% £17.22 £209.00 11438 1.067 179

All v YOY Difference YOY Difference Difference Difference YOY Ditterence YOY Ditterence YOY Diff. YOY Ditference
Total Agency Cost and Avg Hourly Cost Total Agencies Engaged % Agency Usage
Last 12 Calendar Months Last 12 Calendar Months Last 12 Calendar Months
@ Totzl Agency Cost @vg Hourly Agency Cost /l .,,-.- -9
. ‘ B 12 - e
£1,000,000 60 B /" 0% .--r""'""‘

PSUPE --a - ~
. e N P »
," 10 »- o--9 . -
/ ~vg--0
0 o %
g g g 1@\ g L g L o m{” g g g
I W o o FE A T R A ) P T gl o @ e RE O
o I 2

g w

ﬂ ﬂ\ a’L a’l\ a’l\ ﬂ\ ﬂ\ uﬂ
5°° \o\ )\ﬁ ﬁzv o o

Fig

Agency Cascade

% of Total Agency Shifts by Cascade

Auto Cascade _
Manual Cascade .

0% 50%

% Agency Usage by Staff Group

e _ o

Top 5 Agencies by Hours
4,304
LS
2575 223

X a0k 1349
. ]

1D Medical Altrix NLGroup  First Point Nutrix

Technology Personnel
Ltd Ltd



With changes to the agency cascade and increased pick up from the newly engaged
agencies the utilisation of Tier 3 agencies is seen to be reducing further. There has been an
increased utilisation of ID medical as they provide pre booked agency support for midwifery
services and to support the opening of Ward 19 - this approach provides continuity of
workers and reduces risk associated with adhoc infrequent workers.

Current Governance Process for temporary workforce solutions

Monthly review of agency cascade through monthly N&M meeting between Trust and
NHSP.

Attendance at this meeting includes trust representatives from Corporate Nurse team,
Senior Nurse Divisional reps, Procurement, Trust ERoster Lead and now includes a finance
representative.

Quarterly strategic meeting with NHSP includes Trust representatives from Corporate
Nursing, Procurement, Trust E Roster lead and facilities however representatives are
required from finance and other staff group leads including administration.

Monthly ICS meetings to discuss Temporary workforce issues with NHSP take place - this
includes a pre meet between providers and then a meeting with NHSP present in the
meeting. However, a review of membership of representatives from DBTH is required to
ensure all interested parties are engaged. This is being worked through currently.

International Recruitment

International workforce recruitment is key to reducing vacancy gaps across a variety of roles
within the NHS and has been a key workforce solution for a long period of time. At DBTH
part funded through NHSEi funding bids, 55 adult nurses were recruited 2021 to 2022 and
following a further successful bid another 50 adult nurses and 5 paediatric will have been
recruited and arrive at the Trust by 31 December 2022.

A further funding stream has also been offered by NHSE/I and the executive team supported
a bid for an additional 20 adult nurses which was submitted on 7 July 2022 to NHSE/I. The
NHSE/I funding offer provides up to £4,000 per candidate (covers only part of the
recruitment associated costs) and up to £40K to support with infrastructure costs. Nurses
must have arrived by 31 December 2022. This would mean that DBTH would have recruited
70 international nurses (65 adult 5 paediatric) throughout 2022 and would be contributing
to reducing the Registered Nurse vacancy gap by end of March 2023.

The education team have reviewed the current process for supporting international nurses
and it is hoped this will maintain OSCE pass rates but also shorten the transition into
practice for international nurses on obtaining their NMC pin number. This was undertaken
following a review of DBTH processes in conjunction with the NHSE/I regional workforce
lead for North East, Yorkshire and Humber. The new process front loads the focused OSCE
support and on completion of the OSCE exam they then transition into practice.



Midwifery international recruitment is progressing but at a slower pace. The Director of
Midwifery and Midwifery workforce lead will provide an update on this to the executive
team in terms of initial bid, pipeline, challenges to recruitment and financial implications.

Additional international recruitment support from NHSE/I includes focus on three Allied
Healthcare Professional roles - Diagnostic Radiographer, Occupational Therapist and
Podiatrist. DBTH are preparing a bid for funding for 5 Diagnostic Radiographers with
successful recruits commencing in a supported induction / supervision / transition
programme by 31 March 2023.

Future developments

Safe Care

DBTH remains committed to providing outstanding care and it is recognised that having the
correct workforce in place is key to this.

The Trust has undertaken the first nursing workforce data collection set for 2022 using the
Safer Nursing Care Tool across the adult and paediatric inpatient wards, including
assessment areas. This data collection took place during May 2022 and will be shared with
the Chief Nurse and Divisional Directors of Nursing to inform ongoing discussions relating to
optimal nurse staffing levels and workforce planning. This is a 4-week data collection
process which concluded at the end of May 2022 and will then go through the analysis
process before being shared with the Chief Nurse. A full report will come to September’s
Board.

The interim deputy chief nurse (safe staffing) has completed a two day introductory session
with NHSE/I and the Shelford group and arrangements are underway for a group of up to 20
ward managers / matrons (plus 4 or 5 Paediatric nurses) to also complete training to
undertake effective SNCT data collection. This will provide greater reassurance that the data
collected is robust and provide a wider opportunity for peer review of the data. Those
trained will then provide a cascade of training to other colleagues.

As part of the future developments for 2022/23 the senior nursing leadership team are
progressing the utilisation of the Allocate Safe Care model to support effective utilisation of
nurse staffing resource. Safe Care is x3 times a day staffing software that supports review or
staffing levels against patient acuity, providing control and assurance from bedside to
board. It allows comparison of staff numbers and skill mix alongside actual patient demand
in real time, allowing you to make informed decisions and create acuity driven staffing. This
is utilised alongside real time data that can be streamed from varying digital solutions used
at DBTH including Well Sky Pharmacy solution and Nerve centre (E observations, risk
assessments) which also provide red flag data utilised in support safe staffing allocation.

Rota review in terms of hands per shift templates and correlating budgets are key to success
and all adult areas rotas are now signed off (with the exception of DCC & G5 - underway).
Paediatric services are currently being reviewed by the new DDoN and the Finance BP with a
plan for all to be signed off by end of July 2022 at the latest.



Safe Care will be piloted at Bassetlaw Hospital and due to the support required from
allocate, administration vacancy in E Roster team and summer break this is planned for
September 2022.

Healthcare Assistant recruitment

Health care assistant recruitment remains a focus for the nursing teams and the Trust are
continue to engage with NHSE/I in relation to the national zero HCSW programme. The
Trust has moved to a monthly centralised recruitment process and a large local community
open event for HCA roles is being planned to take place during August / September now
that face to face processes are being reintroduced.

A paper has been submitted to Chief Nurse and Director of P&OD with a proposal for a
change in recruitment processes for HCAs in the aim to move in line with other acute
providers across the SYB footprint, whilst still offering apprentice opportunities and career
development processes from the outset. Salary remains a key issue for HCA recruitment.

Although the Trust cannot influence change on salary, as this is set nationally via agenda for
change, it can place focus on flexible working, job satisfaction, employee benefits and career
progression as methods to recruit and retain staff. Development of recruitment resources to
support healthcare recruitment continues including production of a HCA recruitment video
which promotes the role and career opportunities at DBTH for staff working within health
care assistant roles. Utilisation of other promotional materials including a radio campaign
and banners for use across the community setting promoting the Trust and the role.

Further work with Doncaster College, RNN and local post 16 providers has resulted in a
number of planned recruitment events taking across July to provide a feeder stream of
HCA’s who have recently completed Level 2 / 3 health & social care award. This will provide
an additional recruitment stream into the Trust in preparation for winter 2022.

The vocational team are also exploring expanding the support provided to HCA in training
within the clinical setting with a new Assistant practitioner post, which as well as being
beneficial to learners is also an example of career progression for HCA into training and
development roles.

Professional Nurse Advocate

Update from previous paper - a further 9 DBTH staff have successfully completed their PNA
programme and are awaiting certification of the award. A short presentation event to 9
PNA’s will be undertaken with support from the executive team recognising the hard work
to complete the award and the value PNA roles bring to the organisation.

The PNA lead is currently drafting a business case with the Senior Nursing team to gain
support to fund a permanent PNA lead post and provide PNA’s with protected time to
undertake the role. Presentation at a national PNA conference has also raised the profile of
the way in which DBTH is investing and supporting the PNA initiative.
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Monthly Board Report

June 2022
Please read this report in conjunction with the Board Surveillance PowerPoint Presentation

1. Findings of review of all perinatal deaths using real time data monitoring tool
1.1 Stillbirths and late fetal loss > 22 weeks

Quarter 1 findings
There were 7 stillbirths and fetal losses.

e 39 weeks AN loss, 3" baby — Extensive mental health issues and known smoker. Admitted
with decreased fetal movements and intrauterine fetal death was confirmed. Care graded as
A (in line with guidance)

e 23 weeks 3" baby, admitted with decreased fetal movements intrauterine death identified.
Care graded B (some learning)

e 32 week 2" baby, admitted with decreased fetal movements intrauterine death identified.
Massive obstetric haemorrhage, admitted to intensive care - case under review

e 36 weeks 4™ baby, heavy smoker. Unable to locate fetal heart rate, scanned and
intrauterine death identified. Known Covid 19 infection in pregnancy

e 24 weeks 6 baby, heavy smoker intrauterine death identified on scan — awaiting review

e 40 weeks 2" baby intrapartum stillbirth, decreased growth on scan. — Will be investigated
by HSIB.

e 34 weeks 1%t baby, known covid 19 infection, admitted decreased fetal movements —
awaiting review

Neonatal Deaths
There were 3 in quarter 1

e 26 weeks gestation , twin pregnancy with prolonged rupture of membranes. Known covid
19 infection had an emergency caesarean section. (1 twin died — RIP)

e 21 weeks gestation, medical termination of pregnancy, known cardia abnormality —
referred to the coroner

e 18 weeks gestation, missing bladder medical termination of pregnancy — referred to
coroners

1.2 Actions/ Learning from PMRT

Actions and learning from PMRT is ongoing in accordance with current practice.



Creation of suitable environment for families that have lost a baby. This is an ongoing action,
funding has been established and work will commence soon on creating a bereavement suite on
level 3.

2. Findings of review of all cases eligible for referral HSIB

Cases to date
Total referrals 2211
Referrals / cases rejected 4
Total investigations to date 18
Total investigations completed 14
Current active cases 411
Exception reporting 0

2.1 Reports Received since last report

None

2.2 Current investigations

HSIB case number: MI-006029
HSIB criteria: HIE/ Cooling
Trust site: Doncaster

Incident date: 13.01.22
Referral date: 18.01.22

Draft report to the Trust for factual accuracy — completed
Draft report sent to the family — response awaited

HSIB case number: MI-006325
HSIB criteria: HIE/ Cooling
Trust site: Doncaster

Incident date: 25.01.22
Referral date: 28.01.22

Second neonatal review taken place
Second anaesthetic review taken place
An additional staff interview has been requested

HSIB case number: MI-009360
HSIB criteria: HIE/ Cooling



Trust site: Doncaster
Incident date: 11.05.22
Referral date: 18.05.22

Scoping of records taking place
Meeting with family being arranged

HSIB case number: MI-010419 (new)
HSIB criteria: Stillbirth

Trust site: Doncaster

Incident date: 10.06.22

Referral date: 21.06.22

Contact made with the Trust and family

. Serious Incident Investigations (Internal)
None

. Training Compliance
The service has set trajectories to meet 90 % compliance with training by December 2022.
Progression is being made in all areas of training and the current figures are;

CTG Study Day

A trajectory to achieve 90% by December 2022 has been set and staff have been allocated the
study day on their rosters, and allocated dates to attend training.

90% of all staff must have attend the fetal monitoring study day by the 5™ January 2023. Including the
numbers that have attended and booked to attend, the trajectory up to the end of September 2022 will be :

Consultants 100%
Doctors 34%
Midwives 56.5%

In mitigation the K2 CTG compliance (on line) training compliance is good.



The current training position is:

Consultants 13 13 100.0% 10 76.9%
Doctors 23 21 91.3% 8 34.8%
Midwives 193 173 89.6% 58 30.1%
NHSP Midwives 17 15 88.2% 0 0.0%
Divisional 246 222 90.2% 76 30.9%

PROMPT Training (Obstetric Emergencies)

A trajectory has been set to achieve 90% compliance by December, and there has been an overall
improvement from 43.3% (Divisional) to 46.7% this month.

Consultants 13 5 38.5%
Doctors 20 12 60.0%
Midwives 194 123 63.4%
NHSP Midwives 18 4 22.2%
Support Workers 76 17 22.4%
Theatre Staff 82 34 41.5%
Anaesthetists 32 8 25.0%
Divisional 435 203 46.7%

5. Service User Feedback
The new maternity voices partnership (MVP) chair is meeting with the Director of Midwifery and
deputy head of Midwifery to collaborate on changes in maternity service. The MVP chair has been
proactively seeking feedback about the service, and will share this at the meeting.

The feedback on the maternity Facebook page remains positive, and the International day of the
Midwife created a lot of positive comments from recent users of the service.



Complaints are overseen by the deputy Head of Midwifery, and themes remain patient information
and staff attitude.

6. HSIB/ NHSR / CQC or other investigation with a concern or request for action made
directly to the Trust

None

7. Coroner PFDR (Reg 28) made directly to Trust

None

8. Progress in achievement of CNST

Year 4 CNST standards ongoing.
Recruitment for admin support and project management has commenced.

At risk standards are:

Safety Action 5 — Midwifery Workforce

Safety Action 8 — Training

Safety Action 9 — Safety & Quality due to change of Board level safety champion and interim NED
A meeting has been arrange with Abigail Trainer as the new Board level Safety Champion to

review the plans going forward.

9. Progress in implementing Continuity of Carer (MCoC)

Currently MCoC is paused due to the number of midwifery vacancies.

A plan has been set to achieve the target set of the majority of women being in receipt of MCoC by
March 2024. This will be commenced as soon the staffing position allows, and the national team
will support engagement with staff commencing in September 2022 to support reintroduction of
MCoC.

10. Board Level Safety Champion staff feedback from walkabout

A plan will be agreed with Abigail Trainer as the new Board Level Safety champion for regular
walkabouts in the unit.

There has been a recent staff meeting with the DoM about the staffing strategy for the next three
years. This was received well staffing remains the greatest concern.

Most recent feedback:

e Concerns about ongoing midwifery vacancies



Plans and mitigation is in place as described in the May report

There are ongoing freedom to Speak up (FTSU) session undertaken by FTSU guardian.
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Assessed compliance

with 10 Steps-to-safety omplete The Trust has completed the activity with the specified timeframe — No support is required
o) a The Trust is currently on track to deliver within specified timeframe — No support is required
Apr May June
The Trust is currently at risk of not being deliver within specified timeframe — Some support is required
Perinatal ot be me The Trust will currently not deliver within specified timeframe — Support s required
! review tool
Evidence of SBLCB V2 Compliance
2 MSDS Apr May June
1 Reducing smoking
Sy 2 Fetal Growth Restriction
3 Reduced Fetal Movements
4 Fetal monitoring during labour
Medical
4
Workforce 5 Reducing pre-term birth
Assessment against Ockenden Immediate and Essential Action (IEA)
¢ Midwifery Apr May June
Workforce
Audit of consultant led labour ward rounds
twice daily
6 SBLCBV2 Audit of Named Consultant lead for complex
pregnancies
Audit of risk assessment at each antenatal
7 Patient visit
Feedback
Lead CTG Midwife and Obstetrician in post
Multi- Non Exec and Exec Director identified for
8  professiona Perinatal Safety
| training
Multidisciplinary training — PrOMPT, CTG, >85% >85% <90% 90.2% CTG
Obstetric Emergencies (90% of Staff) <90% CTG CTG 8
Safet
9 Yy . Plan in place to meet birth rate plus standard
Champions " .
(please include target date for compliance)
Early Flowing accurate data to MSDS
1 notification
0 scheme

(HSIB) Maternity Sls shared with trust Board



Please include narrative (brief bullet points) relating to each of the elements:

patemiy St “

Freedom to speak up / Whistle
blowing themes

Themes from Datix (to include top
5 reported incidents/ frequently
occurring )

Themes from Maternity Serious
Incidents (Sis)

Themes arising from Perinatal
Mortality Review Tool

Themes / main areas from
complaints

Listening to women (sources,
engagement / activities
undertaken)

CQC Women's Experience

Evidence of co-production

Listening to staff (eg activities
undertaken, surveys and actions
taken as a result)

Embedding learning (changes
made as a result of incidents /
activities / shared learning/
national reports)

None

Weight unexpectedly below the 10t centile
PPH

3rd 4th degree tear

Shoulder dystocia

No Sl declared for April

One off pathway delivery and NND which will be
presented at panel, LMNS peer review and the
incident review meeting shortly

April meeting graded 3 cases
Band A

AAA

AA

No themes highlighted

MVP chair now in the role and they are actively
being involved in the MVP meetings and
activities being undertaken

Feedback encouraged from recent inquests via
an MST drop in session being arranged for May
Ongoing OCR meeting

Ongoing skills and drills scenarios

WHATS HOT

Ward briefs and emails

Face to face discussions with staff
LASER poster

None

Weight unexpectedly below the 10t centile
PPH

34 4th degree tear

Shoulder dystocia

Low cord gasses

Unexpected admission to NNU

SI/HSIB/HIE declared
2 off pathway deliveries (NND at tertiary unit)

May meeting and adhoc meeting graded 4 cases
Aand A

AAA

AA

BB

MVP now involved with guidelines
Will provided feedback

Ongoing OCR meeting

Ongoing skills and drills scenarios

Education lead now back in post supporting education needs
of staff

WHATS HOT

Ward briefs and emails

Face to face discussions with staff
LASER poster

LMNS meetings

(Y

None

Weight unexpectedly below the 10t centile
PPH

Shoulder dystocia

Low cord gasses

Unexpected admission to NNU

SI/HSIB/HIE declared bassetlaw intrapartum stillbirth
2 off pathway deliveries (NND at tertiary unit) one at bassetlaw
and one at Doncaster

June meeting Graded one PMRT review
BA
No themes highlighted

MVP ongoing

Ongoing OCR meeting

Ongoing skills and drills scenarios

Education lead now back in post supporting education needs of staff
PROMPT going back to face to face in July

WHATS HOT

Ward briefs and emails

Face to face discussions with staff
LASER poster

LMNS meetings
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Glossary of terms / Definition for use with Maternity papers

AN - Antenatal

ATAIN — term admission to neonatal unit (Term — 37-42 weeks gestation)
Cephalic — Head down

CNST — Clinical Negligence Scheme for Trusts

CTG - Cardiotocograph (fetal monitor)

Cooling — a baby is actively cooled lowering the body temperature
DoM — Director of Midwifery

EFW — Estimated fetal weight

FTSU — Freedom to speak up

G — Gravida (number of total pregnancies (including miscarriages)
HSIB — Health Service Investigation Branch

HIE — Hypoxic ischaemic encephalopathy (when the brain does not receive enough oxygen)
IUD — Intrauterine death

LMNS — Local Maternity and neonatal System

MVP — Maternity Voices Partnership

MSDS — Maternity Service dataset

NED- Non Executive Director

NICU - Neonatal Intensive care unit

NND — Neonatal death

NMPA —National maternity and perinatal Audit

OCR — Obstetric case review

Parity — Number of babies born > 24 weeks gestation (live born)
PFDR — prevention of future deaths

PMRT — Perinatal Mortality Review tool

PPH — Postpartum haemorrhage (after birth)

PROMPT - Practical Obstetric Multi- professional training

RIP — Rest in Peace

SVD — Spontaneous vaginal delivery

SBLCDV2 — Saving Babies lives care bundle version 2



MCoC — Midwifery Continuity of carer (6-8 midwives working in a team to deliver holistic are to a
family)

MST — Microsoft teams

Other information
Term pregnancy is 37 — 42 weeks long
Viability is 24 weeks (in law) — gestation a pregnancy is considered viable

Resuscitation of a preterm baby can be offered from 22 weeks gestation (parent will need to be
counselled)
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1. MORTALITY SUMMARY REPORT JULY 2022 (April data)

This report provides the monthly Hospital Standardised Mortality Ratio (HSMR) for the Trust to the end of
March 2022. Unfortunately, there has been a delay in receiving the Hospital Episode Statistics (HES) data from
NHS Digital, the provisional date for the next data release, which is Month 13 data (March 2022), is now
215 July, 2022.1

Mortality trends continue to show a good picture. Crude Mortality is the most imprecise of the mortality
indicators but we continue to report a clear decrease (site specific value not available on the production of
this report). The HSMR measures whether the number of people who die in hospital is higher or lower than
would be expected in comparison with the national benchmark set at 100 and with upper and lower control
limits for each of our hospitals.

Whilst the national tools are useful for picking up trends, there is a well-established process in place with the
Medical Examiner (ME) Team who are now scrutinising almost 100% of adult deaths in the hospital. The ME
process involves assessing adult deaths in detail with direct discussions with the family and the clinical teams
involved in the care delivery to identify whether there are any care issues. They oversee referrals to the
Coroner and pass cases on for further scrutiny with the Mortality review group using structured judgement
reviews. In the Trust all other age groups are assessed via stillbirth review group, the perinatal mortality
processes and the Child Death Overview Panel.

From the following charts, monthly HSMR shows a continuing downward trend with the March figure at 103.78
from 107.84 the previous month, contributing to a stable picture for the overall 12 month rolling which is now
just over 104.
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1 “At the end of each financial year we produce the official publication for that year. This is based on the March Post-
Reconciliation submissions, also called Month 13”. https://digital.nhs.uk/data-and-information/data-tools-and-
services/data-services/hospital-episode-statistics/how-we-collect-and-process-hospital-episode-statistics-hes-data
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A recent internal audit analysis of DBTH activity has been carried out by 360 Assurance, following which two
recommendations were made:

1. The Mortality Group will oversee the audits carried out by the Coding Department and analyse any
concerns and recommendations made by them.

2. The upper and lower control limits will appear, for clarity and contextualisation of our figures, in our
HSMR graphs.

Both actions were agreed by the Mortality Group and have already been implemented. A third
recommendation has now been made, “Evaluation of factors affecting expected death rate calculation” which
is also being implemented.

We compare our HSMR with a peer group composed by Trusts of similar sizes and characteristics:

— Doncaster and Bassetlaw Teaching Hospitals NHS FT
— Bradford Teaching Hospitals NHS FT

— York and Scarborough Teaching Hospitals NHS FT

— University Hospitals of Derby and Burton NHS

— United Lincolnshire Hospitals NHS Trust

— Calderdale and Huddersfield NHS FT

— Mid Yorkshire Hospitals NHS Trust
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DBTH and Peer Group 12 Month Rolling HSMR
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The Trust Mortality Group will closely monitor the position for any variations that may occur and investigate

as necessary any worrying changes. The HSMR will be considered to be high and likely needing investigation
if:

1. A full quarter local value lies above the upper control limit

2. If there are 6 or more consecutive points over 100 including the latest quarter

3. |If there are 6 or more consecutive points each greater than the last (uninterrupted upward trend)

2. JOB PLANNING UPDATE

Originally undertaken by KPMG, the recommendations and action plan from the internal audit of the job
planning process are now being monitored by 360 Assurance internal auditors.

Great progress has been made to-date, and of the 20 individual actions and sub-actions coming from the
recommendations 14 have been implemented, providing 360 Assurance with the evidence and assurance
needed to be able to sign off as complete. The graphic below gives a visual representation of the current
action plan status:

Action Plan Status

0 5 10 15 20

H Completed In Progress H Under Review

The following actions remain open but with good progress being made with refreshed plans which have been
discussed with 360 Assurance and revised timescales for review or completion agreed:

Centralised Filing of Job Plans
The Allocate system is the Trust’s central repository for job plans. As at 27 June 2022, 78% of all job plans
have been uploaded to Allocate. These are in various stages of review, discussion, agreement and sign off.

Review and Approval of Job Plans and Administration Support
These two actions are related to having dedicated administrative resource in place.
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Following a successful recruitment process, a full time secretary commenced in post 29 June 2022. This post
is funded for a period of 6 months as proof of concept.

The post holder will ensure the job planning timetable can take shape and the annual review and approval
process established, working closely with senior medical staff, the medical HR team and Allocate systems
team. In addition, they will provide support for clinical workshops, training sessions and produce a series of
reports for clinicians from the Allocate system to assist the job planning process.

Due to the temporary nature of the post the actions will remain open and reviewed towards the end of the
fixed term period to establish whether a business case for continued support can be renewed and the post
made permanent.

Consistency in Job Planning Across Specialties

A Job Planning Consistency Committee has been established with the first meeting held 29 June, 2022. The
Terms of Reference includes monitoring job planning performance, scrutiny of a number of anonymised job
plans per Committee and the continued review of national guidance to ensure Trust compliance. The
Committee is accountable to the Trust’s Executive Group.

In terms of the sub-action relating to specific job planning training for clinical directors, a training package has
been designed as part of the Leading to Outstanding programme. In addition, focussed job planning sessions
have been scheduled which consist of two workshops led by the Medical Director for Workforce, the first
session took place on 5™ July and the second is planned for 20" September with external facilitation.

The deadline for completion of the action has been agreed and extended to the end of September 2022,
following delivery of the second workshop.

Job Plan Activity
This action will remain open until all job plans have been reviewed and approved in the Allocate system.

In order to accelerate engagement with senior medical colleagues and progress towards 100% of job plans
being signed off, the Medical Director for Workforce working with the Head of Recruitment and Medical HR,
and Project Management support, have developed a series of “Sprint” activities across a number of specialties.

Consideration of Local Speciality Demand and Capacity in the Job Planning Process

There have been a number of meetings held with 360 Assurance with divisional teams and the MD Directorate
to understand how the job planning process feeds into demand and capacity planning to ensure resource is
utilised as efficiently as possible.

Following a meeting between 360 Assurance and Executive Medical Director on 29 June 2022, the position
statement below was provided with a plan to evidence the links between capacity and demand planning and
the job planning process as part of the 2023/24 planning cycle.

“Job planning involves some standard measures regarding the time allocated for activities and
case rates per session. There are expectations within an individual job plan of the number of
clinical sessions. This describes capacity. Once the contract is agreed, the balance of how that
demand is managed with the allocated clinical time is determined. Where there is a mismatch
or periodic peaks of demand then options to manage those peaks include, wider team
involvement, efficiency of current processes and ensuring all job plans are appropriately
occupied. From there any remaining demand needs to be considered for outsourcing or
insourcing measures.
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As this is a dynamic and responsive adaptation according to fluctuating circumstances, it is not
always reflected in job plans until they are due for review. Therefore the Medical Director for
Workforce will have further internal discussions with divisional directors and clinical directors
to agree that for the 2023/24 business planning cycle evidence of the links between capacity
and demand planning and the job planning process are documented as evidence to
demonstrate efficient and effective use of resource.”

This will be subject to an internal audit revisit review during 2023/24.

3. Executive Medical Directors Directorate (EMDD) GENERAL UPDATE

Since the Executive Medical Directors team was established, the EMDD work-plan has developed over the
months in response to the extensive portfolio of work. A brief summary of some of the areas currently being
supported are:

Performance, Outcomes and Support (POS) Meetings

The MDD are involved in the newly established POS meetings and use these meetings with the divisional teams
to gain a shared understanding of the operational challenges, recognise areas of good performance and
provide support with delivering service efficiencies and stability within each of their specialty areas.

Medical Advisory Committee (MAC)

Following a survey of senior medical colleagues at the start of the year, lots of feedback was received on topics
for discussion which are now being planned into the monthly meeting agendas. A MAC planning committee
being established to take this forward.

In addition to planned topics of discussion, there is also an opportunity for colleagues across the Trust to come
and provide updates on emerging areas of work, and for executive and non-executive directors to attend to
observe or contribute to discussions. There is also regular attendance from GPs to improve engagement and
collaborative working between primary and secondary care.

The newly appointed consultants into the Trust will also have an opportunity to present to the Committee
once they are settled in post as an introduction and observations following their first few months in post.

Revalidation and Appraisal

The data extract from the appraisal system is shown in the table below. The ‘Total Completed Appraisals’ line
shows the last four quarters give a rolling 12 month position of 77% completed appraisals. Those in the latest
quarter still have time to complete and if that matches previous 100% achievement, then overall performance
for the last 12 month period will be 96%.

No of doctors due to hold an appraisal (month part of 80 156 39 107

their yearly appraisal date falls in this quarter)

No of doctors with appraisals scheduled 67 100 49 87

Total Completed Appraisals 67 (100%) 92 (92%) 44 (89.8%) 30 (34.48%)

Incomplete Appraisals 0 (0%) 8 (8.0%) 5(10.2%) 57 (65.52%)
Workforce

The Medical Director for workforce is working with colleagues in difficult to recruit specialties with workforce
challenges, alongside medical HR, the leadership and development team and education to support with
workforce planning and recruitment and retention strategies to improve the position. In addition, working
with medical colleagues within education on junior doctor placements to increase junior doctor numbers and
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enable protected educational time within rotas.

Health Inequalities

Health Inequalities is a high priority on the NHS agenda, increasing the scale and pace of action to tackle health
inequalities to protect those at greatest risk. Therefore, funding has been identified at Place level to recruit a
Public Health Consultant hosted by DBTH within the Medical Director Directorate. There has been a lot of
interest in this post and interviews are scheduled for 20t July, 2022.

This post will:

e  Provide a strong public health lens to both planned care recovery and emergency pathways within DBTH
and RDASH, increasing staff and community awareness of health inequalities and their impact on life
expectancy and healthy life expectancy

e  Review health, social care and socioeconomic system intelligence and work with teams ensuring it is used
to its full potential and identify any gaps in data or reporting

e Lead on improving health and social outcomes, contribute to the Doncaster PLACE Health Inequalities
Action Plan, representing DBTH and RDASH and sharing learning from public health lens review of planned
and emergency pathways.

e  Providing public health consultant clinical leadership in the aspiration for DBTH and RDASH to become
successful Anchor Institutions

Clinical Governance
The clinical governance framework is well established within the Trust and the responsible lead within the
team continues to drive the agenda working closely with senior nursing teams and colleagues across the Trust.

The restructure of Clinical Governance is prepared and awaiting the outcome of the Peer review of services by
Jo Mason-Higgins for final agreement and implementation.
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OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 2 — Everybody knows their role in achieving our vision

Risk Owner: Trust Board — Director POD

People, Partners, Performance, Patients, Prevention

Date last reviewed :July 2022

Committee: People

Strategic Objective
Everybody knows their role in achieving our vision

Breakthrough Objective
At least 90% of colleagues have an appraisal linked to the Trusts Values and
feel able to contribute to the delivery of the Trust vision.

Measures:
*  Atleast 90% of colleagues have an appraisal linked to the Trust’s objectives
and values

* 5% improvement in colleagues reporting they are able to make suggestions
to improve the work of their team/department.

* Delivery of a 5% improvement in the number of colleagues who have the
opportunity to show initiative in their area and make improvements in their
area of work.

*  90% of the Divisional and Directorate leaders will have undertaken QI
training as part of leadership development programme.

Risk Appetite:
The Trust has a low appetite for risks

Risks:
e Risk of disconnect between ward and Board leading to negative impact on staff morale and patient
care

e Failure of people across the Trust to meet the need for rapid innovation and change

Initial Risk Rating
Current Risk Rating
Target Risk Rating

Risk Trend

=)

4(C) x 5(L) = 20 extr
4(C) x 4(L) = 16 extr
3(C) x 3(L) =9 low

e Ongoing impact of restoration of services post Covid

e Capacity of teams to undertake appraisals in a timely manner

e Reliance on international recruitment whilst increase in education places come to fruition
e Levels of sickness absence impacting on staffing levels

Rationale for risk current score:

Impact:

e Impact on performance

e Impact on Trust reputation

e Impact on safety of patients & their experience

e Possible Regulatory action

e Recruitment and retention issues

e Increased staff sickness levels

e Deterioration in management-colleague/team relationships

Risk references:
PEO1 & PEO2

Future risks:
Morale and resilience of colleagues as we move into recovery phase

Opportunities:
e Change in practices, new ways of working
e Increase skill set learning

Comments:
e Considerations — capacity & capability of workforce including our leaders

Controls (mitigation to lead to evidence of making impact): Last Review date Next review date Reviewed by Gaps in Control
. . . . Appraisal Season launched 01 June 2022, ongoing monitoring of completion
M_onlltormg pr_ognlfess. of apprallsal completionithroughicentraliiegUlanicporing Jul 2022 Aug 2022 ZL rates through appraisal season window, fortnightly reports and reviewed at
pisinPeObindicatingicompliance Performance, Overview and Support meetings with divisions
. . . No gaps identified. Approach for 2022 staff survey action planning
Staff survey and focus groups — positive feedback on staff knowing Trust vision Apr 2022 2022 staff survey results IC/ZL i (o Persla e iias, TES cnd Beard in lly 2022
. . . . Paper on People Committee Agenda 5 July 2022. Appraisal season
Staff survey action plans to ensure appraisal conversations are meaningful as L . . .
. Jul 2022 Jul 2022 JC monitoring through fortnightly reporting and Performance, Overview and
defined by the staff survey . o e
Support meetings with divisions
Communication — Jun 2022 Oct 2022 ES/AJ N.o.m_a_— ongoing communication process. Additional of work on Board/Exec
Staff Brief, Listening Events, Facebook visibility
None identified — Prospectus of Leadership Programme Training &
Numbers accessing Leadership Development Programme, including QI Jul 2022 Sept 2022 JC ; REAEs 8

Development launched Mar 2022

Assurances received (L1 — Operational L2-Board Oversight L3 External) **

Last received Received By Assurance Rating

Gaps in Assurance

2,13 Feedback from the appraisal season and quarterly staff survey results

Jul 2022 People, Board Full

Paper to People Committee 05 July 2022

LLL2,L3 | KpMG Job Planning Audit

Nov 2021 People, ARC, Board Partial

Action plan actively monitored by ARC and People Committee

Corrective Actions required

Action due date

Forecast completion
date

Action status Action owner

Active monitoring on KPMG Job Planning audit to ensure all actions completed

Ongoing — 12 month
from audit date

Amber -ongoing TN Summer 2022
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Assurances received (L1 — Operational L2-Board Oversight L3 External) identify the range of assurance sources available to an entity:
—L1 Management —such as staff training and compliance with a policy

—L2 Internal Assurance —such as sub-committees receiving evidence of L1 working effectively; and

—L3 External Assurance —such as internal and external audits.
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OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 3 — Team DBTH feel valued and feedback from staff and learners in top 10% in UK

Risk Owner: Trust Board — Director POD
Committee: People

People, Partners, Performance, Patients, Prevention

Date last reviewed : July 2022

Strategic Objective
Team DBTH feel valued and feedback from staff and learners in top 10%
in UK

Breakthrough Objective
Team DBTH feel valued and the Trust is within the top 25% for staff & learner
feedback

Measures:

* Delivery of a 5% improvement in colleagues and learners recommending the
Trust as a place to work and learn in the 2021/2022 staff survey results.

* Delivery of a 5% improvement in how valued colleagues feel by managers
and the Trust in the 2021/ 2022 staff survey results

* Delivery of 5% improvement in health and wellbeing feedback in the
2021/2022 staff survey results
Delivery of 5% improvement in WRES and WDES feedback in the 2021/2022
staff survey results

Risk Appetite:

The Trust has a low appetite for risks

Risks:

e Failure to provide appropriate learner environment that meets the needs of staff and patients
e Failure to enable staff in self actualization
e Failure to deliver an organizational development strategy that allows implementation of trust

values

e Low response rate for staff survey
e Low response rate in learner feedback
e Staffing levels impacting on how colleagues feel

Initial Risk Rating
Current Risk Rating
Target Risk Rating

Risk Trend

=)

4(C) x 5(L) = 16 extr
4(C) x 4(L) = 16 extr
3(C) x 3(L) =9 low

Rationale for risk current score:

Impact:

e |mpact on Trust reputation

e Impact on safety of patients & their experience

e Possible Regulatory action

e Recruitment and retention issues

e Increased staff sickness levels

e Deterioration in management-staff relationships

e  Financial impact for the Trust if increased levels of absence and gaps

Risk references:
PEO1 & PEO2

Opportunities:

e Change in practices, new ways of working incl agile working

e  Future new build

e  Focus on wellbeing and EDI across the Trust
e Focus on opportunities for flexible working

Future risks:
Morale and resilience of colleagues as we move into recovery phase

Comments:

e Requires good OD plan “fit for purpose”

e  Staff survey impact

e Need good data

e Recruitment & retention — refresh of workforce plan

e Involvement in regional retention programme of work

Controls (mitigation to lead to evidence of making impact): Last Review date Next review date Reviewed by Gaps in Control
Support introduction of Freedom to Speak Up Champions Nov 2021 Nov 2022 PH No gaps identified
Our people asked to respond to Payroll KPI questionnaire - improvements from Jun 2022 N/A MB Positive response to survey — no gaps identified / regular performance
previous payroll provider noted meetings with Payroll provider in place. Action closed
Staff Survey Paper on People Committee Agenda 5 July. Updates provided at
. . Performance, Overview and Support meetings with divisions. Approach for
ff | 12022 2022 staff I C/ZL
Staff survey action plans to ensure improvement e 022 staff survey results LC 2022 staff survey action planning presented to People Committee, TEG and
Board in July 2022
Communication — Jul 2022 Oct 2022 ES/AJ N.o.n(.e.— ongoing communication process. . Addition of work on Board/Exec
Staff Brief, Listening Events, Facebook visibility
Development programme to include Everyone Counts/Civility Jun 2022 Aug 2022 i[e No gaps currently identified
Strong partnership working with Partnership forum and JLNC Jul 2022 Sep 2022 AJJZL No gaps currently identified
Race Code Audit commenced Jul 2022 Sept 2022 JC Audit in process, result to be fed back to People Committee and ARC
Actions to improve sickness absence, linked to ongoing health and wellbeing Jul 2022 Sept 2022 Al Actlons and next steps identified in plan presented to People Committee —
programme of work work in progress
Assurances received (L1 — Operational L2-Board Oversight L3 External) ** Last received Received By Assurance Rating Gaps in Assurance

L1,12 Standard POD and Education & Research reports for Board. Research
Strategy presented to Board July 2022

Jul 2022

People, Board

Full

None
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Li,L2 Staff networks (BAME, LGBTQ+, Dyslexia & long term conditions; -
Reciprocal Mentoring programme — feedback to learning partners

People, Board

People Committee work plan to be reviewed to ensure appropriate attention
given to EDI including networks. Reciprocal Mentoring Programme — graduation
in July 2022, TEG supported next cohort to launch planned Sept 2022

L3 KPMG Job Planning Audit Jun 2022

People, ARC, Board

Partial

Action plan actively being monitored

1.3 Internal Audit — 360 Assurance Race Code advisory audit Jul 2022

Audit in progress

Audit in progress — verbal update provided at People Committee July 2022

Corrective Actions required

Action due date

Action status

Action owner

Forecast completion
date

Active monitoring on KPMG Job Planning audit to ensure all actions completed

Ongoing — 12 month
from audit date

Amber -ongoing

TN

Summer 2022

Assurances received (L1 — Operational L2-Board Oversight L3 External) identify the range of assurance sources available to an entity:

—L1 Management —such as staff training and compliance with a policy
—L2 Internal Assurance —such as sub-committees receiving evidence of L1 working effectively; and
—L3 External Assurance —such as internal and external audits.
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- Our approach to the annual national staff survey
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1. Introduction

The people metrics are presented to Board each month via the IQPR and the People Committee also receives
additional information at each meeting. The People Update reports to Board will focus on activities being
undertaken to improve our people metrics and staff experience together with relevant system and national
updates.

This report provides an update in relation to our key areas of focus following the 2021 staff survey and our
approach to the 2022 survey, work ongoing in relation to aspects of team development and diversity and
inclusion, and national updates on the Messenger leadership review and COVID-19 terms and conditions.

2. Staff survey

There is a Board ambition to continue to improve the experiences at work of our people and to further
develop and build on our approach towards staff engagement. The annual national staff survey is a key
indicator of our progress in this regard.

2.1 2021 staff survey results and themes

The Chief People Officer has reviewed the 2021 staff survey results, discussed with People & OD and other
colleagues and considers the key engagement themes for Trust-wide focus for the coming months to be:

e Leadership

e Appraisals and personal development
e Team working and development

e Health and wellbeing

e Diversity and inclusion

These themes were supported by People Committee at their July meeting with details provided of activities
underway and planned against each theme.

2.2 2022 staff survey

The communications and engagement planning preparations are underway to encourage participation in the
2022 national staff survey, which will launch in the Autumn.

It is the intention that a more co-ordinated approach towards engaging with and involving our teams in the
survey results will be adopted with the 2022 survey. This approach has been shared with and supported by
People Committee and Trust Executive Group (TEG) at their July meetings.

The expectation will be that each team, which is large enough to have their own set of results, will hold one
or a series of engagement sessions about the results and these will be diarised to begin to start happening as
soon as the embargo date is lifted in Spring 2023 (date to be confirmed nationally). This gives an opportunity
for results to be shared and discussed in a timely manner, positive aspects to be highlighted, areas of
concern to be raised and improvement ideas to be generated within the team.

This demonstrates that we are listening to what people tell us through the survey, value their feedback and
that we are interested in their views on how to keep making their working experiences better. Staff
engagement is a year-round activity, with the staff survey being an important element of this.

Themes for action planning will be identified, with a mixture of consistent Trust-wide themes and local
themes at divisional/directorate level. Engagement improvement plans at a Trust-wide and
divisional/directorate level will have central oversight with progress being reported through to People
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Committee. This facilitates sharing of good practice and ideas and enables support to be provided as needed.
Leaders will also be encouraged to keep their teams involved and updated on steps being taken in response
to their feedback.

3. Leadership for a collaborative and inclusive future report — the Messenger review

On 8 June 2022, General Sir Gordon Messenger and Dame Linda Pollard published their report on the review
of leadership and management in health and social care, as commissioned by the Secretary of State for
Health and Social Care in October 2021. It has become known in the service as the Messenger review. The
review involved engaging with a range of stakeholders and was focused on the impact of leadership on the
workforce.

3.1 Summary of recommendations

The link to the full report is here: https://www.gov.uk/government/publications/health-and-social-care-

review-leadership-for-a-collaborative-and-inclusive-future/leadership-for-a-collaborative-and-inclusive-

future.
The recommendations are as follows, with detail beneath each in the full report:

1. Targeted interventions on collaborative leadership and organisational values
e A new national entry-level induction for all who join health and social care
e A new national mid-career programme for managers across health and social care

2. Positive equality, diversity and inclusion (EDI) actions
e Embed inclusive leadership practice as the responsibility of all leaders
e Commit to promoting equal opportunity and fairness standards
e More stringently enforce existing measures to improve equal opportunities and fairness
e Enhance CQC role in ensuring improvement in EDI outcomes

3. Consistent management standards delivered through accredited training
e Asingle set of unified, core leadership and management standards for managers
e Training and development bundles to meet these standards

4. A simplified, standard appraisal system for the NHS
e A more effective, consistent and behaviour-based appraisal system, of value to both the
individual and the system

5. A new career and talent management function for managers
e Creation of a new career and talent management function at regional level, which oversees
and provides structure to NHS management careers

6. More effective recruitment and development of Non-Executive Directors
e Establishment of an expanded, specialist non-executive talent and appointments team

7. Encouraging top talent into challenged parts of the system
e Improve the package of support and incentives in place to enable the best leaders and
managers to take on some of the most difficult roles
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Two observations are presented in the report as being almost universal: firstly, the real difference that first-
rate leadership can make in health and social care; secondly that the development of quality leadership and
management is not adequately embedded in our health and care communities.

Amongst the key findings, the report also suggests that we have a culture in health and care which is
unfriendly to collaboration and talks about system working with Integrated Care Systems (ICS) developments
providing opportunities to change this dynamic, leading to better outcomes for our patients and our
workforce — the ‘culture of collaboration’. The report also talks about ‘the culture of respect’ and EDI is
integral throughout the themes.

3.2 Implementation

The recommendations are far-ranging with much of the activity to be led at a national level. There will be an
agreed mechanism through the national bodies to oversee the implementation of these recommendations
and details of this are to be confirmed. Recommendations 3 — 7 are targeted at the NHS so there will be a
Senior Responsible Officer (SRO) within the national NHS leadership structure, whereas there will be a joint
SRO for Recommendations 1 and 2 which span health and care.

Sub-groups will be established to support implementation and the authors have expressed that the report is
intentionally not over-prescriptive to allow for some co-creation. It is expected that increased
standardisation and consistency across NHS organisations will be an outcome, perhaps phased over time,
whilst also recognising the different cultures which exist within organisations.

The Chief People Officer will continue to engage in this work as it progresses, through the regional and
national networks. Consideration will be given to potential national changes and alignment to national
resources when developing our approach to leadership and culture at DBTH.

4. Team Engagement and Development (TED) tool

We are part of a national pilot to adopt a structured organisational development approach to team
development and effectiveness. A recent DBTH ‘Here Masterclass’ delivered on the Team Engagement and
Development Tool (TED) in June provoked a huge interest with around 80 of our leaders joining the call.

TED is an evidence-based tool to help teams and team leaders understand where to focus their efforts in
improving staff experience and engagement and provides another mechanism for seeking regular feedback.
The tool is supported by a wealth of resources and a range of team leaders from across the organisation are
currently adopting TED to inform their team development and staff experience improvement work. A
number of colleagues spoke positively about their early experiences at the masterclass. The intention is to
roll-out the tool further across the organisation with support for leaders from the Leadership and OD team.

5. Reciprocal Mentoring Programme

Following a successful first year and a celebratory graduation in July 2022, TEG has supported a second
cohort of the Reciprocal Mentoring Programme to begin in the Autumn. This programme has been an
experiential learning opportunity for Executive leaders and Aspirant leaders from ethically diverse
backgrounds working together in learning partnerships. The programme has brought benefits for both sets
of partners in terms of personal experiences, challenging mindsets and organisational learning.



This programme is a key part of our ongoing work to further develop and embed a diverse and inclusive
culture at DBTH. The criteria for the second cohort will be broadened to seek participants from colleagues
from a range of under-represented groups and in line with the recognised protected characteristics.

6. Change to COVID-19 national terms and conditions

Following consultation with national stakeholders including NHS England, NHS Employers, trade union and
employer colleagues, the Government has decided that now is the right time to withdraw the national terms
and conditions in relation to COVID-19 sick pay. In summary, and using a phased approach, this means that
COVID-19 related sickness absence sickness will be treated in the same way as other sickness absence.
Individuals who are isolating pending a test or asymptomatic with COVID-19 will be classed as being on
authorised absence and paid accordingly.

The People and OD team has been undertaking a detailed piece of work to prepare for this change, which
came with relatively short notice nationally, and working with the Communications team to ensure
messages are shared with our colleagues and leaders. Colleagues impacted by these changing provisions will
be supported through individual meetings.

An update will be provided at the next People Committee meeting.
7. Recommendations

The Board can be assured that actions are being taken to continue to improve our approach to staff
experience, that plans are in place for the 2022 national staff survey and that we are connected with the
national leadership review.



Appendix Levell
OUR VISION : To be the safest trust in England, outstanding in all that we do

True North Strategic Aim 4 — In recurrent surplus to invest in improving patient care

Risk Owner: Trust Board — Director of Finance (AC)

Committee: F&P & QEC People, Partners, Performance, Patients, Prevention Date last reviewed : July 2022
Risk Appetite:
Strategic Objective The Trust has a low appetite for risks o . Risk Trend
In recurrent surplus to invest in improving patient care LG SLETIT Gk =2l
P P gp Risks: Current Risk Rating 4(C)x 4(L) =16
. . . & e . . R - T Risk Rati L) = ﬁ
Breakthrough Objective ° '£H11§re |_s”z]a v_?ry Stlgn'l|1|:lgan|1':kd|]a”in?|e in 2;{(23, V(;/Ith t!:e ;u;.re_:t ;I'rusft ptlsn s_howmg a deficit of arget Risk Rating 3(C)x3(L)=9
Every team achieves their financial plan for the year m. The frust wil be fikely chaflenged to reduce Its deficit plan turther in year..
e The Trustis reporting a ¢ £4.3m deficit at the end of Q1 which is cE1m off plan. This is in part
being driven by high temporary staffing usage due to the impact of vacancies, high levels of Rationale for risk current score:
Measures: . . . . .
i ; ; i COVID sickness (£0.7m), operational pressures (high bed occupancy) along with higher-than- Impact:
*  Delivery of in year financial plan/budgets expected inflationary pressures including utilities pressures (£0.3m).Offsetting this the Trust is e  Currently the Trust is in a significant underlying deficit position with
° Underlying/recurrent financial position of the Trust currently benefiting from underspend against the independent sector plan. significant uncertainty regarding the future financial regime.
e  Trust Cash Balances e Income allocations have been significantly reduced from pandemic levels, including This impacts on:
e  External and Internal Audit outcome Commissioners removal of previously provided non-recurrent funding. Therefore, focus on o Trust’.s abilitY to inyest in its services and infrastructure and maintain a
efficiency and productivity (see below) and cost reduction in 22/23 is paramount. sustainable site as its asset base ages further.
e Agency spend remains at historical levels and has been very high in the last two months (£1.9min | o Delivery of safe and sustainable services for patients including any backlogs
Month 3), particularly nursing spend which in turn is being driven by operational and workforce in activity due to COVID.
pressures. The agency position is unsustainable and unaffordable with a sustainable solution o  Ensuring the sustainability and safety of the Doncaster site.
required regarding temporary staffing along with finalisation of the recurrent nursing workforce | o Impacts on Trust reputation with potential regulatory action

requirements which remains outstanding. The Chief Nurse is currently pulling together a planto | © Impacts on level of input and influence with regards to local
support reducing temporary staffing spend. The workforce plan assumes vacancies are recruited commissioning.

to on a substantive basis and the reliance on temporary staffing is reduced. The financial plan and
CIP plan is aligned to this and is therefore heavily reliant on the tight management of vacancies
and temporary staffing.

e COVID assumptions in the plan are based on low levels of COVID as seen in Summer 2021 and are
consistent with the ask of the planning guidance. However COVID levels are higher than plan
impacting on bed occupancy and sickness driving expensive agency usage.

e Non-pay inflation is currently very high in the economy and is not funded at those levels within
the funding allocations. For example we have seen a £0.3m pressure on utilities within the Q1.
Pay award is yet to be confirmed including any funding.

e  Whilst cash is currently in a healthy position the deficit this financial year along with the
significant capital programme will potentially cause cash flow issues in 22/23 impacting on the
ability for the Trust to meet its financial obligations, without NHSE/| intervention. This is being
closely monitored.

e  Productivity reductions have been seen during COVID, where activity being delivered is
significantly below pre-pandemic levels, whilst resource (especially clinical resource) has
increased. Challenge in 22/23 is to deliver pre-pandemic levels of activity within pre-pandemic
resources whilst providing safe and sustainable services.

e  Trust’s underlying deficit financial position has worsened during the pandemic. There is
increasing focus nationally on underlying positions entering 22/23.

e  Culture Risk — Impact of COVID on re-engaging Divisions with financial processes and controls (by
22/23 will have been two years) and refocus on efficiency.

e Impact of major incident at W&C. The incident highlights significant risks concerning the funding
route for and delivery of backlog maintenance costs. However, some additional capital funding
has been provided in year of c£1.8m to support this. There however remains limited capital
funding especially for significant builds given the Trust’s estates risks.

e Impact of inflationary pressures on capital projects with allocated funding — BEV, RAAC, ePR

Risk references:
F&P 1, F&P 2, F&P 3 Comments:
e See risks section

Future risks:

e NHS financial landscape, regulatory intervention

e Impact of reduced revenue funding allocations for 22/23 and beyond.

e Change in financial regimes in relation to ICS and Place budgets

e Return to control totals and trajectories in future years including agency
caps.

e Increasing costs relating to old and poorly maintained buildings

Opportunities:

e Change in practices, new ways of working

e The Trust is looking at opportunities for funding to support elective recovery and operational
requirements, including capital bids.

e Implementation of new Directorate to support improvements in productivity and efficiency.
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Controls (mitigation to lead to evidence of making impact): Last Review date Next review date Reviewed by Gaps in Control
Key Financial Control Processes: Vacancy Control Panel, CIG, Grip and
Control, Capital Monitoring Committee, Cash Committee. Reintroduction of June 2022 Ongoing AC Ongoing review of financial controls. No unexpected exceptions identified
financial escalation process with Divisions from June.
Budget Setting and Business Planning June 2022 N/A AC/JS No unexpected exceptions identified
R tInt | Audit ided significant . Ext | Audit
Internal & External Audit programme design & compliance outcomes June 2022 May 2022 AC ecentn e_rna ud! provlll € S'ng' |ca.n . assurance. txternal Audit on
21/22 provided an unqualified audit opinion.
Establishment of new Directorate: Recovery, Innovation and Transformation. April 2022 Ongoing IS
Workin'g with the ICS through CEQ’s and DoFs regarding funding arrangements. June 2022 Ongoing AC/IS Ongoing monitoring
Reporting back through F&P and Board.
Assurances received (L1 — Operational L2-Board Oversight L3 External) ** Last received Received By Assurance Rating Gaps in Assurance
L2,13 Internal Audit Annual report including Head of Internal Audit Opinion May 21 ARC, Board Significant Assurance with minor | None outstanding
improvements
12,13 Feedback from NHSI/E on statutory returns Ongoing F&P, Board Full None outstanding
L2 LCFS Annual Report July 21 ARC Full None outstanding
L1,L2,13 Internal Audit: General Ledger and Financial Reporting March 22 ARC Significant Assurance Nothing significant noted in the Internal Audit
12,13 External Auditors Annual Report June 22 ARC, F&P, Board Unqualified Opinion Nothing high risk identified in ISA 260, but some control recommendations to
work on through the financial year.

Corrective Actions required

Action due date

Action status

Action owner

Forecast completion date

new Governance proposals (including escalation and monitoring processes).

1. Delivery of external and internal audit recommendations Ongoing Ongoing AC Q2 2022. Internal audit recommendations implemented on time.
2. Working with the ICS regarding funding allocations for Doncaster Ongoing Ongoing AC Ongoing
3. Delivery of reduced temporary staffing spend especially in Nursing Ongoing Ongoing All Exec Direct'\c:rs especially Chief | ongoing
urse
4. Development and delivery of CIP plan Ongoing Ongoing All Exec Directors, JS lead for Ongoing
Efficiency and Effectiveness
5. Development and implementation of financial assurance processes in line with June 22 Ongoing AC June 22 - implemented

Assurances received (L1 — Operational L2-Board Oversight L3 External) identify the range of assurance sources available to an entity:

—L1 Management —such as staff training and compliance with a policy

—L2 Internal Assurance —such as sub-committees receiving evidence of L1 working effectively; and

—L3 External Assurance —such as internal and external audits.

Areas in yellow highlight indicate change from last version




NHS

Doncaster and Bassetlaw
Teaching Hospitals

NHS Foundation Trust

Report Cover Page

Meeting Title: Board of Directors

Meeting Date: 26 July 2022 Agenda Reference: E2
Report Title: Financial Performance — Month 3 (June 2022)

Sponsor: Alex Crickmar — Acting Director of Finance

Author: Jenny Marsh — Acting Deputy Director of Finance
Appendices:

Executive Summary

Purpose of report: | To report the Month 3 financial position to the Trust Board including any risks to the
delivery of the Trust’s financial plan.

Summary of key The Trust’s deficit for month 3 (June 2022) was £1.5m, which was in line with plan.
issues However, the Trust has a Year to Date (YTD) deficit financial position of £4.3m as at
the end of month 3 which is adverse to plan by £1.1m. This position is largely driven
by pay being overspent by £2.4m (due to high agency usage as a result of workforce
and operational pressures including levels of vacancies, COVID and sickness) offset by
favourable variances on clinical and non-clinical income (£0.7m) and continued
independent sector underspend relating to elective recovery (£0.7m). Key highlights
by category of income and expenditure are set out below:

e Clinical Income: £0.4m favourable to plan, driven by non-recurrent funding from
Doncaster CCG, including the Lung Health Checks project which is offset with
expenditure. ERF has been assumed to be fully received for Q1 from
Commissioners, with the ICB notifying Trusts’ that there will be no national
clawback of ERF from systems for underperformance in Q1.

o Non-Clinical Income: £0.3m favourable to plan, with recharges favourable to
plan by £0.7m offset by testing income (£0.3m) and education CPD income
(£0.2m) being adverse to plan, all of which have offsetting increases/reductions
in expenditure. Overseas income is £0.1m favourable to plan.

e Pay: £2.4m adverse to plan, with the variance mainly driven by Medical and
Nursing spend in Medicine, Surgery and Children and Families Divisions. Agency
spend remains high at £1.8m in month, an increase of £0.1m compared to month
2, mainly on Medical and Nursing staff. Temporary staffing spend remains
significantly higher than pre-pandemic levels (c £0.9m pre-pandemic) and above
last year levels, with the trend for spend is currently rising rather than falling.
COVID is having a significant impact with spend over budget including £0.7m
spent on backfill for COVID sickness.

Both the Medicine and Children and Families Divisions are under financial
escalation and enhanced support given the Division’s pay positions. Meetings
chaired by the Acting Director of Finance have been held with each, with a
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number of actions being agreed with the Divisions to try and support an
improved position.

e Non-Pay: £0.5m favourable to plan. This is largely due to an underspend on
independent sector spend (£0.7m), an overspend on utilities due to further price
increases on electric (£0.3m), and an overspend on drugs (£0.3m), netted off by
an increase in stock of £0.3m on clinical supplies.

Capital

Capital spend in month was £759k against the plan of £2,802k giving an in-month
under-performance of £2,043k. The key variances to plan are underspends in Estates
of £1,626k, Medical Equipment of £19k and an overspend in IT of £60k. It should be
noted that whilst the Trust is behind plan, most of the Estates capital schemes have
now been approved through Corporate Investment Group (CIG). ICT cases are also
progressing through CIG, with medical equipment cases taking longer due to the
delays in signing off the plan. The memorandum of understanding (MOU) for the
preliminary work on RAAC (c£2.5m) has now been signed off in line with Board
approval last month with funding expected to be received in July.

Cash

The cash balance at the end of June was £27.7m (May: £26.6m). Cash has increased
by ¢ £1.1m compared to month 2 largely as a result receiving clinical income totalling
£38.5m, which is c. £3m above normal, as the Trust received income that it had
previously accrued (in line with the revised financial plan). This cash balance is
broadly in line with the cash forecast for 22/23.

CIPs

In Month the Trust has delivered £1.05m of savings versus the plan submitted to
NHSI of £1.17m, an under-delivery of £121k. YTD the Trust has delivered £3.49m of
savings against a planned £3.53m, an under-delivery of £37k. Plans are being
developed with Divisions to identify further opportunities.

Recommendation:

The Board is asked to note:
e The Trust’s deficit for month 3 (June 2022) was £1.5m, which was favourable
to plan by £6k.
e The Trust’s deficit YTD at month 3 (June 2022) was £4.3m, which was adverse
to plan by £1.1m.

Action Require: Approval Information Discussion Assurance Review
Link to True North | TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide outstanding | Everybody knows | Feedback from The Trustisin

care for our patients their role in staff and learners | recurrent surplus
achieving the isin the top 10% | toinvestin
vision in the UK improving patient
care

Implications

Board assurance framework:

This report relates to strategic aims 2 and 4 and the revised BAF risk F&P1.

Corporate risk register:

See above

Regulation:

No issues
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Legal:

No issues

Resources:

No issues

Assurance Route

Previously considered by:

Finance and Performance Committee

Date:

215 July

Decision: N/A

Next Steps:

Previously circulated reports
to supplement this paper:
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FINANCIAL PERFORMANCE

Month 3 - June 2022



1. Income and Expenditure vs. Budget

Doncaster & Bassetlaw Teaching Hospitals NHS Foundation Trust
P3 June 2022

Over-achieved | F | |Under—achieved-

F = Favourable A = Adverse

3. Statement of Financial Position

Underspent F Overspent -

5. Workforce

Income (a1,971)]  (668)| F | (124691)]  (637)| F [Local

Pay 28,165 Workforce (vacancy control) 549 5,500
Non Pay 14,831 (388) ERF productivity 458 5,500
Financing Costs 560 Temporary staffing 100 1,000
(Profit)/Loss on Asset Disposals 0 Procurement 63 750
(Surplus)/Deficit for the period 1,585 Non-pay cost containment 0 2,000
Donated Asset Adjustment (39) Unidentified 4,500
Adjusted (Surplus)/Deficit for the period 1,546

Less gains on disposal of assets 0

Adjusted Surplus/(Deflc.lt) for the 1,546 19,250
purposes of system achievement

Income Key Expenditure 4. Other

Cash Balance 27,700 27,700 29,164
Capital Expenditure 2,802 759 4,601 2,114 34,190

Non Current Assets 247,896 246,595 246,595

Current Assets 71,448 62,494 62,494 -8,954

Current Liabilities -84,805 -77,772 -77,772 7,033

Non Current liabilities -13,867 -13,286 -13,286 581 Current Month 6,475.60 5,545.55 386.41 197.21 6,129.17
Total Assets Employed 220,672 218,031 218,031 -2,641 Previous Month 6,426.14 5,540.93 367.35 183.75 6,092.03
Total Tax Payers Equity -220,672 -218,031 -218,031 2,641 Movement 49.46 4.62 19.06 13.46 37.14




Executive Summary Income and Expenditure — Month 3

Month 3 YTD

Actual Variance Actual Variance

£000 £000 £000 £000
Income -41,304 -41,971 -668 -124,054| -124,691 -637
Pay
Substantive Pay 25,534 23,384 -2,150 75,891 69,125| -6,766
Bank 40 1,798 1,758 115 5,167 5,052
Agency 246 1,793 1,547 780 5,206 4,426
Recharges and Reserves 1,238 1,189 -49 4,169 3,853 -316
Total pay 27,058 28,165 1,107 80,954 83,351 2,397
Non-Pay
Drugs 903 926 23 2,709 2,908 198
Non-PbR Drugs 1,822 1,796 -26 5,467 5,576 109
Clinical Supplies & Services 3,047 3,012 -36 9,142 8,944 -199
Depreciation and Amortisation 1,074 1,250 177 3,500 3,748 247
Other Costs (including reserves) 6,927 6,128 -799 19,411 17,950 -1,461
Recharges 1,446 1,719 273 4,338 4,985 647
Total Non-pay 15,219 14,831 -388 44,568 44,111 -457
Financing costs & donated assets 578 521 -57 1,733 1,481 -252

(Surplus) / Deficit Position 1,552 1,546

Less gains on disposal of assets --m

3,202 4,252 1,050

ol 97 97

3,202 4,349 1,147

(Surplus) / Deficit Position for the purposes of system achievement 1,552 1,546 -6

The Trust’s deficit for month 3 (June 2022) was £1.5m, which was in line with plan. However, the Trust has a
Year to Date (YTD) deficit financial position of £4.3m as at the end of month 3 which is adverse to plan by
£1.1m. This position is largely driven by pay being overspent by £2.4m (due to high agency usage as a result
of workforce and operational pressures including levels of vacancies, COVID and sickness) offset by
favourable variances on clinical and non-clinical income (£0.7m) and continued independent sector
underspend relating to elective recovery (£0.7m). Key highlights by category of income and expenditure are
set out below:

e Clinical Income: £0.4m favourable to plan, driven by non-recurrent funding from Doncaster CCG,
including the Lung Health Checks project which is offset with expenditure. ERF has been assumed to be
fully received for Q1 from Commissioners, with the ICB notifying Trusts’ that there will be no national
clawback of ERF from systems for underperformance in Q1.

¢ Non-Clinical Income: £0.3m favourable to plan, with recharges favourable to plan by £0.7m offset by
testing income (£0.3m) and education CPD income (£0.2m) being adverse to plan, all of which have
offsetting increases/reductions in expenditure. Overseas income is £0.1m favourable to plan.

e Pay: £2.4m adverse to plan, with the variance mainly driven by Medical and Nursing spend in Medicine,
Surgery and Children and Families Divisions. Agency spend remains high at £1.8m in month, an increase
of £0.1m compared to month 2, mainly on Medical and Nursing staff. Temporary staffing spend remains
significantly higher than pre-pandemic levels (c £0.9m pre-pandemic) and above last year levels, with the
trend for spend is currently rising rather than falling. COVID is having a significant impact with spend
over budget including £0.7m spent on backfill for COVID sickness.

Both the Medicine and Children and Families Divisions are under financial escalation and enhanced
support given the Division’s pay positions. Meetings chaired by the Acting Director of Finance have been
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held with each, with a number of actions being agreed with the Divisions to try and support an
improved position.

Further detail

Income

The month 3 position for CCGs is aligned to the contract values submitted in the final plan on the 20" of
June, this includes growth assumptions, inflationary uplift, and ERF allocations.

Within the plan the Trust included a contract risk relating to growth assumptions outside of the SY ICB as
discussions (mainly relating to Notts ICB) continue to be held at a regional level. The risk included in the
position at month 3 is £424k. It was also agreed with the ICB to include in the plan the RDASH funding issue
of £1.5m, with £375k of income assumed in the month 3 position. The Board should note that this is a
potential risk whilst we await progress from the ICB regarding arbitration on the issue.

The contract with the Trusts lead Commissioner has been signed based on an Aligned Payment Incentive
arrangement. The contract includes the right for commissioners to claw back up to 75% of the Elective
recovery funding should the Trust fail to deliver the associated activity requirements. For Q1 it has been
confirmed that the clawback will not be invoked and therefore 100% of ERF income relating to SY
commissioners has been included. Inter-system commissioners have yet to confirm agreement on ERF
funding and therefore a risk of £146k is included at Q1.

Non-clinical income was £0.3m favourable to plan, with a number of key variances to note:

e £0.7m favourable variance on recharges (mainly associated with the Wholly Owned Subsidiary and
Western Park) which is offset with a corresponding increase in expenditure.

e £0.1m favourable variance on overseas income, partly offset by increased bad debt provision (60%
provision is used for overseas debt).

e £0.3m under achievement on testing income which is offset with an underspend on expenditure.

e £0.2m under achievement on Education Continuing Professional Development (CPD) income which is
offset with an underspend on expenditure.

Pay

Pay expenditure was £1.1m adverse to plan in month 3 and £2.4m adverse to plan YTD. The key areas to
note are:

e The main areas of overspend remain in Medical & Dental (E1.9m adverse to plan) and Nursing
(£2.0m adverse to plan). These are offset by underspends on admin, HCAs and science and therapy
staff.

e Medicine is overspent on medical pay by £0.8m and on Nursing pay by £1.0m — due to agency
backfill for junior doctors mainly within ED, and agency and bank usage for nursing within ED, Acute
Medicine and Care of the Elderly. This is mainly driven by vacancies (both qualified and unqualified
nursing), high sickness rates (including COVID), and operational pressures (high bed occupancy
rates).

e Surgery is overspent on medical pay by £0.5m and on Nursing pay by £0.4m — due to agency backfill
for junior doctors’ gaps mainly within T&O, staffing on the Trauma Ambulatory Care unit (TACU)
which is now open 24/7 and Ward 19 which has opened earlier than anticipated, and agency and
bank usage for nursing due to covid sickness and supernumerary international nurses undertaking
training prior to starting in role.



e Children and Families Division are overspent on medical pay by £0.5m and on Nursing by £0.6m —
due to covid absence, maternity, and long-term sickness, along with nursing and midwifery
pressures due to increased premiums for bank and agency backfill.

e Both the Medicine and Children and Families Divisions are under financial escalation and enhanced
support given the Division’s pay positions. Meetings chaired by the Acting Director of Finance have
been held with each, with a number of actions being agreed with the Divisions to try and support an
improved position. The Surgery financial position is being reviewed at Month 4, with the expectation
if there is not an improvement in the position further action will be required.

Agency spend remains high at £1.8m in month, an increase of £0.1m compared to month 2, mainly on
medical staff (£0.9m) and nursing staff (£0.6m). The table below sets out the agency spend by type for
quarter 4 of 2021/22 and month 1 to month 3 of 2022/23, demonstrating the continued agency spend on
Medical and Nursing staff. This level of spend is c.£0.8m more than pre-pandemic levels and is an increasing
trend over last year.

Total agency spend by category Jan-22 Feb-22 Mar-22 Apr-22  May-22 Jun-22

Administration and estates 42 55 33 63 70 55
HCA and other support staff 82 64 82 26 66 97
Medical and dental 760 722 886 805 881 943
Non Medical Non Clinical 43 37 78 64 68 56
Nursing & midwifery 380 418 755 702 616 626
Scientific, therapeutic and tech 31 25 40 28 22 17
Total 1,338 1,321 1,874 1,688 1,724 1,793
Non-pay

Non-pay was £0.5m favourable to plan YTD. This is largely due to an underspend on independent sector
spend in surgery (£0.7m), an overspend on utilities due to further price increases on electric (£0.3m), and an
overspend on drugs (£0.3m), netted off by a benefit on stock of £0.3m on clinical supplies which is being
investigated further.

CIP Delivery

In Month the Trust has delivered £1.05m of savings versus the plan submitted to NHSI of £1.17m, an under-
delivery of £121k. YTD the Trust has delivered £3.49m of savings against a planned £3.53m, an under-
delivery of £37k. Plans are being developed with Divisions to identify further opportunities. An outline plan
was presented to the Finance and Performance Committee on the 215 °f July.

Capital

Capital spend in month was £759k against the plan of £2,802k giving an in-month under-performance of
£2,043k. The key variances to plan are underspends in Estates of £1,626k, Medical Equipment of £19k and
an overspend in IT of £60k. The YTD spend is £2,114k against the plan of £4,601k. It should be noted that
whilst the Trust is behind plan, most of the Estates capital schemes have now been approved through
Corporate Investment Group (CIG). ICT cases are also progressing through CIG, with medical equipment
cases taking longer due to the delays in signing off the plan. The memorandum of understanding (MOU) for
the preliminary work on RAAC (c£2.5m) has now been signed off in line with Board approval last month with
funding expected to be received in July.



Cash

The cash balance at the end of June was £27.7m (May: £26.6m). Cash has increased by c £1.1m compared to
month 2 largely as a result receiving clinical income totalling £38.5m, which is c. £3m above normal, as the
Trust received income that it had previously accrued. This cash balance is broadly in line with the cash
forecast for 22/23.

The Board is asked to note:
e The Trust’s deficit for month 3 (June 2022) was £1.5m, which was favourable to plan by £6k.
e The Trust’s deficit YTD at month 3 (June 2022) was £4.3m, which is adverse to plan by £1.1m.
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Report Summary

Purpose of report: | The NHS PAM has been developed to provide a nationally consistent basis for
assurance for Trust Boards, on Regulatory and Statutory requirements relating to
their estate and related services, and this NHS constitution right:

‘To be cared for in a clean, safe, secure and suitable environment’.

This assurance can then be used more widely and be provided to commissioners,
regulators, the public and other interested stakeholders.

The NHS PAM aims to bridge the space between NHS Boards and the operational
detail of its day-to-day estates and facilities operations. However, it should be noted
that PAM relates to how the organisation manages its infrastructure, not the quality,
condition, fitness for purpose or risks associated with the infrastructure. Therefore
the PAM is providing assurance the organisation has systems and processes which
aim to mitigate the risks associated with non-compliant infrastructure and major
systems as documented on the Trust risk register, and is not a reflection of
compliance of the infrastructure itself. The model can be used as a prompt for
further investigation, and to stimulate better-informed dialogue as to how the
premises can be more efficiently used, more effectively managed, and contribute to
the overall strategic objectives of the organisation.

Its purpose is to support the organisational aim of ensuring that the premises and
associated services are as safe as possible.

Summary of key e The Report identifies the Trust Overall Summary Position for 2021/2022 for
issues/positive all five mandated domains is Good in 100 Self-Assessment Question elements
highlights: (SAQs), requires Minimal improvement in 158 elements, requires Moderate

improvement in 42 elements, not applicable in 40 elements with 1 element
rated as inadequate, as a result of the lack of policies and procedures in place
for air pollution control.

e A bi-monthly review of PAM (Appendix 1) is presented to the Trust H&S
committee utilising the DBTH PAM electronic assurance dashboard and is

Page 1
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also included within the 6 monthly H&S report presented to the Trust Audit
and Risk Committee (ARC).

e  Minor improvements within the PAM overall Safety domain allocated scores
for the reporting period with an increase in 13 Good rated elements, a
decrease in requires Minimal improvement of 5 elements and a decrease in
requires Moderate improvement of 7 elements, resulting in overall
improvement within this domain from the 2020/2021 PAM assessment.

e The Patient Lead Assessment of the Care Environment (PLACE) is scheduled
to commence on the 19th September 2022, which is anticipated to deliver
improvement in the majority of ‘Requires Minimal Improvement’ elements in
the Patient Experience Self-Assessment Questions (SAQ’s) for the following
2022/2023 PAM assessment year.

e Estates and Facilities Management (EFM) Strategic objectives directly aligned
to improving the elements requiring Inadequate, Moderate and Minimal
improvement within the Efficiency, Effectiveness and Organisational
Governance PAM assessment SAQ action are included, explaining identified
actions to achieve identified goals.

e (Capital Costs associated with the annual Backlog maintenance figure of
£149,930,048 reported through the ERIC returns is provided in the report as
requested by NHSE/I for granularity against the Trust’s Organisational
Strategy, Capital Programme, and Estates Strategy, to provide a compliant,
clean, safe, secure and suitable environment.

e (Capital Costs of £35,000 to deliver improvement in the Health and Safety at
Work SAQ and requirement for a new H&S responsible person training and
development programme linked to the organisations vision, values and
objectives, aligned to actions 12 and 13 of the Granger report
recommendations are presented.

e Revenue consequence costs of approximately £300,000 for the Trust being
able to achieve the required 90% completion rate for scheduled PPM against
the PAM SAQ Assessment, SFG 20 and associated Health Technical
Memorandums (HTM,’s), Health Building Notes (HBN’s). This is aligned to the
Estates workforce Review Business case (2019) and 7 point plan agreed with
NHSE/I to review the current maintenance strategy required to deliver a
good rating in all PAM safety domain maintenance SAQ element fields.

e Revenue consequence costs of £120,000 to deliver improvement in the E&F
Operational Management SAQ associated with the delivery of the proposed
Medical Technical Services Department Labour Force Re-structuring Business
case (2021).

e Revenue consequence costs of approximately £1Million to deliver the agreed
National Standards of Healthcare Cleanliness Plan. An agreed action plan has
been developed in consultation with NHSE/I to achieve the standards by
March 2023 which will deliver an improvement in the cleanliness and
infection control SAQ.

e Finally, due to the continued COVID-19 Pandemic experienced towards the
end of 2021, that reduced staffing levels and available resource which
directly affected the ability to complete a number of identified actions,
resulting in limited progress in the overall PAM continual improvement
process. Foundations are now firmly in place to deliver improvements in all
domain SAQ’s scores that require moderate and minimal improvement.
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Recommendation: | The Board of Directors to note that the information within the report and PAM
assessment 2021/2022 data will be submitted and committed through the NHSE/I on
line reporting system before the deadline of the 9" of September 2022.
Action Require: Approval |lnformation Discussion Assdrance Review
Link to True North | TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide outstanding care | Everybody Feedback from | The Trustisin
for our patients knows their role | staff and recurrent
in achieving the | learnersisin surplus to
vision the top 10% in | investin
the UK improving
patient care

Implications

Board assurance N/A
framework:
Corporate risk F&P 4 Failure to ensure that estates infrastructure is adequately maintained and

upgraded in line with current legislation, standards and guidance. Note: A

number of different distinct risks are contained within this overarching entry. For

further details please consult the E&F risk register.

F&P12 Failure to ensure that estates infrastructure is adequately maintained and

upgraded in accordance with the Regulatory Reform (Fire Safety) Order 2005 and

other current legislation standards and guidance. Note: a number of different

distinct risks are contained within this overarching entry. For further details

please consult the EF risk register.

E&F 2335 Failure to adequately meet the demand of PPM completion due to

insufficient resource within the Estates department resulting in a risk of

regulatory non-compliance. Note: Identified following an NHS/Qii review of the

Estates workforce at DBTH. For further details please consult the EF risk register.

Regulation: e Health and Safety at Work Act 1974 (HASAWA)

e Management of Health and Safety at Work Regulations 1999

e The Workplace (Health, Safety and Welfare) Regulations 1992

e The Health and Safety (Display Screen Equipment) Regulations 1992

e The Manual Handling Operations Regulations 1992 (as amended)
(MHOR)

e The Personal Protective Equipment at Work Regulations 1992

e The Provision and Use of Work Equipment Regulations 1998

e Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
2013(RIDDOR)

e The Control of Substances Hazardous to Health Regulations 2002

e Safety Representatives and Safety Committees Regulations 1977

e Health and Safety (Consultation with Employees) Regulations 1996.

Legal: o The essential standards of quality and safety consist of 28 regulations
(and associated outcomes) that are set out in two pieces of legislation:
the Health and Social Care Act 2008 (Regulated Activities) Regulations
2010 and the Care Quality Commission (Registration) Regulations 2009.

o Developing an Estate Strategy document

e Health Building Note 00-08

e Health building Note 00-08: Land and Property Appraisal

e Strategic Health Asset Planning & Evaluation (SHAPE) tool

e Monitor: The asset register and disposal of assets: guidance for providers
of commissioner requested services

register:
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e Monitor: Strategy development: a toolkit for NHS providers
e Monitor: Developing strategy What every trust board member should

know
Resources: Capital Costs associated with SH1 and SH4 Compliance
Revenue Consequences Costs associated with requirements to achieve PPM
compliance with SFG20, Estates and Medical Technical Services Workforce
Review and the National Standards of Healthcare Cleanliness.

Assurance Route

Previously considered by: No
Date: N/A Decision: N/A
Next Steps: Continual Annual reporting the PAM to Board. Continual bi-annual reporting to

Audit and Risk Committee and the Trust Health and Safety Committee.
Previously circulated | N/A

reports to
supplement this
paper:
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. Executive Summary

The NHS PAM has been developed to provide a nationally consistent basis for assurance, for Trust
Boards, on Regulatory and Statutory requirements relating to their estate and related services,
and this NHS constitution right:

To be cared for in a clean, safe, secure and suitable environment.

This assurance can then be used more widely and be provided to commissioners, regulators, the
public and other interested stakeholders.

The NHS PAM aims to bridge the space between NHS Boards and the operational detail of its day-
to-day estates and facilities operations. However, it should be noted that PAM relates to how the
organisation manages its infrastructure, not the quality, condition, fitness for purpose or risks
associated with the infrastructure. Therefore the PAM is providing assurance the organisation has
systems and processes which aim to mitigate the risks associated with non-complaint
infrastructure and major systems as documented on the Trust risk register. It is not a reflection of
compliance of the infrastructure itself. The model can be used as a prompt for further
investigation, and to stimulate better-informed dialogue as to how the premises can be more
efficiently used, more effectively managed, and contribute to the overall strategic objectives of
the organisation.

The PAM does this through a series of Self-Assessment Questions (SAQ’s) and produces a summary
report that can be used to demonstrate the overall state of the organisation to its service users,
commissioners and regulators. Its purpose is to support the organisational aim of ensuring that
the premises and associated services are as safe as possible.

The latest version of the PAM has now been included within the updated NHS Standard Contract;
Section 17.9 for the reporting year 2021/2022 which must be uploaded on the NHSE/I on line
reporting system prior to the 9™ of September 2022. This ensures Mandatory Status for all five
Domains for the reporting year 2021/2022.

The following report provides an overview of PAM and the process and methodology utilised by
the Trust Estates and Facilities management (E&F) team when undertaking the PAM assessment.
The report provides information from the PAM assessment for 2021/2022 and covers the five
mandated PAM domains. The Key issues from the report include:

The Trust Overall Summary Position for 2021/2022 for all five mandated domains is Good in 100
Self-Assessment Question elements (SAQ), requires Minimal improvement in 158 elements,
requires Moderate improvement in 42 elements, 40 elements are Not applicable with 1 element
rated as inadequate, which relates to policies and procedures in place for air pollution control.

A bi-monthly review of PAM (Appendix 1) is presented to the Trust H&S committee utilising the
DBTH PAM electronic assurance dashboard and is also included within the 6 monthly H&S report
presented to the Trust Audit and Risk Committee (ARC).
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There has been an improvement in the PAM Safety domain elements with an increase in 13 Good
scores, a decrease of 5 elements that require Minimal improvement, and 7 elements that require
Moderate improvement resulting in an overall improvement from the previous years 2020/2021
PAM assessment.

The Patient Lead Assessment of the Care Environment (PLACE) is scheduled to commence on the
19th September 2022, it is anticipated that this will deliver improvement in the majority of
‘Requires Minimal Improvement’ elements in the Patient Experience Self-Assessment Questions
(SAQ’s) for the following years 2022/2023 PAM assessment report.

Estates and Facilities Management (EFM) Strategic objectives are directly aligned to improving the
elements requiring Inadequate, Moderate and Minimal improvement within the Efficiency,
Effectiveness and Organisational Governance PAM assessment. SAQ action plans are included,
explaining identified actions to achieve identified goals.

Revenue consequence costs of approximately £300,000 for the Trust being able to achieve the
required 90% completion rate for scheduled PPM against the PAM SAQ Assessment, SFG 20 and
associated Health Technical Memorandums (HTM,’s), Health Building Notes (HBN’s). This is
aligned to the Estates Workforce Review Business case (2019) and 7 point plan agreed with NHSE/I
to review the current maintenance strategy required to deliver a good rating in all PAM safety
domain maintenance SAQ element fields.

Revenue consequence costs of £120,000 to deliver improvement in the E&F Operational
Management SAQ associated with delivery of the proposed Medical Technical Services
Department Labour Force Re-structuring Business case (2021).

Revenue consequence costs of approximately £1Million to deliver the agreed National Standards
of Healthcare Cleanliness Plan. An agreed action plan has been developed in consultation with
NHSE/I to achieve the standards by March 2023 which will deliver an improvement in the
cleanliness and infection control SAQ.

Capital Costs associated with the annual Backlog maintenance figure of £149,930,048 reported
through the ERIC returns is provided in the report as requested by NHSE/I for granularity against
the Trust’s Organisational Strategy, Capital Programme, and Estates Strategy, to provide a
compliant, clean, safe, secure and suitable environment.

Capital Costs of £35,000 to deliver improvement in the Health and Safety at Work SAQ and
requirement for a new H&S responsible person training and development programme linked to
the organisations vision, values and objectives, aligned to actions 12 and 13 of the Granger report
recommendations.

Finally, due to the continued COVID-19 Pandemic experienced towards the end of 2021, that
reduced staffing levels and available resource which directly affected the ability to complete a
number of identified actions, resulting in limited progress in the overall PAM continual
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improvement process. Foundations are now firmly in place to deliver improvements in all domain
SAQ’s scores that require moderate and minimal improvement.

. Introduction

The assessment of the DBTH PAM has been undertaken using the revised and updated PAM 2022
model and reflects the Trust’s position as at 2021/2022. The methodology utilised adopts the PAM
2022 approach and format in conjunction with the identified Estates and Facilities and Clinical
responsible Trust management members of the DBTH PAM working groups.

This methodology takes the PAM SAQ’s into a working group evidence file and records
responsibilities by named post holders along with evidence and commentary provided by the
responsible Trust staff members against each of the SAQ working group documents. The working
groups encourage open discussion where the rational and rating of an individual SAQ can be
challenged, which ensures that the assessment is robust, accurate, and transparent and open to
scrutiny.

Evidence for each SAQ is provided by the responsible Trust staff members by submitting Approved
Procedural Document (APD) details linked to the Trust Intranet, procedures and documentation
stored on the DBTH Shared drive locations and various Trust CAFM systems used by the E&F.
Approval, Review and Expiry dates are also provided to enable an auditing process through the
PAM working group Evidence file.

Once the evidence file is considered to be complete a review of the returns is conducted and each
SAQ element given a score within the pre-determined Not Applicable, Inadequate, Requires
Moderate Improvement, Requires Minimal Improvement, Good and Outstanding grades indicated
within the PAM working document and online submission site.

Within the evidence file the SAQ responses have been split to reflect these different functionalities
and then an overview taken as to the Organisational position in relation to the evidence provided
from the different functional areas. This enables a Trust wide position to be established for the
PAM responses.

. The PAM Report

The following report provides information from the PAM assessment for 2021/2022 and covers all
five mandated PAM domains including an overall summary position illustrated in figure 1 and
distribution of SAQ Ratings numbers for Hard/Soft Facilities Management (FM), Patient
Experience, Efficiency, Effectiveness and Organisational Governance 2021/2022 illustrated in
figure 2. The Trust Overall Summary Position for 2021/2022 for all five domain SAQ’s is; Good in
100 elements, requires Minimal improvement in 158 elements, requires Moderate improvement
in 42 elements, is inadequate in 1 element with 40 elements scoring as Not Applicable (N/A). The
report outlines areas of deficiency that require further improvement and in some cases investment
to achieve compliance with Legislation, Approved Codes of Practice (ACOP’s) and Guidance, to
bring the Trust up to an all-round Good rating.
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The PAM report itself, is included within the Acting Operational Director of Estates and
Facilities/Chair of the Trust H&S Committees KPI Board report, as a declaration of Trust H&S
compliance against the NHS PAM Safety Domain for 2021/2022, and ensures the Trust meets the
current CQC Key Lines of Enquiry (KLOE).

A bi-monthly review of the PAM safety domain is presented to the Trust H&S committee utilising
the DBTH PAM electronic assurance dashboard (Appendix 1), and is also included within the 6
monthly H&S report presented to the Trust Audit and Risk Committee (ARC).

The Patient Experience domain results are also presented on an annual basis to the Patient
Experience & Involvement Committee (PEIC) for information and assurance.

The reporting features of PAM as issued by the NHSE/I are currently still somewhat limited and
because of the complexity of the new online reporting system within which the responses are held,
it is still difficult to add custom reports. Therefore the following report for 2021/2022 still draws
on the reports that are currently available within the PAM spreadsheet working documents and
the commentary provided by the PAM working group exercises undertaken at the Trust.

The current Trust PAM process commenced at the beginning of August 2021, but due the
continued COVID-19 Pandemic experienced towards the end of 2021, resulting in reduction in
staffing levels and availability of resource which directly affected the ability to complete identified
actions, resulting in limited progress in the overall PAM continual improvement process. As a
consequence only a small number of improved scores from moderate to minimal improvement
and minimal improvement to Good have been achieved overall.

To note; although limited movement in progress is evident for this reporting period, foundations
are firmly in place to deliver improvements in all domain SAQ’s scoring that requires moderate
and minimal improvement for the following 2022/2023 PAM assessment Year. A continual process
to regularly review all five domain SAQ working groups is now embedded within the E&F
management team, with agreed actions circulated to the responsible managers for each specialist
SAQ including updates, progress notes and completion dates with summary positions for the
reporting period provided from the DBTH PAM electronic assurance dashboard in Appendices 1 to
5.

For the areas requiring improvement in the overall PAM assessment, PAM allows for the entry of
“Capital Costs for compliance’” and “Revenue Consequences” to achieve compliance. The capital
cost to achieving the compliance figure provides the link to the Trust’s Estates Strategy, Capital,
and Business plans and budget. The intention is that any capital costs associated with reaching
compliance can be identified against individual areas, and will provide additional granularity to the
Trust’s five-year plans, capital programme, and Estates Strategy.

The accompanying information identifies the Revenue Consequences associated with individual
domain summaries and scores to enable the Trust to achieve compliance and an overall good
rating.
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Figure 1: Overall Summary Position of Self-Assessment Question (SAQ) Scores 2021/2022
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Figure 2: Overall Distribution of Self-Assessment Questions (SAQ) Ratings (%) for 2021/2022
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5. Safety Domain

The PAM Overall Distribution of SAQ Ratings for the Safety Domain in 2021/2022 has identified
the Trust to be Good in 61 elements, requiring Minimal Improvement in 121 elements, requiring
Moderate Improvement in 33 elements and 25 Not Applicable with no elements rated as
inadequate. The evidence gained during the PAM assessment process has identified the need for
requires Moderate and Minimal Improvement in the majority of SAQ’s within this Domain, the
Domain is split into two sections; Safety Hard ‘Hard FM’ and Safety Soft ‘Soft FM’. There have been
improvements within the PAM overall Safety domain allocated scores for the reporting period with
anincrease in 13 Good rated elements, a decrease in requires Minimal improvement of 5 elements
and a decrease in requires Moderate improvement of 7 elements resulting in overall
improvement. Continual progress is being made to the majority of SAQ elements, with a solid
foundation to deliver anticipated overall reductions in Moderate and minimal scores within the
following 2022/2023 PAM assessment reporting year.

5.1 Safety (Hard FM)

Figure 3 presents the PAM distribution of Hard FM SAQ ratings for 2021/2022 with figure 4
providing the DBTH PAM Distribution of SAQ Ratings for 2021/2022. Table 1 provides a legend
listing the Hard FM SAQ’s individual elements.

Figure 3: Safety Domain Hard FM Summary Position for 2021/2022
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Figure 4: Distribution of SAQ Ratings (%) for Safety Hard 2021/2022

Distribution of SAQ ratings (%) 2021-22
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Table 1: Safety Hard FM Individual SAQ Element Legend 2021/2022

Legend

SAQ Code Self-Assessment Question — Is the Organisation/site safe and compliant with well managed systems
in relation to:

SH1 Estates and Facilities Operational Management

SH2 Design, Layout and Use of Premises

SH3 Estates and Facilities Document Management

SH4 Health & Safety at Work

SH5 Asbestos

SH6 Medical Gas Systems

SH7 Natural Gas and specialist piped systems

SH8 Water Systems

SH9 Electrical Systems

SH10 Mechanical Systems e.g. Lifting EqQuipment

SH11 Ventilation, Air Conditioning and Refrigeration Systems

SH12 Lifts, Hoists and Conveyance Systems

SH13 Pressure Systems

SH14 Fire Safety

SH15 Medical Devices and Equipment

SH16 Resilience, Emergency and Business Continuity Planning

SH17 Safety Alerts

SH18 Externally Supplied Estate

SH19 Contractor Management

Continued COVID restrictions, increased audit actions by Authorising Engineers (AE’s) within
individual SAQ’s, increased AP requirements to individual SAQ’s and further updates to the latest
PAM scoring matrix with regard to PPM and completion percentage rates, have slowed progress
to improve the overall management processes and procedures.

12
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The majority of elements requiring Minimal and Moderate improvement with allocated individual
actions are; policies and procedures, roles and responsibilities, risk assessments, training and
development and business continuity. These deficiencies will continue to be reviewed through the
PAM working group process for 2022/2023, with action and review dates including clearly defined
timescales presented to the individual responsible managers to improve progress in the overall
PAM SAQ scores.

5.2 Safety (Soft FM)

Figure 5 presents the PAM distribution of Safety Soft SAQ ratings for 2021/2022 with figure 6
providing the DBTH PAM distribution of SAQ Ratings for 2021/2022. Table 2 provides a legend
listing the Soft FM SAQ’s individual elements.

Figure 5: Safety Domain Soft FM Summary Position for 2021/2022
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Figure 6: Distribution of SAQ Ratings (%) for Safety Soft 2021/2022
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Table 2: Safety Soft FM Individual SAQ Element Legend 2021/2022

Legend

SAQ Code  Self-Assessment Question — Is the Organisation/site safe and compliant with well managed systems
in relation to:

SS1 Catering Services

SS2 Decontamination Processes

SS3 Waste and Recycling Management

SS4 Cleanliness and Infection Control

SS5 Laundry Services and Linen

SS6 Security Management

SS7 Transport Services and access arrangements
SS8 Pest Control

SS9 Portering Services

SS10 Telephony and Switchboard

The key Soft FM elements requiring improvement are cleaning and infection control due to the
Trust not currently achieving the National Standards of Healthcare Cleanliness. The Trust has
agreed a derogation and an agreed Action Plan in consultation with NHSE/I to meet the standards
by March 2023. A Business Case is currently being developed to address the shortfall in recurrent
funding, and workforce requirements to ensure that we meet the March deadline. The
approximate Revenue Consequences to achieve compliance with the Cleaning Standards and
deliver an overall good rating within PAM is identified in Table 5.

The majority of all other elements requiring Minimal and Moderate improvement within this

domain reflect the Hard FM elements, with individual allocated actions to improve policies and

procedures, roles and responsibilities, training and development and business continuity. These
14
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deficiencies will continue to be reviewed through the PAM working group process for 2022/2023,
with action and review dates including clearly defined timescales presented to the individual
responsible managers to improve progress in the overall PAM SAQ scores.

. Patient Experience Domain

The PAM Distribution of SAQ Ratings for Patient Experience shows DBTH to be Good in 10
elements, requiring minimal Improvement in 11 elements, moderate improvement in 1 element
and 5 not applicable.

The Trust PAM Patient Experience summary position is illustrated in figure 7 and shows the
breakdown of the PAM SAQ score ratings for the assessment year 2021/2022 and figure 8 provides
the PAM distribution of Patient Experience SAQ ratings. Table 3 provides a legend listing the
Patient Experience SAQ’s individual elements. The PAM visual management summary dashboard
for the Patient Experience SAQ (Appendix 2) provides a full overview of the current status for this
domain.

For the reporting year a decision was taken again by NHSE/I to suspend the full PLACE programme
due to the continued operational difficulties and associated risks brought about by COVID-19.
PLACE-Lite remained open for healthcare organisations to undertake assessments if they chose to
do so. Due to COVID -19 the Trust were not able to participate due to service delivery pressure
and patient safety, leading to the Trust again requiring minimal improvement in all 4 PLACE related
elements within the domain.

For the reporting period 2022/2023 PLACE is scheduled to commence with the Trust now in a
position to participate. The full PLACE assessments have been arranged for week commencing the
19t September 2022 by the Trust Deputy Director of Nursing (Patient Experience) along with the
E&F management team. The reintroduction of PLACE will result in an overall improvement of
scores within the Patient Experience domain, reducing the scores from Minimal improvement to
elements of Good.

Further SAQ’s requiring moderate and minimal improvement include the requirement for
improving other areas of internal assessment, staff and patient engagement through the
introduction of patient participation focus groups. This will be reviewed through the PAM working
group process for 2022/2023 with action plans and review dates presented to the individual
responsible managers.

15
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Figure 7: Patient Experience Domain Summary Position for 2021/2022
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Figure 8: Distribution of SAQ Ratings (%) for Patient Experience 2021/2022
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Table 3: Patient Experience Individual SAQ Element Legend 2021/2022

Legend

SAQ Code Self-Assessment Question — Does Your Organisation:
P1 With regards to ensuring engagement and involvement on estates and facilities services from people
who use the services, public and staff can your organisation evidence the following?

P2 With regard to ensuring patients, staff and visitors perceive the condition, appearance, maintenance
and privacy and dignity of the estate is satisfactory can your organisation evidence the following?

P3 With regard to ensuring ensure that patients, staff and visitors perceive cleanliness of the estate and
facilities to be satisfactory can your organisation evidence the following?

P4 With regard to ensuring that access and car parking arrangements meet the reasonable needs of
patients, staff and visitors can your organisation evidence the following?

P5 With regard to providing a high quality and supportive environment for patients, visitors and staff in
relation to grounds and gardens can your organisation evidence the following?

P6 How does your organisation/site ensure that NHS Catering Services provide adequate nutrition and
hydration through the choice of food and drink for people to meet their diverse needs?

7. Efficiency, Effectiveness and Organisational Governance

Figure 9 presents the PAM distribution of Safety Hard SAQ ratings for 2021/2022 including the
individual domain statement, with figure 10 providing the DBTH PAM Distribution of SAQ Ratings
for 2021/2022. Table 4 provides a legend listing the Efficiency, Effectiveness and Organisational
Governance SAQ’s individual elements.

The PAM Distribution of SAQ Ratings for Efficiency, Effectiveness and Organisational Governance
for 2021/2022 shows the trust to be Good in 29 elements, requiring Minimal Improvement in 27
elements, requiring Moderate Improvement in 7 elements, Inadequate in 1 element and Not
Applicable in 10 elements. The evidence gained during the PAM assessment process has identified
the need for Minimal and Moderate Improvement in the majority of elements within the individual
PAM SAQ’s, with a focus on the inadequate and requires Moderate improvement elements. All
elements requiring Improvement will again be targeted within the review process of each
individual domain through the PAM working group process for 2022/2023 with agreed action plans
and review dates presented to individual responsible managers.

To note there are two overarching EFM Strategic objectives directly aligned to the Efficiency,
Effectiveness and Organisational Governance PAM assessment SAQ action plans to deliver
sustained improvement;

1. The Board approved Green Plan including 4 year strategy to improve the Trusts position
with regards to sustainability, and achieve its objectives identified within the Strategy to;

Develop a costed action plan for the delivery of the Green Plan over the next 4 years.
Complete a climate change risk assessment.

c. Work in conjunction with EPRR team to develop adaptation plans to mitigate the
risks associated with a changing climate.
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d. Implement Green Shared Governance Groups to achieve progress against priorities
for FY22/23 identified within DBTH's and the ICS Green Plan.

e. Develop a decarbonisation strategy for DBTH explaining how the organisation will
move away from the use of fossil fuels on the lead up to 2045.

2. Development and implementation of an EFM staff engagement plan aligned to the NHSE/I
Estates and Facilities Workforce Action Plan for 2022. The EFM team have identified a need
for improved staff engagement within their business plan for FY22/23 following the PAM
assessment process and responses from the annual staff survey. This includes the
formulation and implementation of an action plan to improve all elements identified as
requires Moderate or Minimal improvement. As part of the monthly EFM senior
management team strategy workshops a draft EFM Charter is being produced in
conjunction with a dedicated EFM mission statement aligned to the Trust vision and

mission.

The staff engagement action plan priorities FY22/23 are built around the NHSE/I EFM
priorities and nine key actions raised from the workforce action plan and focusing on the
following key themes;

a. Improving the health and wellbeing of the EFM staff, with a focus on driving
improvements in mental health and wellbeing

b. Strengthening the compassionate and inclusive culture the Trust need to enable
delivery of the best possible patient outcomes.

c. Develop and invest in the EFM workforce, future proofing skills and developing
managers.
Embed equality, diversity and inclusion making EFM an inclusive place to work
Build the next generation of EFM people and become the local workforce area
employer of choice.
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Figure 9: Overall Summary Position - Efficiency, Effectiveness, Organisational Governance
2021/2022

Overall Summary Position 2021/22
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Figure 10: Overall Distribution of SAQ Ratings (%) for Efficiency, Effectiveness, Organisational
Governance 2021/2022

Overall Domains by SAQ (%) Rating
100% SIS e
a9k
am
T
6%
S0
4%
Imk
20%
1%
o Effidency Effectiveness Governance
B 1. Inadequate 0% 4% 0%
W 2. Requires moderate improvement 109 13 5%
.1 3. Requires minimal improvement 31% 40% 40%
o 4. Good 38% 36 50%
@ 5. Outstanding 0% 0% 0%
i Mot applicable 21% 17 5%




PAM Assessment Report 2021/2022 Howard Timms 26 July 2021

Table 4: Efficiency, Effectiveness and Organisational Governance SAQ Element Legend 2021/2022

Legend

SAQ Code Self-Assessment Question —Efficiency

F1 With regard to having a well-managed approach to performance management of the estate and
facilities operations can the organisation provide evidence?

F2 With regard to having a well-managed approach to improved efficiency in running estates and
facilities services can the organisation provide evidence?

F3 With regard to improved efficiencies in capital procurement, refurbishments and land management
can the organisation provide evidence?

Fa With regard to having well-managed and robust financial controls, procedures and reporting relating
to estates and facilities services can the organisation provide evidence?

F5 With regard to ensuring Estates and Facilities services are continuously improved and sustainability
ensured can the organisation provide evidence?

SAQ Code Self-Assessment Question —Effectiveness

E1 With regard to having a clear vision and a credible strategy to deliver good quality Estates and
Facilities services can the organisation provide evidence?

£2 With regard to having a well-managed approach to town planning can the organisation provide
evidence?

E3 With regard to having a well-managed robust approach to management of land and property can the
organisation provide evidence?

Ea With regard to having a well-managed annually updated board approved sustainable development
management plan can the organisation provide evidence?

SAQ Code Self-Assessment Question —Organisational Governance
With regard to ensuring the Estates and Facilities governance framework has clear responsibilities

G1 and that quality, performance and risks are understood and managed, can the organisation provide
evidence?
With regard to ensuring the Estates and Facilities leadership and culture reflects the vision and

G2 values, encourages openness and transparency and promoting good quality estates and facilities
services can the organisation provide evidence?

G3 With regard to ensuring that the Organisations Board has access to professional advice on all matters
relating to Estates and Facilities services can the organisation Provide evidence?

10. Capital Costs for Compliance and Revenue Consequences

Capital Costs for Compliance associated with SH1 Operational Management (maintenance SAQ
element) have been identified through the annual 6 facet survey undertaken by external surveying
consultancy Oakleaf. Costs associated with annual Backlog maintenance figure reported through

the ERIC returns is provided in table 5 as requested by NHSE/I for granularity against the Trust’s

Organisational Strategy, Capital Programme, and Estates Strategy, to provide a compliant, clean,

safe, secure and suitable environment.

Capital Costs for Compliance associated with SH4 Health and Safety at Work and requirement for

a new H&S responsible person training and development programme linked to the organisations

vision, values and objectives, aligned to actions 12 and 13 of the Granger report recommendations

and documented at the Trust Health and Safety Committee and QI H&S Management System

review project is identified in table 5.
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Revenue consequences (costs) associated with the Trust being able to achieve the required 90%
completion rate for scheduled PPM against SFG 20 and associated HTM,’s, HBN’s and increase in
the number of AP’s and CP’s required to deliver a good rating in all maintenance SAQ element
fields is provided in table 6. This information is extracted from the Estates Workforce Review
Business case produced in (2019), more concise data will be provided for the 2022/2023 annual
PAM review report from the current Asset capture surveys. The Asset Capture has been
commissioned following approval of the 7 point plan to review the Trust’s maintenance strategy
in line with the guidance provided in BS8210:2020 ‘Facilities Maintenance Management — A Code
of Practice’.

Revenue consequences (costs) associated with delivery of the proposed Medical Technical
Services Department Labour Force Re-structuring Business case (2021) and associated entry on
the Trust Risk Register (E&F 2335) are provided in table 5.

Revenue consequences (costs) associated with the agreed action plan with NHSE/I and the Trust
to meet the current National Standards of Healthcare Cleanliness 2021 across all Trust sites, with
a completion date of the end March 2023 is also included in table 5. This figure indicates the
approximate recurrent budget requirements to provide the workforce establishment, structure
and equipment to meet the agreed March 2023 deadline.

Table 5: Capital Costs for Compliance and Revenue Consequence 2021/2022

Capital Cost for Compliance

SH1: E&F Operational Trust Backlog Maintenance (For information Only) £149,930,048

Management

SH4: H&S at Work Health and Safety Developmental Management Training | Approximately
£35,000

Revenue Consequence

SH1: E&F Operational Estates Workforce Review Approximately

Management £300,000

SH1: E&F Operational Medical technical Services Department Labour Force Re- | £120,000

Management structuring

SH8: Water Safety Water Safety Healthcare Technician Training £19,000

SH9: Electrical Systems Electrical Low Voltage (LV) Approved Person (AP) and £19,000
Competent Person Training (CP)

SH11: Ventilation, Air CP Heating, Ventilation and Air Conditioning (HVAC) £18,000

Conditioning and training (HTMO3)

Refrigeration Systems

SH12: Lifts, Hoists and Passenger Lift Training £14,000

Conveyance Systems

SS4: Cleanliness and Compliance with NHS Cleaning Standards Approximately

Infection Control £1Million
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11. Conclusion and Recommendations

The report has explained the PAM assessment process and information from the PAM assessment
working groups for 2020/2021 for all five mandated domains; including Safety, Patient Experience,
Efficiency, Effectiveness and Organisational Governance, and provides an overall Summary
Position to provide assurance to the Board on a consistent basis.

The report has identified improvements within the PAM overall Safety domain scores with an
increase in 13 Good rated elements, a decrease in requires Minimal improvement of 5 elements
and a decrease in requires Moderate improvement of 7 elements, this has resulted in overall
improvement within this domain from the 2020/2021 PAM assessment.

The report has explained the suspension of the full PLACE programme and reason for the Trust not
be able to participate in PLACE-Lite due to service delivery pressure, and patient safety concerns
during Covid-19, leading to the Trust requiring minimal improvement in all 4 PLACE related SAQ
elements within the Patient Experience domain. The report has also explained that the Trust are
now in a position to participate in the full PLACE assessments which have been arranged for week
commencing the 19th September 2022 by the Trust Deputy Director of Nursing (Patient
Experience) along with the E&F management team.

The report has also explained the positive work EFM Senior management team have been
undertaking with the EFM Strategic objectives directly aligning to the Efficiency, Effectiveness and
Organisational Governance PAM assessment SAQ action plans. The intention to deliver sustained
improvement for the following reporting year through the Board approved Green Plan and
associated 4 year strategy to improve the Trusts position with regards to sustainability. The
proposal to develop and implement an EFM staff engagement plan aligned to the NHSE/| Estates
and Facilities Workforce Action Plan for 2022.

The report has identified the Capital Costs for Compliance associated with the Health and Safety
at Work SAQ and the requirement for a new H&S responsible person and a management training
and development programme aligned to the organisations vision, values and objectives, directly
linked to actions 12 and 13 of the Granger report recommendations explained in detail.

Revenue consequences associated with the required completion rate for scheduled PPM against
SFG 20 and the Estates and Medical Technical Services Workforce Review, and an agreed action
plan with NHSE/I and the Trust to meet the current National Standards of Healthcare Cleanliness
2021 across all Trust sites, with a completion date agreed for the end March 2023.

Finally, to note; due the continued COVID-19 Pandemic experienced towards the end of 2021,
reduced staffing levels and available resource directly affected the ability to complete a number
of identified actions, resulting in limited progress in the overall PAM continual improvement
process. Foundations are now firmly in place to deliver improvements in all domain SAQ’s scoring
that requires moderate and minimal improvement for the following 2022/2023 years PAM
assessment.
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8. Appendices - Appendix 1: Premises Assurance Visual Dashboard Summary — Safety 2021/2022
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Appendix 2: Premises Assurance Visual Dashboard Summary — Patient Experience 2021/2022
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Appendix 3: Premises Assurance Visual Dashboard Summary — Efficiency 2021/2022
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Appendix 4: Premises Assurance Visual Dashboard Summary — Effectiveness 2021/2022
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Appendix 5: Premises Assurance Visual Dashboard Summary — Organisational Governance 2021/2022
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Operational Plan Update - data as at 4 July 2022




Today

* Operational trends — where are we now

* Operating Plan — Summary & Priorities

www.dbth.nhs.uk




C19 Infection & Admission

e COVID numbers reduced from mid Jan 22

e Total COVID occupancy 115
* Active case occupancy 87

e Threat from COVID rising again through June.

e Overall occupancy ¢ 96%. Running at
particularly high level of occupancy

Covid 19 New Cases Rolling 7 Day Average - Hospital &
Community
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Critical Care

e Critical care occupancy reduced. COVID causing less
critical care admissions.

* Elective activity has been cancelled due to flow out of
Critical Care this has improved slowly.

* Ward 22 used for additional medical beds as per
winter plan.
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Emergency Flow

Increased ED attendance both walk in and Ambulance
conveniences.

Acute Medical Delivery Unit (AMDU) open at the front
door staffed by Acute Physicians. Focus on increasing
avoiding admission.

Post Real World work to reduce “Long length of stay”
& SAFER, R2G implementation on wards improving
Emergency Flow. Now handed back to the ops teams

Focus on Ambulance Handovers with partners,
especially at Doncaster.

Ambulances ability to refer straight to SDEC being
developed as part of the combined SEDC project.

Admissions

Admissions

o O O O O O o
AN AN AN NN
~N~N >
NN 00 00 O O
O 0000 oo
R e
N N IMN~N 0 O o m
O = N O N O

Trust ED Attendances & Covid Cases

25/09/20

I NewCOVIDCases

07/10/20
19/10/20
31/10/20
12/11/20
24/11/20

80
60
40
20

06/12/20
18/12/20
30/12/20
11/01/20
23/01/20
04/02/20
16/02/20
28/02/20
12/03/20
24/03/20
05/04/20
17/04/20
29/04/20
11/05/20
23/05/20
04/06/20
16/06/20
28/06/20

Date

ED Attendance ® @ o o 7 per. Mov. Avg. (ED Attendance)

Non Elective Admissions (Non Covid) & Covid Cases

200 80
150 60
(X )

100 0000000000040 ,05000 00000550000 e00e0®0g0e0 40
50 20
0 0

O O 0O 0O 0O 0000000000000 0D0O0 0000000 OO OoOOo
AN AN AN AN AN AN AN AN AN AN AN N AN N AN N AN N AN NN AN NN AN NN NN AN NN
e T - T e e e e e e e s T T e e T T - - T e T - T - T
NSNS0 00 OO OO OO dd AN AN N dadaa oD I W O O O
0000000 NI ddd I 0000000000000 00O
N S S S S S S S S S S S S S S S S S S S S S S S S T TSS T SSS SYSS SS
M N M™N0 O d MWL MNOO A NS OO0 O I NN S OO NS LN A N I O 0
O -1 N O AN O A NO I M AN O c-d M cdNO A N1 N O - N < N O 1 N
Date

I NewCOVIDCases

Non Elective Admissions @ ® @ ® 7 per. Mov. Avg. (Non Elective Admissions)

Covid Cases

New Covid Cases



Work on Handovers throughout the EAU PDSA cycle in June has shown
improvements despite this being early days the team are continuing with the pilot

YAS have agreed a co-horting policy live from 11t July

HE C-15 Minutes & "Other”
O - &0 Minutes
85% mmme O -15 Target (5%
O - &0 Target (95%)

39%

35%

12M0E2022 1 B2 2 280Er2022 D30 TF2022



Elective

Continued to provide all P1 & P2 elective activity. Schedule long

waiting patients onto lists
Total PTL at 46,428 June 22 target <43,125

RTT Incomplete Performance was 70% at beginning of Dec

* Using the Value Weighted Activity corresponding to 2019/20
DBTH is at 84.8% May Latest un-validated position is 81.8%

52 week wait position at 1369 12th June 22 (1175 at end of February
22)

PIFU across 5 specialties now (target 5 or more) and rolling out across

5 more, national bid submitted for digital PIFU support submitted
Good performance against cancer standards
Zero 104 ww patients by end March maintained

Initially plan to return to full theatre timetable from May/ June

Our A&G (advice and Guidance) is increasing exponentially we are
working through what that will look like and whether it will effect our
EFR
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Radiology

MRI

* Investment in Accelerator Schemes — 3 fixed assets plus 2 mobile vans now on site

* Montague
* Zero waiting list by year end (based on current demand) Reduced demand supporting recovery
Non Obstetric Ultrasound

» Additional sessions in in place from AQPs, sonographers and radiologists/agency to create additional capacity
* New radiologist

* Insourcing
*  Waiting list will show a 50% reduction from its highest level
CcT
* Additional capacity in March onwards and for the next 3 months

* Additional CDC capacity to support delivery and reduction in waiting list going forwards

DMO1 will be achieved March 23



Elective Program:- Next Steps 22/23

Increase in elective surgical bed base to regain 18 elective beds on Ward 19 (12 then 18)
* Create aring-fenced 12 bedded elective hub for orthopaedics in the modular ward
* Dedicated use of the modular theatre (co-located next to modular ward) to support orthopaedic recovery

* Incorporate outsourcing into recovery plan and front load contracted IS activity into the first 6
months of the year, such that this can be extended if funding allows

* IS activity is below plan

* Re-introduction of Recovery Board to bring together theatres, anaesthetics and surgery into a single
programme of work to support recovery

* Review recommendations from KPMG consider all opportunities to maximise throughput for 22/23
 Significant delays with progress on particular schemes

* Feb discussions re the need for enhanced rates. BMA have recommended some rates

* Implement these will support additional lists and activity

* Pilot in T&O re additional activity

* We are 3-4 months behind plan.

* Consistency of message/approach via POSSM and Elective recovery Board .



Winter Plan / Omicron Surge Plan

COVID related staffing issues ongoing expect continual surges throughout the winter.

Impact on community & hospital capacity.

DCOO meetings shore up partner actions especially
 additional home care capacity
» additional 5 beds on Hazel / Hawthorne

* Improved hospice pathways

OPEL Escalation framework & partnership arrangements in place.
e Super Surge Plan for COVID worked up with triggers developed for exceptional actions.

 Additional beds on ward 227

* Reduce long length of stay and no right to reside



Overall Operational Plan—Next Steps

Build on urgent and emergency care improvement plan
Significant focus on ambulance handovers in line with NHS E/I requirement
Continue focus on “hotspots” to improve performance

YV V V V

Progress on elective new standards and focus on key risk areas
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Appendices:

Purpose of report: | The overall integrated performance report aims to:
e Deliver an executive summary — summarising the operational context, performance
headlines and the forward plan.

e Share the full performance metrics through the IQPR at a glance charts.

e  Provide the full Performance Exception report for the headline metrics.

Summary of key 1. Operational Context — Headlines of Data Trend Analysis
issues: a. Covid patients have continued to affect flow through the organisation due to infection
control measures in June 2022

b. Staff absence due to Covid 19 continued to cause significant pressure during June 2022
which has impacted on service delivery in all areas.

c. ED attendance levels remain higher than previous 4 years with the majority of the increase
in the minors pathway

d. In common with all Trusts, emergency demand and staffing pressures have impacted on
elective delivery, however, the Trust maintained a programme of elective work through June
2022.

e. The performance report for June 2022 is presented in this operational context.

2. Headlines from Integrated Performance Report (June 2022)

Emergency
a. 4 Hour Access — in June 2022 the Trust delivered 70.08% achievement against national
target of 95%, which was is a slight improvement from the May 2022 position of 69.97%.
Performance for the month benchmarks “in the pack” across Northeast and Yorkshire. A
wide-ranging action plan is in place.

b. 12 Hour Waits - The Trust are reporting 277 12-hour trolley breaches in June 2022. The
Trust continues to experience patient flow challenges 205 at DRI and 72 BDGH. Anincrease
from May 104 at DRI and 44 at BDGH

The Trust are reporting 3.9% (663) 12 hour waits from time of arrival.

c.  Ambulance Delays - There are continued challenges on the Doncaster site and a full action
plan has been developed to address this quality issue for patients with support from NHSE
/ ICS. An exception report is provided & the Trust remains an outlier although an improving
position is showing.

d. Emergency Care Bundle — The new standards are now live and being reported.

e. Length of Stay Focused work to reduce LoS has started for both elective and non-elective
admissions. A partnership patient focused Wednesday Walkaround continues with focus
on patients with a 7 day + length of stay ensuring all patients have a discharge plan in place.

Page 1



Red to Green roll out continues with an improving data capture showing reason codes,
supporting improved discharge processes. Partnership working continues twice daily to
review patients who no longer have a right to reside. Additionally, partnership working to
develop Transfer of Care Hubs and a discharge to assess model of care.

Elective
a. Activity - Overall, the Trust was not on plan for June 2022 and had lower activity levels

compared to 19/20 — (91.6% of 19/20 day case activity, 84.8% of IP activity, of 89.4% new
outpatients and 84.6%of 19/20 follow ups).

b. 52 Week Breaches —in June 2022 the Trust reported 1310 breaches due to Covid 19 delays,
a decrease from last month.

c. 104 week waits — At the end of June 2022, there was 1 patient waiting over 104 weeks, this
patient had an incorrect clock stop during covid

d. Referral To Treatment (RTT) - in June 2022 the Trust delivered 69.1% performance within
18 weeks, below the 92% standard. This position was slightly lower from last month (70.7%)
and is still affected by covid bed and staffing constraints.

e. The total waiting list increased again during June 2022 to 48517. 2910 patients above the
trajectory

f. Diagnostics — in June 2022 the Trust achieved 53.41% against a target of 99%. This is a
deterioration of performance from last month.

Cancer

a. Faster Diagnosis Standard — In May 2022 the Trust achieved the FSD standard with 76.2%
against the performance target of 75%.

b. 31 Day Standard —in May 2022 3 out of 3 nationally reported measures were achieved.
c. 62 Day Standard —in May 2022 0 out of 2 nationally reported measures were achieved.

d. Open Pathways over 104 Days — in May 2022 the number of open pathways was 10, an
increase from 3 in April 2022

e. Cancer performance still performs well compared to peers
Next Steps on Performance & The Operational Plan

For elective and cancer performance, the key next steps are:
a. Maximise opportunity of recently opened Ward 19 to support Emergency Surgery

b. Develop recovery plans to mitigate under delivery of elective activity in Q1 to include use of
modular theatre and ward on DRI site as ring-fenced elective surgical hub

c. Retain focus on diagnostic modalities

d. Expand capacity to reduce backlogs and reduce waiting times
e. Continue to increase productivity

f.  Extend referral triage and options for use of A&G

From an emergency perspective, the key next steps are:

a. Reduce the number of patients who do not meet the criteria to reside
b. Improve ambulance handover times
c. Focus on Urgent & Emergency care recovery including extension of the frailty pilot

Overall, the Trust continues to experience significant operational challenges and will continue
to focus on safety, sustainability and supporting its teams, people and patients

Board is asked to note and comment as appropriate on the attached.
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Action Require: Approval Information Discussion Assurance Review
Link to True North | TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide outstanding Everybody knows Feedback from The Trust is in
care for our patients their role in staff and learners recurrent surplus to
achieving the vision | is in the top 10% in | invest in improving
the UK patient care

Implications

Board assurance framework: | Changes made to SA1 and COVID 19 addition to SA1 to reflect risk and related to
winter planning & also planning mitigation
Corporate risk register: Report regards Risks ID 6 and 2349 on the Risk Register - F&P 6 and F&P 8.
e  Failure to achieve compliance with performance and delivery aspects of the
SOF, CQC and other regulatory standards
e  Failure to specifically achieve RTT 92% standard
Report outlines actions plan to make progress, no change to risks on CRR

Regulation: Report links to national quality and access standards. Performance against the
standards contributes to the CQC regulatory framework.

Legal: Report outlines performance against standards, published annually by NHS England,
some of which are outlined in the NHS Constitution.

Resources: Impact on resources of delivering activity taken account of in Trust plans

Assurance Route

Previously considered by: Finance & Performance Committee

Date: | 21/07/2022 Decision:

Next Steps: Agreement of 2022/23 performance trajectories to be monitored via new
IQPR & related documentation

Previously circulated reports
to supplement this paper:
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Sponsor: George Briggs, Interim Chief Operating Officer

Author: Andrea Squires, Divisional Director of Operations for Urgent & Emergency Care

Appendices: Supporting graphs

Report Summary

To provide information and assurance in relation to actions ongoing to improve the
number of patients waiting more than 15 minutes for ambulance handover from
time of arrival

Summary of key
issues/positive
highlights:

e NHSE (2020) guidance states that ambulance handovers should reliably be
completed within 15 minutes and that an handover escalation process
should be enacted where time to handover exceeds or is likely to exceed
30 minutes

e The current national standards state that all patients should be handed
over within 15 minutes with none waiting over 60 minutes for handover

e The month of April was a challenging period with an increase of
ambulances attendances vs March where the trend was decreasing.

e Doncaster & Bassetlaw Teaching Hospitals NHS Foundation Trusts (DBTH)
June performance for patients waiting less than 15 minutes for ambulance
handover deteriorated slightly from 41.69% to 36.82%, with an increase
from 13.62% to 18.33% of patients waiting over 60 minutes.

e Performance improvement has been affected by bed waits specifically
w/e 12t & 19' June, which aligned to activity increases, Covid sickness
absence and increasing bed occupancy (98%) resulting in exit block in ED.

e We have noted an improvement from w/e 26" June.

e Doncaster Royal Infirmary (DRI) in June continue to be the 3™ highest
reporting Trust for 60-minute ambulance handover breaches in Yorkshire.

e Actions started — Ambulance direct referrals at DRI & BDGH, Early Senior
Assessment reconfiguration to improve triage and ED Streaming PDSA
cycles commenced in June, 2hrly online ED escalation tools for immediate
support as Opel levels increase. Regular meetings with YAS/EMAS focusing
on early notice of patient acuity prior to arrival, continued development of
Consultant Connect for ED streaming.

e Key actions continue to be implemented to ensure ambulance handover
times across DBTH are in accordance with national guidance and ensures
patients receive safe and high quality care.

e Further work around pathways such as Same Day Emergency Care is also
being completed to improve ambulance handover times as part of the UEC
Recovery and Transformation programme.

e This paper will provide a monthly update against national standards and
highlight improvements moving forwards

Recommendation:

For information/assurance purposes only
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Action Required: Approval Information Diseussion Assurance Review
Link to True North TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide Everybody knows | Feedback from The Trust is in
outstanding care for | their role in staff and recurrent surplus
our patients achieving the learnersisinthe | toinvestin
vision top 10% in the improving
UK patient care

Board assurance framework: Changes made to SA1 and COVID 19 addition to SA1 to reflect risk and
related to winter planning & also planning mitigation
Corporate risk register: Report regards Risks ID 6 and 2349 on the Risk Register - F&P 6
e Failure to achieve compliance with performance and delivery
aspects of the SOF, CQC and other regulatory standards
Report outlines actions plan to make progress on this specific
requirement related to ambulance handovers, no change to risks on CRR

Regulation: NHS England (2020) Reducing Ambulance Handover Delays: key lines of
enquiry
Legal: N/A
Resources: N/A
Assurance Route
Previously considered by: Divisional Management Board for Medicine
Date: | 28/07/22 Decision: | TBC
Next Steps: Continued monitoring of recovery and associated action plans at

Divisional Management Board for Medicine, Finance & Performance
Committee and monthly escalation to Board.

Work forms part of Urgent and Emergency Care Programme.
Previously circulated reports N/A

to supplement this paper:
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Doncaster Summary: Patients waiting less than 15 minutes for ambulance handover from time of arrival

Problem Statement: Performance against the Ambulance handover within 15
minutes standard is currently 43.03% for Doncaster.

Current Trend: Performance against the Ambulance handover within 15
minutes deteriorated over the month of June, decreasing to 43.03% compared
t0 46.91% in May.

Metric Owner: Divisional Director of Operations (DDO) for Urgent &
Emergency Care

Metric: Ambulance Handover Time: Ambulance handover within 15 minutes
— with none over 30 minutes

*

Desired Trend:

May Performance:

40 —

Percentage (%) of Handovers

20—

2210512022
‘Week Ending

1000472022 170472022 24/042022 01/05/2022  0B/05/2022 16/05/2022

Month Hospital No of Arrivals % less than 15 minutes % between 15 & 30 % over 60 minutes Longest Wait
minutes (hrs & minutes)
June 2022 Doncaster 1959 43.03% 17.71% 22.97% 04:17
Bassetlaw 812 22.17% 49.88% 7.14% 04:03
Trust 2771 36.92% 27.14% 18.33% N/A
DRI Emergency Weekly Handover Breaches
100 — Cther
B 60
7 21 18 21 18 17 19 7 19 16 . 050 ites
15-30 Minutes
80 — - I 015 Minutes
60—

25108/2022

18 15 15
: I

13
05/06/2022 2610612022

03/07/2022

121062022 190062022




NHS

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Fercentage

100.00% —

80.00% —

60.00% —

40.00% —

20.00% —

Percentage of DRl Emergency Handovers to Targets

9% 91%
8% 85%
80% 80%
76%
o 63% 68%
67% 4% 654%

nnnn---uucllll-------lllllu-----lllllu-u--lllll-u-u-cllll------“--0--------uu-uu----..nm------".

52% 55%

%

4% 47%

44% 46% . 43% 46%
41% 43% 39%
I I I I I 35% I I

0.00%

10/04/2022  17/04/2022  24/04/2022 0M0B2022  08/052022 150812022 22/08/2022  2905/2022  OBMDE2022  12/08/2022 19082022  28/06/2022  03/07/2022
‘Week Ending

Handover performance by focused site

Choose metric

Total breaches 30-60 mins

Rolling 30-day position as at 06 Jul 22 Rolling 30-day Trend

click on a bar to highlight focused sife on the trend chart

Ambulance . Focused Site

Hospital |
2 Emer . N 455
I 5
I 457 Doncaster Royal Infirmary
I — =
— b S e e T
sral Hospital N 34
e o 311
j 293
j 211
M 263
206
197
Y 174
MNorth East  Daslington Memorial Hospital 160

I (0-15 Minutes & "Other'
0 - 80 Minutes

==== (15 Target (65%)
0- 80 Target (35%)




NHS'

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Key associated metrics that also support the standard:

Decision to admit delays (4-12 hours and 12+ hours)

dances and Performance Ambulance handover delays (3060 and 60+ minutes)
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Bassetlaw Summary: Patients waiting less than 15 minutes for ambulance handover from time of arrival

NHS'

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

Problem Statement: Performance against the Ambulance handover within 15 | Metric Owner: Divisional Director of Operations (DDO) for Urgent &
minutes standard is currently 22.17% for Bassetlaw. Emergency Care
Current Trend: Performance against the Ambulance handover within 15 Met‘rlc: Ambulance Haerover Time: Ambulance handover within 15 minutes
minutes has deteriorated over the month of June decreasing to 22.17% | — With none over 30 minutes
compared to 24.52% in May. f‘
Desired Trend:
May Performance:
Month Hospital No of Arrivals % less than 15 minutes % between 15 & 30 % over 60 minutes Longest Wait
minutes (hrs & minutes)
June 2022 Doncaster 1959 43.03% 17.71% 22.97% 04:17
Bassetlaw 812 22.17% 49.88% 7.14% 04:03
Trust 2771 36.92% 27.14% 18.33% N/A
BDGH Emergency Weekly Handover Breaches
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Escalation beds, core beds and bed occupancy , 14+ and 21+ day long stays
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Key Summary & Actions: Patients waiting less than 15 minutes for ambulance handover from time of arrival

Top contributor

Pre-hospital /
Front Door Issues

Potential Root Cause

Difficulty accessing primary care
services for advice and guidance
Difficulty accessing assessment
services for advice and guidance
Difficulty accessing community
response services

Countermeasure

Additional GP hours in urgent primary care to
support ambulance crews where discussion
needed with GP

Extend Same Day Health Centre offer to YAS and
South Yorkshire Police for patients that need
minor injuries support

Extended pilot with new geriatrician at DRI to
support conveyance avoidance particularly
around frailty

Work underway to promote the Rapid Response
service with ambulance crews

YAS direct pathway to medical and surgical same
day emergency care services now implemented,
to be duplicated at Bassetlaw

Single point of access for GPs to facilitate direct
admission to medical and surgical same day
emergency care services

Early senior review in ambulance bay to identify
patients suitable for medical and surgical same
day emergency care services and fit to sit
Implement Screening and Redirection tool,
supported by signposting away and early senior
review

Owner

Fylde Coast Medical
Services (FCMS)

FCMS

DDO for UEC / Care of
the Elderly Consultant
CCG

DDO for UEC / Clinical
Director (CD)

DDO for UEC/ CD

DDO for UEC / CD

DDO for UEC/ CD

Teaching Hospitals
NHS Foundation Trust

Status

Monitoring

Monitoring

Monitoring

Monitoring

Monitoring

Monitoring

Delivery

Delivery

Patient Flow
issues

Current Trust bed occupancy of
98% resulting in lack of available
beds to move patients into from
ED

Increased LoS across the Trust (7,
14 and 21 days)

Lack of available beds in

Re-configuration of acute medicine to include re-
location of 12 beds to existing Early Assessment
unit in ED to become an Acute Medical Decisions
Unit resulting in an additional 12 beds for Care of
the Elderly and General Medicine

Additional 10 beds to be opened on Ward 22 for
respiratory patients

DDO for UEC/ CD

DDO for UEC/ CD

Monitoring

Paused
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community A full review of the Discharge Lounge to increase | DDN for Medicine Delivery
capacity to support decompression of ED in a
morning has been completed
Implementation of Criteria to Reside, Red to | DDNO (new post) Delivery
Green, and MDT Long Stay Wednesday walk-
arounds aim to reduce LoS and increase
discharges
Mutual aid is also in aid at Place and across SYB | Chief Operating Monitoring
Partnership winter plans to identify additional | Officer (COO)
community bedded capacity and increased care Delivery
homes and domiciliary care capacity Coo
Operational Grip ® Llack of awareness of new clinical Trust wide roadshow to share new clinical | DDO for UEC Monitoring
and Escalation national standards for emergency standards for emergency care
care Development of new Inter-professional o
® Llack of awareness of Trust standards for emergency care DDO for UEC Monitoring
positiorT for ED an'd on call teams Development of Clinical Harm Review for | y55¢or Uec Closed
* Delays in escalation process patients waiting longer than 60 minutes for
within and outside of ED ambulance handover
* Process delay |ss.,u.es Impacting Fully revised Emergency Care Escalation | DDO for UEC Monitoring
on handover efficiency . .
Protocol incorporating an  Ambulance
Handover Escalation Protocol
Fully revised Trust OPEL policy coo Monitoring
Development of guidance and training for all Coo Delivery
on call managers
Time In Motion Study to be support by Ql | DDO for UEC Monitoring
Team to identify any delay in handover
processes
Interim COO appointed and will review .
existing UEC Transformation Programme oo Delivery
Improving e Delays in entering handover pin Daily validation of ambulance handovers to re-
to confirm handover has been commence with a monthly report to highlight | DPO for UEC Monitoring

accuracy of

completed due to competing
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handover data
between YAS /
DBTH

other tasks

Previous ‘double pinning’ system
stopped pre-Covid as automatic
system was being trialed. This was
never implemented due to Covid-
19 pandemic

Internal daily validation was stood
down as a result of the above

any difference in handover time recorded
‘Double pinning’ system to be re-commenced
to ensure crews pin out prior to leaving the
department and DBTH staff also pin out to
confirm handover time. Supporting Protocol to
be developed

YAS to share data and investigate why the
time stamp is no longer visible on the
Electronic Patient Record Form (EPRF)
Monthly meetings to be held with YAS/DBTH
operational teams

NHS England and Emergency Care Intensive
Support Team to undertake site visits across
South Yorkshire and Bassetlaw to ensure
consistent approach

YAS/DDO

DDO for UEC

YAS

DDO for UEC

Monitoring

Monitoring

Monitoring

Closed
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Meeting Title:

Board of Directors

Meeting Date:

26 July 2022 Agenda Reference: F1

Purpose of report:

Report Title: True North, Breakthrough and Corporate Objectives 2022/2023
Sponsor: Richard Parker, Chief Executive Officer

Author: Richard Parker, Chief Executive Officer

Appendices: Appendix 1

This report updates the Board of Directors on the progress made in quarter 1 on the
delivery of the Breakthrough and Corporate Objectives for 2022/ 2023 through work
being undertaken by Executive Directors.

Progress to date reflects the challenges of the on-going pandemic and demands of
the elective recovery programme.

Summary of key
issues/positive
highlights

The updates identify that there have been challenges with accelerating the pace of
recovery from the pandemic due to the ongoing operational pressures but that work
towards the delivery of the Trusts Strategic Objectives and True North is being
maintained.

Recommendation:

The Board of Directors is asked to note the contents of the updates and advise on
any changes and amendments to the suggested objectives to ensure that actions
through 2022/2023 continue to mitigate risks to the delivery of the Strategic Vision.

Action Required: | Approval tnformation Discussion Assurance Review
Link to True North | TN SA1: TN SA2: TN SA3: TN SA4:
Objectives: To provide outstanding | Everybody knows | Feedback from The Trust is in

Board assurance framework:

care for our patients their role in staff and learners | recurrent surplus
achieving the isinthetop 10% | toinvestin
vision in the UK improving patient
care

The Corporate objectives reflect the work needed to deliver the Board of
Directors strategic direction and mitigate known and reasonably
foreseeable risks.

Corporate risk register:

Delivery of the Corporate Objectives for 2022/2023 will support the
reduction in known and reasonably foreseeable risks.

Regulation:

The Corporate Objectives for 2022/2023 identify actions which will be
taken to maintain and ideally improve, the Trusts CQC Good rating at the
next assessment. Demonstrating compliance with the standards expected

Page10of4



to be achieved for a Good rating in the Safe Domain and an Outstanding
rating in the Caring Domain.

Legal: The Corporate Objectives for 2022/2023 aim to maintain the Trusts
progress and compliance with statutory responsibilities.
Resources: The resources required to deliver the Corporate Objectives for 2021/2022

Previously considered by:

are identified as part of the planning processes for 2022/2023.

Executive Team

Date:

Decision:

To be presented to the Board of Directors on 26 July 2022

Next Steps:

Specific Objectives will be reviewed at Board Sub Committees with overall
progress reported to the Board of Directors in:

e July 2022

e October 2022
e January 2023
e April 2023

Previously circulated reports
to supplement this paper:

2022/2023 Corporate Objectives, True North and Breakthrough
Objectives, Board of Directors Papers and Performance Reports.
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INTRODUCTION

This paper updates the Board of Directors (BoD) on the progress which has been made by the
Executive Team towards the delivery of the Corporate Objectives. The impact of the Covid pandemic
on the Trusts patients and staff continues to result in significant pressure on the emergency and
elective pathways. As a result, the Trusts performance in Q1, and the ability to deliver the Strategic
aims and objectives has been slower than originally anticipated.

Measures and actions to mitigate the risks and restore the Trust progress towards the ‘True North’
were taken with the creation of the Directorate of Recovery, Innovation and Transformation.
However, due to the continuing pressures and workforce gaps across the Trust the benefits of
concentrating dedicated time and resources on the key elements of recovery; quality, safety,
efficiency, and effectiveness are still to be fully realised.

BACKGROUND

Prior to the Covid pandemic the Trust had established a framework by which the Strategic Aims and
Objectives were reflected from Ward to Board so that every member of staff could visualise and
describe how they could contribute to the delivery of the Trusts Vision; The True North. The True
North being the ‘Golden Thread,” with progress towards the vision supported, and measured
through the delivery of the Breakthrough, Corporate, Divisional, Directorate, Team, and Individual
Objectives.

During 2021/ 2022 progress on the revitalisation of previous programmes of work and delivery
continued to be affected by the sustained pressures within the South Yorkshire and Bassetlaw
system related to the ongoing Covid pandemic. In 2022/ 2023 the full impact of the pandemic on
planned care is now visible creating significant challenges in recovery with extended waits for
diagnostic and elective services.

Therefore, the focus of the 2022/ 2023 objectives is related to the ongoing management of
pandemic pressures, the recovery of waiting list and waiting time performance, and the delivery of
safe, sustainable, effective, and efficient care.

As the gaps in the Executive Team are now reducing it is expected that enhanced support will be
available to the Trusts Operational Teams to allow a renewed focus on the delivery of the Trusts
operational and winter plans and on additional steps which can be taken to better support staff to
recover previous performance levels and restore services.

Lessons learnt during the pandemic are being embedded as we seek to further innovate and
transform services in and out of hospital care.

CORPORATE OBJECTIVES

The contribution each Director has made towards the delivery of the agreed objectives at the end of
quarter 1 are identified in appendix 1.

Board sub-committees have agreed the specific objectives and undertake assurance on the delivery
of the specific elements to assure the delivery of the Trusts performance.
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4. RECOMMENDATIONS

The BOD is asked to discuss the contents of this paper, advise upon any necessary amendments to
improve the Trust delivery of the True North.
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True North Objective

Senior Responsible Officer

Strategic Objectives for 2022/ 2023

Oversight and Assurance

Expected Outcome

To be the Safest Trust in England Outstanding
in all that we do.

Chief Executive Officer (CEO)
Deputy Chief Executive/ Director of Recovery,
Innovation and Transformation

Accelerate progress towards the delivery of the Trusts Strategic aims and objectives
Complete and Implement the Trusts Recovery, Innovation and Transforamtion Plans
Re invigorate the Trust Quality Improvement Programme to drive innovation,
efficiency, transformation and service delivery
Work with partners at a local, ICS and national level to identify opportunities and
maximise the benefits and impact of enhanced health and social care collaboration
and partnership in our communities and workforce.

Work with partners across Place, ICS and the Acute Federation to reduce inequality
and deliver safer and more sustainable services

Board of Directors (BOD)
Audit and Risk Committee (ARC)

Quantitative and Qualitative Evidence will be available to assure the BOD that the
Trust has delivered improvements across the full range of strategic aims and
objectives

BREAKTHROUGH OBJECTIVE

Achieve measurable improvement in our
quality standards and patient experience

Develop and Implement a DBTH Quality Framework which describes how
'Outstanding' is defined and achieved.

BOD

A DBTH Quality Framework will be in place

Implement the outcome of the Governance and Risk reviews and demonstrate
evidence which supports the delivery of the standards which would allow the CQC to

Quality and Effectiveness Committee

Quantitative and Qualitative Evidence will be available to confirm that services

Chief Nurse
Executive Medical Director

Chief Operating Officer

EC meet or exceed the CQC standards
rate all Divisions as Good for Services Safe (QEC) Q

Demonstrate evidence which supports the delivery of the standards which would QEC Quantitative and Qualitative Evidence will be available to confirm that services
allow the CQC to rate the Trust as Outstanding for Caring meet or exceed the CQC standards

The 2022/ 2023 Assurance Framework will confirm that the Trusts plans are bein

Achieve National, agreed ICS, and local access and performance standards QEC / . P &
delivered.

Ensure that the Patient and Carer voice is listened to by delivering co-produced QEC Quantitative and Qualitative Evidence will be available to confirm that services
outcomes meet or exceed the CQC standards

. Quantitative and Qualitative Evidence will be available to confirm that services

Celebrate, share and promote good practice and successes BOD

meet or exceed the CQC standards

At least 90% of colleagues have an appraisal
linked to the Trusts Values and feel able to
contribute to the delivery of the Trust vision.

At least 90% of colleagues have an appraisal linked to the Trust’s objectives and
values

People Committee (PC)

The 2022/ 2023 Assurance Framework will confirm that the Trusts plans are being
delivered.

5% improvement in colleagues reporting they are able to make suggestions to
improve the work of their team/department

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

Director of People and Organisational Development

Delivery of a 5% improvement in the number of colleagues who have the
opportunity to show initiative in their area and make improvements in their area of
work.

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

90% of the Divisional and Directorate leaders will have undertaken leadership
development programmes.

PC

Quantitative and Qualitative Evidence will be available to confirm that services
meet or exceed the CQC standards

The Trust is within the top 25% for people
and learner feedback

Chief People Officer
Chief Nurse
Executive Medical Director

Delivery of a 5% improvement in colleagues and learners recommending the Trust as
a place to work and learn in the 2022/ 2023 staff survey results

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

Delivery of a 5% improvement in how valued colleagues feel by managers and the
Trust in the 2022/ 2023 staff survey results

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

Delivery of 5% improvement in health and wellbeing feedback in the 2022/ 2023
staff survey results

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

Delivery of 5% improvement in WRES and WDES feedback in the 2022/ 2023 staff
survey results

PC

Local monitoring and the 2022/ 2023 Staff Survey will confirm the improvement

The Trust is in recurrent surplus to invest in
improving patient care

Director of Recovery, Innovation and Transformation
Director of Finance
Chief Operating Officer

Delivery of the agreed Corporate, Divisional and Directorate Budgets and

Finance and Performance

The 2022/ 2023 Assurance Framework will confirm that the Trusts plans are being

Perforamcne Standards. Committee (F&P) delivered.
Deliver specified improvements in efficiency and effectiveness to return the Trust, as F&p The 2022/ 2023 Assurance Framework will confirm that the Trusts plans are being
much as is possible to at least pre pandemic levels delivered.
The 2022/ 2023 Assurance Framework will be in place with high qualit
Demonstrate Improvements in Governance through improved management F&P . . / . . P & q' ¥
. ) information on performance and delivery which reflects the Trusts aims and
information, systems and processes. ARC

objectives and allows




DIRECTOR

OBJECTVIES IN SUPPORT OF THE DELIVERY OF THE TRUSTS TRUE NORTH AND
BREAKTHORUGH OBJECTIVES

BOARD OF DIRECTORS
UPDATE AND LEAD
BOARD SUB COMMITTEE
(S)

Expected Outcomes

Q1 Update - July 2022

Q2 Update - Sept 2022

Q3 Update - July Dec

Q4 Update - March
2022

Deputy Chief Executive/ Director of
Recovery, Innovation and Transformation

Take a lead role in working with Partners in Bassetlaw Place and the Nottingham Integrated Care
System to achieve the Place and Systems Objectives and Outcomes objectives for 2022/ 23.

Board of Directors (BOD)

DBTH to be an active partner in Nottinghamshire Care System and for any elements of the
Nottinghamshire ICS system plan to be delivered as necessary. Monitored through Board report
updates and via regular report into Finance and Performance Committee (F&P).

Attending meetings with the provider alliance, last report to board
being the nominations paper re the Notts ICB. Taking part, with
other Executive Directors, in a KPMG review on behalf of Notts
Provider Alliance regarding direction of travel.

Engage at Place and ICS to identify transformation and development opportunities which
enhance the services for our communities and staff

BOD

Plans will be in place for services which reduce inequalities and improve outcomes.

Work ongoing

Establish a Trust Wide plan to drive Recovery, Transformation and Improvement opportunities
across the Trust to improve quality and safety, reduce inequality and improve efficiency and
effectiveness.

Finance and Performance
(F&P)

Audit and Risk (A&R)
People Committee (PC)
Quality and Effectiveness
(QEC)

Plan for recovery of elective and emergency performance has been developed, and amended to
reflect higher than expected Covid 19 and emergency activity. Wider plan to be produced by
October 2022.

Work ongoing

Complete the Service Line reporting work utilising the results to drive the Trusts Strategic
Direction

F&P

Plan to be presented to TEG, F&P, Quality and Effectiveness Committee (QEC) and onto Board in
October 2022

Specialty reports largely completed, additional workshops held
with Trust Executive Group(TEG) and Executive Team. Regular
report made to F+P

Support the delivery of a robust learning and development programme to maximise the capacity
and capability for improvement

People Committee (PC)

Plan to be presented to TEG, F&P, QEC and onto Board in October 2022

Work ongoing

Support the Board of Directors to champion Quality Improvement as the vehicle for transformation BOD Plan to be presented to TEG, F&P, QEC and onto Board in October 2022 Work ongoing
Lead the develo'pment of the New Hosplta! Business Case and once funding has been apProved BOD Monitored through project plans, and agreed budgets into F&P and onwards to the BOD as BEV case to be presented to F&P and Trust Board in July, CDC case
ensure the deliver of the Trust major capital programmes; Bassetlaw Emergency Care Village F&p required completed and submitted. work on going on other schemes
(BEV), Mexborough Surgical Care Hub, Mexborough Community Diagnostic Centre (CDC) quired. P uomitted, w going
F&P
Ensure the delivery of the Trust Information and Technology Strategy maximising the benefits of QEC Monitored through project plans, and agreed budgets into F&P and onwards to the BOD as EPR case presented to the FP and Trust board and submitted to
Information Technology to safety, efficiency and effectiveness Audit and Risk Committee [required. NHSE
(ARC)
Fap Good progress made with Quality Medical Education and Training
Maximise the benefits and opportunities of the Wholly Owned Subsidiary (WOS) ASR The WOS is making an increasing contribution to the Trusts plans (QMET), and the WOS is looking at feasibility of putting a small
pharmacy on BDGH site
Ensure that the Board of Dlrgctors, B‘oard SUb. Committses and Trust Operatlorl'lal Management Monitored against project plan for data improvement, and the introduction of data quality Derrick Scorecard system now live and Project Management
Groups have quality assured information by which to assess and assure that delivery of the Trusts ALL R R . R R o
. . I kitemarks. Reporting into F&P and other BOD sub-committees as required. processes via Monday.com software being implemented
Strategic and Operations Objectives.
X X . . . . 100% of senior medical staff job plans reviewed, agreed and signed off on the Allocate system Job Plan ACtlon, Progress Meetm,g established.
Fully implement the job planning process. Ensuring that job plans support the delivery of safe, F&P . ) . X . . 14 out of 20 actions and sub-actions now complete and
A - A ) Ensure the job planning review process is established to have an annual job plan cycle 3 R
sustainable, efficient and effective services QEC : X K . . . closed by internal auditors
. L . Job Plan Audit Recommendations Action Progress Meeting established to progress and monitor . . . . .
Ensure that the internal audit recommendations are completed i o : - . The first of a series of job planning workshops for clinical
actions against internal audit recommendations through to completion directors held 05/07/2022
Targeted workforce meetings with specialties/divisions to be established to optimise recruitment
L L L . . i . and retention processes, with Medical Director, Medical HR, Divisional Director, Divisional MD with responsibility for workforce, working with Medical
Support specialties and Divisions to optimise recruitment and retention processes with a specific QEC A R - R . h L .
. e . Director of Operations, Clinical Directors, Education Department HR, Education Department and Divisional/Specialty leads to
focus on smaller services and difficult to recruit to areas. A R o . - e AN, . .
Share good practice and learning across specialties identify specialties with difficulty in recruitment
In line with the recommendations from the external review, ensure governance arrangements and
Following the completion of the reviews of Corporate, Divisional and Directorate Governance QEC risk management processes are revised and a change management plan developed . .
. X o . External review complete and report awaited.
arrangements embed the clinical governance and risk management process changes Communication and engagement with divisional and corporate areas to embed recommended
changes through the robust governance framework
In (.:onjunCt.lon with the Chief Nur.se ensure .that the Trust is able Fo d.emonStrate ewdepce of QEC Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed (Working with Chief Nurse to complete the development and
compliance with the standards required to achieve a CQC Good rating in the Safe Domain and an . . ! .
! N . . the CQC standards. implementation of the Trust's Quality Strategy
Qutstanding rating in the Caring Domain.
Work closely with Chief Nurse and Director of Midwifery to deliver the action plans developed in
. L o ) . . line with national recommendation from the Ockenden report. Working closely with Chief Nurse and Director of Midwifery
Jointly lead the maternity improvement plan in line with national recommendation from the ' e . . . . - N - N .
L K BOD Review of safety culture within maternity, work closely with Chief Nurse and Director of to jointly agree action plans in line with national
Ockenden report, clinical Negligence Scheme for Trusts (CNST) year 3 and any further related . L ) R :
E tive Medical Director reports QEC Midwifery to review findings, agree recommendations and develop action plans. recommendation from the Ockenden report.
xecu The 2022/ 2023 Assurance Framework will ensure the Trusts plans are being delivered.
Milestone outcomes to be jointly agreed with Chief Nurse and Director of Midwifery.
Medical Examiner Team scrutinising non-coronial deaths in
Ensure that learning from incidents, complaints, claims and the Learning from Death Reviews are Medical Examiner Learning from Death Reviews and lessons learnt will be used to maintain and  [acute Trust
used to improve the quality and sustainability of services; maintaining and improving outcomes BOD improve outcomes and reduce HSMR and SHMI Trust Board reports produced to provide assurance of
and a reduction in Hospital Standardised Mortality (HSMR) and Standardised Hospital Mortality QEC Learning from incidents, complaints, claims demonstrated in the integrated quality and recommendations and implemented actions.

Index (SHMI)

performance report, with targeted interventions as needed

Trust Mortality Group reviewing HSMR performance and
trends.




OBJECTVIES IN SUPPORT OF THE DELIVERY OF THE TRUSTS TRUE NORTH AND

BOARD OF DIRECTORS
UPDATE AND LEAD

Q4 Update - March

DIRECTOR Expected Outcomes 1 Update - July 2022 2 Update - Sept 2022 | Q3 Update - July Dec
€10 BREAKTHORUGH OBJECTIVES BOARD SUB COMMITTEE |- Qtue Y Q2Up g Q3 Up Y 2022
(S)
Senior doctor leadership development programme in place
Work with the Chief People Officer to maximise the benefit of the Senior Doctor Leadership pC Proactively encourage senior medical workforce to engage with the programme Senior doctor leadership development programme planned
Development Programme to develop senior leaders across the Trust. Encourage the use of study leave to allow protected time for leadership development for 2022/23
Establish bi-monthly Medical Advisory Committee meetings with agreed Terms of Reference
Establish bi-monthly MAC planning meetings to cover a range of subject matter as requested by  [Medical Advisory Committee meetings established monthly
Fully embed the Medical Advisory Committee (MAC) as the vehicle for engagement and pC the senior medical workforce Senior medical staff surveyed for input into topics and
communication with the wider senior medical workforce. Invite Executive Directors and Non-Executive Directors to attend each meeting as a means of themes for discussion
engaging and having two-way communication between the senior medical workforce and Trust  |Process in place to forward plan agenda
Board members
Engage with divisions and specialties through Service Strategy Reviews, incorporating GIRFT
Support the delivery of the Trust Strategic Direction through the delivery of safe, resilient, efficient recommendations, in line with Trust Strategy - — .
T R " N . . N . Lo ; . GIRFT review in specialities to produce up-to-date position
clinical pathways which are compliant with NICE guidance and evidence based practice and ALL Oversight of priorities in terms of short, medium and longer term strategic plans X N
N . L ) R o - o re: GIRFT recommendations.
aligned to the Place, Integrated Care System and Acute Federation clinical networks. Support pathway redesign to ensure services are delivering efficient clinical pathways that are
evidence based and aligned to wider clinical networks
Year end accounts signed off at the end of June with unqualified
audit opinion for 21/22.
- . . . L Currently off track against financial plan by £1.1m. Financial
. L . . F&P Improved support to Divisions to support delivery of the Trust's financial plan. This will be
Work with the Corporate and Divisional Directors to ensure the delivery of the Trust revenue plan P PP i PP i P assurance framework in place for 22/23 with escalation and
A&R reported monthly to F&P, with the year end accounts presented to ARC. A X . N
support offer through POSM meetings with Divisions to improve
financial position.
Corporate Investment Group (CIG) re-introduced from beginning
) L . . X F&P A . . X L of financial year, with significant number of capital cases now
Work with the Corporate and Divisional Directors to ensure the delivery of the Trusts Capital Plan Improved support to Divisions to support delivery of the Trust's financial plan. This will be reporte( Y o 8 P
A&R approved, especially in Estates.
Capital plan currently on track to be delivered by year end.
3 rtth X on the | e busi - the New H ital Strategic Outline Busi Finance team continued to support all significant business cases.
Director of Finance uppol © work on the large scale usmess cases, e. evy OSp'.a rategic Qutiine u§|ness F&P Approval of business cases. The development of cases will be monitored through business cases |EPRR approved at Board in Q1. CDC Phase 2 now approved by
Case, Bassetlaw Emergency Care Village, Community Diagnostic Centre and the Elective ; X . .
Surgical Hub. A&R to F&P and onwards to the BOD as required. national team. Currently working on BECV ahead of presentation
to Board in July.
Estates plans and objectives are all currently on plan to be
. F&P Annual objectives for Estates will be delivered in line with plan (e.g. Granger Report). This will be . P . . ! vonp .
Ensure the delivery of the Estates Strategy and Plans R i delivered including good progress on the Granger report actions
A&R monitored through project plans and reported through to F&P and ARC. . R
which was reported on at the July F&P Committee.
Training Programme videos are in the last stages of completion,
L - . L ledger information now linked into Datawarehouse and finance
Roll out of training programme to Divisions, development of systems (including finance . X .
. . L . . F&P R ) dashboards are developed in draft and are in the process of being
Deliver an improved management accounts function including systems and training dashboard as part of data warehouse project), development programme for the team and review | .
A&R R K I, L " . signed off over the next month, FBP development programme
of structure including roles and responsibilities. This will be monitored through project plans. R . N
being reviewed, and roles and responsibilities work has now
started.
Engagement with colleagues to author the revised People Strategy, which will demonstrate the
Develop and launch revised People Strategy aligned with national NHS People Plan, People Promise and BOD 8 g‘ Wi R Bu R Y | Vi R P gY W fehwi L .
riorities pC DBTH interpretation and delivery against the national plan and priorities. Work to begin in Q2/Q3, [Planned for work to begin Q2
P ) to launch Q4.
Design and implement a Trust wide approach to engagement in the national staff survey, including BOD Approach defined for the 2022 staff survey defined and communicated in Q2 prior to survey Tender for provider for 2022 survey underway and approach to
developing plans to improve participation, feedback on the results and corporate/ local action planning to pC launch. Engagement sessions booked ready for lifting of embargo in Q4, with consistent approach |engagement in the survey results being communicated. Update at
improve results. to action planning at Trust-wide and local level. 63% response rate or better in the survey (Q3). July PC.
Actively support and further develop the Trust Leadership and Organisational Development opportunities Leadership development prospectus in place and offer expanded throughout the year. Roll-out of
Consolidate and strengthen links with Education and Research Team to support the delivery of learning and the Team Engagement and Development (TED) tool to support teams, as part of the national pilot. [Leadership prospectus launched. TED tool workshop held in June
development PC Improvements in leadership questions in staff survey. Embed role as new Exec lead for Education |with c80 participants, first teams using the tool. Exec lead for
Support focused Organisational Development interventions to improve staff survey feedback and local and Research, maximising opportunities for working with the People and Organisational Education and Research confirmed in June.
improvements. Development ( P&OD) team.
Comprehensive, proactive and holistic health and wellbeing (H&W) offer in place which is well
. " nderstood and accessible by our people. Improvements in H&W questions in staff survey.
Chief People Officer Build on the Health and wellbeing offer to ensure a sustainable and holistic offer for our people making BOD N . ! v ou p, P P v, ' , questi I urvey Wellbeing offer continues to be expanded e.g. smear clinics. OH
. Increase in number of H&W Champions. Increase in preventative aspects of the overall offer. R A X
best use of system opportunities. PC . . - . . business case previously submitted. H&W update at July PC.
Positive impact on sickness absence (recognising impact of other factors). Review of Occupational
Health capacity undertaken and decisions made on resource requirements.
Engagement with colleagues to develop the framework, linked to existing DBTH ethos and
Working with the Executive Team and other colleagues, develop and implement a leadership behaviours g g 8 . P . . & R - .
o . PC national resources (Q3). Plan in place for launch, implementation and future embedding of the Plan for engagement to begin in Q3 after the summer period.
framework building upon the Develop, Belong, Thrive Here at DBTH. ) R X )
framework linked to all aspects of the employee life cycle. Staff survey impact in future years.
Completion of Quality and Improvement (Ql) project on end to end recruitment process, from
Review recruitment and retention processes to maximise efficiencies, improve timescales and enhance P Q ,y_ P \ (@) proj . p_ X Ql project scoped and workshop arranged for 19 July with
X X . . R . R vacancy approval to 'first day ready'. Improvement action plan developed and delivered with PMO X . X 3
applicants' experience. Developing and strengthening the recruitment and retention team, and the use of PC . R , . stakeholders. Recruitment business case previously submitted.
support. Improvements seen in length of process and candidate experience. Recruitment team R
technology. s L R ) K Update on recruitment KPIs and plans at July PC.
capacity explored and decisions made on resource requirements. Automation options explored.
Casework database implemented. Improvement in length of time taken on individual casework.
Review the approach to casework including the implementation of technology to improve experiences. PC Further roll-out of 'just culture' approach to managing casework, working with Staff Side Casework database implemented. Update at July PC.

colleagues.




OBJECTVIES IN SUPPORT OF THE DELIVERY OF THE TRUSTS TRUE NORTH AND

BOARD OF DIRECTORS
UPDATE AND LEAD

Q4 Update - March

DIRECTOR Expected Outcomes 1 Update - July 2022 2 Update - Sept 2022 | Q3 Update - July Dec
€10 BREAKTHORUGH OBJECTIVES BOARD SUB COMMITTEE |- " Qtue g Q2Up g Q3 Up g 2022
(S)
Ensure that Emergenlcy Preparedness, Resilience and Response (EPRR) plans and assurances ARC Plans being u_pdatfed post Covid business continuity and emergency plans. Training offer has been Training being booked. Monthly EPRR updates booked with COO
are in place to respond to all reasonably foreseeable incidents updated and is being rolled out across on call teams.
Ensure the delivery of the National, ICS and Local standards for Urgent and Emergency Care, . . .
X R R . . Business as usual plans in place and emergency recovery board set up July 22 Elective recovery .
Elective Care and cancer care, and diagnostics ensuring that wherever possible reduce F&P Monthly review and weekly updates agreed
. A board set up August 22
inequalities in access.
Ensure wherever possible that the dellvi(:]rngfatllaj recovery and restoration plans reduce QEC Emergency recovery and Elective recovery boards setup with review monthly ICB monthly review
Chief Operating Officer Ensure arrangement are in place to maintain an.d improve patient flow to maximise efficiency and F&P Performance which related to patient flow will be at 2019/ 2020 levels. Plan to be updated
effectiveness
Ensure that services deliver the required levels of transformation to allow access to enhanced Services will be linked into QI program and transformation board. . :
: F&P ) ) ) ) : First boards to be held in Q2
funding Transformation board will meet monthly with feed in from elective and emergency programs
F&P
Develop, agree and implement robust plans to manage winter pressures and enhanced IPC Winter plans will be in place by Q3 to reflect divisional plans Initial plan shows bed reduction latest version to include ward 22
measures pC Winter plans linked to the Integrated Care System and PLACE plans. beds
Implementation now commenced, project team working
question set on trial areas , this will feed into newly formed
Wor!(lqg with the'Executlve M§d|ca! Director to embed a 'Quality Frlamework'defme the Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed qualjty stgenng group t.heh Transformation l?oard.' Perfect
characteristics and evidence that will define and support the Trust to be 'Outstanding in all that we QEC Ward' audit and accreditation tool across all in patient areas
\ the CQC standards . .
do. to ensure we have a robust mechanism to measure quality
metrics including, patient falls, hospital acquired pressure
ulcers, medication incidents.
Working with The Executive Medical Director to complete
In conjunction with the Executive Medical Director ensure that the Trust is able to demonstrate o - . . . X . the development and implementation of the Trust's Quality
. " . X . . Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed
evidence of compliance with the standards required to achieve a CQC Good rating in the Safe QEC the CQC standards Strategy
Domain and an Outstanding rating in the Caring Domain. Work underway to ensure the Trust and Division can
demonstrate compliance with the CQC standards.
Ockenden action plan in place and reported to the BOD
Work closely with Medical Director and Director of Midwifery to deliver the action plans Additional resources being put in place to proactively collect and
Jointly lead the maternity improvement plan in line with national recommendation from the BOD developed in line with national recommendation from the Ockenden report. catalogue CNST evidence
Chief Nurse Ockenden report, clinical Negligence Scheme for Trusts (CNST) year 3 and any further related QEC Review of safety culture within maternity, work closely with Medical Director and Director of Birth rate plus review completed. Report to be provided to QEC
reports Midwifery to review findings, agree recommendations and develop action plan. Work underway to strengthen the midwifery management
The 2022/ 2023 Assurance Framework will ensure the Trusts plans are being delivered. structure
Ensure the patient/carer voice is listened to by delivering increasing evidence of co-produced QEC Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed [Work is underway to implement a revised patient experience
outcomes the CQC standards service.
Ensure safe and benchmarked staffing levels through the Trust, Safer Nursing Care Tool (SNCT) BOD Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed [Safe staffing assessments and recommendation will be presented
undertaken n May 2022, full feedback will be presented at board in September 2022. QEC the CQC standards to BOD in September
Impl.ementanon of the. Patient Safety Incident Response Frta-mework (PSIR.’F) and Fﬁevelopment of F&P Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed |Work is underway and will be finalised once the external reviews
patient safety specialist roles across the organisation. Awaiting further national guidance on next .
. . . o . QEC the CQC standards of risk and governance are completed.
steps , patients safety champions identified and in place
Individaul opportunities to celebrate good pratcice and patient
. Quantitative and Qualitative Evidence will be available to confirm that services meet and exceed |care are reported through established communication channels
Celebrate, share and promote good practice QEC

the CQC standards

and celebration events are being planned.
Listening events with senior nurses are underway.




Trust Board: Research and Innovation
Strategic Direction

Sam Debbage, Deputy Director of Education and Research
Jane Fearnside, Research Fellow

July 2022 2

www.dbth.nhs.uk




Our Journey

DBTH R&D Strategy 2017-2022 highlighting the strong foundation of
Portfolio (including commercial) research activity

~ormation of the new Education and Research Directorate: January
2020

Enhanced governance and assurance

Investment and ongoing consideration in clinical academic pathways/
academic posts including research education lead

Future developments and alignment:

* |nternally: Quality strategy, People strategy

 Externally: Nursing, Midwifery and Allied Health Professional i
national strategies i) |

www.dbth.nhs.uk



Drivers for research and innovation strategic priorities
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The most deprived 20% of

the national population as
identified by the Index of
Multiple Deprivation

-
T

ot 3
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Starting well:

* Low birth weight

* 4% & 3% above
national average for
obesity in 5and 11
year olds
respectively

* More that the
national average of
children are in care
(364 per 10,000)

T

The Core20PLUSS approach is designed to support Integrated Care Systems to
drive targeted action in health inequalities improvement

|

Target population

COREZ20 PLUS 5

Key clinical areas of health inequalities

L|V|ng well:

* Increase in hospital admissions
due to alcohol-related conditions

e Cancer mortality rates improving
but still significantly worse than
national average

* Under 75s more likely to die from
cardiovascular disease (although
improving)

* 69% of adults are overweight or
obese

A life course approach; whole life: whole systems

ou
benefit from a tailored healthcare
approach e.g. inclusion health groups

Ageing well:

* More people at risk of falling
e More request social care

support

* Fewer people able to remain

at home 91 days after
discharge from hospital than

in other areas
‘




Our vision:

To establish DBTH as a leading centre of research
excellence through a talented and diverse workforce,

united in its core mission to deliver outstanding
research that drives improvement in the health and well
being of the people we serve.

Our mission:

To embed a progressive research and innovation culture
by developing infrastructure, staff capability and
prioritisation of areas of excellence in collaboration with
our academic, commercial and wider care partners.

Improving the HWB of our patients and workforce through research and innovation




g N\
Reducing the gap in health inequalities for the
population

S )

s N
Developing a financially sustainable R&D
infrastructure and governance to support growing
research and innovation within the Trust

& )

/ ) - : N
Growing research capability and capacity through
appropriate career pathways, joint appointments

\and workforce wellbeing y

/

Using data and digital transformation to drive areas
of strategic priority that addresses the greatest

areas of unmet health need
\

Growing and leading inclusive research, developed
with our local communities, especially those that
are under represented

Our challenges

- N

Improving maternal and child health
o J

/" Working together with our partners to tackle poor
health and well being and the factors responsible
(obesity, deprivation, poor mental health, alcohol
\_and drug misuse) J

" Continue to optimise safety and performance
through undertaking and implementing meaningful
__research

/
Tackling the health and wellbeing challenges facing

our already significant and growing ageing
population
&

AN

Improving patient outcomes through prevention,
early diagnosis and better management of
cardiovascular and respiratory diseases and cancer.




The

~g University

e
ez Sheffield.

Strategic focus:

Further develop strengths in
maternal and foetal health
Health informatics

Digital technologies (Al, big
data, routinely collected
data)

Current strength:
New-born screening
strategies

Global preterm birth
research

Early Years work

Dept. of Psychology — autism
and learning disabilities as
well as mental health.

Clinical academic pathway

Strategic focus:

BaBiD — set up and exploitation of data to
inform targeted research to improve outcomes
Grow research capacity in NMAHPs — e.g. NIHR
PCAF, NIHR DRF

Reduce childhood poor health in obesity
induced disease

Work with partners to reduce childhood obesity

Improve maternal outcomes in BAME
communities

Current strength:

Existing R&D capability for paediatric research,
Dedicated Research Lead

Professor of Nursing (Prof. Ali)

Dedicated, agile and strategic senior leadership
to support growth in this priority area

Sustainability

Starting well: Improving maternal and child health

sa13ljenbaul yyjeay suionpay

Sheffield

Strategic focus:
Maternal and Child
health

Reducing childhood
obesity & poor physical
activity

Innovation to address
unmet needs in service
delivery e.g. robot
delivery in autism
assessment

Delivery of clinical
services

Current strength:
Delivery of paediatric
services through AWRC
Existing research
reputation in this field.




The
~g University
e
s Sheffield.

= Strategic focus:

* Personalisation of prevention
strategies

* Remote monitoring with smart
devices & sensors

* Digital technologies (Al, big data),
health informatics

* Imaging (POLARIS)

* In Signeo institute

* EPSRC “Digital hub”

= Current strength:

e Screening programmes (bowel
screening)

e Trials of complex interventions

 U&E (CURE) research

* Dept. of Psychology research —

workforce wellbeing

Clinical academic pathway

Strategic focus:

Surgery (oncology, general and orthopaedic)
Improving cancer outcomes through
prevention, early detection and optimised
management

Prehabilitation and rehabilitation

Improving cardiology services to support and
reduce CVD

Exploit and optimise data and digital
transformation expertise

Current strength:

Surgery, Rheumatology, Renal

R&D expertise in delivery of studies
including commercial studies

salljenbaul yijeay suipnpay

Sheffield
Hallam _
University
Strategic focus:
Advanced Wellbeing Research Centre
(AWRC)
Lab4Living — design for healthy
lifestyles
Prehospital emergency and urgent
care
Health/MedTech, data & digital
innovation
Loneliness and mental health (Prof
Whigfield)
Current strength:
Increasing physical activity through
AWRC projects
Living well with cancer/prehab
Moving well @100
Workplace wellbeing
Programme evaluation (Move More)

Living well : Improving patient outcomes in areas of greatest need
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Strategic focus: = Strategic focus:

= Strategic focus:

e Healthy LifeSpan Institute (HELSI) — [ ° Surgery —building on “Bridging the > *  Ageing & long term conditions
Prevention & delay, understanding BB age gap” study (Prof Wyld), c  Research Centre for Applied
ageing, sharing knowledge & Al © Oncology/Orthopaedic (Prof Wyld/Dr 2 health and social care

* Remote monitoring with smart 9 Wilson) =1 * Cancer management
devices & sensors GE) * Prehab/rehab — improving fitness to 2

 Digital technologies (Al, big data), 8 treat & recovery ;-
health informatics % * NMAHP expertlsg within Falls team, o =  Current strength:

«  Multimorbidity E service optlm!satlon § e AWRC

« Improving cancer outcomes ol Elderly medicine .  LabforLiving

@ * Cancer — prehabilitation and
= Current strength: " Current strength: rehabilitation

«  Screening programmes (bowel  Surgery (including resources and * Lifelong conditions
screening) training) * Neuro rehabilitation research

- Trials of complex interventions * R&D expertise in delivery of studies programme

e HELSI including commercial

Sustainability

Ageing well: Improving the health and wellbeing of our ageing population




Professor Parveen Ali

Professor of Nursing
Academic partner:
University of Sheffield

Dr Alasdair Strachan
Director of Education &
Research

Dr Sam Debbage
Deputy Director
Education & Research
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Head of Education

Mr Dan Beral
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Education
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Strategy development:

A THRD

Public consultation Stakeholder engagement Final report and strategy Final R&I QEC sign off: 6t
(Sept 2022) (Sept/Oct 2022) (Nov 2022) December 2022

Steps to growing research in DBTH:
Leading: Partnership: Leadership:

These partnerships will be f
shaped by communities, i =
to ensure that research finds | sl ﬁ g:;;?::lrislgiemdes
better solutions for the | Research Council

health and care problems

communities face BORN & BRE

NIHR application to secure  Cohort data to improve EPSRC Digital hub: Lead Maximising opportunities to
grant capture as the lead maternal and child health  The University of Sheffield collaborate and lead

Timelines and outputs www.dbth.nhs.uk
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Doncaster and Bassetlaw
Teaching Hospitals

NHS Foundation Trust

Meeting Title:

Report Cover Page
Board of Directors

Meeting Date:

26 July 2022 Agenda Reference: F3

Purpose of report:

Report Title: Bassetlaw Emergency Village Outline Business Case

Sponsor: Dr Kirsty Edmondson Jones, Director of Innovation & Infrastructure

Author: Archus

Appendices: Bassetlaw Emergency Village Outline Business Case - full suite of appendices available

upon request

Report Summary

The purpose of this report is to seek approval of the Bassetlaw Emergency Village
Outline Business Case.

Summary of key
issues/positive
highlights:

+ Delivery of the preferred option requires capital investment of £17.98m,
delivered predominantly via £17.605m of Wave 4 STP funding, which needs to be
utilised by March 2024.

¢ The draft Programme to support these timescales are ambitious but work is
underway to ensure deliverability.

* OQverall, the investment offers high value for money with the economic model
demonstrating a Benefit Cost Ratio of 4.48 to 1.
¢ The LTFM demonstrates the scheme is affordable in the long term.

+ However, this is dependent on the delivery of cash releasing benefits and work is
required as part of the Full Business Case to develop a workforce model that
supports this.

Recommendation:

Receive the Finance & Performance Committee’s recommendation to approve the
BEV Outline Business Case for submission to NHSE/I by 29" July 2022.

Action Require: Approval tnformation Discussion Assurance Review
Link to True North | TN SA1: | TN sA2: | TN SA3: TN SA4:
Objectives: To provide Everybody knows Feedback from The Trustisin
outstanding care their role in staff and learners | recurrent surplus
for our patients achieving the isin the top 10% in | to invest in
vision the UK improving patient
care

Implications

Board assurance framework: | No changes made to the relevant strategic aim on the Board Assurance
Framework
Corporate risk register: N/A

Regulation: The purpose of the report is not linked to regulatory requirements.
Legal: The purpose of the report is not linked to legal requirements.
Resources: No impact on resources.

Assurance Route




Previously considered by:

Bassetlaw Emergency Village Steering Group
Bassetlaw Emergency Village Project Board
Finance & Performance Committee

Date:

21/07/2022

Decision:

Next Steps:

Previously circulated reports
to supplement this paper:




1. Introduction

The Bassetlaw Emergency Village (BEV) Project is currently developing the Outline Business Case (OBC) to
secure £17.605m to create a modern, fit-for-purpose emergency care facility at Bassetlaw Hospital. The new
facilities will be appropriately configured and right sized to deliver high quality care and meet the rising
demand for services.

2. Original STP Bid

In March 2020 an STP bid was submitted for £17.605m for the development; enabling the Trust to meet
demand, patient safety, critical infrastructure, and Care Quality Commission (CQC) concerns with emergency
pathways at Bassetlaw Hospital (BH). In particular it made the case for the following:

e Upgraded emergency care service at BH, appropriately configured and right-sized to deliver the
highest standards in emergency care

e Full integration of urgent care services with the emergency department, with single ambulant points
of access to UTC and ED facilities

e Enhanced co-located diagnostic imaging facilities to support the transformation of the emergency
pathways

e An environment that maximises efficient and effective use of the workforce to deliver high quality
emergency care and sustain the care quality improvement trajectory

e Backlog maintenance and estates infrastructure

The successful STP bid allocated £17.605m to the project.
3. Project Structure & Governance

In December 2021, the Trust procured the services of Archus to provide Project Director and Strategic
Healthcare Planning support to the project, and to alleviate some of the project related pressure from the
(then) SRO Marie Perdue. It was agreed to undertake the following as part of the initial stages of the

commission:

e Review governance & meeting arrangements - produce Project Implementation Document (PID) and
confirm roles, responsibilities, project structure and governance and reporting arrangements

e Detailed review of project programme and risk register

e Update the Schedule of Accommodation (SOA) by remodelling patient activity with associated
coding issues and impact of covid to be thoroughly understood

e  Confirm Model of Care and produce Clinical Brief document for approval

e  Work with the Trust capital PM (AECOM) and provide operational PM support whilst internal
support was sought (internal resource now in post)

The project governance structure has been established to reflect the principles and themes of
controlled project delivery. The following governance structure has been approved by the Project
Board:



Trust Board

Finance and
Performance Committee

Bassetlaw Emergency
Village Project Board

!

Bassetlaw Emergency
Village Steering Group

I
' ' ! ' ! }

Workforce Clinical Model Business Case Finance, Information Communications Estates IT and
and Contracting and Engagement Capital

Post Marie Perdue leaving the Trust it was confirmed in May 2022 that Kirsty Edmondson-Jones would take
up the role of Project SRO in the following Project Management structure.

Senior Responsible Officer
Kirsty Edmondson-Jones

Project Director

Archus
Chris Turner/Anna Fawcett

Operational Project Manager
Lesley McKay

Procurement Busi Case Informati C icati Workforce Finance Clinical
Richard Somerset Andy White Lead Technology Emma Sheheen Anthony Jones Claire Stewart TBC
Anouska Huggins Ken Anderson l l
Danielle Hirst Christopher Fernandes Adam Tingle Paediatrics
Anuja Natarajan
l l Laura Churm
Vinci (PSCP) AECOM EDGE Adult ED and UTC
Dean Hogg Matt Hill Vikas Sodiwala

Andrea Squires

4, Structure and content of the document

The OBC has been prepared using the agreed standards and format for business cases, as set out in NHS
Improvement Capital regime investment and property business case approval guidance for NHS trusts
and foundation trusts (NHS Improvement 2016).

The approved format is the Five Case Model, which comprises the following key components:

This sets out the strategic context and the case for change, together with the supporting

Sl B investment objectives for the scheme.

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

Case This outlines the content and structure of the proposed deal.

This confirms funding arrangements and affordability and explains any impact on the
statement of financial position of the organisation.

Management @ This demonstrates that the scheme is achievable and can be delivered successfully to cost,
Case time and quality.

Financial Case



5. Existing Arrangements & Rationale for Investment
Urgent and emergency care services at BH are currently provided in a number of locations across the site:

Service

Role

Emergency Department (ED)

Minors (UTC)/Majors/Resus for adults and children. Open 24/7

Assessment and Treatment Centre
(ATC)

For medical, surgical or frailty assessment. LoS 24-72 hours

Children’s Assessment Unit

10 spaces for assessment and treatment of children and young
people. Open until 9pm, last referral 7pm. Children needing
overnight care/observation transferred to DRI.

Fracture Clinic

Open 9 hours per day, 5 days per week.

Same Day Emergency Care (SDEC)

For medical, surgical, gynae or frailty non elective care. LoS up to
12 hours. Open 12 hours per day, 7 days per week

The current location of services is shown as follows:
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The configuration of existing urgent and emergency care services at BH is no longer fit to deliver the Trust’s

preferred clinical model for emergency care. The main problems are:

ED capacity

e The department was originally designed and built to safely manage a maximum of 100 people a day.
It currently sees an average of 153 patients a day, with the highest ever daily attendance at 236.

Patient flow

e The emergency care pathway is currently fragmented which results in inefficiency and lack of

flexibility.

e Urgent, ambulatory and assessment services should be co-located.




e Streaming patients to the most appropriate care pathway will result in improved clinical outcomes,
operational efficiencies and reduced admissions.

A review of U&EC services at BH (which formed part of a wider review across the ICS) made
recommendations in the following areas:

e Streaming could be improved by moving from the current model of streaming at the ED front door
to a model in which UTCs (staffed by a combination of primary care and acute staff) act as the front
door of ED to enable emergency medicine specialists to focus on higher acuity need within the ED.

e Many ‘minors’ could be considered for alternative care settings. Earlier signposting of patients by
community-based teams/ambulance services could avoid ED attendances and admissions.

e Direct access into SDEC facilities avoiding inappropriate use of ED.

e SDEC facilities should be developed to accommodate an enhanced frailty pathway to help older
patients access the care they need without having to go through the ED, and other high-volume
pathways such as respiratory, abrasions/contusions etc.

Paediatric urgent and emergency services

In previous inspections, the CQC found that paediatric nursing ratios were inadequate due to Children’s
services being located in different parts of the site. Patient pathways within ED were specifically highlighted
due to the front door streaming process and the number of paediatric nurses available within the
department.

Backlog maintenance and estates issues

The condition of the building is currently too poor to make it suitable for its role in the future as part of the
ICS emergency services provision. Backlog maintenance costs are high, and the BH site also has RAAC roofing
on a number of buildings which are due to be replaced as part of the national RAAC eradication programme.

Recruitment and Retention

One of the longstanding key challenges for services is the recruitment and retention of staff. This is not
unique to the local area and workforce shortages have been exacerbated by the pandemic.

6. Model of Care & Clinical Brief

The Emergency Village will contain all facilities required for the resuscitation, assessment and initial
management of patients who have been injured or are acutely ill. The department will also treat patients
who cannot be appropriately dealt with by primary care services. Patients may be referred from the
following sources:

o Self-referral

eGP emergency referrals
e Ambulance Service

e Walkin centre

e NHS Direct

e 111 First



The front end 'Emergency Department' is pivotal in the delivery of healthcare to the public. Ultimately how
the new facility manages emergencies will reflect how it achieves the high-quality care it aims to deliver. The
service will provide a single point of access for all adult and paediatric emergencies at Bassetlaw Hospital.

The Emergency Village will accept adult and paediatric patients 24 hours a day, 7 days per week, 365 days
per year. Care will be provided, following triage/streaming, within one department divided into sub-units:

Emergency Department (ED):

o0 Resuscitation;
o Rapid Assessment & Treatment (RAT);
o Integrated Adult Assessment & Treatment (combined Majors & Minors);

Social Care & Mental Health Facilities;

e GP Out of Hours Service;

e Same Day Emergency Care (SDEC);

e Assessment and Treatment Centre (ATC);
e Children’s Emergency Department (CED);
e Children’s Assessment Unit (CAU);

e Fracture Clinic;

e Central Staff Support Zone.

The model of care and clinical brief has been developed with all relevant specialty service providers as part
of an extensive engagement programme of workshops. The model reflects the discussions and has gained
the support of relevant services involved in its development. The model will inform the simplified
development of the facilities which will facilitate delivery of integrated front door emergency care for adults.

The clinical brief has been appended to this report as Appendix 1.

The below diagram presents the ED pathway for Adults:
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The below diagram presents the ED pathway for Children:
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7. Schedule of Accommodation

Appendix 2 presents the history of the Schedule of Accommodation (SOA) with versions 1 to 8 being
developed with limited clinical input and focus on a producing a financially suitable SOA. Versions 9 to 15
have considered the clinical desires, activity and capacity modelling and financial suitability. Version 9 has
been produced as an HTM/HBN compliant schedule of accommodation and later versions have derogated
from this version based on Trust and design requirements.

The Schedule of Accommodation (SOA) has been appended to this report as Appendix 2.

8. Preferred Option & Design

The design of preferred option, which involves refurbishing and extending the Mental Health building to
create the Bassetlaw Emergency Village, is a direct output from the SOA V.12 and has been further defined
through stakeholder engagement with clinical leads and key members of the project team. This has
generated further iterations of the SOA and it was V.15 (as drawn by the architect) that has been costed for
the purposes of informing the Economic Appraisal.

Key:

SDEC

Fracture Clinic

ED

I

Pasds CAU

Central Support

ATC

349434434
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9. Capital Cost

It is anticipated that delivery of the preferred option will require capital investment of £17.89m which will be
funded as follows:

¢ £17.605m provided through Wave 4 STP funding as outlined in the original SOC.
* £0.393m self-financed by the Trust including:

e £0.186m funded as part of the Trust’s wider Mental Health scheme, specifically in this case to
provide appropriate Mental Health spaces in ED.



*  Work is underway to explore options to fund the remaining £0.207m, such as value engineering to
reduce costs as the design of the scheme matures.

10. Economic & Financial Review

In line with best practice, a rigorous options appraisal was conducted which considered a wide range of
options using the HM Green Book Options Framework. This identified a shortlist of four options and the
subsequent economic appraisal demonstrated that the preferred option offers best value for money with
the best incremental Net Present Social Value (NPSV) and a Benefit Cost Ratio (BCR) of 4.48.

This is because the £17.98m investment generates a range of benefits including:

+ Providing CAU facilities overnight will result in fewer children being transferred to DRI reducing
associated costs.

+ Improved adjacencies between ED and ATC will enable more integrated ways of working and deliver rota
efficiencies.

+ Theintegrated front door and improved clinical flows will enable ED to achieve national targets and
reduce patients’ time spent in the department.

¢ Providing a better working environment and clinical model that will provide opportunities to improve
recruitment and retention, reduce sickness absence, and reduce reliance on agency usage.

+ Providing modern efficient facilities that will improve energy consumption.

+ Delivering social value through local investment including creation of apprenticeship and new
construction job opportunities.

The revenue consequences of this investment include £143k of incremental operating costs, £196k of annual
depreciation charges and Public Dividend (PDC) dividend payments calculated at 3.5% of net relevant asset
value each year.

Revenue affordability is dependent on the delivery of the cash releasing benefits of £683k p.a. to mitigate
these costs and, it should be noted, that
* Further work is required to develop the workforce model behind this at FBC stage.

+ The workforce model is dependent on delivery of the RAAC scheme to unlock the benefits of adjacencies
with ATC.

11. Project Programme

To date the project team has been working well to keep to the current project programme, with anticipated
OBC submission to NHSE&I at the end of June 2022. The current programme also denotes a build start date
of June 2023 with an approximate 2-year build.

It was confirmed at the last Project Board (16" May) that funding from the centre (£17.6M) has to be spent
by end of March 2024. This was the first time this information had been shared with the Trust by NHSE&!
and the current Preferred Way Forward and associated programme cannot meet such timescales.

In addition, the capital cost challenges outlined in section 8 have resulted in the June 2022 OBC submission
date to NHSE&I being unachievable, and rescheduled for July 2022. NHSE&I have confirmed that the OBC
will go to either the October or November 2022 Recommendation Board for approval depending on demand
in the system. However, they are mindful of the FBC related dates for delivery and have committed to
working with the Trust to ensure timescales are adhered to.



Activity Start Date End Date
OBC Production 05/05/2022 26/07/2022
NHSE&I OBC Approval 30/07/2022 21/10/2022
Design Development (RIBA stage 3) 18/07/2022 31/10/2022
Design Completion (RIBA Stage 4 Co- 11/10/2022 17/01/2023
ordinated Design)

Market Testing 27/09/2022 28/11/2022
Receipt of GMP 13/12/2022 13/12/2022
Finalisation of FBC 14/12/2022 13/01/2023
Trust Approval 16/01/2023 20/01/2023
Submit FBC to NHSE& I 23/01/2023 23/01/2023
NHSE&I FBC Approval 23/01/2023 14/04/2023
Stage 4 Enabling works 20/02/2023 31/03/2023
Stage 4 Construction Works 03/04/2023 05/04/2024
Handover and Completion 05/04/2024 19/06/2024

12. Recommendation

The Finance & Performance Committee are asked to:

e Note and accept the BEV Project OBC Executive Summary agreeing the detailed economic business
case and the associated, highlighted capital and revenue costs/risks/benefits.

e Receive, review and recommend approval of the BEV Outline Business Case to Board of Directors for
submission to NHSE/I on 29t July 2022.
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1 Introduction and Purpose

1.1 Overview

The Emergency Village will contain all facilities required for the resuscitation, assessment and
initial management of patients who have been injured or are acutely ill. The department will
also treat patients who cannot be appropriately dealt with by primary care services. Patients
may be referred from the following sources:

e Self-referral

e GP emergency referrals
e Ambulance Service

e Walkin centre

e NHS Direct

e TIFirst

The front end 'Emergency Department' is pivotal in the delivery of healthcare to the public.
Ultimately how the new facility manages emergencies will reflect how it achieves the high-
quality care it aims to deliver. The service will provide a single point of access for all adult and
paediatric emergencies at Bassetlaw District General Hospital (BDGH).

The Emergency Village will accept adult and paediatric patients 24 hours a day, 7 days per
week, 365 days per year. Care will be provided, following triage/streaming, within one
department divided into sub-units:

e Emergency Department (ED):
o Resuscitation;
o Rapid Assessment & Treatment (RAT);
o Integrated Adult Assessment & Treatment (combined Majors & Minors);
e Social Care & Mental Health Facilities;
e GP Out of Hours Service
e Same Day Emergency Care (SDEC);
e Assessment and Treatment Centre (ATC);
e Children's Emergency Department;
e Children’'s Assessment Unit (CAU);
e Fracture Clinic;

e Central Staff Support Zone.
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1.2 Purpose of the ED

The ED will provide services to adults and children.

e The ED provides a twenty-four-hour emergency service of resuscitation, stabilisation,
investigations, early treatment and appropriate referral for critically ill adult patients
including the initial management of patients involved in a Major Incident.

e Children under sixteen years will be seen in the separate Paediatrics area. This will
require good and immediate routes through to the Paediatric Department.

e The department provides a designated covered area external to the building for the
parking of ambulances and the protection of patients from the weather whilst
transferring them into the ED. In the event of a major incident there will be a
requirement to be able to secure and isolate part of this area.

e External space is required immediately outside of the ED for erecting inflatable
chemical decontamination tents supplied via the Ambulance service. The ED require
storage for their own unit. The unit may need to be secured to an external wall. Hot and
cold water supplies are required along with an electric compressor to inflate the tents.
External planning must facilitate a space which would enable a considerable amount of
activity.

e The ED will provide Mental Health rooms within the adult and paediatric departments
offering assessment, screening and onward referrals.

e All the areas within the Emergency department work closely as a unit to manage the
flow of non-elective patients attending the hospital. It is imperative that the flow from
the ED and the corresponding assessment areas is direct and seamless allowing the
smooth transfer of patients into an appropriate assessment bed without delay.
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2 Emergency Department

The emergency care entrance provides access to the ED for all patients and visitors attending
the department. It is the focal point to receive critically ill unplanned patients & provide rapid
assessment of all patients who access emergency care.

2.1 Emergency Department (ED)

Self-presenting Patients

All patients requiring emergency care arriving by private and public transport will use the ED
Entrance & Waiting. On arrival patients will report to reception where they will be; booked in if
required; triaged and streamed to the appropriate zone by a member of the nursing team;
directed to waiting for assessment. Patients will then be directed by a member of clinical staff
to a patient room where their details & medical history will be taken & any examination to
assess the injury undertaken. Following assessment patients will either be:

e Treated in the ED and discharged home, via main entrance;

e Referred on to the ATC, Fracture Clinic or SDEC;

o Referred on to a specialty department (eg. Theatres, Critical Care, Cardiology etc);
e Admitted to the hospital as an inpatient,

All self-presenting patients, triaged by reception as needing immediate attention, will be taken
directly to Assessment or appropriate department (e.g. resuscitation).

Children will be seen in the paediatric department for both waiting & assessment, not here.

Ambulance Patients

Patients brought in by ambulance will enter the department by a separate dedicated
entrance. All patients arriving by ambulance will be triaged immediately by a senior nurse,
within a “handover area” easily accessible from the ambulance entrance. Patients requiring
urgent attention will usually be met at the ambulance entrance by department clinical staff
and either be treated in RAT or taken directly to the appropriate department (most will be
expected as the ambulance crews will call ahead to inform the department). The Ambulance
crew will inform reception of any patient details for registration.

Patients arriving by ambulance will be treated in either RAT, a majors room, a resuscitation
room, or in the “handover area”, and will not use the main entrance waiting area.

Relatives/friends

Most patients will be accompanied by at least 1 person. Most of the time although the
relatives/friends will spend some time in the main entrance area waiting as well as time with
the patient in the treatment area. They may also wish to make phone calls/using vending
facilities etc. Where patients are accompanied by more than 2 relatives/friends they will be
asked to wait in The ED Entrance & Waiting area, or be directed to appropriate café or public
facilities on site.
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2.2 Integrated Front Door (IFD)

The Integrated Front Door (IFD) provides the initial point of contact for all self-presenting
patients, whether they are walk-in patients or are referred by their GP, 111, or NHS Direct.
Patients are greeted at reception, booked in if required and streamed to the relevant sub-
department.

The IFD comprises reception, a small local waiting area, sanitary facilities, parking for prams,
pushchairs, shopping and wheelchairs, and Triage / Streaming rooms.

Social Care & Mental Health Facilities

Adjacent to the IFD, social care and mental health facilities are provided for those patients
that are distressed, confused or in some way mentally impaired. Facilities include a multi-use
room for de-escalation, counselling, examination and minor treatment, along with dedicated
sanitary provision.

2.3  Adult Emergency Department (ED)

There are three groups of patients attending the Adult ED department:

e Patients requiring immediate resuscitation

e Non-ambulatory (needing a trolley)

e Ambulatory or Independent Wheelchair users
Purpose

To assess and treat all patients with a significant recent injury or acute iliness and where
appropriate fast track them to a specific clinical centre.

To set up and maintain telemedicine links between ED, ambulances and other health settings.

Scope

This department will provide an emergency service for adults within the Bassetlaw area.

The department receives life-threatening emergencies as well patients suffering from
traumatic injury, psychiatric problem, or those of a more minor nature.

The department is the focal point in any major incident as described in the Trust’'s major
incident policy.

To provide an assessment service to those patients, between the ages of 16 + who present
with a mental health problem.

Service Trends

The development of the Urgent care/111 services will allow the streaming of minor illness to
Primary Care and Urgent Treatment Centres

People attending the department are becoming sicker, attending with higher acuity illness.
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The likely outcome of the above is that this department will see an increasing number of more
seriously ill patients, who will require more treatment.

Adults requiring resuscitation

Most of these patients will be brought in by ambulance and they will be known about in
advance and pre-registered through radio contact with ambulance service. However, some
patients will collapse in the department or be assessed as definitely or possibly requiring
resuscitation at assessment. Patients in the ED areas whose condition deteriorates sufficiently
may also be transferred to the resuscitation area if clinical circumstances require.

Patients needing resuscitation will be transferred directly from the ambulance to a
resuscitation bay. This includes paediatric resuscitation.

Patients requiring resuscitation/stabilisation may be accompanied by 2 adults on average who
will wish to stay at the bedside or within the relatives room adjacent to Resus.

Patients requiring plain X-ray may have these taken in the resuscitation room, via the use of a
mobile X-ray machine. The ability to image patients from head to foot is essential with 360°
access and at least 1 metre clearance beyond either end of the trolley is required.

Some patients will need to be moved out of the area for CT and/or MRI scanning. They will
return to Resus afterwards.

Resus patients may be transferred to theatre, to adult critical care or to an in-patient ward.
Some patients will need to be transferred to other hospitals by ambulance; some patients will
die and need to be transferred to the mortuary.

Non-ambulatory patients

These patients will typically arrive by ambulance although some may self-present.

e All patients are registered, and then are assessed. If they require treatment they will be
treated and if not, then they will be discharged. In the event of patients arriving who
have been contaminated with chemical or biological materials these patients will first
go to the decontamination area, this will be erected for this purpose outside the
department in a dedicated area.

e Most patients are accompanied by an average of 2 adults who will stay with them
during their time on the unit.

e Investigations may be requested that require the patient to be transferred by a porter
& a nurse escort to other areas, such as Imaging.

e The majority of treatment is undertaken in the patient examination / assessment room
into which they were streamed, thus the treatment comes to the patient. Exceptions to
this are non-mobile imaging as mentioned above.

e Following treatment, patients will leave the department & either be admitted to an in-
patient facility, discharged home or transferred to another hospital. Patients whose
condition deteriorates sufficiently may also be transferred to the resuscitation area if
clinical circumstances require.

Ambulatory patients

These patients may arrive by ambulance or by other means of transport.
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e All patients are registered, triaged and assessed and then based on the assessment are
treated or not treated. Patients not requiring treatment are sent home following
registration.

e Most patients may be accompanied by an average of 2 adults who will stay with them
during their time on the unit.

e Investigations may be requested that require the patient to be transferred by a porter
& a nurse escort to other departments such as Imaging.

e The majority of treatment is undertaken in the Patient Room into which they were
streamed, thus the treatment comes to the patient. Exceptions to this are imaging as
mentioned above and patients with fractures requiring a plaster cast. These patients
are transferred to the Fracture Clinic after which they might return to the examination
room and given aids such as crutches or be discharged directly from the Fracture
Clinic. Some patients will require counselling or an interview with another health
professional, e.g. a psychiatrist, or social worker. Following these discussions patients
will leave the department & either be admitted to an in-patient facility, discharged
home or transferred to another hospital. Patients whose condition deteriorates
sufficiently may also be transferred to the resuscitation area if clinical circumstances
require.

e A number of patients attending the unit will have complex discharge needs involving a
range of agencies. Individual Patient Rooms will allow confidential discussions to take
place.

Patients requiring emergency liaison psychiatry referral

These patients will be registered and assessed as per Ambulatory/Non-Ambulatory patients
and a referral made to the liaison service as necessary to see them in the area appropriate to
their care.

Any of these patients requiring a secure facility will be triaged to the Social Care and Mental
Health facility. Where a patient is identified as a potential/definite admission, the patient
should be transferred to the appropriate facility

Patients with suspected infection requiring isolation

These patients will be registered and assessed and then transferred direct, or as soon as
isolation is deemed a requirement, to the isolation facility.

ED Accommodation Overview

The ED comprises:

e GP Out of Hours Service
o 4 x clinic rooms to be shared with Bassetlaw Urgent Care Service (BUCS)
o Patient WC
o Support including Dirty Utility, resus trolley bay and linen store

e Ambulance Entrance & RAT
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o Entrance lobby

o Handover area

o 2 x Rapid Assessment and Treatment (RAT) rooms (part of Majors activity)
o Staff WC

o Storage for Major Incident equipment, Ambulance equipment, and trolley and
wheelchair parking

e Resuscitation

o 3 xadult resus rooms

o 1xchild resus room

o Staff Base

o Clinical support zone

o Dirty Utility
e Distressed and Bereaved Persons Facilities

o Sitting room and associated beverage bay

o Visitor WC

o Body viewing / Bier room

o Counselling room for breaking bad news and private discussions
e Adult Assessment and Treatment (combined Majors and Minors)

o Sub-wait area

o 13 x exam / treatment rooms + 4 Recliner chair bays

= Troom designated for infectious patients

o 1xtreatment / procedure room

o Staff base

o Sanitary facilities

o Support spaces including clean and dirty utility, satellite pharmacy, beverage
bay, appropriate storage & FM facilities

o Clinical administration workspaces

2.4 Fracture Clinic

Patients with fractures, musculoskeletal or orthopaedic conditions will be transferred to the
Fracture Clinic, where they will be assessed and treated. If a cast is to be applied, this will be
undertaken in the plaster room.

The Fracture Clinic is an existing facility on site that is to be retained.
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2.5 GP Out of Hours Service

The GP Out of Hours Service is provided for patients that require GP care out of the normal
working hours of their GP practice, and without an appointment. It is adjacent to the main ED
and is accessed directly from the IFD.

This area will also be used by the Social Prescribing team, and the Bassetlaw Urgent Care
Service (BUCS). The accommodation provided is described under the ED section of this
document (Section 2.3)

2.6 Same Day Emergency Care (SDEC)

Same day emergency care (SDEC) is the provision of patient care with an investigation and/or
treatment within the same day for non-elective patients who in the past would otherwise be
admitted to a hospital bed. Under this care model, referred patients presenting at hospital
with specific conditions can be rapidly assessed, diagnosed and treated without being
admitted to an in-patient ward.

Patients can be referred to an SDEC through a number of different ways, including:

e triage on arrival at an emergency department (ED);

e direct referral from ED after some initial assessment;
e direct referral from GP or out-patient services;

e direct referral from the ambulance service;

Acuity, presenting condition and mobility of patients of any specialty will predict whether a
trolley or reclining chair needs to be used, although this may change during their time in the
unit. For this reason, a selection of patient spaces, included trolley bays, recliner chair bays
and armchair bays is provided.

The nature of SDEC means that the patient pathway differs from that of the other sub-
departments within the Emergency Village. Patients are often seen on multiple occasions
during their time within the SDEC for different consultations, investigations, assessments, and
observation. In between these contact points they are asked to return to the waiting area. For
this reason, it is recommended that the waiting area is central within the facility, with the
assessment and treatment spaces around the outside. A typical flow / adjacency diagram for
SDEC is shown below:



Bassetlaw Emergency Village Clinical Brief

12 . : .
page for Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

_Assessment

Trolley
Bays

Follow up / further
assessment

GP
Referral

Chairs &
Recliner
Bays

Patient
Arrival

Ambulance

Main Waiting Area
Drop-off

| Home / Place of care

ED

Referral Virtual Ward

Treatment Rooms
Consult/ Exam

Figure 1 - Typical SDEC Arrangement

2.7  Emergency Assessment Unit (ATC)

The ATC is a bedded area provided for those emergency patients that require further
monitoring, observation and assessment following initial examination / treatment but do not
require full Inpatient admission.

The ATC allows patients to be observed on a short-term basis and permit patient monitoring
and/or treatment for an initial period. This permits concentration of emergency activity and
resources in one area, and so improves efficiency and minimises disruption to other hospital
services.

The types of patient accepted into the ATC can be classified into high risk discharges, such as
chest and abdominal pain; those requiring short-term treatment; patients with limited medical
needs and clinical conditions needing only short-term observation.

The ATC is made up of a series of patient bedrooms that are smaller than those in a
conventional Inpatient ward because the shorter length of stay removes the need for family
space within the room.

Following their stay in the ATC, patients are either discharged or admitted to an appropriate
Inpatient ward for further care.
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2.8  Children’s Emergency Department (Paediatric ED)

Purpose

e To assess and treat all unplanned children & adolescents with a significant recent injury
or acute illness or any child who is brought to the department for review.

e To set up and maintain telemedicine links between ambulances and other health
settings.

Scope

This department will provide an emergency service for Children & Adolescents in the
Bassetlaw area.

Patient flow

There are three groups of patients attending the Paediatric ED department

e Patients requiring immediate resuscitation
e Non-ambulatory (needing a trolley)
e Ambulatory

Following access through the main ED entrance, children and adolescents with be triaged and,
if requiring assessment or treatment, transferred to paediatric ED. They will either be seen
straight away within an exam / treatment room or will wait in the dedicated sub-wait area.

All patients arriving by ambulance will be triaged immediately, at the ambulance handover
station easily accessible from the ambulance entrance.

Children requiring resuscitation

Most of these patients will be brought in by ambulance and they will be known about in
advance and pre-registered through radio contact with ambulance service. However rarely a
child may collapse in the department or be assessed as definitely or possibly requiring
resuscitation at assessment.

e Children needing resuscitation will be transferred direct from the ambulance to a
resuscitation room or bay.

e Children requiring resuscitation/stabilisation are accompanied, on average, by 2 adults
who will wish to stay at the bedside or within close proximity.

e Children requiring plain X-ray may have these taken in the resuscitation room, via the
use of a mobile X-ray machine. The ability to image patients from head to foot is
essential with 360° access and at least 1 metre clearance beyond either end of the
trolley is required. This area must comply with Radiation Protection Legislation this will
include protective shielding between each bay.

e Some patients will need to be moved out of the area for CT and/or MRI scanning they
will return to the bay afterwards.
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Children may need to be transferred to theatre, or to an in-patient ward. Some Children
may need to be transferred to other hospitals by ambulance; some Children will die
and need to be transferred to the mortuary.

Non-ambulatory patients

These children may arrive by ambulance or by other means of transport.

Following assessment children requiring treatment will be registered & will either be
directed immediately to a treatment room or asked to wait in the dedicated Children’s
ED waiting area. Children with minor illness will be directed to Primary Care. Children
not requiring treatment are sent home following initial assessment.

Most children may be accompanied by an average of 2 adults who will stay with them
during their time on the unit.

Investigations may be requested that require the patient to be transferred by a porter
& a nurse escort to other departments such as Imaging. On return to their room a
second clinical assessment will be made.

The majority of treatment is undertaken in the patient examination room into which
they were streamed, thus the treatment comes to the patient. Exceptions to this are
imaging and children requiring procedures under sedation, which will need to be
transferred to a treatment room within the adjacent CAU.

Some children will require counselling or an interview with another health professional,
e.g. a psychiatrist, or social worker. This will take place either in the Assessment room,
or the dedicated Safeguarding Suite. Following this discussion children will leave the
department & either be admitted to the Paediatric In-Patient Ward, discharged home
or transferred to another hospital. Children whose condition deteriorates sufficiently
may also be transferred to the resuscitation area if clinical circumstances require.

A number of children attending the unit will have complex discharge needs involving a range of
agencies.

Ambulatory patients

Children who present to the main reception will:

Following assessment children requiring treatment will be registered & will either be
directed immediately to a treatment room or asked to wait in the dedicated Children’s
ED waiting area.

In the event of a child arriving who has been contaminated with chemical or biological
materials these children will first go to the decontamination area, this will be erected
for this purpose outside the department in a dedicated area shared with adults.

Most children may be accompanied by an average of 2 adults who will stay with them
during their time on the unit.

Investigations may be requested that require the patient to be transferred by a porter
& a nurse escort to other departments such as Imaging. On return to their room a
second clinical assessment will be made.
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e The majority of treatment is undertaken in the patient examination room into which
they were streamed, thus the treatment comes to the patient. Exceptions to this are
imaging and children requiring procedures under sedation, such as suturing, which will
be done in the procedure room.

e Following treatment children will leave the department & either be admitted to an in-
patient facility, discharged home or transferred to another hospital. Children whose
condition deteriorates sufficiently may also be transferred to the resuscitation area if
clinical circumstances require.

Patients requiring emergency liaison psychiatry referral

Children requiring emergency liaison psychiatry referral are seen by the appropriate team.

Children with suspected infection requiring isolation

These children will be registered and assessed as soon as isolation is deemed a requirement,
will either be placed in an appropriate dedicated isolation room, or transferred to another
facility.

Children who require an extended period of assessment before a definitive destination
decision is made for them will either be admitted to the Children’s Assessment Unit (CAU) or
to a Paediatric Ward.

Paediatric ED Accommodation Overview

The Paediatric ED comprises:

e 4 x assessment rooms
o Troom to be designated for isolation
e 1x Safeguarding Suite
e Sub-wait area
e Nurse base
e Patient WC

e Access to shared use of support spaces within the adjacent main ED department (staff
access only)

2.9  Children’s Assessment Unit (CAU)

The CAU is a bedded area provided for those emergency children that require further
monitoring, observation and assessment following initial examination / treatment but do not
require full Inpatient admission.

The CAU allows children to be observed on a short-term basis and permit patient monitoring
and/or treatment for an initial period. This permits concentration of emergency activity and
resources in one area, and so improves efficiency and minimises disruption to other hospital
services.
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The CAU is similar in function to the ATC, however is dedicated to the care of children under
the age of 16. For this reason, a number of the bedrooms are sized to allow for parents’
overnight stay. There is also an internal observed play area and an external play area included
as part of the CAU. Welfare facilities for parents and families is provided in the form of a sitting
room, beverage bay and sanitary facilities.

Following their stay in the CAU, children are either discharged or admitted to an appropriate
Inpatient ward for further care.

CAU Accommodation Overview

The CAU comprises:

6 x single bedrooms with ensuite sanitary facilities
8 x assessment spaces
2 x treatment rooms
Assisted bathroom and shower room
Staff base
Observed play area + secure external play area
Relatives’ support space
o Sitting room with beverage bay / mini kitchen
o Milk kitchen
Clinical support space — utilities and storage
Offices for Sister and Consultant on-call
Staff support spaces
o Staff rest
o Sanitary facilities
o MDT room
o On-call room with associated ensuite

FM Support spaces
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210  Staff Support Zone

Staff support areas are provided in a centralised staff support zone that is shared by the
whole facility. This area includes the following:

e Staff Changing including showers, sized for 45 people
e Staff Rest and mini kitchen, sized for 16 people
e Sanitary facilities

o Office desk-space (open-plan) for 18 people, including

o 2xCAU

o 4xSDEC

o 2xATC

o 10xED
e 2 xsingle bookable offices
e MDT Room

e Seminar Room

e Quiet room
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3  Activity & Demand Management

3.1 Peak period modelling approach

The Peak period model approach acknowledges that ED demand is varied during the course of
the day and capacity is required to sufficiently meet that demand with some assumptions to
reflect that not all patients will be seen immediately. This is because to match supply to
demand all the time would result in too much (and therefore under-utilised) capacity.

The busiest hours of the day are determined. The distribution of arrivals for that peak period is
then set out and capacity is matched to that peak, offset by an assumption that not all
activity will be possible to treat in the period of arrival

A time is assigned to each stream in ED and this directly influences the capacity required both
at the time of arrival but also the activity that is in the department leading up to the peak
period. This refines the logic and provides assurance that capacity will be sufficient to meet
demand as it flows through the department.

3.2  Assumptions

The times in treatment rooms do not represent the total time in the department. The
modelling is specifically set up to determine room requirements and therefore does not cover
the time spent in ED including time spent in:

e Waiting Time
e Triage

e Fracture Clinic
e SDEC

e ATC

The times in the main treatment areas do assume that for those patients who require
admission/onward continuous investigation, there will be sufficient downstream capacity to
accommodate them. This is a critical assumption because without the downstream release
valve for ED, ED will be a bottle neck for admission.

Table 1 - ED Assumption

ED Assumption

Occupancy rate Resus: 45.0%
Majors: 70.0%
Minors: 70.0%
Paediatrics: 70.0%

Treatment times Resus: 180
Majors: 120
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Minors: 30
Paediatrics: 60

Table 2 - Fracture Clinic Assumption

Fracture Clinic Assumption

Operational parameters

Appointment times (mins)

Operating Hours: 9
Operating Days: 5
Operating Weeks: 48
Utilisation Rate: 85.0%

First: 30
Follow up: 20

Table 3 - SDEC and ATC Assumptions

SDEC and ATC Assumptions

Operational parameters

SDEC Operating Hours: 12
ATC Operating Hours: 24
Operating Days: 7
Operating Weeks: 52
Utilisation Rate: 85%

3.3 Growth

Table 4 - Activity and growth assumptions

Activity and Growth Assumptions

Baseline activity

Growth

Projection Date

ED modelling

Feb 2019 - Jan 2020

Age adjusted based on DBTH demand growth
and market share

2034/35
80% peak period activity model applied
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4 Functional Content

The facility will enable the integration at the front door of the following emergency services;

Table 5 - Functional Content - Adults

Stream - Adults Spaces

'Majors 14

’Resus 3 + 1 Paediatric Resus place
SMinors 5

Mental Health

2 - [reduced to 1 during SOA development]

“Primary Care 4
SDEC 12
Fracture Clinic 5
5Assessment and Treatment Centre (ATC) 16
Table 6 - Functional Content - Children
Stream - Children Spaces
'Children’s ED 4
4Children’s Assessment Unit (CAU)
Children’s Assessment Beds 6
Children’s Assessment Spaces 8
Children’s Treatment Spaces 2

'Adult Majors and Children’s ED ideally to include 1x each high acuity bays to enable step-

down from resus
2Includes 1x children'’s resus space

3Minors and Primary Care spaces to be ideally co-located to maximise flexibility of use
“Trust instructed as per Option 3 of the Consultation

°Agreed in clinical workshop

4] Model of Care

The model of care has been developed with all relevant specialty service providers as part of
an extensive engagement programme of workshops. The model reflects the discussions and
has gained the support of relevant services involved in its development. The model will inform
the simplified development of the facilities which will facilitate delivery of integrated front

door emergency care for adults.



Bassetlaw Emergency Village Clinical Brief

21 . : .
page for Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

The below diagram presents the ED pathway for Adults:
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The below diagram presents the ED pathway for Children:
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5  Facility Requirements

5.1 Schedules of Accommodation

The below table presents the history of the schedule of accommodation with versions 1to 8
being developed with limited clinical input and focus on a producing a financially suitable
Schedules of Accommodation. Versions 9 to 12 have considered the clinical desires, activity
and capacity modelling and financial suitability. Version 9 has been produced as an HTM/HBN
compliant schedule of accommodation and later versions have derogated from this version
based on Trust and design requirements.

Table 7 - Schedules of Accommodation Versions

Summary Floor Areas Previous Versions (pre-Archus) Archus Project Instruction Project
Department \ V2 V3 v4 V5 Ve v7 vs Vo V1o v V12 Vi3 Via V15
Integrated Front Door 0.00 0.00 0.00 0.00 0.00 0.00 0.00| 435.00 25116 25116 25116 19110 19110 19110 19110
Emergency Department 1221.28| 162316| 1653.47| 1307.25, 1307.25|1077.00| 997.50| 800.00 1479.56 19217 1339.17 1005.48 1005.48 1005.48 1029.00
Primary Care 11220/ 153.00| 200.90 123.20 19.68| 119.68 68.00 63.00 inc inc inc inc inc inc inc
Paediatric Emergency & Assessment 36176/ 476,00, 50718 37575/ 37575 37575| 37575 255.00 825.41 825.41 825.41 84819 927.86 927.86 927.86
Shared Staff Zone 0.00| 1025.44| 30150, 239.40| 23256 23256, 21896/ 406.00 413.82 413.82 413.82 399.57 399.57 386.13 386.13
Total GDA 1695.24| 3277.60| 2663.05/ 2045.60, 2035.24|1804.99 | 1660.21| 1959.00 2969.94 2682.56 2829.55 244434 2524.02 2510.58 2534.10
Whole Facility Allowances
Communication (12%) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 356.39 32191 339.55 293.32 302.88 301.27 304.09
Plant (20%) 339.05| 65552 53261 40912 407.05| 36100 33204 0.00 593.99 536.51 565.91 488.87 504.80 502.12 506.82
Gross Internal area 2034.29 3933.12| 3195.66| 2454.72| 2442.29| 2165.99 | 1992.25| 1959.00 3920.32 3540.98 3735.01 3226.53 333170 3313.96 3345.01

Not included in overall area

Same Day Emergency Care (SDEC) 290.78| 290.78| 462.40| 51000/ 35400 310.08 310.08 30056/ 278.00 528.47 52847 528.47 455.70 45570 436.59 436.59
Assessment (ATC) 584.91 584.91) 1085.28 0.00 0.00| 806.48| 806.48| 59636/ 635.00 73427 683.55 683.55 644.60 644.60 644.60 644.60
Fracture Clinic 169.32 169.32 209.71| 23475 14325 120.88| 129.88 115.60 214.00 inc 0.00 inc 98.49 98.49 98.49 98.49
Functional Content Existing Previous Versions (pre-Archus) Archus Project Instruction Project
Department Vi V2 V3 \Z V5 Ve v7 v8 V9 Vvio v V12 Vi3 Via Vi5
Integrated Front Door N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
Mental Health 1 1 1 1 1 1 1 1 2 2 2 1 1 1 1
Emergency Department
Majors 9 n 19 16 12 12 12 12 14 19 19 19 19 19 19
Minors 7 ¢} (o] ¢} [¢] [¢] ¢} (o] 5 [} ¢} 0o ¢} 0o ¢}
Resus 3 3 5 5 3 3 3 3 3 4 4 4 4 4 4
Primary Care 4 2 4 5 & 3 3 & 4 4 4 4 4 4 4
Fracture Clinic n 4 6 6 4 4 4 4 5 1 5 4 4 4 as existing
Cbu N/A 8 9 9 8 8 [0} ¢} [¢] [} o]} 0o o] 0o o]}
Paediatric Emergency & Assessment
Emergency 3 3 5 4 3 3 3 3 4 4 4 4 4 4 4
Assessment 10 3 6 6 4 4 4 4 16 16 16 16 16 16 16
Same Day Emergency Care (SDEC) 0 10 20 20 1 12 12 12 12 12 12 12 12 12 12
Assessment (ATC) 21 7 38 [¢] (o] 25 25 18 16 16 6 16 6 16 6
Shared Staff Zone N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

The full schedule of accommodation is provided at Appendix A.



page 23

Bassetlaw Emergency Village Clinical Brief

for Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

6 National Standards

The new ED will meet the HBN — Health Building Note and equivalent standards with any
derogations listed in the schedule of derogations. The fixtures and fittings will be determined
when the RDS — Room Data Sheets are developed. They will also incorporate the following key

standards.

The following is a useful guide to ensure Design Quality and development of the right facilities.

Table 8 - Key Standards

Strategic Aim

Transforming Urgent and Emergency Care
Safer, faster, better: good practice in

delivering urgent and emergency care

The patient’s right to confidentiality and
privacy must be protected.

Good design will promote efficient workflows
and ensure an optimal environment for
patients, carers and staff.

There must be adequate space provided for
direct patient care, clinical support areas
and non-clinical ED activity.

Where adults and children are seen in the
same ED, specific design requirements must
be adhered to in relation to children, their
parents and siblings. There should be clear
separation of facilities between both groups.

Emergency Medicine is constantly evolving
and all EDs will need to be updated or
replaced in time, to support the provision of
the highest standards of contemporary
emergency care.

Response

A strategy to improve safety, quality, access
and value in NHS Emergency Medicine in
August 2015

Individual rooms throughout the pathway.
Secure EPR.
Discrete treatment and consultation areas.

Bereavement facilities and discrete exits for
the recently bereaved.

The design will demonstrate good patient
flow uninterrupted by logistic, facilities or
design impediments

The spaces will be equal to or larger than
current NHS recommendation or where that
is absent, international best practice. The
Procure 22 Repeatable Rooms will be used.

The Adult ED and Paediatric ED will be
separate entities and patient flows
separated wherever possible. The only
shared areas will be diagnostic and imaging
facilities.

The design of a new ED floor will be carried
out with reference to learning from new
schemes and by ensuring flexibility by the
standardisation of space. Emphasis has been
placed on creating adaptable and flexible
rooms of identical size.
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Strategic Aim

There should be service user involvement in
decisions made regarding the patient care
environment.

All departments in an ED floor, regardless of
configuration, should be DI enabled. Each
floor will require a number of high-resolution
monitors which provide diagnostic-quality
images.

The ED must have access to all other Imaging
and diagnostic modalities 24 hours a day.

The College of Emergency Medicine
recommends that a CT scanner should be
available within, or immediately adjacent to,
the ED and be available 24 hours a day.

Access must be available for urgent MRI 24
hours a day for those conditions where
immediate surgical intervention may be
necessary (e.g. spinal cord compression).

All EDs should have adequate infrastructure
for infection control and prevention.

PHT require significant fast communication
in the ED pathway.

Efficient design.

Social Work services should be established
throughout ED for fast and immediate
interaction.

Patients waiting should meet the 4 hour
standard and initial assessment via RAT

Bassetlaw Emergency Village Clinical Brief
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Response

As the design progresses use group
involvement will occur.

The Adult ED / Paediatric ED will have full IT
functionality including access to related
Trust software or similar.

There are dedicated ED Imaging facilities.
Additionally, accommodation is to be co-
located with the main Imaging and proximate
to the main Hospital building.

The accommodation will have access to
diagnostic imaging facilities on site

The accommodation will have access to
diagnostic imaging facilities on site

The design will demonstrate compliance with
best practice for prevention of infection and
control.

ED floor will have access to central staff
bases and a higher number of workstations
to support faster patient turnaround and
management.

The design will demonstrate a patient
centric approach, excellent facilities for
training and learning, state of the art
technology and spaces, and good use of
natural light, colour, sound, feel. The overall
design will demonstrate welcoming spaces
where high quality people will want to work.

The accommodation will include office
support for the staff to work in a
multidisciplinary way.

There will be a significant number of rooms
throughout the departments, allowing
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Strategic Aim

should mean fast direction to the most
appropriate clinical treatment area.

Paediatric treatment areas, sub-wait areas
and waiting rooms must be completely
separate from the equivalent adult areas in
EDs that see adult and paediatric patients.
There should be no audio-visual connection
between adult and paediatric areas in such
units.

Elderly patients should also ideally have
audio-visual separation from other ED
patients

Patients should have access to drinks and
toilet facilities if waiting for ED treatment.

Disabled facilities should be available.

The waiting room should be a safe and
pleasant environment for patients or
relatives who need to be there.

Security must be available to supervise the
ED waiting room.

There must be regular and clear
communication with patients in the waiting
room about waiting times.

Health promotion information should be
made available to patients in ED waiting
rooms

Bassetlaw Emergency Village Clinical Brief
for Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

Response

patients to access the most appropriate
clinical areas for their condition, depending
on demand at the relevant time. For both
adults and paediatrics, the patient cubicles
are identical, allowing for a variety of uses.

The Adult ED and Paediatric ED will be
separate entities. They have their own
clinical functions and activities, plus clinical
support areas.

Each clinical area will consist of individual
rooms, allowing for audio-visual separation
to an extent, although waiting areas will be
shared.

The design will include sanitary facilities in
the waiting areas. Both the Adult ED and
Paediatric ED will have beverage bays to
allow staff to supply refreshments if
necessary.

The design will demonstrate that the
facilities throughout the departments will be
NHS compliant.

The design will demonstrate a welcoming
and safe space while giving the prevention
and control of infection its highest priority.

There will be a security CCTV at the main
waiting areas in the Adult ED and Paediatric
ED.

The design team should include IT related
information boards in these locations.

There will be a patient information board
within or adjacent to the main waiting area in
both the Adult ED and Paediatric ED.
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Strategic Aim

Patient registration should take place before
or at the same time as triage.

Patients should be able to access treatment
cubicles on arrival and bedside triage and
registration should be provided.

Bassetlaw Emergency Village Clinical Brief
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Response

The design will demonstrate how the natural
flow within the entrance zone will encourage
registration and then triage.

This is not the preferred model of care for
the Adult ED and Paediatric ED.
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7/ FM Service Requirements

Provision has been made to support:

e Cleaning
e Linen Delivery

e Disposal Holds
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3 Environmental Requirements

In addition to the general environmental requirements these are the specific requirements for
this clinical space that should be taken into consideration.

e All facilities must be readily accessible to wheelchair users and sensory impaired
people.

e All patient areas need to be designed to be secure, protecting patients and staff from
intruders and equipment from theft.

e Number pad lockable doors for all areas containing equipment or patient records.
e A staff call and emergency call system is required.

e Good visibility to all patient areas.

e Appropriate lighting to all patient and staff areas.

e Provision of a security system.
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Appendices

Appendix A — Schedule of Accommodation V15
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Summary Floor Areas Project

Department V15 Clarification Notes & Assumptions
Integrated Front Door 19110

Emergency Department

Primary Care

1029.00}
inc

GP out of hours scheduled as part of ED

Paediatric Emergency & Assessment

927.86

Shared Staff Zone

386.13

subject to workforce review

Total GDA

Whole Facility Allowances
Communication (12%)

2534.10

304.09|Communication allowance assumes single main corridor and 2 storey building

Plant (20%)

506.82|

Gross Internal area

3345.01,

Not included in overall area

Same Day Emergency Care (SDEC) 290.78 436.59
Assessment (ATC) 584.91 644.60
Fracture Clinic 169.32 98.49
Functional Content Existing | Project
Department V15 Clarification Notes & Assumptions
Integrated Front Door N/A N/A
Mental Health 1 1
Emergency Department
Majors 9 19 Majors and Minors combined to provide flexible integrated solution
Minors 7 (0]
Resus 3 4
Primary Care 4 4
Fracture Clinic 1 as existing
CDU N/A 9]
Paediatric Emergency & Assessment
Emergency 3 4
Assessment 10 16
Same Day Emergency Care (SDEC) 0 12
Assessment (ATC) 21 16
Shared Staff Zone N/A N/A

Note: these are predetermined sizes as a result of the consultation document..
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Integrated Front Door Version 15
Size |No. m2 Clarification Notes & Assumptions

Walk-in Entrance
Lobby: entrance / draught 12 1 12.0
Reception 55 2 11.0[5.5sgm per person
Office (Ip) 8 1 8.0l Security satellite office
Waiting Area Allowance 1.5 8 12.0/Small local Waiting Zone only
WC - Semi Ambulant 25 2 5.0
WC - Independent Wheelchair 4.5 1 4.5
Infant Feed 6 1 6.0
Nappy Change 6 1 6.0
Changing Places 12 1 12.0//may not be required if provided elsewhere on site
Bay for shopping, prams & pushchairs 4 1 4.0 shopping, prams & pushchairs
Trolley / wheelchair parking 12 1 12.0[ trolley / wheelchairs
Vending Machine 2 1 2.0/ vending machine
Triage / Streaming 12 2 24.0

Sub total 18.5
Social Care & Mental Health
Exam / Treatment 16 1 16.0
Interview / Counselling / Consent: 7 people 12 0 of
WC - Assisted 5.5 1 5.5
De-escalation room 16 (0] 0

Sub total 215

Net Departmental area 140.0

Planning 5% 7.00

Sub total 147.0
Circulation allowance 25% 36.75[ Circulation allowance is department specific
Engineering 5% 7.35

Gross Departmental area 191.10)
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‘ Emergency Department

Version 15

Change Control

Size |No. |m2

difference |reason for change

Clarification Notes & Assumptions

Donning / Doffing area 12 o 0.0 #REF!
Staff Base (2p) 12 () 0.0 #REF! 5.5sgm per person. Rounded to standard room size
Exam / Treatment 16 o 0 #REF! 2 sided couch access
Treatment / Procedure Room 16 () 0 #REF!
WC - Semi Ambulant 25 o 0 #REF!
WC - Independent Wheelchair 45 () 0 #REF!
Sub total #REF!
Sub-wait 15 8 12.0 #REF!
Clinic Room 12 4 48.0) #REF!
WC - Independent Wheelchair 45 1 45 #REF!
Dirty Utility 8 1 8 #REF!
Resus trolley bay 2 1 2| #REF!
Linen Store 2 1 2| #REF!

Sub total

#REF!

Distressed & Bereaved Persons Facilities

Staff Base (2p) 0 #REF! 5.55am per person. Rounded to standard room size
Consult / Exam (dual sided) 12 o ovo #REF!
Plaster room B o o #ReR
Plaster store 4 o o #ReR
Sub total 0l #REF
Shared Support - Minors, GP OOH & Fracture Clinic
Clean Utiity 2 0 0  #REF!
Dirty Utility 8 o o #ReR
Resus trolley bay 2l o o #ReR
Linen Store 6 o o #ReR
Store 12 [} 0 #REF!
Cleaner's Room 8 o o #ReR
Disposal Hold 8 o o #ReR
Sub total #REF!
Lobby: entrance / draught 2 12| #REF!
Ambulance Handover Area 12 i 120! #REF
Maior Incident Store 8 i 8| #rer
Decontamination room 16 1 16| wrer |Irustinstruction toaddbackin -
16/05/22
Trolley & Wheelchair Parking 2 i 12| #RER 3 accident trolleys & 3 wheelchairs
bulance / Police Room 8 o o #ReR
Ambulance Equipment Store 8 1 80| #REF!
WC - semi ambulant 25 i 25| #ReR Staff
Rapid & Treatment (RAT) w2 28] #REF! taken from Majors activity
Sub total 985 #REF!
Resuscitation
itation Room: Adult 2% 3 78| #REF
Room: Child 2 i 26| #ReR
Staff Base (2p) 55 2 | #ReR
Clinical Support Zone 2 i 2| #REF! Includes blood gas analiser
Dirty Utility 8 i 8| #rerl
Sub total 135|  #REF

Sitting room 12 1 12 #REF!
Beverage Bay / Mini Kitchen 5 1 50|  #REF!
~ Independent Wheelchair 45 1 A.5| #REF!
Body viewing/bier room 2 1 120]  #REF!
Interview / Counselling / Consent: 4 people 8 1 8| #REF!
Sub total 415]  #REF!

Archus

The healthcare infrastructure specialist
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Schedule of Accommodation
Version 15

Staff Welfare

Sub-waiting allowance 9 #REF!
Exam / Treatment 13 182]  #REF!
Chair-centric Bay (recliner) 5 4 20| #REF! fit to sit area
Treatment / Procedure Room 16 1 16| #REF!
Lobby: Isolation 5 1 5| #REF!
Plaster room 16 0 Of #RER Opportunity to remove if current pathways are appropriate.
Plaster store 4 o O #REF! Opportunity to remove if current pathways are appropriate.
WC - Assisted 55 1 55|  #REF!
WC - Semi Ambulant 25 2 50|  #REF!
PPE Station 6 1 6|  #REF!
Donning / Doffing area 2 o 00|  #REF!
Clean Utility: with controlled drugs 16 1 16| #REF!
Satellite Pharmacy 8 1 8| #REF!
Dirty Utility 8 1 8| #REF!
Staff Base (20) 12 1 12 #REF!
Office (1p) 8 1 8| #REF! Sister / Charge nurse
Office (2p) 12 1 12] #REF! Clinical
WC - semi ambulant 25 1 25| #REF! staff
Cleaners Room 8 1 80|  #REF!
Pantry: Ward 2 0 00| #REF!
Beverage Bay / Mini Kitchen 5 1 50|  #REF!
Disposal Hold: 1700 litres 8 1 8| #REF!
Linen Trolley Bay 4 1 4| #REF
IT Hub 4 1 4| #RER
Sub total 3485|  #REF!

Subject to workforce revi

Interview / Counselling / Consent: 7 people 12 o o #REF!
Staff Rest and Mini Kitchen Allowance 18 o] 0o #REF!
WC - semi ambulant 25 o o #REF! Provided in shared staff zone
'C - Independent Wheelchair 45 o] 0o #REF!
Staff Changing Allowance 14 o o #REF!
Sub total 0 H#REF!
Administration Subject to workforce rev
Office (1p) 8 o] 0 #REF!
Office (Open Plan) 5 o] 0o #REF!
MDT Room 16 0 o) #RER
Serminar Room 32 o 0 #RER Provided in shared staff zone
Cleaners room 8 o 0 #REF!
Disposal Hold: 1700 litres 8 o] 0o #REF!
IT Hub 4 o 0 #REF!
Sub total
Net Departmental area 700.0 H#REF!
Departmental Allowances
Planning 5% 35.00 #REF!
Sub total 735.0] #REF!
Circulation allowance 35% 257.25) #REF! Circulation allowance is department specific
Engineering 5% 36.75|  #REF!
Gross Departmental area 1029.00 #REF!

Archus

The healthcare infrastructure specialist
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Paediatric Assessment & Treatment

Paediatric Emergency & Assessment Version 15
Size |No. m2 Clarification Notes & Assumptions
Reception & Waiting
Reception (2p) 5.5 2 n
Waiting Area Allowance 5 6 3 per exam / treatment s_pz_ace, with 10% wheelchair spaces. May be split to provide
separate adolescents waiting area

Wheelchair Waiting Space 3 2 6
Children's Play & Wait 2 3 6
WC - Semi Ambulant 25 2 5
WC - Independent Wheelchair 4.5 1 4.5

Sub total 41.5

Children's Assessment Unit (CAU)

Staff Base (2p) 5.5 2 n
Sub-waiting Allowance 1.5 4 6.0
Exam / Treatment: Paediatric 14 4 56
Lobby: Isolation 5 1 5
Safeguarding Suite 16 1 16

Sub total 94/

Trust instruction for overnight stay facilities within room. Following consultation

CAU Staff Spaces

Single Bedroom 19 6 14.0
document.
Shower Room: Single Bedroom Ensuite 5 6 30.0
Staff Base (2p) 5.5 2 n
Assessment Space 16 8 128.0
Assisted Bathroom 15 1 15.0
Assisted Shower Room 6.5 1 6.5
WC - Semi Ambulant 25 2 5
Treatment room/ consult exam room 16 2 32.0
Office (Ip) - Sister 8 1 8| Sister / Charge nurse
Office (Ip) - On-call consultant 8 1 8/ On-call consultant
Sub total 357.5
Observed Play Area 12 1 12
Sitting room 12 1 12| Relatives
Beverage Bay / Mini Kitchen 5 1 51 Relatives
Milk Kitchen 6 1 6| Relatives
WC - Specimen 4.5 1 4.5
Clean Utility: with controlled drugs 16 1 16
Dirty Utility 8 1 8
Equipment Store 12 1 12
Staff WC - semi ambulant 25 1 2.5| Staff
Disposal Hold: 1700 litres 8 1 8
Cleaners Room 8 1 8
Linen Trolley Bay 4 1 4{Linen trolley
Sub total 98

Subject to workforce review

Departmental Allowances

Staff Rest and Mini Kitchen Allowance 1.8 4 7.2

MDT Room 16 1 16.0

On-call room 12 1 12.0

Ensuite shower room - on-call 5 1 5.0
Staff Changing Allowance 1.4 (0] 0| Provided in shared staff zone

Sub total 40.2

Net Departmental area 631.2

Planning 5% 31.56
Sub total 662.8

Circulation allowance 35% 231.97| Circulation allowance is department specific
Engineering 5% 33.14
Gross Departmental area 927.86

Archus
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Same Day Emergency Care (SDEC)

Version 15

Clarification Notes & Assumptions

Entrance, Reception & Waiting

Triage & Assessment

Reception 55 2 11.0[/5.5sgm per person
Waiting Area Allowance 15 10 15.0/|1 place per assessment place, with 10% wheelchair places
Wheelchair waiting place 3 2 6.0
Children's play and wait 2 3 6.0//10% waiting places. Minimum 3
WC - Semi Ambulant 25 4 10.0
WC - Independent Wheelchair 4.5 2 9.0
Infant Feed 6 0] 0.0
Nappy Change 6 o) 0.0
Wheelchair parking 4 1 4.0
Vending Machine 2 1 2.0}|Vending machine
Sub total 63.0

Treatment & Consultation

Triage room 12 o 0.0fProvide 1room per 10 clinic spaces
Staff Base (2p) 1 1 1.0
Consult / Exam (single sided) 12 2 24.0
Trolley Bay (dual sided) 9 [0} 0.0
Trolley Bay (single sided) 7 4 28| Mix of patient spaces TBC
Chair-centric Bay (recliner) 5 4 20
Chair-centric Bay (armchair) 25 2 5,
Clinical WHB station 1.5 6 9Minimum 1 between 2 patient bays
Clinical Measurement 8 1 8//1 per 20 assessment spaces
Donning / Doffing area 12 [} 0.0

Sub total 105!

Support Spaces

Consult / Exam 12 2 24.0/|1 per 10 assessment spaces
Treatment / Procedure room 16 2 321 per 10 assessment spaces
Sub total 56

Administration
Office (Ip)

Beverage Bay 5 1 5
Clean Utility / Medicine Store 16 1 16.0[|1 per 12 patient spaces. Includes blood gas analyser
Dirty Utility 8 1 8//1 per 12 patient spaces
Resus trolley bay 2 1 2
Medium store 8 2 16
Large store 12 1 12.0
Linen store 6 1 6
Cleaner's room 8 1 8
Sub total 73,
Interview / Counselling / Consent: 7 people 12 [} (0]
Staff Rest and Mini Kitchen Allowance 1.8 (0] [¢]
WC - semi ambulant 25 o) Of|Provided in shared staff zone
WC - Independent Wheelchair 4.5 (0] O
Staff Changing Allowance 14 [0} O
Sub total [¢)

o

‘

Subject to workforce review

Office (Open Plan) 5 0 0| \Provided in shared staff zone

MDT Room 6 [0} (0]
Sub total O
Net Departmental area 297.0
Planning 5% 14.85]
Sub total 311.9

Circulation allowance 35% 109.15} Circulation allowance is department specific
Engineering 5% 15.59]
Gross Departmental area 436.59

Archus
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Administration

Shared Staff Zone Version 15
Size |No. m2 Clarification Notes & Assumptions

Staff Welfare
Interview / Counselling / Consent: 7 people 12 1 12|Wobble room
Staff Rest and Mini Kitchen Allowance 1.8 16 28.8| Staff rest for approximately 1/3 staff, with contingency
WC - semi ambulant 25 2 5
WC - Independent Wheelchair 4.5 1 4.5
Staff Changing Allowance 1.4 45 63[1:2 male/female split

Sub total 13.3

subject to workforce review

Office (1p) 8 2 16/ Single person offices to be bookable for quiet / private working
Office (Open Plan) 5 18 90 Includes 2no. d.eﬁks for CAU, 4nf). desks for SDEC, 2no. desks for ATC, and 10no. desks for
ED. May be split into smaller offices
MDT Room 16 1 16
Seminar Room 32 1 32/|Also used for multi-purpose training
Cleaners room 8 1 8
Disposal Hold: 1700 litres 8 1 8
IT Hub 4 1 4
Sub total 174
Net Departmental area 287.3
Planning 5% 14.37
Sub total 3017
Circulation allowance 25% 75.42 Circulation allowance is department specific
Engineering 3% 9.05
Gross Departmental area 386.13
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1 Executive Summary

1.1 Introduction

This Outline Business Case (OBC) is for the investment of £17.98m to create a modern, fit-for-
purpose emergency village at Bassetlaw Hospital which is part of the Doncaster and Bassetlaw
Teaching Hospitals NHS Foundation Trust. The new facilities will include a new emergency
department for children and adults, which is adjacent to the assessment and treatment
centre, same day emergency care services and the fracture clinic. A children’s assessment
unit will also be included. Facilities will be part new build and part refurbishment, and will be
appropriately configured and right sized to deliver high quality care and meet the rising
demand for services.

1.2 Approvals and Support

Drafting Note: This section assumes formal approval and support. Note to be remove following
formal sign off of OBC

1.21 Trust Board of Directors

The Board of Directors formally approved this OBC at their meeting on 26 July 2022, which
can be found at Appendix S1.

1.2.2 Integrated Care Board

A letter of support in principle for the OBC was received from Nottingham and
Nottinghamshire Integrated Care Board and South Yorkshire Integrated Care Board, which can
be found at Appendix S2.

1.3 Strategic Case

1.3.1 Organisational Overview

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust (DBTH) is one of
Yorkshire's leading acute trusts, serving a population of more than 420,000 across South
Yorkshire, North Nottinghamshire and the surrounding areas.

Hosting three main hospital sites and a number of additional services, the Trust is one of only
six teaching hospitals in the region. It was awarded teaching hospital status in 2017. A modern
and forward-facing Trust employing over 6,500 members of staff, it provides a full range of
local hospital services across the following sites:

Doncaster Royal Infirmary (DRI)

DRI is a large acute hospital with 647 beds, a 24-hour Emergency Department (ED). In addition
to a full range of hospital care, it also provides some specialist services including vascular
surgery. It has inpatient, day case and outpatient facilities.
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Bassetlaw Hospital in Worksop (BH)

BH is an acute hospital with 170 beds, a 24-hour ED and a full range of hospital services
including a breast care unit and renal dialysis. It has inpatient, day case and outpatient
facilities.

Montagu Hospital in Mexborough

Montagu is a small non-acute hospital with 50 inpatient beds for people who need further
rehabilitation before they can be discharged. There is a nurse-led Urgent Treatment Centre,
open 9am-9pm. It also has a day surgery unit, renal dialysis, a chronic pain management unit
and a wide range of outpatient clinics. Montagu is the site of the Trust’s Rehabilitation Centre,
Clinical Simulation Centre and the base for the Abdominal Aortic Aneurysm screening
programme. The Trust intend to develop a new CDC and Elective Orthopaedic Centre at this
site which are currently subject to business case approval.

The Trust also provides outpatient and other health services at Retford Hospital, including
clinical therapies and medical imaging.

1.3.2 Clinical Management Structure

The Trust's clinical services are organised into four divisions as illustrated below.

Figure 1: DBTH Clinical Services
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1.3.3 CQC Inspection

A CQC inspection took place across Trust sites in September and October 2019 and the Trust
received an overall rating of ‘Good’, improving on the previous years’ rating of ‘Requires
Improvement’. Overall, the CQC rated effective, caring, responsive and well-led as good, and
safe as requires improvement.

Specific areas of concern for urgent and emergency care services at Bassetlaw included:

+ At peak times the department experiences crowding with patients waiting in the corridor.
The escalation arrangements in place to mitigate crowding were unclear, particularly for
specialty referral standards, ambulatory care, frailty pathways, or cancer care.

+ Although paediatric nurse cover had improved it did not achieve the Royal College of
Paediatrics and Child Health (RCPCH) (2018) guidance and night cover remained a
challenge.

1.3.4 National Strategies

Key national strategic priorities most relevant to this OBC are contained within the following
documents:

¢+ NHS Long Term Plan;
¢+ Government Construction Strategy;

¢ Lord Carter’s Report: Operational Productivity & Performance in English NHS Acute
Hospitals;

¢ Delivering a Net Zero National Health Service.

Other national strategies pertinent to the scheme are listed in section 2.5.2.

1.3.5 Regional and Local Strategies

Key regional strategic priorities most relevant to this OBC are those set out by:

¢ South Yorkshire Integrated Care Board;
¢ Nottingham and Nottinghamshire Integrated Care Board.

The ICBs’ priorities are based on local Joint Strategic Needs Assessments.

1.3.6 Trust Strategies

Key DBTH strategic priorities most relevant to this OBC are contained within the following
documents:

¢ Trust Values; ¢ People and Organisational Development

+ Strategic Direction 2017-2022; Strategy 2017-2022;

+ Clinical Strategy; * Workforce Plan 2019-2021;

+ Patient and Engagement Strategy; ¢ Digital Strategy 2017-2022;
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¢ Quality and Improvement Strategy 2017- + Estates and Facilities Strategy 2017-2022;

2022; + DBTH Green Plan ‘Our Sustainable Path to
Net Zero'.

1.4 The Case for Change

1.4.1 Existing Arrangements, Issues and Impact of Change

Urgent and emergency care services at BH are currently provided in a number of locations
across the site:

Table 1: Current Arrangements

Service Role

Emergency Department (ED) Minors (UTC)/Majors/Resus for adults and children. Open 24/7

Assessment and Treatment Centre For medical, surgical or frailty assessment. LoS 24-72 hours
(ATC)

Children’s Assessment Unit 10 spaces for assessment and treatment of children and young
people. Open until 9pm, last referral 7pm. Children needing
overnight care/observation transferred to DRI.

Fracture Clinic Open 9 hours per day, 5 days per week.

Same Day Emergency Care (SDEC) For medical, surgical, gynae or frailty non elective care. LoS up
to 12 hours. Open 12 hours per day, 7 days per week

Primary Care Primary care is an appointment-based system on site but not
co-located. It is generally managed by advance nurse
practitioners and limited GP input.

The current location of services is illustrated in the figure below.
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Figure 2: Emergency Services - Existing Site Layout
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The figure illustrates how fragmented some of the current urgent and emergency care
services are. For example, the paediatric spaces within the ED are not adjacent to the
children’s assessment unit (which is located elsewhere in the hospital), which means that staff
cannot easily work across both areas. In addition, the location of SDEC away from the ED does
not encourage same day care. The existing footprint for re-use is disjointed and would not
allow for the required interdependency and co-location that the emergency care services
require. Without additional accommodation the required schedule of accommodation to meet
service demand cannot be met.

The figure below illustrates the current patient pathway for urgent and emergency care
services at BH. The front door process is as follows:

* 24/7 Receptionist books patients in.

¢ 24/7 Band 5 Triage Nurse triage minor illness / injury patients in the A&E treatment rooms.
Blood tests, ECGs, observations etc are initiated here.

+ 24/7 Band 6 Enhanced Nurse Practitioner undertakes full assessment and treatment for
minor illness.

The existing process is not as efficient as it could be. For example, patients suitable for SDEC
often end up in ED first, and many minors could be directed away from ED to be treated
elsewhere. Triage and clinical streaming could be improved to ensure that patients are
directed to the most appropriate care.
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Figure 3: Current Adult Patient Pathway
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The configuration of existing urgent and emergency care services is not fit to deliver the
Trust’s new clinical model for emergency care which aims to improve clinical streaming and
triage at the front door and ensure that facilities are correctly sized and co-located to
improve patient flow and increase flexibility. The new clinical model is described in detail in
section 4.7.2.

The main problems with the existing services are described below.

ED capacity

The department was originally designed and built to safely manage a maximum of 100 people
a day. It currently sees an average of 153 patients a day, with the highest ever daily attendance
at 236.

The busiest times are 10am-1pm and 5pm to 7pm every day, with Monday being the busiest
day of the week.

In terms of patient acuity, resus activity remains fairly stable. ‘Majors’ have seen a general
decline while ‘minor’ attendances have increased. These trends are illustrated in the figure
below.
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Figure 4 ED Majors and MinorsPatients by Acuity Stream
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Figure 5 ED Resus Patients by Acuity Stream
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Patients are currently being diverted out of the area due to lack of capacity. Demand will
continue to increase in the future in line with the growing and ageing demographic of the local
population. In addition, the legacy of the Covid-19 pandemic will lead to increasing demand for
primary and acute services as many patients who were reluctant to contact their GPs during
the pandemic are now coming forward with health concerns.

The urgent care offer is often confusing for patients who are not always sure how and where to
access the right care. Extensive patient engagement has revealed that patients generally
prefer to come straight to the ED, feeling it is their only option.

Overall, it is clear that the increasing demand for emergency care services cannot be met
within existing facilities and that further capacity will be required.
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Patient flow

The emergency care pathway is currently fragmented which results in inefficiency and lack of
flexibility. For example, the location of SDEC facilities away from the ED does not encourage
same day care and means that the Trust is currently not meeting the requirement for easy
access to same day emergency care as set out in the NHS Long Term Plan.

According to the key findings of the report ‘Front Door Streaming Model for the Bassetlaw
Emergency Village’, urgent, ambulatory and assessment services should be co-located. This
will support the transformation of patient journeys and optimise flexibility and efficient use of
the workforce within the urgent and emergency care pathway, both in terms of supporting the
delivery of care in the right place, at the right time, by the right staff, as well as supporting
access to senior opinion and decision making at the earliest possible stage in the patient
journey.

Streaming patients to the most appropriate care pathway will result in improved clinical
outcomes, operational efficiencies and reduced admissions.

A recent review of U&EC services at Bassetlaw Hospital (which formed part of a wider review
across the South Yorkshire ICB) made recommendations in the following areas:

¢ Streaming could be improved by moving from the current model of streaming at the ED
front door to a model in which UTCs (staffed by a combination of primary care and acute
staff) act as the front door of ED to enable emergency medicine specialists to focus on
higher acuity need within the ED.

¢+ Many ‘minors’ could be considered for alternative care settings. Earlier signposting of
patients by community-based teams/ambulance services could avoid ED attendances
and admissions.

+ Direct access into SDEC facilities avoiding inappropriate use of ED.

+ SDEC facilities should be developed to accommodate an enhanced frailty pathway to help
older patients access the care they need without having to go through the ED, and other
pathways such as respiratory, abrasions/contusions etc.

A more detailed summary of the key findings is contained in Appendix S12 ‘Front Door
Streaming Model for the Bassetlaw Emergency Village'.

Reorganising existing emergency care facilities to ensure that key services are adjacent to
each other will improve patient flow, resulting in better clinical outcomes and a more efficient
service. This is explored in the clinical pathway model section 4.7.2, the 1:200 design and
adjacency matrix, section 4.7.1.

Paediatric urgent and emergency services

In previous inspections, the CQC found that the hospital was not achieving the Royal College
of Paediatrics and Child Health (RCPCH) (2018) guidance which stated there should be two
paediatric nurses present on each shift. It also stated that adult nurses covering the
department should have training to ensure they have the relevant skills and competencies to
care for infants, children and young people. Patient pathways within ED were specifically
highlighted due to the front door streaming process and the number of paediatric nurses
available within the department.
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The Trust has had difficulties recruiting paediatric nurses and, as a result of these challenges,
in January 2017 the Trust temporarily closed the children’s overnight service. The changes
meant that the overnight children’s inpatient service was temporarily transferred to DRI. The
inpatient ward changed into a Children’s Assessment Unit (CAU) with 10 clinical assessment
spaces open until 9pm but only accepting referrals until 7pm. All children requiring overnight
care (including observation) still continue to be transferred to DRI, a 20-mile journey which on
average is a 35-40 minute drive. If patients are assessed as being well enough, they can travel
in the family’s own transport if available. Before the closure of the overnight service there were
14 beds available for children and young people. This was further reduced to six immediately
prior to the closure due to staff shortages. Under the current temporary arrangements, the
unit has 10 assessment spaces for children and young people. The Trust has recently
completed a separate consultation on a permanent solution for children who need urgent and
emergency care at Bassetlaw Hospital. The consultation showed that there was overwhelming
support (86% of respondents) for building a new CAU next to the ED, which would allow
children to stay overnight at Bassetlaw rather than transferring to DRI. See section 2.7.4 for
more details.

The co-location of Adult ED, Children’s ED, CAU and other services would allow for the
required paediatric ratios — two per shift, as indicated by the CQC - to be achieved and
improve the offer for children at the Bassetlaw site. Co-location also means that the Trust can
provide a greater range of services with the same level of staff, helping to reduce the risk of
staff shortages which have an impact on service resilience and safety. It is also expected that
the new facilities and clinical model will create a more attractive place to work, helping to
maintain staffing levels, and balancing recruitment and retention.

Backlog maintenance and estates issues

The condition of the building is currently too poor to make it suitable for its role in the future
as part of the ICS emergency services provision. Backlog maintenance costs are high, (see
Table 6) and the Bassetlaw Hospital site also has RAAC roofing on a number of buildings which
are due to be replaced as part of the national RAAC eradication programme. The Department
of Health (DH) Lord Carter productivity and efficiency programme dashboard report has
continually indicated that the trust is year-on-year significantly underinvesting with regard to
backlog maintenance.

Issues surrounding asbestos management, electrical and mechanical infrastructure also need
to be addressed. In addition, the DBTH site was inspected by the NFRS Fire Service under the
regulatory reform (fire safety) order 2005 and has been served a fire deficiencies notice at BH
(on 22 February 2018).

The provision of new build and refurbished facilities would significantly reduce the amount and
cost of backlog maintenance.

Recruitment and retention

One of the longstanding key challenges for services is the recruitment and retention of staff.
This is not unique to the local area and workforce shortages have been exacerbated by the
pandemic. In December 2016, The Royal College of Nursing published the report ‘RCN Safe and
Effective Staffing: The Real Picture’ which highlights how there are approximately 40,000
registered nursing vacancies in England.
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In 2019 that number was reported at 43,000 vacancies, equating to a vacancy rate of 12%.
Significantly 22% of all reported hard-to-fill vacancies (hard to fill is defined as vacant for over
three months) are in the fields of learning disabilities, mental health and children’s nursing. In
2017 challenges in recruiting paediatric nurses led to the need to make temporary changes by
closing the children’s overnight service.

These temporary changes are still currently in place. Before any temporary changes were
made, there were 14 beds available for children and young people needing to stay in hospital
at Bassetlaw. Just before the ward was temporarily closed staff shortages meant that there
were 6 beds available. Under the current arrangements, the unit has 10 assessment spaces for
children and young people.

By relocating the CAU next to the paediatric spaces in the ED, paediatric staff will be able to
work across the two areas, which will improve efficiency, make the ED a more attractive place
to work and therefore improve recruitment and retention rates.

1.4.2 Potential Scope

The scheme includes:

An upgraded emergency care service at BH, appropriately configured and right-sized to
deliver the highest standards in emergency care;

+ Full integration of urgent care services with the emergency department (ED), with single
ambulant points of access to UTC and ED facilities;

¢+ Co-location and development of a Children’'s Assessment Unit.

+ An environment that maximises efficient and effective use of the workforce to deliver high
quality emergency care and sustain the care quality improvement trajectory.

1.4.3 Main Benefits Criteria

Satisfying the potential scope for this investment will deliver the following high-level strategic
and operational benefits. By investment objectives these are as follows:

Table 2: Investment Objectives (IO) and Benefits

10 ref Main benefits criteria

1Health Outcomes | Stakeholder Group: Patients / staff / public
and People
Centred
Environment

e Reduced patient time spent in ED leading to improved throughput and
releasing capacity

e Improved patient and carer experience

e Sufficient capacity to meet demand

e Flexibility to meet surge and fluctuations in demand

e Greater staff satisfaction

2 Innovation Stakeholder Group: Patients / staff

e Improved streaming through Integrated Front Door reduces ED
attendances

e Improved management through digital enablement
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10 ref Main benefits criteria
3 Environmental Stakeholder Group: Patients / Staff / Public / NHS Trust

Sustainability e Reduced greenhouse gases because of reduced energy consumption

e Reduced greenhouse gases because of fewer transfers to DRI

e Improved compliance with statutory requirements including HTM, HBN,
Firecode and BREEAM compliance and infection control approach

4 Community Stakeholder Group: Patients / Staff

Connections . L .
e More equitable access to ED and Paediatrics service

e Greater collaboration with partners, such as Notts Healthcare

5 Economic and Stakeholder Group: NHS Trust
Financial

. o e Reduced transport costs due to fewer transfers to DRI
Sustainability

e Rota efficiencies due to improved adjacencies between ED and ATC
e Improved energy consumption

6 Social Impact Stakeholder Group: Patients / Staff

e Creation of social value including creation of apprenticeship and job
creation

1.4.4 Main Risks

The main risks of this investment are shown below. For further detail on risk, please see the
Economic, Commercial and Management Cases.

+ Financial - Capital funding is not made available by NHSI/DH/Treasury. Project proves
unaffordable from a revenue perspective. Hyperinflation increases costs and results in an
unaffordable project.

+ Internal and External Approval, - Business case(s) is/are rejected or there is a delay in
approval by the Board of Directors or NHSEI. Dependencies on other business cases eg
RAAC, SDEC, ATC may slow progress.

+ Design and Construction- Planning Approval is severely delayed, comes with onerous
conditions or is refused. Project is not delivered to the brief or appropriate standards.
Increase in procurement periods/lead ins and material shortages.

¢ Operations and Transformation- Changes to models of care, demand, and/or
commissioning adversely impacts upon the future efficiency and suitability of the project
design. Poor quality brief that does not accurately portray the Trust’s requirements.

+ Human Resources - Project failure due to poor resourcing/project management. Inability
to provide a sufficient and suitably skilled workforce to properly staff and operate the
facility post-handover.

1.4.5 Constraints and Dependencies

The project is subject to following constraints:

+ The project is constrained by the space available on site for expansion of emergency
services while also maintaining colocations.
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* The project is constrained by the maximum available/affordable capital envelop for the
scheme of £17 million, which may be under pressure due to current market conditions such
as hyperinflation.

+ The project is constrained by the requirement for net revenue costs maintaining or
improving but not deteriorating the Trust financial position.

¢ The project is constrained by the requirement to achieve all relevant building and design
standards set out in HBNs and HTMs.

+ The project is constrained by the requirements arising through consultation with the
public.

+ The project is constrained by the requirements imposed by planning permission approval.

¢ Building works must be completed by March 2024 in order to access Wave 4 STP funding.

The project is subject to following dependencies that will be carefully monitored and managed
throughout the lifespan of the scheme:

+ Nottinghamshire Healthcare Foundation Trust agrees to vacate part of the premises (it
currently provides some of its inpatient and outpatient mental health services from BH).

+ Business Case Approval: the project is dependent on the Trust securing NHSE/I approval of
the OBC and FBC.

¢ Planning permission approval.

+ Interdependencies between this scheme and other related schemes: ATC, SDEC, Single
Site Trauma.

+ Effective out of hospital demand management to support the activity and capacity
requirements in the scheme.

+ For the adjacency benefits to be realised the project is dependent on the RAAC, ATC and
SDEC projects to be complete in time.

1.5 Economic Case

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 OBC
documents the range of options that have been considered in response to the scope
identified within the strategic case; and provides evidence to show that the most
economically advantageous offer has been selected, which best meets service needs and
optimises value for money.

1.5.1 The Long List

In developing the long list of scope options for this scheme the Project Team ensured that
suitable Do Minimum and Do Maximum options were considered which would enable the |0s
and CSFs set out in the Strategic Case to be met.
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The qualitative options appraisal process outlined in the preceding sections resulted in the following framework summary.

Table 3: qualitative options appraisal

Project

Business as Usual

Do Minimum

Intermediate Option

Intermediate Option

Intermediate Option

Do Maximum

1. Service Scope

As outlined in Strategic
| Case

1A — Continue with
current clinical model

Carried Forward

1B — Implement
Paediatrics model (ED
and dedicated CAU)

Carried Forward

1C — Implement Paeds
model and Front Door

model and right size ED

Preferred Way Forward

1D — As IC plus deliver
new ATC

2. Service Solution

In relation to the
preferred scope

2A - Ongoing
maintenance

Carried Forward

2B — Refurbish existing
facilities and deliver
Paeds

Carried Forward

1E — As 1C plus deliver
new ATC and SDEC

2C — Refurbish existing facilities and new build (as per SOA v1)

Preferred Way Forward

1F — As 1C plus deliver
new ATC, SDEC and
Fracture Clinic

2D — New build (as per
SOA v2)

Carried Forward

3. Service Delivery

In relation to the
preferred scope and
service solution

3A - Continue with
existing

Carried Forward

3B - Procurement
Framework (i.e. P21+)

Preferred Way Forward

4. Implementation

In relation to preferred
' scope, solution and
method of service
delivery

4A- Continue existing

Carried Forward

3C - Full Procurement
Process

4B - Phased

Preferred Way Forward

3D - Development
Partner

5. Funding

In relation to preferred

5A — Continue with
existing

5B — CRL Funding

5C- PDC Funding of
£17.6m

5D - Combination of CRL and PDC funding

3E - Public Private
Partnership / Joint
Venture

4C - Single-Phased
Build

5E - Alternative
funding models

scope, solution, method
of service delivery and
implementation

Carried Forward Carried Forward Preferred Way Forward
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An assessment against the I0s and CSFs and a SWOT analysis for these scope and solution
option choices was conducted as part of the options appraisal process. The findings are

contained in Appendix E1.

1.5.2 The Short List

In line with guidance and best practice, the business case should identify a minimum of four
shortlisted options for further appraisal. These should include:

¢ Business as Usual: The benchmark for value for money;

¢ ‘Do Minimum”: A Realistic way forward that also acts as a further benchmark for Value for
Money, in terms of cost justifying further intervention;

¢+ 'Recommended’ The preferred way forward at this stage;

+ One or more other possible options based on realistic ‘more ambitious’ and ‘less
ambitious’ choices that were not discounted at the long-list stage.

The options framework can be used to filter the options considered at the long-list stage to
generate the potential short-list for the project, as illustrated below. The following table uses
the numbering used in the summary table above to map option choices into a summary of the

short list identified.

O - Business as

Options Usual

1- Do Minimum

2 - Preferred Way
Forward (PWF)

3 - More Ambitious
PWF

Continue with
current clinical
model

Project Scope

No initial
investment but
continue with

Project existing
Solution arrangements
for ongoing

maintenance

Minor changes to
clinical model:

Adult ED model remains
largely unchanged

Proposed Paediatrics
clinical model (ED and
dedicated CAU)

Enable interfaces with

new ATC and SDEC
where possible

Refurbish existing
facilities:

Adult ED remains in
current location and
current size

Deliver SOAv15 for
Paediatrics ED and CAU

Deliver proposed
clinical model and right-
size to meet forecast
demand:

Integrated front door
(Combined primary
care + ED triage +
streaming)

Maijors, Minors, Resus,
Mental Health, Primary
Care

Paediatrics ED and
dedicated CAU

Enable optimum
interface with new ATC
(to realise associated
benefits)

Enable optimum

interface with new
SDEC

Refurbish Mental Health
building and deliver new
build extension:

Deliver SOAv15**
Achieve improved
adjacencies / clinical
flow

Deliver proposed
clinical model and right-
size to meet forecast
demand:

Integrated front door
(Combined primary
care + ED triage +
streaming)

Majors, Minors, Resus,
Mental Health, Primary
Care

Paediatrics ED and
dedicated CAU

Enable optimum
interface with new ATC
(to realise associated
benefits)

Enable optimum
interface with new
SDEC

Demolish Mental Health
building and create new
build facility:

Deliver SOAv15**

Achieve optimum
adjacencies / clinical
flow
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Obtions O - Business as 1- Do Minimum 2 - Preferred Way 3 - More Ambitious
. Usual Forward (PWF) PWF
Co-locate with new ATC  Co-locate with new
and SDEC* SDEC*
. Continue with . . Deliver via procurement = Deliver via procurement
Service . Deliver via procurement
. existing framework (eg P21+) framework (eg P21+)
Delivery framework (eg P21+)
arrangements
Project Continue with Phased Build - Phased Build - Phased Build -
Implementatio = existing Programme TBC Programme TBC Programme TBC
n arrangements
. Continue with Combmapon of £17.6m Combination of £17.6m
Project . . PDC funding + .
. existing CRL funding " 5 . PDC funding +
Funding additional CRL (inflation "
arrangements additional CRL

only)

*Both ATC and SDEC are subject to separate business cases and so are excluded from the scope of the capital
cost forms and drawings for this business case but their locations/sizes/adjacencies need to be factored into the

design

It is important to note that the preferred way forward identified above is not the preferred
option at this stage. The preferred option is identified from the appraisal of the short-listed
options which will be explored in the economic appraisal.

1.5.3 Economic Appraisal

An economic appraisal has been prepared to evaluate the costs, benefits and risks of the
shortlisted options to identify the option that is most likely to offer best public value for

money.

Capital and revenue costs have been estimated based on 1:200 drawings, agreed schedules of
accommodation and anticipated requirements. A robust assessment of benefits and risks was
undertaken and, where possible, these have been quantified in monetary values. The resulting
assumptions have been used to populate the Comprehensive Investment Appraisal (CIA)
model and estimate the Net Present Social Value (NPSV) and Benefit Cost Ratio (BCR) for each
option.

The results of the economic appraisal demonstrate that Option 2, which involves refurbishing
and extending the Mental Health building to create Bassetlaw Emergency Village, offers best
value for money with the best incremental Net Present Social Value (NPSV) and a Benefit Cost
Ratio (BCR) of 4.48.

This is because the £17.98m capital investment required to deliver Option 2 will generate a
range of benefits including:

+ Providing CAU facilities overnight will result in fewer children being transferred to DRI
reducing associated costs.

¢ Improved adjacencies between ED and ATC will enable more integrated ways of working
and deliver rota efficiencies.

¢ The integrated front door and improved clinical flows will enable ED to achieve national
targets and reduce patients’ time spent in the department.
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¢ Providing a better working environment and clinical model that will provide opportunities
to improve recruitment and retention, reduce sickness absence, and reduce reliance on
agency usage.

+ Providing modern efficient facilities that will improve energy consumption.

¢ Delivering social value through local investment including creation of apprenticeship and
new construction job opportunities.

Option 1, the Do Minimum, involves refurbishing the existing ED and Mental Health building at a
cost of £17.2m. This would deliver minimal benefits as although it enables delivery if the
Paediatrics model, it does not change the ED location or model and so will not result in any of
the benefits associated with improved adjacencies, front door streaming and clinical flow. It
also does not provide sufficient capacity to accommodate predicated ED demand in the
future. It therefore results in a whole life Net Present Cost and BCR of just 0.32, representing
relatively poor value for money.

While Option 3, which involves investing £35.3m to deliver a new build solution for the
Bassetlaw Emergency Care Village, delivers similar benefits to Option 2, the increased level of
investment means it results in a lower BCR and so offers less value for money. It is also unlikely
to be affordable.

Sensitivity testing was undertaken which demonstrated that these results are not particularly

sensitive to changes in key assumptions.

A summary of the results of the economic appraisal is provided in the table below.

Table 4: Options Overview

. Option 2 - .
Option O — BAU Option1-Do Refurbish and Option 3 — New
Minimum Build
Extend
Incremental
NPSV (0] -£10.Im £61.9m £51.4m
Benefit Cost 0.00 0.32 4.48 2.81

Ratio

Significant
non-financial
benefits

Some improvement
to estate

Delivers benefits of
adjacencies
between
Paediatrics ED and
CAU

Delivers benefits of
Integrated Front
Door, ED
adjacencies,
Paediatrics ED and
CAU adjacencies

Interface with new
ATC allows clinical
model benefits to
be fully realised

Provides
adjacencies that
enable successful
delivery of new
SDEC scheme

In addition to
Option 2,
potentially
optimises
adjacency benefits
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. Option 2 - .
Option0-BAy  OPtioni-Do Refurbish and Option 3 — New
Minimum Build
Extend
Residual risks Suboptimal Minor compromises = Capital affordability

Lifespan

Rank

Switching

Does not increase
capacity to meet
current and future
demand

N/A

adjacencies and
clinical flow will
reduce benefits

Complex phasing
increasing risks of
delay, disruption to
services during
works, and delay to
achieving benefits

Does not increase
capacity to meet
current and future
demand

N/A

to adjacencies

compared to a new

build solution

Provides capacity
to meet predicted
demand to 2035

1

To rank equal to
next best option
(Option 3) costs
would need to
increase by 58.9%
or benefits reduce
by 13.2%

Provides capacity
to meet predicted
demand to 2035

2

To rank equal to
preferred option
(Option 2) costs
would need to
decrease by 36.9%
or benefits increase
by 13.1%

It is therefore recommended that Option 2 is carried forward as the preferred option.

1.6 Commercial Case

1.6.1 Commercial Feasibility

The purpose of the Commercial Case is to demonstrate that the preferred option will result in
a viable procurement and a well-structured deal between the public sector and its service
providers. Demonstrating a viable procurement requires an understanding of the marketplace,
knowledge of what is realistically achievable by the supply side and research into the
procurement routes that will deliver best value to both parties.

1.6.2 Scope

The scope of the scheme as agreed during the options assessment process is as follows:

To deliver the proposed clinical model and provide the functional content to meet forecast
demand for services, including:

+ Anintegrated front door for emergency services (combined primary care, ED triage and

streaming)

¢ Majors, minors, resus, mental health and primary care

¢ Paediatrics ED and dedicated Children’s Assessment Unit

¢ Enable optimum interface with new ATC and new SDEC.
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The construction solution required to achieve these aims is as follows:

¢ Refurbish the existing mental health building and deliver a new-build extension
+ Deliver the agreed Schedule of Accommodation V15

+ Achieve improved adjacencies/clinical flow

¢+ Co-locate with new ATC and SDEC.

1.6.3 Procurement Strategy

The procurement strategy has been developed by Edge Cost Consulting. A non-commercial
evaluation was undertaken by Edge of the five procurement options (as detailed in their
procurement strategy report — see Appendix C1).

The non-commercial procurement evaluation has identified ProCure 21+ as the most
appropriate procurement route for the project as this best satisfies the main project criteria
around speed of delivery (P21+ is the quickest route to market), and appointment of a trusted
contractor to deliver the works in a highly sensitive clinical area (IHP are familiar with Trust
estate).

It is acknowledged that concerns have previously been raised with regard to the validity of this
procurement route and suitability given that IHP were appointed some eight years ago and the
P21+ framework has subsequently been replaced by P22 (and now P23). On the basis that the
original scheme information pack which formed the basis of IHP's appointment included an ED
development at Doncaster Royal Infirmary (see Appendix C2 for the HLIP), the project team
considered that the emergency village project would be an acceptable substitute to the DRI
scheme given its similar functional content, scale and value. The Project Team sought advice
from Andrew Mitchell, P22/23 Implementation Advisor within the Commercial Directorate at
NHSEI, on the Trust’s ability to utilise the existing P21+ agreement with IHP to progress this
scheme. Following discussion between Andy White, Head of Capital Projects at DBTH, and
Andrew Mitchell, this approach has been agreed and the project is live on the P21+ database.

IHP have a strong track record in delivering projects in the healthcare industry and have
worked on various projects with the Trust. This includes the RAAC Replacement works that are
currently in progress at Bassetlaw Hospital. The co-location of the two projects creates the
benefit of being able to offer cost efficiencies by utilising existing trades, plant,
accommodation etc, which will result in reduced prelims.

The appointment of IHP also brings risk reduction to Health & Safety variables, including the
safety and wellbeing to staff, patients, construction operatives and the public directly and also
indirectly through disruption to clinical activities. In addition to this, IHP’s experience on a
similar scheme at Chesterfield will be invaluable in terms of applying the lessons learned and
delivering the project within appropriate timescales.

Given its long-standing relationship with the Trust and the benefits that this brings, IHP were
deemed highly suitable candidates to deliver the design and main construction works that
align with the key objectives set out by the Trust for the Emergency Village project.
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Following analysis, the best option for procurement — the P21+ route - was recommended by
Edge to the Project Board and has been endorsed by the Trust’s procurement team and the

Department of Health.

1.6.4 Procurement Process

This evaluation has scored each of the procurement options against a set of criteria which
reflects the Trust's project-specific criteria set out in section 4.4.

1.6.5 Key Contractual Milestones and Delivery Dates

The table below sets out the key contractual milestones and delivery dates:

Table 5: Key Contractual Milestones

Activity

Completion Date

Project Letter of Instruction Provided
DBTH Sign Off 1:200s

OBC submission to NHSE&

Submit planning application

Submission of GMP to DBTH for review

December 2020
May 2022
July 2022
September 2022
December 2022

FBC submission to NHSE&I January 2023

NHSE/I FBC review and approval 14 April 2023
Contractor Mobilisation March 2023
Construction April 2023-April 2024
Stage 4 - Completion April 2024

Stage 5 — Handover June 2024

1.6.6 Key Contractual Issues

The Procure 21+ contract is a bespoke contract based upon the NEC3 Option C Contract. Both
process and contract are bespoke to mirror the NHS business case approval process, giving
clients the control mechanisms to ensure their scheme remains on budget at each stage, with
break clauses (without penalty) throughout the design and development period. The
framework contract is set and agreed by partnering organisations, and no project-specific
amendments are permitted.

Clients can use the process and the partnership working relationship with their supply chain to
drive as much value as they can — often creating long-term relationships with their ProCure21+
supply chains to deliver additional value on long-term objectives.

When a final design is agreed, costed and thoroughly market-tested, the client is given a
Guaranteed Maximum Price (GMP) for the scheme. This limits the client’s liability to price
increases, risk and poor performance. If the scheme is delivered below the budget, a gainshare
mechanism shares the savings 50:50. Any overspend (that is not a client-instructed change)
is borne 100% by the supply chain.
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1.6.7 Risk

The Risk Register is a live document and is critical to the NEC process. During the tender
phase, risks will be allocated to parties, which will impact on the agreed contract price.

All risks will be assessed and quantified, the project team will agree which party is best placed
to own and manage that risk. This will also give the Trust the opportunity to assign risk to the
contracting organisation; albeit this will increase the cost of the agreed guaranteed maximum
price. The proposed risk transfer is as below:

Table 6: Risk Transfer Matrix

Potential allocation

Risk Categor
e Trust PSCP Shared

1. Design risk v
2. Construction and development risk v
3. Transition and implementation risk v

v

4. Availability and performance risk

5. Operating risk

6. Variability of revenue risks

7. Termination risks

8. Technology and obsolescence risks
9. Control risks

10. Residual value risks

11. Financing risks

12. Legislative risks v

The above Risk Matrix will be reviewed at key milestones and gateways.

1.6.8 Personnel

TUPE —the Transfer of Undertakings (Protection of Employment) Regulations 1981 —will not
apply to this investment as there is no transfer of a business, or part of a business, between
employing entities.

1.6.9 Design Specific Information

The project team have developed a demand and Capacity Modelling, Schedule of
Accommodation, Clinical Brief and 1:200 design with clinical, operational, estates and design
stakeholders’ involvement. These documents have been signed off by relevant Trust key
stakeholders, see Appendix C3 for the sign off sheet.
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1.7 Financial Case
1.71 Capital Costs

It is anticipated that delivery of the preferred option will require capital investment of £17.89m
which will be funded as follows:

¢ £17.605m provided through Wave 4 STP funding as outlined in the original SOC.
¢+ £0.393m self-financed by the Trust including:

- £0.186m funded as part of the Trust's wider Mental Health scheme, specifically in this
case to provide appropriate Mental Health spaces in ED.

« Work is underway to explore options to fund the remaining £0.207m, such as value
engineering to reduce costs as the design of the scheme matures.

1.7.2 Revenue Consequences

The revenue consequences of this investment include:

+ £0.143m of incremental operating costs each year to cover the additional cleaning, utilities,
and maintenance requirements incurred as a result of the increased floor area.

¢+ £0.196m of annual depreciation charges, based on a 60-year asset life and applying asset
values advised by Cushman & Wakefield.

* Public Dividend Capital (PDC) dividend payments are calculated using the average cost of
net relevant assets each year at the current standard 3.5% rate of return until it is repaid.
+ Additional costs are largely mitigated by cash releasing benefits of £0.683m p.a.

Recurring revenue costs including capital charges and cash releasing benefits have been
included in the financial model with appropriate inflation rates applied.

The results, shown in the table below, demonstrate that the scheme is affordable in revenue
terms over the whole life of the asset.

Table 7 Incremental impact on SOCI

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33 Remaining Total
Years

£'000 £'000 £'000 £000 £000 £'000 £'000 £'000 £'000 £000 £000 £000
Income 0 0 0 0 0 0 0 0 0 0 0 0
Operating expenditure -50 209 576 589 602 615 628 642 656 670 58,529 63,665
Impairment -4,135 0 0 0 0 0 0 0 0 0 0 -4,135
Depreciation 0 -173 -196 -196 -196 -196 -196 -196 -196 -196 -9,580 -11,318
Operating surplus / (deficit) -4,185 36 381 393 406 419 432 446 460 474 48,949 48,212
PDC charges -235 -466 -461 -459 -456 -455 -454 -453 -453 -450 -32,384 -36,726
Surplus / (deficit) -4,419 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 11,486
Impairment reversal 4,135 -0 -0 -0 0 -0 0 0 0 -0 0 4,135
Adjusted surplus / (deficit) -284 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 15,621

However, it should be noted that:

+ There is an initial cost pressure in the early years of the scheme as new ways of working
are embedded and cash releasing benefits established.

+ Affordability is dependent on the delivery of the cash releasing benefits. and further work
is required to develop the workforce model behind this at FBC stage.
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programme, in accordance with best practice.

1.8.1 Project Plan
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The anticipated project programme is attached at Appendix M1. High level milestones are set

out in the following table:

Table 8: Project Milestones

Activity Start Date End Date
OBC Production 05/05/2022 26/07/2022
NHSE&I OBC Approval 30/07/2022 21/10/2022
Design Development (RIBA stage 3) 18/07/2022 31/10/2022
Design Completion (RIBA Stage 4 Co-ordinated Design) 11/10/2022 17/01/2023
Market Testing 27/09/2022 28/11/2022
Receipt of GMP 13/12/2022 13/12/2022
Finalisation of FBC 14/12/2022 13/01/2023
Trust Approval 16/01/2023 20/01/2023
Submit FBC to NHSE&I 14/04/2023 14/04/2023
NHSE&I FBC Approval 23/01/2023 31/03/2023
Stage 4 Enabling works 20/02/2023 31/03/2023
Stage 4 Construction Works 03/04/2023 05/04/2024
Handover and Completion 05/04/2024 19/06/2024

1.8.2 Project Management Arrangements

The project will be managed in accordance with PRINCE 2 methodology. The Programme Board
is responsible for driving forward and delivering the outcomes and benefits of this
development. Members will provide resource and specific commitment to support the project
manager in respect of the key deliverables.

The key principles behind PRINCE 2 are the identification of the following functional areas of
the project governance structure:

+ Governance functions;

¢ Delivery functions;

* Assurance functions.

1.8.3 Project Governance

The Project Board, chaired by the SRO, Dr Kirsty Edmondson-Jones, will oversee the delivery
of the project through the identified work-streams from conception to completion.
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Accountability for the outputs of the individual workstreams sits with the respective
workstream leads. The project is governed as indicated below:

Trust Board

Finance and
Performance Committee

Bassetlaw Emergency
Village Project Board
+
Bassetlaw Emergency
Village Steering Group

]
¥ v v v v v

Finance, Information Communications Estates IT and
and Contracting and Engagement Capital

Workforce Clinical Model Business Case

1.8.4 Benefits Management

Benefits have been identified and quantified in line with the Green Book and the Treasury
Comprehensive Investment Appraisal model. The delivery of benefits will be managed through
the Project Board.

An assessment has been undertaken to compare the benefits to the project investment
objectives. This has determined that each investment objective has been met by one or more
benefits.

As part of the OBC, benefits have been identified and measures established, and a plan agreed
to collect baseline data and agree targets and methods of monitoring.

1.8.5 Change Management

Change management associated with the project will be managed through the Project Team
and authorising bodies that preside over it, under the chairmanship of the SRO. Day to day
change management issues will be discussed at the Project Board and any resultant contract
and/or cost changes will need to be approved accordingly.

1.8.6 Risk Management

The responsibility for managing the risks of the project resides with the Capital Project
Manager. Key project risks will be identified and recorded on a Risk Register, where they will be
allocated a Risk Manager, who is responsible for managing the risk together with the mitigation
measure identified for that risk.

The Risk Register has been developed and presented to the Steering Group and Project Board.
It is a separate stand-alone ‘live document’ which is reviewed and updated throughout the life
of the project to capture new risks, identify those whose status has changed, examine
mitigation strategies and close risks which are no longer applicable.
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1.8.7 Post Project Evaluation

The arrangements for PPE have been established in accordance with best practice. This will be
a two-stage approach, with the Project Completion Report (PCR) being completed at six
months of the building being in use; followed by the full post-project evaluation at two years

1.8.8 Publication of the OBC

Arrangements will be made to publish this OBC on the Trust’s website, excluding any
commercially sensitive information, following formal approval.
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2 The Strategic Case

2.1 Introduction

This Outline Business Case (OBC) is for the investment of £17.98m to create a modern, fit-for-
purpose emergency village at Bassetlaw Hospital which is part of the Doncaster and Bassetlaw
Teaching Hospitals NHS Foundation Trust. The new facilities will include a new emergency
department for children and adults, which is adjacent to the assessment and treatment
centre, same day emergency care services and the fracture clinic. A children’s assessment
unit will also be relocated and developed near the emergency department. Facilities will be
part new build and part refurbishment, and will be appropriately configured and right sized to
deliver high quality care and meet the rising demand for services.

2.2 Structure and content of the document

The OBC has been prepared using the agreed standards and format for business cases, as set
out in NHS Improvement Capital regime investment and property business case approval
guidance for NHS trusts and foundation trusts (NHS Improvement 2016).

The approved format is the Five Case Model, which comprises the following key components:

Strategic This sets out the strategic context and the case for change, together with the
Case supporting investment objectives for the scheme.

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).

Economic
Case

Commercial . .
This outlines the content and structure of the proposed deal.

Case
Financial This confirms funding arrangements and affordability and explains any impact on the
Case statement of financial position of the organisation.

Management This demonstrates that the scheme is achievable and can be delivered successfully to
Case cost, time and quality.

2.3 Approvals and Support

Drafting Note: This section assumes formal approval and support. Note to be remove following
formal sign off of OBC

2.3.1 Trust Board of Directors

The Board of Directors are due to formally approved this OBC at their meeting on 26 July
2022, which can be found at Appendix S1.
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2.3.2 Integrated Care Board

A letter of support in principle for the OBC was received from Nottingham and
Nottinghamshire Integrated Care Board and South Yorkshire Integrated Care Board, which can
be found at Appendix S2.

Part A: The Strategic and Policy Context

2.4 Organisational Overview

2.4.1 Trust Overview

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust (DBTH) is one of
Yorkshire's leading acute trusts, serving a population of more than 420,000 across South
Yorkshire, North Nottinghamshire and the surrounding areas.

Hosting three main hospital sites and a number of additional services, the Trust is one of only
six teaching hospitals in the region. It was awarded teaching hospital status in 2017. A modern
and forward-facing Trust employing over 6,500 members of staff, the hospital provides a full
range of local hospital services across the following sites:

Doncaster Royal Infirmary (DRI)

DRl is a large acute hospital with 647 beds, a 24-hour Emergency Department (ED). In addition
to a full range of hospital care, it also provides some specialist services including vascular
surgery. It has inpatient, day case and outpatient facilities.

Bassetlaw Hospital in Worksop (BH)

BH is an acute hospital with 170 beds, a 24-hour ED and a full range of hospital services
including a breast care unit and renal dialysis. It has inpatient, day case and outpatient
facilities.

Montagu Hospital in Mexborough

Montagu is a small non-acute hospital with 50 inpatient beds for people who need further
rehabilitation before they can be discharged. There is a nurse-led Urgent Treatment Centre,
open 9am-9pm. It also has a day surgery unit, renal dialysis, a chronic pain management unit
and a wide range of outpatient clinics. Montagu is the site of the Trust’s Rehabilitation Centre,
Clinical Simulation Centre and the base for the Abdominal Aortic Aneurysm screening
programme. The Trust intend to develop a new CDC and Elective Orthopaedic Centre at this
site which are currently subject to business case approval.

The Trust also provides outpatient and other health services at Retford Hospital, including
clinical therapies and medical imaging.

2.4.2 Clinical Management Structure

The Trust's clinical services are organised into four divisions as illustrated below.
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Figure 6: DBTH Clinical Services
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2.4.3 Financial Position

The Trust's financial position is summarised in the tables below.
In 21/22 the National Funding arrangement continued through adjusted block funding which
included additional income to support the Covid-19 response of £13m as well as a National

System Top-Up of £25m . This financial support has reduced in 2022/23 alongside other
funding reductions which are in part impacting the Trust’s planned deficit of £10m.

Table 9: Statement of Comprehensive Income

2021/22 2020/21 2019/20 2018/19 f:;zgtsed

£'000 £'000 £'000 £'000 £'000

Operating income from patient care activities 451183 404,601 379,103 350,865 335,060
Other operating income 51,161 57,902 55,419 62,860 51,952
Operating expenses (512,914) (457,245) (430,268) (404,254) (394,949)
OO'feerrz;attiicr;fssurplus/(deficit) from continuing (10,570) 5,258 4254 9,471 (7.937)
Finance income 318 278 550 424 49
Finance expenses (282) (336) (1,507) (1,640) (1,358)
PDC dividends payable (5,993) (4,720) (2,924) (3,089) (2,869)
Net finance costs (5,957) (4,778) (3,881) (4,305) (4178)
Other gains / (losses) 581 1438 (600) 418 Q)

Corporation tax expense (15) (33) -
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2021/22 2020/21 2019/20 2018/19 AT
restated
£'000 £'000 £'000 £'000 £'000
Surplus / (deficit) for the year (15,961) 1,885 (227) 5,584 (12,126)
Other comprehensive income
Will not be reclassified to income and
expenditure:
Net Impairments 4743 2,409 (3,118) (874) -
Revaluations - 88 340 - 13,490
Total cc?mprehenswe income / (expense) for M.218) 4382 (3,003) 4710 1364
the period
Surplus/ (deficit) for the period attributable to:
Doncastgr & Bassetlaw Teaching Hospitals NHS (15,961) 1885 (227) 5,584 (12.126)
Foundation Trust
TOTAL (15,961) 1,885 (227) 5,584 (12,126)
Total comprehensive income / (expense) for
the period attributable to:
Doncastgr & Bassetlaw Teaching Hospitals NHS m218) 4,382 (3,003) 4710 1364
Foundation Trust
TOTAL (1,218) 4,382 (3,003) 4,710 1,364
Adjusted Financial Performance
Surplus/ (deficit) for the period for Trust: 1133
Surplus/ (deficit) for the period for Wholly 26
Owned Subsidiary:
Surplus/ (deficit) for the period for non-charity
(2,27)
aspects of the Group
Add back all I&E impairments / (reversals) 4127
Remove capital donations / grants I&E impact (10,719)
Remove impact of _prlor year PSF post (6,592)
accounts reallocation
Adjusted financial performance surplus / (6,615)
(deficit) including PSF, FRF, MRET and Top-Up !
23
Table 10: Statement of Financial Position
31March 31March 31March 31March 31March 2018 -
2022 2021 2020 2019 restated
£'000 £'000 £'000 £'000 £'000
Non-current assets
Intangible assets 9,990 9,370 6,394 6,939 6,792
Property, plant and equipment 234,696 225,459 204,149 197,054 198,424
Other investments / financial assets 9,323 8,741 7,303 8,388 8,025
Receivables 2,371 1,51 2,619 1,695 1621
Total non-current assets 256,380 245,081 220,465 214,076 214,862

Current assets
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31March 31March 31March 31March 31March 2018 -
2022 2021 2020 2019 restated
£'000 £'000 £'000 £'000 £'000
Inventories 7,888 7,022 6,637 5,510 5,526
Receivables 17,712 15,090 22,635 36,342 32,376
Zlizr;oil;rlrgernc;cuisssets held for sale and assets in _ 343 343 _
Cash and cash equivalents 47,316 52,085 32,079 20,627 12,775
Total current assets 72,916 74,197 61694 62,822 50,677
Current liabilities
Trade and other payables (81,770) (66,661) (51,467) (40,970) (42,541)
Borrowings (1,872) (2nm2) (73,295) (52,682) (10,214)
Provisions (579) (637) (603) (823) (627)
Other liabilities (1573) (1,383) (2,503) (2178) (2,054)
Total current liabilities (85,794) (70,793) (127,868) (96,653) (55,436)
Total assets less current liabilities 243,502 248,485 154,291 180,245 210,103
Non-Current liabilities
Borrowings (10,793) (12,618) (14,675) (42,265) (79157)
Provisions (3,306) (2170) (1,982) (2,708) (1,949)
Other liabilities (307) -
Total non-current liabilities (14,099) (14,788) (16,657) (44,680) (81106)
Total assets employed 229,403 233,697 137,634 135,565 128,997
Financed by
Public dividend capital 235,793 228,869 137,188 132,019 130,161
Revaluation reserve 49,688 44,945 42,454 45,327 46,584
Income and expenditure reserve (65,553) (49,294) (49,997) (51,005) (56,557)
Charitable fund reserves 9,271 9,038 7,990 9,224 8,809
Doncaster & Bassetlaw Healthcare Services Ltd 204 139 [©)
Total taxpayers' equity 229,403 233,697 137,634 135,565 128,997
Table 11: Statement of Cash Flows
2021/22 2020/21 2019/20 2018/19 322:2 d
£'000 £'000 £'000 £'000 £'000
Cash flows from operating activities
Operating surplus / (deficit) (10,570) 5,258 4,254 9,471 (7,937)
Non-cash income and expense:
Depreciation and amortisation 1,694 9,828 8,490 9,644 9,272
Net impairments 18,775 4,902 135 1133 -
:;::;Yt}(e)rrzcognised in respect of capital (347) (2,038) _ _ (257)
(Increase) / decrease in receivables and other (3157) 8,651 12721 (4,449) (5,357)

assets
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2021/22 2020/21 2019/20 2018/19 LIS
restated
£'000 £'000 £'000 £'000 £'000
(Increase) / decrease in inventories (866) (385) (1127) 16 (942)
I'ncr.e.a.se / (decrease) in payables and other 13,618 14,038 2949 (1462) 15,019
liabilities
Increase / (decrease) in provisions 1,100 233 (352) 194 (212)
Movements in charitable fund working capital 544 6 21 (134) (363)
Corporation Tax (paid) (15)
Other movements in operating cash flows 292 156 150 5 600
Net. c‘a'sh flows from / (used in) operating 31,068 40,649 27,241 14,418 9,823
activities
Cash flows from investing activities
Interest received 25 n 272 131 49
Purchase of investments - Doncaster & _ _ _ _
Bassetlaw Healthcare Services Limited
Purchase of intangible assets (2241) (3,956) (297) (1,294) (1125)
Eurchase of non-current assets and (31858) (30,526) (9,445) (8,471) (5,685)
investment property
Sales of non-current assets and investment _ 454 B 526 75
property
(34,074) (34,017) (9,470) (9,108) (6,686)
Cash flows from financing activities
Public dividend capital received 6,924 91,681 5,169 1,858 1,381
Movement on loans from DHSC (2,056) (73,025) (6,962) 5,290 9,201
Interest on loans (313) (562) (1,516) (1,453) (1,358)
PDC dividend (paid) / refunded (6,318) (4,720) (3,010) (3153) (2,773)
Net. c.a.sh flows from / (used in) financing (1763) 13.374 (6,319) 2,542 6,451
activities
Incrfease / (decrease) in cash and cash (4769) 20,006 1,452 7,852 9,588
equivalents
Cash and cash equivalents at 1 April - 52,085 32,079 20,627 12,775 3,187

brought forward

Cash and cash equivalents at 31 March 47,316 52,085 32,079 20,627 12,775
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2.4.4 Services Provided

The Trust provides a full range of acute clinical services, including:

+ Urgent and emergency care ¢ Critical care
* Medical care (including older people’s ¢ End of life care
care) + Children and young people’s services
¢+ Surgery + Breast care unit
¢ Maternity and gynaecology + Renal dialysis.

+ OQutpatients and diagnostic imaging

In addition, the Trust provides some community services (including family planning and
audiology) and some specialist tertiary services including vascular surgery.

2.4.5 Population

The Trust serves a population of more than 420,000 across South Yorkshire, North
Nottinghamshire and the surrounding areas. The health of people in Doncaster and Bassetlaw
is generally worse than the England average. Deprivation is worse than the England average
and there are higher numbers of children living in poverty. Life expectancy for both males and
females is lower than the England average. See section 2.6.3 for more details on the health
needs of the local population.

2.4.6 Commissioners Served

The majority of the Trust's services are commissioned by the local clinical commissioning
groups (CCGs) that make up the South Yorkshire Integrated Care Board (ICB). These include
Doncaster CCG, Bassetlaw CCG, Rotherham CCG, Barnsley CCG and Sheffield CCG. From July
2022 Bassetlaw CCG will fully move from South Yorkshire ICB to Nottingham and
Nottinghamshire ICB (see section 2.6 for more details). For further details regarding this see
section 2.6.

Some specialist services, such as vascular surgery, are commissioned by NHS England.

2.4.7 Local Health System

Over recent years the Trust has strengthened its links with health and care partners in
Doncaster and Bassetlaw and it is an integral partner in the South Yorkshire Integrated Care
Board (ICB). This has established, strong relationships with neighbouring health and social care
providers and CCGs, which has built on the foundations of a proven history of working
together to improve health and care for the local population. The Trust recognises its role as
an “anchor organisation” in its locality and plans to further cement this role in advancing the
welfare of the population it serves.

From July 2022 Bassetlaw Place Based Partnership, a collaborative of organisations from
across the district, will become the local driving force for ensuring people in Bassetlaw receive
appropriate health care for their needs. The Partnership involves DBTH, Bassetlaw District
Council, Healthwatch Nottingham and Nottinghamshire, Bassetlaw Community Voluntary
Service (BCVS), Nottinghamshire County Council, Nottinghamshire Healthcare NHS Trust and
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the local Primary Care Network. They will all be working together more closely to address key
issues that impact on health inequalities.

2.4.8 Impact of the Covid-19 Pandemic

Since the start of the pandemic the Trust has cared for 6,526 patients. When national
infection rates were at their highest, the Trust’s hospitals were some of the busiest in the
country.

During the pandemic the Trust worked with its independent sector partner, Ramsay Health, to
establish a protected, safe environment for its cancer patients at Parkhill Hospital. Many
outpatient services rapidly transferred many face-to-face services to telephone or video
appointments. Technology helped to establish rapid and efficient ways of working with system
partners and colleagues across the Trust.

Key changes to the hospital estate included:

¢ Separated corridors for enhanced infection control.
¢ Reconfiguration of some wards to maximise oxygen flow.

* Intensive care beds increased from 28 to 130.

Although Covid-19 is likely to remain a fact of life beyond the pandemic, the Trust is putting
plans in place to recover its performance and activity, working through waiting lists in order of
urgency as well as chronology. This will be done as it keeps a watching brief on levels of
Covid-19 infection within the local community, including responding to new variants of the
disease.

In the 2021/22 financial year, the Trust refreshed its strategy, reset its objectives and factored
in much that it learnt throughout the pandemic. This was done within the context of a
transitioning healthcare system within the region. This year the Trust intends, within reason, to
continue to keep the things that have proven successful, whilst improving in those areas
where it can do better.

As of July 2022, staff absence rates at the Trust were 8.18%, which was having a significant
impact on the delivery of care. In addition, there will be increasing pressures on emergency
care services as transmission rates are expected to rise in the autumn and winter. Capacity
within existing emergency care facilities will not be sufficient to cope with this increase in
demand.
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2.4.9 CQC Inspection

A CQC inspection took place Figure 7: CQC Summary Rating 2019/202
across Trust sites in September ) _
and October 2019 and the Trust Overall trust quality rating Good @
received an Overa” rating of Are services safe? Requires improvement
‘Good’, improving on the previous Are services effective? Good @
years’ rating of ‘Requires Are services caring? Good @
Improvement’. Overall, the CQC Are services responsive? Good @
p

rated effeCtive, Caring, responSive Are services well-led? Good @
and well-led as good, and safe as ‘

. . Are resources used productively? Good @
requires |mprovement. . . .

Combined quality and resource rating Good @

In rating the Trust, the CQC took into account the current ratings of the services not
inspected. The inspection report identified some areas for improvement and a programme of
work is in place to address these. Progress against this programme is reported to the Trust's
board.

Specific areas of concern for urgent and emergency care services at Bassetlaw included:

+ At peak times the department experiences crowding with patients waiting in the corridor.
The escalation arrangements in place to mitigate crowding were unclear, particularly for
specialty referral standards, ambulatory care, frailty pathways, or cancer care.

¢ Although paediatric nurse cover had improved it did not achieve the Royal College of
Paediatrics and Child Health (RCPCH) (2018) guidance and night cover remained a
challenge.

The provision of an emergency village at the Trust will address these concerns by improving
care pathways for patients and providing new accommodation that is correctly sized to cope
with peaks in demand.

For the full CQC report see Appendix S3.

2.5 National Strategies

National strategies and their relevance to this scheme are summarised below along with the
Emergency Village scheme will support them. For a full description of each strategy see
Appendix S4.

NHS Long Term Plan

The NHS Long Term Plan (LTP), published in 2019, is a new plan for the NHS to improve the
quality of patient care and health outcomes and to make it fit for future purpose. The plan sets
out a range of aims for the NHS over the next ten years making sure everyone gets the best
start in life; delivering world class care for major health problems; and supporting people to
age well. The LTP provides a framework for local systems to develop plans, based on the
principles of collaboration and co-design.
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How the emergency village will support this

People across Bassetlaw will have equitable access to urgent and emergency care services.
The outcomes of the project will improve the care patients receive with the latest facilities.

NHS Long Term Plan: Emergency Care

The LTP sets out action to ensure patients get the care they need, fast, and to relieve
pressures on A&Es.

How the emergency village will support this

The creation of an emergency village at Bassetlaw Hospital, with a single ambulant front door,
improves the emergency care pathway, making it easier for patients to access the right
service for them. It will ensure patients receive the correct treatment quickly.

Lord Carter’s Report: Operational Productivity & Performance in English NHS Acute
Hospitals

Lord Carter of Coles’ report sets out how non-specialist acute trusts can reduce unwarranted
variation in productivity and efficiency across every area in the hospital, to save the NHS £5
billion each year by 2020/2021.

¢ Staffing: the review calls for an improvement in the way the NHS deploys its staff, ending
the use of outdated and inefficient paper rosters.

¢ Procurement: as part of the review, from April 2016, Trusts will publish their receipts on a

monthly basis for the top 100 items bought by the NHS such as bandages, needles and
rubber gloves.

+ Use of Floor Space: Trusts’ unused floor space should not exceed 2.5% and floor space
used for non-clinical purposes should not exceed 35%.

¢ Administration Costs: these should not exceed 7% by 2018 and 6% by 2020.

¢+ Delayed Transfer of Care: Lord Carter has called for action to be taken on the ‘major
problem’ of delayed transfers of care, which affects hospitals and trusts’ earning and
spending capacity.

+ Working with Neighbourhood Hospitals: Lord Carter advises Trusts to work closely with
their neighbouring hospitals, sharing services and resources to improve efficiency and
reduce costs.

How the emergency village will support this

By delivering against some of report’s key recommendations:

Procurement

The Trust has been benchmarked using the Model Health System which assesses how well the
Trust is progressing towards national procurement efficiency targets for workforce, processes,
and securing the best products at the best prices. The trust is rated Green (quartiles 3 and 4)
for process efficiency.
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Use of Floor Space

The Trust would look to continue to improve on these measures for the emergency village
project along with its other capital development plans and in line with ICB workstreams around
estates strategy.

Annual NHS Estates Return Information Collection (ERIC) return work that helps to
demonstrate the 'Use of Floor Space’ criteria including the categorisation of accommodation.
All floor space is 100% clinical. There is no space for corporate services or space for services
not associated with the delivery of urgent and emergency clinical care.

More effective streaming at the front door will improve clinical pathways, increasing
productivity and efficiency across the Trust's emergency care service

Working with Neighbourhood Hospitals

The Trust will continue to collaborate with the wider Integrated Care Board to consider and
align: sustainability, estates strategies, backlog maintenance, ERIC, EMBE and procurement.

The Trust will ensure good quality estates planning to help:

+ Enhance patient and staff experience (through co-located services that improve the
patient journey and enable staff to co-operate across areas eg paediatrics ED and CAU).

+ Maximise use of facilities (the new scheme is concise and ensures that adjacencies are
optimised for maximum efficiency).

¢ Deliver value for money.

The Naylor Review

The Naylor Review evaluated the condition of NHS premises and concluded that major
investment is required to develop new models of care. The review calls for the NHS, through
the ICS process, to rapidly develop robust capital plans that are aligned with clinical strategies,
maximise value for money and address backlog maintenance.

The scheme will enable new models of care for emergency care and paediatric services to be
delivered in new and refurbished facilities that are fit for purpose and sized to meet the
forecast rise in demand for services. See section 4.9.1 for more detail.

Delivering a Net Zero National Health Service
In October 2020 the NHS published two clear targets for achieving net zero:

+ For the emissions the NHS controls directly (the NHS Carbon Footprint), net zero by 2040,
with an ambition to reach an 80% reduction by 2028 to 2032

* For the emissions that can be influenced (the NHS Carbon Footprint Plus), net zero by
2045, with an ambition to reach an 80% reduction by 2036 to 2039.

The scheme is aiming to achieve a BREEAM ‘very good' rating in refurbished and BREEAM
‘excellent’ rating in new build accommodation.
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Estates ‘Net Zero' Carbon Delivery Plan (August 2021)

This delivery plan addresses the aspects of the 2020 NHS net zero strategy pertinent to
estates and facilities activities. It sets out a four-step approach to decarbonising the NHS
estate:

¢ Making every kWh count: investing in no-regrets energy saving measures
¢ Preparing buildings for electricity-led heating: upgrading building fabric
+ Switching to non-fossil fuel heating: investing in innovative new energy sources

¢ Increasing on-site renewables: investing in on-site generation.

The trust supports the NHS ambitions and wants to reduce the impact on climate change and
to support sustainability issues. Sustainability is at the core of the Trust, developing the
knowledge of our staff. The trust green plan is attached at Appendix S5.

2.5.1 Other National Policies and Strategies

Other key national drivers underpinning the case for change in service delivery and support
safe practice include:

Health and Care Act 2022

The Act establishes a legislative framework that supports collaboration and partnership
working to integrate services for patients. It formalises Integrated Care Systems (ICSs) which
brings together providers and commissioners of NHS services across a geographical region to
plan health and care services to meet the needs of their local population.

How the emergency village will support this

Tackles the problems of ill health, health inequalities and access to health care for people
across Bassetlaw.

Health and Social Care Act 2012

The Government’s Health and Social Care Bill outlines the future commissioning arrangements
across the NHS. This introduced the first explicit recognition of the Secretary of State for
Health’s duty towards both physical and mental health. This led to a commitment in the NHS
constitution that the NHS is “designed to diagnose, treat and improve both physical and
mental health”.

How the emergency village will support this

People across Bassetlaw will have equitable access to urgent and emergency care services.

Department of Health Emergency Department Clinical Quality Indicators

The clinical quality indicators for 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.
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How the emergency village will support this

The emergency village will create modern, fit-for-purpose facilities that will enhance patients’
experience of care. The facilities will also be designed with flexibility in mind to ensure the
service can adapt quickly to changes in services.

Co-locating services will improve patient flow and enable staff to work more effectively
together.

Care Quality Commission

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

How the emergency village will support this

The emergency village has been designed to meet the requirements of the five domains. The
new design addresses specific issues identified in earlier CQC inspections:

* Increased capacity to meet growing demand

¢ Single ambulant front door to triage and stream patients, ensuring they access the right service and
improving patient flow.

¢ Co-locating paediatrics ED and CAU, which will improve the care pathway for children and increase
the paediatrics nursing staff ratios.

NHS 2022/23 Priorities and Operational Planning Guidance

This describes the business and planning arrangements for the NHS as it recovers from the
Covid-19 pandemic. It sets out 10 key aims to help restore services, meet the new care
demands and reduce the care backlogs that were a direct consequence of the pandemic.

A Invest in the NHS workforce. F  Improve mental health services.

Respond to Covid-19 ever more effectively. =~ G Focus on population health management to
prevent ill health and address health

inequalities.
C Deliver more elective care to tackle the H Use digital technologies to transform care
elective backlog. and patient outcomes.
D Improve the effectiveness of urgent and I Make effective use of resources.
community care and build community care
capacity.
E Improve timely access to primary care. J  Establish ICBs and collaborative system
working.

How the emergency village will support this

¢+ The emergency village supports this strategy by:

¢ Streaming patients to ensure they receive the most appropriate care quickly.
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* Improving patient flow, which will lead to more efficient services and a more positive experience for
patients.

¢ Creating modern, fit-for-purpose facilities that will enhance patients’ experience of urgent and
emergency care.

Quiality, Innovation, Productivity and Prevention (QIPP)

QIPP is the umbrella term used to describe the approach the NHS is taking at local, regional and national
levels to reform its operations and redesign services in light of the economic climate. By assessing
reforms against the four components — Quality, Innovation, Productivity and Prevention — the NHS is
meant to provide better quality services in the most productive and cost-effective way possible,
making the best use of the potential of innovation and targeted investment in prevention. The four QIPP
elements can be seen as both distinct and inter-related. There will be initiatives which focus on
particular elements or which bring some or all of the components together.

How the emergency village will support this

The emergency village will improve the way emergency services are provided across the Trust,
making them more efficient and cost effective. This aligns with the Trust’s Quality
Improvement and Innovation Strategy 2017-2022, which sets out how services can be
reviewed to identify innovative improvements. The strategy includes an annual Qi action plan

which for 2021/2022 identifies engagement events for staff and patients to input into the
design of the emergency village.

Getting it Right First Time in Emergency Care (October 2020 update)

Advice pack for Trusts on how to improve pathways at the front door, including:

¢ Reducing admissions or improving flow to enable faster admissions and transfers.

+ Accelerating time to decision to discharge, admit or transfer.

The pack provides good practice examples of:

¢ Reducing the number of acute surgical attendances.
¢ Reducing length of stay for acute medical attendances.

¢+ 'Hot and cold’ split sites for trauma and orthopaedic attendances.

How the emergency village will support this

Introducing a new triage system at the front door will ensure that patients are streamed
quickly and effectively to the most appropriate service, including primary care, which will help
to reduce admissions. The co-location of services will also help to improve patient flow.

Transforming Urgent & Emergency Care Services in England: Urgent & Emergency Care
Review, End of Phase 1 Report, High Quality Care For All, Now and for Future
Generations, NHS England (November 2013) (Update published August 2014)

In 2013, NHS England 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 importance of emergency services being able
to provide access to the very best care for the most seriously ill and injured patients, 24 hours
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a day and 7 days a week. The review highlights five key elements to ensure the success of
implementing the review's proposal of two-tiered emergency centres.

The update, published in 2014, sets out the progress of the review since the initial publication;
specifically progress by NHS England working with local commissioners to develop their five-
year strategic and two-year operational plans, as well as updates on plans to trial new models
such as the new NHS 111 service specification.

How the emergency village will support this

The emergency village builds on improvements which have already been implemented for
Urgent and Emergency Care services at DBTH and continues to support the transformation of
services in partnership with local health and social care providers.

Safer, Faster, Better: Good Practice in Delivering Urgent and Emergency Care
(Transforming Urgent Care Services in England 2015)
For adults and children with urgent care needs, a highly responsive service should be provided that

delivers care as close to home as possible, minimising disruption and inconvenience for patients, carers
and families.

For those people with more serious or life-threatening emergency care needs, trusts should ensure they
are treated in centres with the right expertise, processes and facilities to maximise the prospects of
survival and a good recovery.

How the emergency village will support this

The emergency village will support patients by providing the correct care closest to home in
partnership with PCNs. Technology will be introduced to help manage patients’ care out of the
hospital setting to improve choice and quality of care. There will also be opportunities for
system-wide working with local authorities and the voluntary sector.

High Quality Care for All, now and for Future Generations: Transforming Urgent and
Emergency Care Services in England (June 2013)
NHS England has implemented an initiative that focuses on high 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.

This document is designed to help frontline providers and commissioners deliver safer, faster
and better urgent and emergency care to patients of all ages, collaborating in Urgent and
Emergency Care Networks to deliver best practice.

How the emergency village will support this

Patients will be directed to the most appropriate service at the right time, leading to more
efficient care pathways, better clinical outcomes and a better patient experience. Integration
between all Urgent and Emergency Care Services will be improved.

Royal College of Paediatric and Child Health — Facing the Future: Standards for
Children in Emergency Care Settings (2018)
In 2018, the Royal College of Paediatrics and Child Health (RCPCH) published “Facing the

Future: Standards in Emergency Care Settings”. This document provides healthcare
professionals and service planners with clear standards of care that are applicable to children
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in urgent and emergency care settings. Emergency care settings are designed and provided to
accommodate the needs of children and their parents/carers.

How the emergency village will support this

The new model of care for paediatrics co-locates services which will enable the required
paediatric nursing ratios to be achieved and improve the offer for children at the Bassetlaw
site.

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

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 such as user requirements
and their views, location and departmental factors.

The new facility is designed to these standards.

HBN 15-02 Facilities for Same Day Emergency Care (May 2021)

Same Day Emergency Care (SDEC) is the provision of patient care with an investigation and/or
treatment within the same day for non-elective patients who in the past would otherwise be
admitted to a hospital bed.

HBN 15-02 gives guidance on the planning and design of an SDEC department. A well-
designed SDEC unit will help to manage patients effectively with minimal delays as they move
through stages of care. Good patient flow is central to patient experience, clinical safety and
reducing pressure on staff. It is a key factor in providing effective healthcare.

How the emergency village will support this

Although the SDEC will be subject to a separate business case, it will be adjacent to the ED
and will be designed to HBN 15-02 standards.

HBN 23 Planning and Design Guidance: Hospital Accommodation for Children and
Young People (January 2004)

HBN 23 provides guidance on design considerations for the built environment of hospital
accommodation for children and young people. It describes what form a comprehensive unit

would take and identifies best practice in the built environment from a child-centred
perspective. It is primarily intended for new-builds and upgrades of existing facilities.

How the emergency village will support this

The new facility will be designed to these standards.

Guidance for commissioning integrated urgent & emergency care - A ‘whole system’
approach (August 2011)
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 to
have a holistic system. It provides guidance on how to ensure integrated 24-hour urgent and
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emergency care focussing on consistency, quality, safety and improved patient experience,
including how patient pathways can be streamlined.

How the emergency village will support this

The emergency village supports these aims by:

+ Integrating urgent and emergency care services
+ Streaming patients to ensure they receive the most appropriate care quickly;
+ Improving patient flow, which will lead to a more positive patient experience;

+ Creating modern, fit-for-purpose facilities that will enhance patients’ experience of care.

2.6 Regional and Local Strategies

The strategy for Bassetlaw and this project were incorporated in Bassetlaw CCG plans, due to
the original STP bid being submitted in 2015, however, recent boundary and organisational
changes have resulted in Bassetlaw being including in Nottingham and Nottinghamshire ICB
with Trust wide associations with South Yorkshire ICB. It is to be noted that Nottingham and
Nottinghamshire ICB and South Yorkshire ICB are supportive of the scheme however, may wish
to adapt the project approach to align with their strategies.

2.6.1 Nottingham and Nottinghamshire Integrated Care Board

Prior to 1st July 2022 the majority of the Trust's services were commissioned by the local
clinical commissioning groups (CCGs) that make up the South Yorkshire and Bassetlaw
Integrated Care System (ICBICS). These include Doncaster CCG, Bassetlaw CCG, Rotherham
CCG, Barnsley CCG and Sheffield CCG. From July 2022 Bassetlaw CCG will fully move to
Nottingham and Nottinghamshire ICB (NN ICB) and Doncaster will remain in the newly formed
South Yorkshire ICB. It is expected that Bassetlaw Hospital will align to NN ICB clinical policies
and feed into N&N UEC and elective meetings etc. DBTH will sit in both ICBs but DRI with South
Yorkshire ICB and BH with NN ICB.

NN ICB has three levels of partnership, each with different responsibilities and tasks according
to the size of community it serves:

NN ICB has three levels of partnership, each with different responsibilities and tasks according
to the size of community it serves:

+ Neighbourhood level — 20 primary care networks (PCN), each supporting groups of GP
practices and serving 30,000 to 50,000 people.

* Integrated care partnerships (ICP) — three ICPs, each serving a population of 250,000 to
500,000 people. The ICPs support the neighbourhood PCNs and make sure the wider
health and care needs of their areas are recognised.

¢ Strategic Commissioner and ICB — they look after the entire system across Nottingham
and Nottinghamshire, setting the goals and strategy for the ICPs and PCNs.



Outline Business Case for Bassetlaw Emergency Village

page 49 Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

The ICB's priorities are:

¢ Prevention. More action on and improvements in the upstream prevention of avoidable
illness and its exacerbations.

+ Proactive care, self-management and personalisation. Improve support to people at risk of
living with single and multiple long-term conditions and disabilities through greater
proactive care, self-management and personalisation.

¢ Urgent and emergency care. To redesign the urgent and emergency care system, including
integrated primary care models, to ensure timely care in the most appropriate setting.

¢ Mental health. Re-shape and transform services and other interventions so they better
respond to the mental health and care needs of the population.

+ Value, resilience and sustainability. Deliver increased value, resilience and sustainability
across the system, including estates.

This project does not impact the current pathway models associated with the ICB at this time.

2.6.2 South Yorkshire Integrated Care Board

DBTH is associated with South Yorkshire Integrated Care Board (SYB ICB, formerly the South
Yorkshire & Bassetlaw ICS).

The ICB is a group of NHS partners, with support from other statutory bodies in the region
which joins forces where it makes sense to do so. It aims to make a positive difference to
patients, staff and the public through its transformational change projects, joining up of
services and reducing health inequalities (such as preventable iliness and death caused by
smoking, alcohol and obesity) in the region.

Its main aim is to break down organisational barriers so that it can wrap support, care and
services around people as individuals, and positively change lives.

The majority of the ICB's work takes place locally in its five Places — Barnsley, Bassetlaw,
Doncaster, Rotherham and Sheffield with a total combined population size of 1.5 million.

Each of the Places has a plan which sets out what the partners want to achieve together.
These are focused on improving health and wellbeing but also other factors often called the
wider determinants that affect health - employment, housing and education.

With 36 neighbourhoods with populations between 30-50,000, this town or city level sees
health and care organisations working closely together.

The ICB's priority for urgent and emergency care in South Yorkshire is to ensure that people
will always be able to access the most appropriate care in an urgent or emergency situation.
The vision is that all of its urgent and emergency services are the best — with world-class
facilities and the specialist expertise to treat and care for patients with life threatening and
non-life threatening injuries or conditions. This includes urgent and emergency mental health
services and signposting. High quality urgent care services in a community setting (for treating
non-life threatening injuries or conditions) will complement the urgent and emergency
services within the region’s hospitals.
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To help achieve this, the ICB is working together across the region to make sure its services
meet the needs of its local population. It aims to:

+ Provide better signposting to all the urgent care services available, such as walk-in
services, pharmacy care and A&E departments.

+ Make sure that it uses technology to help offer the most up to date services and
treatments.

+ Work as a network so that care is given at the right time by the right staff in the right place
with the right equipment.

+ Reshape services where necessary to provide the best patient care and experience.

¢ Transform services in the community, working closely with primary care colleagues and
community teams to meet the needs of patients close to their home/where they live to
make sure that only the people most in need will go to hospital.

In Bassetlaw, commissioners identified Urgent and Emergency Care as one of their five key
strategic priorities within their Place Plan. As part of the Provider Alliance at Bassetlaw Place,
BDTH chair the Urgent and Emergency Care Board. At the Board there were representatives
from all the key stakeholders, including the Deputy Accountable Officer for Bassetlaw Clinical
Commissioning Group. Over the past two years the Board has reviewed the pathways for
patients attending the department and has been looking at alternatives to Emergency
presentation. The CCG have acknowledged the increased activity levels to the Bassetlaw ED
and have analysed the information to look at alternative plans with community partners and
Primary Care.

Bassetlaw Hospital is centrally located and is held in high regard by local residents and by the
surrounding areas so emergency attendances continue to rise year on year.

The development of the emergency village is fully endorsed by Bassetlaw CCG as it delivers
more efficient and effective pathways. The current paediatric services are limited due to
staffing and the new model allows for an improved service which will reduce the numbers of
children requiring transfer to Doncaster Royal Infirmary.

2.6.3 Joint Strategic Needs Assessment

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 and 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 is an ongoing process, drawing together information in order to forecast the main
health and wellbeing needs of a given population. The JSNA supports re-design of services to
ensure demand is met and health inequalities are identified, providing a framework for
planning across services and agencies to deliver more cost-effective services.
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Nottingham JSNA

The JSNA for Nottinghamshire has been in progress since 2007 and is constantly being updated,
improved and extended. It provides the Trust with the evidence base for its Strategy and
enables it to make informed decisions.

The JSNA identifies that the population of Nottinghamshire County is approx. 840,700, with
the proportion of older people slightly higher than the national average. This proportion is
predicted to grow over the next ten years, and many local older people live alone, some in
rural areas without access to public transport. This has implications for local health services,
as older people are more likely to experience disability and limiting long-term illnesses.

Disability affects one in ten adults in the county, and disability among older adults is expected
to increase from 29,000 in 2015 to 43,000 to 2030.

Deprivation levels for Nottinghamshire are comparable with England. However, there are some
communities with the highest deprivation levels in the country. People living in these deprived
areas have higher levels of unemployment, lower levels of qualifications, make less healthy
lifestyle choices and have poorer health and wellbeing outcomes.

There are substantial inequalities in life expectancy across the county. More deprived
districts, such as Bassetlaw, have shorter life expectancy — approximately 1.5 years shorter
than the national average. The biggest causes of premature death (deaths under 75 years) are:
circulatory, cancer, respiratory, digestive and external causes.

2.7 Trust Strategies
2.7.1 Trust Values

The Trust's vision is “To be the safest trust in England, outstanding in all that we do”. The Trust
values are:

+ We always put the patient first.

+ Everyone counts — we treat each other with courtesy, honest, respect and dignity.
¢+ Committed to quality and continuously improving patient experience.

¢ Always caring and compassionate.

+ Responsible and accountable for our actions — taking pride in our work.

¢ Encouraging and valuing our diverse staff and rewarding ability and innovation.

The Trust strategic objectives are:

+ Patients: Work with patients to continue to develop accessible, high quality and
responsive services.

+ People: As a Teaching Hospital the Trust are committed to continuously developing the
skills, innovation and leadership of our staff to provide high quality, efficient and effective
care.

¢ Performance: The Trust will ensure services are high performing, developing and
enhancing elective care facilities at Bassetlaw Hospital and Montagu Hospital and ensuring
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the appropriate capacity for increasing specialist and emergency care at Doncaster Royal

Infirmary.

¢ Partners: The Trust will increase partnership working to benefit people and communities.

¢ Prevention: Support the development of enhanced community-based services,
prevention and self-care.

¢ Quality Improvement: Working together using methods, tools, data measurement,

curiosity and an open mindset to make improvements in healthcare (Health Foundation).

The ‘True North’ (how the Trust will arrive at its vision)

¢ To provide outstanding care and improve patient experience.
¢ Everybody knows their role in achieving the vision.
¢ Feedback from staff and learners is in the top 10% in the UK.

¢ The Trust is in recurrent surplus to invest in improving patient care.

The ‘Breakthrough Objectives’ (how the Trust will move to deliver its True North)

¢ Achieve measurable improvement in our quality standards and patient experience.

+ Atleast 90% of colleagues have an appraisal linked to the Trusts Values and feel able to

contribute to the delivery of the Trust vision.
¢+ Team DBTH feel valued and feedback from staff and learners in top 25%.

¢ Every team achieves their financial plan for the year.

Figure 8: Figure 9 DBTH Vision and Values
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2.7.2 Strategic Objectives / Priorities

The Trust's strategic principles, as set out in its Strategic Direction 2017-2022 document, are
illustrated in the figure below.

Figure 9 DBTH Strategic Principles
Work with patients to continue to We will ensure our services are high performing,
develop accessible, high quality and Perfogince developing and enhancing elective care facilities at

responsive services. Bassetlaw Hospital and Montagu Hospital and ensuring
the appropriate capacity for increasing specialist and

As a Teaching Hospital we are emergency care at Doncaster Royal Infirmary.
6T committed to continuously
/ developlpgmeslalls,mnovathnanfi PR We willi partnership working to beneft
leadership of our staff to provide high A e
quality, efficient and effective care.

Support the development of enhanced community
based services, prevention and self-care.

Working together using methods, tools, data
measurement, curiosity and an open mindset to make
improvements in healthcare (Health Foundation).

The Trust developed its five-year Strategic Plan 2017 - 2022 to identify the objectives for the
way in which its services will be developed and provided in a sustainable way. The objectives
are in line with local priorities. For example, streaming at the front door improves care
pathways and enables patients to access the most appropriate care. In addition, co-locating
the children’s assessment unit with ED enables more effective use of paediatrics staff, leading
to improved emergency care for children and fewer children being transferred to DRI.

The full Strategic Direction can be found in Appendix S18.

2.7.3 Clinical Strategies

In September 2016, DBTH embarked on a detailed review of its clinical services at speciality
level, led by the Divisional Directors and supported by the senior clinical and managerial staff.
This enabled detailed plans for each of the services to be developed in line with national best
practice and local need. This helped the Trust to form its vision and objectives.

The place plans for Doncaster and Bassetlaw are focused on urgent and emergency care,
intermediate care, key elective services and early years to ensure the population are treated
effectively in the right place, first time.

Urgent and emergency care.

The Trust's clinical objectives are:
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¢ To continue to work with health and social care partners to make it easier for people to
access the right services in the right place.

¢+ To continue to develop the ED at DRI which is the second largest in South Yorkshire,
including the development of front door streaming and co-located urgent care facilities.

¢ To bid for national funding to expand clinical areas to address the demand of the service
as pathways to DRI increase with the proposed changes and the potential impact from ICB
developments. Part of this development will be the co-location of a CT scanner to improve
emergency care patient pathways.

+ To provide a 24/7 ED at Bassetlaw Hospital and to continue to work with the CCG to
improve streaming pathways and develop greater access to other urgent care services
from the ED. It plans to develop its acute medicine and paediatric services and co-locate
to develop dedicated facilities which combine acute assessment, short stay beds and
ambulatory care.

+ To work in partnership with Rotherham, Doncaster and South Humber (RDASH) and
Nottinghamshire Healthcare NHS Foundation Trusts to further enhance the mental health
urgent care offer at both DRI and BH.

+ To develop services to respond specifically to the needs of frail older people, including
access to specialist assessment skills and appropriate assessment areas.

+ To continue to provide the well-used minor injuries service at Montagu Hospital and look
to enhance the nurse-led model in this area.

Because of Covid-19 pressures, the Trust made an emergency decision to operate Trauma
services from a single site, temporarily centralising services at Doncaster Royal Infirmary. The
Trust is now developing proposals to make single site trauma a permanent arrangement. This
will be subject to the outcome of a public consultation and approval of the supporting
business case.

The emergency village project supports the Trust’s clinical objectives for urgent and
emergency care by:

¢ Improving streaming at the front door.
¢ Providing easier access to other urgent care services.

¢+ Co-locating services to increase staff efficiency and improve the patient experience.

Intermediate care.

DBTH is committed to improving the provision of Intermediate Care. Within the Doncaster
Place Plan it is working with partners to ensure that alternatives to admission and appropriate
non acute bed-based pathways are effective. These plans will assist with capacity on the DRI
site. The further improvements in the frailty pathways play a key role in this plan. Within the
Bassetlaw Place Plan the need to enhance the provision of frailty assessment is pivotal in
improving the pathways across primary and secondary care. The Trust is committed to
supporting the provision of intermediate care on the Bassetlaw site.

Rehabilitation.

Montagu Hospital provides medically led rehabilitation and offers excellent facilities for
patients. With the Trust’'s Teaching Hospital status it is exploring the opportunities to develop
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the site as a rehabilitation educational facility, offering enhanced services for staff and
patients.

Planned care.

DBTH will continue to deliver a comprehensive portfolio of planned care which is
complementary to the delivery of its core acute services. As part of its efficiency programme
the Trust will improve the utilisation and productivity of its out-patient services and theatres.
It will transfer day cases to outpatient procedures and inpatient work to day-case in line with
best practice to be top performing in all areas. Demand and capacity work has been
undertaken to review how services will be delivered, in line with its strategic objectives.

Diagnostic services.

The Trust is planning to increase the capacity for key diagnostic services as demand for these
services increases.

Cancer care.

The delivery of effective cancer care remains a core service for the hospital. It will continue to

work as part of the Cancer Alliance seeking to deliver as much care locally where possible. The
development of a second CT scanner is planned to ensure timely scans for the detection and

staging of cancer patients.

Acute Paediatrics.

The Trust will continue to provide assessment and treatment of paediatrics on both the DRI
and BH sites. The Trust is an active stakeholder in reviewing the provision of safe, effective,
paediatric care for its local population. The Trust is working with commissioners and primary
care to review paediatric services across the whole pathway to improve outcomes for
children.

Maternity Services.

The Trust will continue to provide a maternity service on both DRI and BH sites. These services
will offer women a choice for local delivery including the increased provision for home births,
depending on their needs. The Trust is working with the Accountable Care System to review
the impact of the Better Births plan and how this may influence the services provided within
the locality.

The Trust is also working alongside clinical colleagues as a key partner in the ICB, to make best
use of clinical collaboration and it already provides a number of services on behalf of partner
organisations on its sites. The Trust is reviewing a range of options to address issues and
opportunities in each service element within the divisions, such as development and
expansion, partnership models of working or providing care in a different way. A key element
of this has been to ensure its three main sites are utilised effectively and efficiently by the
services.

For the full Clinical Strategy see Appendix S6.

2.7.4 Patient Experience and Engagement Strategy

The Trust's Patient Experience and Engagement Strategy is the golden thread running through
each of the Trust’s enabling strategies and describes how patient experience will be
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enhanced. It recognises that positive patient experience leads to positive clinical outcomes
and good quality and financial performance.

The key principles of the Patient Experience Strategy are:

¢ To listen to patients, families and carers.

¢ To put things right if they go wrong.

+ To use feedback to identify opportunities for quality improvement.

+ To work in partnership with patients, families and carers in co-designing services.

+ To establish standards of best practice identified using the Always Events® toolkit.

Figure 10 Patient Experience and Engagement Strategy
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For the full Patient Experience and Engagement Strategy see Appendix S7. See also section 6.6
for more details on stakeholder engagement with the project.

2.7.5 Quality Improvement Strategy

Providing the best possible care and outcomes for patients means continual improvement.
Staff, patients, carers, governors and other partner organisations have all the ideas and
experience to improve the quality, safety, effectiveness and efficiency of services. The Trust's
Quality Improvement and Innovation (Qii) Strategy 2017-2022 sets out its vision and aims to
embed Qii into its culture. The strategy will bring a systematic approach to tackling complex
problems, with a focus on outcomes. Staff, patients and partners will work together to improve
and redesign the way that care is provided, including emergency care services.

The Trust’'s Quality Improvement and Innovation Strategy is contained in Appendix S8.

2.7.6 Workforce Strategy

The Trust’'s workforce strategy is described in two documents:

+ People and Organisational Development Strategy 2017-2022
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+  Workforce Plan 2019-2021

People and Organisational Development Strategy 2017-2022

The major focus of the strategy is workforce - ensuring the Trust’s staff have a positive
experience, enhancing recruitment, retention, training and development. Key aims of the
strategy, which align with ICB priorities, include:

+ Tackle well known ‘supply’ and shortage issues in some professions by careful planning,
joined up recruitment and designing alternative models of care with emphasis upon
enablement and self-care.

¢ Encourage employers to work innovatively together on things like recruitment and to avoid
competing for scarce skills.

¢ Continue to invest, at all levels, in professional and personal development for the workforce
of over 48,000 staff.

+ Focus upon retaining existing staff within the health and care community — retention,
retention, retention.

+ Ensure staff are well led and managed, motivated and that their health and well-being is
looked after.

The aspiration is that people will recommend the Trust as a good place to work, staff will be
well cared for and the Trust’s vacancy and absence rates will be low and falling.

The full strategy can be found in Appendix S9a.

Workforce Plan 2019-2021

The Trust's Workforce Plan 2019-2021 demonstrates how the Trust is addressing its current
workforce gaps and how in the longer term the workforce will need to adapt and change in line
with the Trust's strategic direction. The Workforce Strategy priorities are:

+ Retain the workforce, making DBTH the employer of choice.
¢ Develop existing talent into new and existing roles.

¢ Attract new workers, from current and future generations of working adults, into priority
health, care and support careers.

¢ Introduce a robust approach to workforce planning.

In order to assess whether the Strategy is making a difference, the Trust will monitor progress
against its key performance indicators for:

+ Vacancy rates (target of 5%)

¢ Bank and agency spend

+ Turnover (target 10%) and retention rates (target 90%)

+ Sickness rates (target 3.5%) and staff engagement (target 4.00)

The Trust’'s Workforce Plan is contained in Appendix S9b.

The emergency village project will have a positive impact on the workforce through the:
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¢ Reduction in current ‘fractured’ staffing models within elements of emergency care
currently dislocated across the BH site;

¢ The project will allow a much greater ability for staff to cross-cover both within their own
departments and across others, greatly enhancing the ability to work as a ‘team’ and
reducing frustration felt due to time being wasted travelling between site areas;

¢+ Meeting recommended professional guidance on paediatric staffing levels;

+ Increased clinical specialist input at the most appropriate times, greatly enhancing the
ability of the workforce to provide better quality of care for patients;

¢ Increased ability of the workforce to implement more innovative and effective staffing
models to deal with key local workforce issues, such as the high reliance on temporary
staffing;

¢ Reduction in the reliance of significant amounts of temporary staff usage in key high risk
operational areas;

+ Improvement in staff morale — more effective staffing models and less frustration at
inefficiencies in current working conditions is expected to yield a reduction in short-term
staff sickness and turnover, which again will improve the workforce’s productivity and
reduce its current reliance on temporary staffing arrangements.

Both the People and Organisational Development Strategy and Workforce Plan are being
updated by the Trust and will be included at FBC.

2.7.7 Digital Strategy

The Trust's Digital Strategy 2017-2022 has been developed to articulate a vision for both
Information and Technology that supports the development of health services as identified in
the overarching Trust strategy. The IT programmes, projects and activities described within it
will fully support the achievement of the Trust strategic goals. Specifically, the strategy
addresses the following areas:

¢+ Movement towards a digitally enabled healthcare environment within the Trust, within the
Doncaster and Bassetlaw healthcare communities and within the ICB.

+ Improving the patient experience.
¢ Supporting Agile Working and care in the community.
+ Eliminating or considerably reducing the use of paper.

¢ Reducing administrative overheads.

The creation of a full Electronic Patient Record (EPR) across the Trust remains a strategic
objective in line with the Five Year Forward View requirement as published by NHS Digital. The
Trust's previous ‘best of breed’ strategy for the purchase of replacement time-expired
systems means that patient data now resides in multiple systems.

For the full Digital Strategy see Appendix S10.

The Bassetlaw Emergency Village project team are in the process of developing a scheme-
specific Digital Strategy and ICT Employers requirements, that will align with the Trust’s
overarching Digital Strategy. A draft of the ICT Employers requirements has been shared with
the Trust and an initial engagement workshop for the Digital Strategy has taken place to inform
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its development. Once complete, both documents will set out the design requirements for the
scheme from an ICT perspective, and will form part of the P21+ Stage 3 Employers
Requirements. The documents will be further described in, and appended to, the FBC.

DBTH is one of four Acute NHS Trusts to be selected in 2021 to take part in the National Digital
Aspirent Plus (DA+) EPR Programme. The DA+ EPR Accelerator Programme is aimed at fast
tracking the levelling up agenda to provide Acute Trusts without an existing EPR (either Patient
Administration only or paper based) with the funding and support to procure a new EPR
solution to enhance their digital maturity, deliver their digital strategy and improve patient
outcomes.

The vision is for an EPR for DBTH that has a single login and provides a single, structured, real-
time healthcare record with role-based configurable views. This will be essential in enabling
DBTH to meet its objectives to improve efficiency and quality of care. It will support the
outcomes of the BEV scheme by:

¢ Providing paper-free ways of working at the point of care

+ Enabling remote working, and enabling management of care outside of a care environment
+ Leveraging data better to understand patient needs

¢ Delivering solutions that enable the citizen to self-help

¢+ Embracing SMART technologies and enable the Trust to become a hospital of the future

2.7.8 Estates Strategy

The five-year Estates and Facilities Strategy 2017-2022 ensures that the Trust provides safe,
secure, high quality healthcare accommodation to support current and future needs. The
strategy identifies where the Trust is now, where it wants to be, and how it will get there.

Identifying the current state is achieved by evaluating the condition of the existing estate
across all Trust sites through 7-facet condition and performance surveys and identifying
backlog costs linked to estates risks. The Trust’s future state aligns with the clinical site
development plans and reflects local and national drivers for change. Key estates aims will be
derived from this work, which will form the basis of estates development plans detailing how
the Trust will get to its future state position taking account of key financial assumptions and
risks to achievement. Performance will be measured against the following five estates and
facilities strategic aims:

+ Have in place suitable systems and processes designed to ensure delivery of high-quality
services, working with internal customers to develop a Transformation Plan for Service
Improvement.

+ Have appropriate staff deployed to deliver Estates and Facilities services to required
standards.

¢ Train and develop staff to maximise their individual performance and potential, ensuring
they are engaged, motivated and empowered.

¢+ Demonstrate the achievement of both quality and efficiency through the delivery of
quantitative KPI's and qualitative outcomes and measures.

+ Ensure the estate is fit for purpose in line with NHS Estate Code definitions.
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Specifically, this project formed part of an STP bid in 2018 which was one of four schemes
identified in the submission. The other three related to Doncaster Royal Infirmary (DRI) and
focussed primarily on clinical efficacy, co-location and improvement of infrastructure. The DRI
schemes have been superseded by the recent Trust application to be included in the Hospital
Improvement Programme, however the Bassetlaw Emergency Village scheme remains an
intrinsic part of the Trust Estate and Clinical strategy.

Additionally and co-dependant is the recent approval through NHSI/E of Public Dividend
Capital in relation with the NHS Reinforced Aerated Autoclaved Concrete (RAAC) roof removal
at Bassetlaw and specifically the Mental lliness (MI) block. The Ml block is part of the
development zone for the Emergency Village where the refurbishment element of the scheme
will take place and is due to commence later in the year. Approval was given in this financial
year (2022/23) on the basis of the Emergency Village proceeding post the completion of the
RAAC scheme and the two programmes and logistics planning have been developed to reflect
this through IHP who are currently engaged to deliver both schemes.

The estimated costs to eradicate backlog maintenance are shown in the table below.

Table 12: Summary of Costs to Eradicate Backlog Maintenance at Bassetlaw Hospital

DBTH total (£) Hg::f‘t:tl'?g‘)’ CAU, an;i?BuiIding

(GIA 160,408m?) (GIA 37.785m?) o 2'2r7e1a;2)

Cost to eradicate high risk backlog 19,400,016 7,911,284 532,850
Cost to eradicate significant risk backlog 105,018,647 5,321,309 358,407
Cost to eradicate moderate risk backlog 23,104,152 13,353,110 899,374
Cost to eradicate low risk backlog 1,837,349 446,105 30,047
Total backlog maintenance 149,360,164 27,031,808 1,821,427

Source: ERIC data 2020/21

For the full Estates and Facilities Strategy see Appendix S11.

The Trust doesn't have a Development Control Plan but is currently developing a Clinical Site
Services Strategy, which will be available at FBC.

2.7.9 Green Plan

The DBTH Green Plan ‘Our sustainable path to net zero’ sets out the Trust’'s commitment to
achieving net zero in line with the NHS ambition to reach net zero by 2040 and to improve the
sustainability of the healthcare services it provides. The Plan sets out the Trust’s ambitions in
the following areas:

Estates and facilities:

+ Develop a decarbonisation strategy for the estate across all sites.

Current ED, Paeds
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¢ Develop criteria for assessing the sustainability of refurbishments and new construction
works.

+ Implement a whole life costing policy for refurbishment and new buildings.

+ Implement efficient design principles and new technologies in collaboration with the
Trust’'s contractors.

¢ Reduce energy and water consumption:
« Upgrade existing heating, lighting and ventilation systems to ‘make every kWh count'.

- Improve the insulation of existing buildings to reduce the energy required to heat
them.

- Switch from gas to electricity-led or alternative non-fossil fuel heating (a separate
Heat Decarbonisation Plan will be developed to address this).

+ Reduce water consumption by 15% over the Green Plan period.

Sustainable models of care:

¢ Conduct sustainability assessments of current care models.

¢ Support activities that help prevent the need for healthcare interventions, improve the
wellbeing of the local community and reduce hospital visits.

¢ Reduce the carbon emissions associated with equipment use.

The Green Plan also describes the strategies for:

¢ Increasing the reuse of medical equipment.

¢ Reducing waste, particularly single use plastics.

+ Maintaining and enhancing the biodiversity of its green space.
+ Developing a climate change adaptation plan.

¢ Travel and transport.

¢ Supply chain and procurement

¢ Medicines.

Details about how the emergency village scheme supports these sustainability targets are
provided in section 4.9.4.

The full Green Plan is contained in Appendix S5.

Part B: The Case for Change

2.8 Rationale and Objectives

2.8.1 Existing Arrangements

Urgent and emergency care services at BH are currently provided in a number of locations
across the site:
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Table 13: Existing Urgent and Emergency Care Services

Service Role

Emergency Department (ED) Minors (UTC)/Majors/Resus for adults and children. Open 24/7

Assessment and Treatment Centre For medical, surgical or frailty assessment. LoS 24-72 hours
(ATC)

Children’s Assessment Unit 10 spaces for assessment and treatment of children and young
people. Open until 9pm, last referral 7pm. Children needing
overnight care/observation transferred to DRI.

Fracture Clinic Open 9 hours per day, 5 days per week.

Same Day Emergency Care (SDEC) For medical, surgical, gynae or frailty non elective care. LoS up
to 12 hours. Open 12 hours per day, 7 days per week

Primary Care Primary care is an appointment-based system on site but not
co-located. It is generally managed by advance nurse
practitioners and limited GP input.

The current location of services is illustrated in the figure below

Figure 11: Emergency Services - Existing Site Layout
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The figure illustrates how fragmented some of the current urgent and emergency care
services are. For example, the paediatric spaces within the ED are not adjacent to the
children’s assessment unit (which is located elsewhere in the hospital), which means that staff
cannot easily work across both areas. In addition, the location of SDEC away from the ED does
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not encourage same day care. The existing footprint for re-use is disjointed and would not
allow for the required interdependency and co-location that the emergency care services
require. Without additional accommodation the required schedule of accommodation to meet
service demand cannot be met.

Figure 12 illustrates the current patient pathway for urgent and emergency care services at BH.
The front door process is as follows:

*

24/7 Receptionist books patients in.

*

24/7 Band 5 Triage Nurse triage minor iliness / injury patients in the A&E treatment rooms.
Blood tests, ECGs, observations etc are initiated here.

*

24/7 Band 6 Enhanced Nurse Practitioner undertakes full assessment and treatment for
minor illness.

The existing process is not as efficient as it could be. For example, patients suitable for SDEC
often end up in ED first, and many minors could be directed away from ED to be treated
elsewhere. Triage and clinical streaming could be improved to ensure that patients are
directed to the most appropriate care.

Figure 12 Current Adult Patient Pathway

Patient self-referral

Receptionist

Patient booked in .
Major
Minor illness

iliness Band 5 Triage Nurse

A&E Treatment room Rapid Assessment

Emergency Department

Band 6 Enhanced Nurse Practitioner
Full Assessment / Treatment

Diagnostics / Observation

(OOH) Primary Care -
Assessment / treatment

Self-care / discharged to
Primary Care follow up

2.8.2 Rationale

The configuration of existing urgent and emergency care services is not fit to deliver the
Trust’s new clinical model for emergency care which aims to improve clinical streaming and
triage at the front door and ensure that facilities are correctly sized and co-located to
improve patient flow and increase flexibility. The new clinical model is described in detail in
section 4.7.2.

The main problems with the existing services are described below.
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ED capacity

The department was originally designed and built to safely manage a maximum of 100 people

a day. It currently sees an average of 153 patients a day, with the highest ever daily attendance
at 236.

The busiest times are 10am-1pm and 5pm to 7pm every day, with Monday being the busiest
day of the week.

In terms of patient acuity, resus activity remains fairly stable. ‘Majors’ have seen a general
decline while ‘minor’ attendances have increased. These trends are illustrated in the figure
below.

Figure 13 ED Majors and MinorsPatients by Acuity Stream
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Figure 14 ED Resus Patients by Acuity Stream
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Patients are currently being diverted out of the area due to lack of capacity. Demand will
continue to increase in the future in line with the growing and ageing demographic of the local
population. In addition, the legacy of the Covid-19 pandemic will lead to increasing demand for
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primary and acute services as many patients who were reluctant to contact their GPs during
the pandemic are now coming forward with health concerns.

The urgent care offer is often confusing for patients who are not always sure how and where to
access the right care. Extensive patient engagement has revealed that patients generally
prefer to come straight to the ED, feeling it is their only option.

Overall, it is clear that the increasing demand for emergency care services cannot be met
within existing facilities and that further capacity will be required.

Patient flow

The emergency care pathway is currently fragmented which results in inefficiency and lack of
flexibility. For example, the location of SDEC facilities away from the ED does not encourage
same day care and means that the Trust is currently not meeting the requirement for easy
access to same day emergency care as set out in the NHS Long Term Plan.

According to the key findings of the report ‘Front Door Streaming Model for the Bassetlaw
Emergency Village', urgent, ambulatory and assessment services should be co-located. This
will support the transformation of patient journeys and optimise flexibility and efficient use of
the workforce within the urgent and emergency care pathway, both in terms of supporting the
delivery of care in the right place, at the right time, by the right staff, as well as supporting
access to senior opinion and decision making at the earliest possible stage in the patient
journey.

Streaming patients to the most appropriate care pathway will result in improved clinical
outcomes, operational efficiencies and reduced admissions.

A recent review of U&EC services at Bassetlaw Hospital (which formed part of a wider review
across the South Yorkshire ICB) made recommendations in the following areas:

¢ Streaming could be improved by moving from the current model of streaming at the ED
front door to a model in which UTCs (staffed by a combination of primary care and acute
staff) act as the front door of ED to enable emergency medicine specialists to focus on
higher acuity need within the ED.

+ Many ‘minors’ could be considered for alternative care settings. Earlier signposting of
patients by community-based teams/ambulance services could avoid ED attendances
and admissions.

+ Direct access into SDEC facilities avoiding inappropriate use of ED.

+ SDEC facilities should be developed to accommodate an enhanced frailty pathway to help
older patients access the care they need without having to go through the ED, and other
pathways such as respiratory, abrasions/contusions etc.

A more detailed summary of the key findings is contained in Appendix S12 ‘Front Door
Streaming Model for the Bassetlaw Emergency Village'.

Reorganising existing emergency care facilities to ensure that key services are adjacent to
each other will improve patient flow, resulting in better clinical outcomes and a more efficient
service. This is explored in the clinical pathway model section 4.7.2, the 1:200 design and
adjacency matrix, section 4.7.1.
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Paediatric urgent and emergency services

In previous inspections, the CQC found that the hospital was not achieving the Royal College
of Paediatrics and Child Health (RCPCH) (2018) guidance which stated there should be two
paediatric nurses present on each shift. It also stated that adult nurses covering the
department should have training to ensure they have the relevant skills and competencies to
care for infants, children and young people. Patient pathways within ED were specifically
highlighted due to the front door streaming process and the number of paediatric nurses
available within the department.

The Trust has had difficulties recruiting paediatric nurses and, as a result of these challenges,
in January 2017 the Trust temporarily closed the children’s overnight service. The changes
meant that the overnight children’s inpatient service was temporarily transferred to DRI. The
inpatient ward changed into a Children’s Assessment Unit (CAU) with 10 clinical assessment
spaces open until 9pm but only accepting referrals until 7pm. All children requiring overnight
care (including observation) still continue to be transferred to DRI, a 20-mile journey which on
average is a 35-40 minute drive. If patients are assessed as being well enough, they can travel
in the family’s own transport if available. Before the closure of the overnight service there were
14 beds available for children and young people. This was further reduced to six immediately
prior to the closure due to staff shortages. Under the current temporary arrangements, the
unit has 10 assessment spaces for children and young people. The Trust has recently
completed a separate consultation on a permanent solution for children who need urgent and
emergency care at Bassetlaw Hospital. The consultation showed that there was overwhelming
support (86% of respondents) for building a new CAU next to the ED, which would allow
children to stay overnight at Bassetlaw rather than transferring to DRI. See section 2.7.4 for
more details.

The co-location of Adult ED, Children’s ED, CAU and other services would allow for the
required paediatric ratios — two per shift, as indicated by the CQC - to be achieved and
improve the offer for children at the Bassetlaw site. Co-location also means that the Trust can
provide a greater range of services with the same level of staff, helping to reduce the risk of
staff shortages which have an impact on service resilience and safety. It is also expected that
the new facilities and clinical model will create a more attractive place to work, helping to
maintain staffing levels, and balancing recruitment and retention.

Backlog maintenance and estates issues

The condition of the building is currently too poor to make it suitable for its role in the future
as part of the ICB emergency services provision. Backlog maintenance costs are high, (see
Table 6) and the Bassetlaw Hospital site also has RAAC roofing on a number of buildings which
are due to be replaced as part of the national RAAC eradication programme. The Department
of Health (DH) Lord Carter productivity and efficiency programme dashboard report has
continually indicated that the trust is year-on-year significantly underinvesting with regard to
backlog maintenance.

Issues surrounding asbestos management, electrical and mechanical infrastructure also need
to be addressed. In addition, the DBTH site was inspected by the NFRS Fire Service under the
regulatory reform (fire safety) order 2005 and has been served a fire deficiencies notice at BH
(on 22 February 2018).
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The provision of new build and refurbished facilities would significantly reduce the amount and
cost of backlog maintenance.

Recruitment and retention

One of the longstanding key challenges for services is the recruitment and retention of staff.
This is not unique to the local area and workforce shortages have been exacerbated by the
pandemic. In December 2016, The Royal College of Nursing published the report ‘RCN Safe and
Effective Staffing: The Real Picture’ which highlights how there are approximately 40,000
registered nursing vacancies in England.

In 2019 that number was reported at 43,000 vacancies, equating to a vacancy rate of 12%.
Significantly 22% of all reported hard-to-fill vacancies (hard to fill is defined as vacant for over
three months) are in the fields of learning disabilities, mental health and children’s nursing. In
2017 challenges in recruiting paediatric nurses led to the need to make temporary changes by
closing the children’s overnight service.

These temporary changes are still currently in place. Before any temporary changes were
made, there were 14 beds available for children and young people needing to stay in hospital
at Bassetlaw. Just before the ward was temporarily closed staff shortages meant that there
were 6 beds available. Under the current arrangements, the unit has 10 assessment spaces for
children and young people.

By relocating the CAU next to the paediatric spaces in the ED, paediatric staff will be able to
work across the two areas, which will improve efficiency, make the ED a more attractive place
to work and therefore improve recruitment and retention rates.

2.8.3 Investment Objectives

The investment objectives for this project are as follows:

Table 14 Investment Objectives

Objective SMART Goals

101: Health Outcomes & People centred e Reduce average patient time in ED, achieving
Environment -To deliver an estate which national benchmarks, such as NHP exemplars, by
enables the best possible experience for 2024/25.

adults and children requiring urgent and e Reduce the number of children being transferred to
emergency care, staff and visitors; and DRI for overnight assessment.

clinical quality, patient flow and  Provide sufficient capacity to meet forecast
outcomes performance improvement as demand to 2035 with the flexibility and adaptability
a result of the programme. to deal with surge and demand fluctuations.

e Contribute to achieving Trust sickness absence
rates of 3.5% by 2025/26.

102: Innovation -To create an adaptable, e Improve streaming at front door from current
flexible and digitally enabled estate, average of 7.7% to target identified in 2020 trials of
scaled for future demand growth, shifts in 33.2% by 2024/25.

care setting, improved patient flow and e Enable more integrated ways of working between
best use of workforce skills. ED, ATC, and SDEC by 2024/25.

e Enable more integrated ways of working between
ED and Paediatrics by 2024/25.
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Objective SMART Goals

e Deliver requirements outlined in Trust Digital

Strategy in the department by 2024/25.

103: Environmental Sustainability: To e Ensure the department complies with relevant NHS
create a physical environment that standards, including HTM, HBN, Fire Code and
meets statutory and regulatory BREEAM compliance, by 2024/25.
requirements, eradicates Backlog e Contribute to reduction in greenhouse gases by
Maintenance and Critical Infrastructure reducing energy usage, achieving target 250kWH
Risk, and complies with all relevant from 2024/25, and reducing mileage associated
national policies and guidance including with the transport of children between Bassetlaw
and Pandemic Proofing. and DRI.
I04: Community Connections -Create e Deliver the preferred model for Paediatrics
an environment that fosters partnership identified as a result of the public consultation by
working and integration. This enables 2024/25.
sustainability in adults and children's UEC e Deliver an integrated front door model in
services across the South Yorkshire and partnership with Notts Healthcare by 2024/25.
Nottinghamshire ICBs.
105: Economic & Financial e Streamline the staffing rotas for ED and ATC,
Sustainability To create an estates reducing pay costs by the middle of 2024/25.
solution which reduces the overall cost of e Reduce backlog maintenance by circa £1.8m from
delivering acute care services for 2024/25.
financial sustainability and ongoing value e Reduce energy usage, achieving target 250kWH
for money in operation. from 2024/25, and reducing associated costs.
I06: Social Impact -To develop the e Provide more equitable access to ED and
Bassetlaw emergency village in a way Paediatrics services by 2024/25.
which maximises the positive economic e Deliver social value by working with a partner during
and social benefits for the area and fulfils the construction period that will create
the Trust’s role as an ‘anchor’ apprenticeships and new job opportunities as a
organisation. result of the investment.

2.8.4 Health Service Needs

The ICB has identified that emergency care facilities at Bassetlaw are not sufficient to meet
the current demand for services and that further capacity will be needed to avoid patients
being transferred out of the area.

The proposed emergency care model supports the integration of local community, primary
and social care providers. The aim is to create a seamless care pathway with a ‘home first’
approach to care, which minimises the need for patients to access secondary care services.
This integrated approach will reduce presentations at the emergency department and allow
faster ‘stepping-down’ of patients into care settings closer to their homes.

Demand for local health services generally is forecast to increase over the next 10 to 15 years
as the proportion of older people continues to grow. There are also substantial health
inequalities across the region, which need to be addressed. For example, children who require
an overnight stay are currently being transferred to DRI, where they may remain for only a few
hours. For people living in Worksop, DRI is further away than Bassetlaw Hospital. Worksop is a
deprived area with many families not owning a car, which can be a challenge when visiting or



Outline Business Case for Bassetlaw Emergency Village

page 69 Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

bringing children home from DRI after discharge. Other health inequalities are further
described in the local Joint Strategic Needs Assessment - see section 2.6.3.

Worksop has two of the largest GP practices in the country, with 30,000 patients living in
close proximity to the hospital. Easy access to the hospital by public transport is important
because 40% of the local population do not have access to a car.

2.8.5 Engagement with Stakeholders

Engagement objectives

The successful delivery of the Emergency Village at Bassetlaw requires the active engagement
and support of many key stakeholders, including the clinical staff based in the services
delivered at Bassetlaw Hospital. The principles of good communications and engagement will
be adhered to as set out in the Trust’'s communications and engagement strategy (see
Appendix S13).

Whilst the development is an extremely positive for the Bassetlaw community change can be
unsettling for staff, patients, public, and other stakeholders. The need to explain the changes
and developments at time critical points in a coherent and positive way will be paramount.

The key objectives of the project’'s communications plan are:

¢+ To enhance the reputation of DBTH and the Bassetlaw Emergency village Programme
¢ To deliver consistent core messages

¢+ To actively engage with stakeholders, involving real dialogue and a two way process
¢ To maximise support for, and minimise opposition to, what is planned:

« by helping staff through a major change/development by keeping them informed and
asking them for suggestions and feedback; and

- keeping stakeholders informed of all key milestones of the project.

The full communications plan for the project can be found at Appendix S13.

Engagement activity to date

At SOC stage robust stakeholder engagement was carried out through the Place Plan. The
Emergency Village provides accommodation for mental health, primary care and community
colleagues. Engagement with East Midlands Ambulance Service to increase the number of by-
pass conditions continues to positively progress, though as these are not nationally mandated
they are agreed at a clinical level. A bypass is a situation in which an ED instructs the
ambulance service to divert ambulances elsewhere, and hence bypass the nearest ED. The
reason for this is because it is unsafe for more patients to attend.

Part of the footprint required is currently occupied by colleagues from Nottinghamshire
Healthcare Foundation Trust. This includes the current Out of Hours provision and BUCS
(Bassetlaw Urgent Care Service) which will be incorporated into the new front door model. Part
of the Outpatient Mental Health services will need to be moved from its current location but
this in principle is agreed with Nottinghamshire Healthcare.

As part of the development of its clinical strategy, the Trust has engaged with staff and
patients using a variety of methods including social media, postcards, posters and
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presentations, meetings with teams in the hospital, meetings and presentations with partners.
Over 600 responses have been received. In addition, the Governors have played a vital role in
shaping the strategy.

During the development of the OBC the design team have engaged with key stakeholders
including trust fire officers, ambulance teams, clinicians, infection control and facilities
management through multiple design workshops to ensure that the building designed meets
the expectations for the use and standards required. These meetings have influenced the
demand and capacity modelling, Schedule of Accommodation, 1:200 design and department

adjacencies.

Engagement and communications timetable

The planned timetable for communicating with key stakeholders is set out below. Full details
can be found in Appendix S13.

Table 15 Timetable for Stakeholder Engagement

Date of .
Action
engagement
May 2022 Engage with staff and public about the proposed name of the project ‘Bassetlaw
Y emergency village’
Communicate with staff regarding project progress (milestones, significant
June 2022 >
developments, photos, designs etc).
Hold Marketplace event to engage with staff and other stakeholders to raise
June [ July /

August 2022

August 2022

August 2022

November 2022

April 2023

Ongoing

2022/2023

Ongoing

2024

awareness of the business case before submission and of Bassetlaw Emergency
Village project development in general. Gather feedback.

Communicate with staff and stakeholders when confirmation has been received
that the business case has been approved. Communication will be via press release,
social media, website, and internal comms.

Detailed design review communicated with stakeholders

Install signage and messages outside the development to promote and inform on
the development itself and progress.

Invite the media along to a ‘spade in the ground’ event to mark the start of the build
(also include on social media, website, internal communications).

Attend steering group project meetings to allow micro-management of
communication messages on a weekly basis (i.e.: noise, disruption, signage, et)
Communicate ‘Milestone moments’ including:

e demolition of existing building

e progress re floor level/ building in position

o first clinical staff walk arounds

e press invite to see the site

Shared through all internal and communications channels
Continue to respond to media inquiries related to ED performance and the build.

Invite VIPs and media to an event to celebrate the launch of service (to take place
post soft launch)
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Public Consultation on Paediatric Services

Following the temporary closure of the overnight children’s inpatient service in January 2017
as a result of safety concerns raised by the CQC, the Trust and CCG have been looking at
ways to improve the service for children and families.

A public consultation took place between 7th December 2021 and 28th February 2022, which
sought people’s views on three options for the urgent and emergency care of children at
Bassetlaw Hospital:

¢+ Option 1. Continue the current temporary model, with the CAU staying where it is, closing
at 9pm each evening and patients being transferred to DRI from 4pm.

¢+ Option 2. Build a new CAU next to the emergency department but to close the unit at 9pm
each evening and transfer patients to DRI from 4pm.

¢ Option 3. Build a new CAU next to the emergency department, allowing children to stay at
Bassetlaw Hospital for a short stay, including overnight, and patients requiring a longer
length of stay being transferred to DRI.

The engagement document can be found in Appendix S14.
People were offered a number of ways to make their views known including:

+ Online survey +  Written feedback (letters, emails and long

form submissions)
¢ Paper survey

+ Targeted engagement (with parents and
_ . carers, children and young people and
+ Social media. rural and Eastern European communities).

¢ Meetings and public engagement events

A total of 1,983 responses were received. These were analysed by independent research
company and published in a separate report. The key findings are that:

¢+ 88% of respondents opposed Option 1.
¢+ 82% of respondents opposed Option 2.
¢ 84% of respondents supported Option 3.

When asked their preferred option, 85% of respondents indicated that Option 3 was their
preference. Option 3 has therefore been taken forward for further analysis as part of the wider
options assessment process for the project as a whole (see section 3.3).

The consultation feedback report can be found in Appendix S15.

2.9 Potential Scope and Key Service Requirements
2.9.1 Scope

The purpose of this scheme is to provide upgraded emergency care services at BH,
appropriately configured and right-sized to deliver the highest standards in emergency care
which meet the demands of the service.
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Considerations for the scheme include:

* Full integration of urgent care services with the emergency department (ED), with single
ambulant points of access to UTC and ED facilities.

¢ Co-location and development of a Children’s Assessment Unit.

+ An environment that maximises efficient and effective use of the workforce to deliver high
quality emergency care and sustain the care quality improvement trajectory.

Changes to Scope

The project’s original scope included a fracture clinic, Assessment and Treatment Centre.
However, due to increased inflation rates and project costs, the Project Board have concluded
that the best way forward would be to fund only the ED and CAU elements as part of this
project and seek alternative funding streams to provide the ATC, fracture clinic. Although
these three elements have been excluded from the scope of this business case their
locations/sizes/adjacencies have been factored into the design to ensure that the benefits of
co-location can be achieved.

2.9.2 Local Sensitivities

Key stakeholders have been consulted as part of the new proposal for emergency care. To
date there have been no local sensitivities and people are generally supportive of the scheme.
The project team will manage any local issues that may emerge and another update will be
provided at FBC. A Stakeholder Engagement and Communication Plan Report has been
developed to explore how stakeholder engagement can be managed effectively to minimise
local sensitivities. Further details regarding stakeholder engagement can be found in Section
2.8.5.

2.9.3 Integrated Working

The scheme supports integrated working in the following ways:

Emergency care:

The scheme will reduce current ‘fractured’ staffing models within elements of emergency care
currently dislocated across the BH site. There will be a much greater ability for staff to cross-
cover both within their own departments and across others, greatly enhancing the ability to
work as a ‘team’ and reducing the frustration felt due to time being wasted travelling between
service areas. For example, the co-location of ED paediatrics with the CAU will enable
resources and staffing to be shared, increasing efficiency.

The scheme supports improved working and better integration with the ambulance service. A
new ambulance parking area will be located at the entrance for ease of access and to avoid
cross over or queuing for ambulance arrivals. Following engagement with the ambulance team
it has been agreed that five covered ambulance bays will be provided, with one additional bay
in close proximity. The resuscitation area will be located adjacent to the ambulance arrivals
area, supporting easy access and faster handover between paramedics and ED staff.

Integrated working with SDEC to improve pathways for frailty and surgical patients.

The scheme has designed shared staff zones, these zones include staff rests, staffing
changing, offices and Seminar Room. This will allow for staff to collaborate with different
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departments and allow for information to be shared across departments. It will provide a
sense of a united staff group, who support each other.

Primary care:

As part of the development of local place plans* in Bassetlaw, proposals have been developed
by the three local PCNs for greater integration of primary care and secondary care services.
This project recognises and builds upon the benefits that this integration will deliver both for
local patients, both in terms of attendance avoidance strategies which will support a reduction
in presentations at the ED, as well as the faster stepping-down of patients into care settings
closer to, and ideally in, patients’ homes. More effective signposting in the community to
appropriate primary care services will lead to fewer attendances at the ED. For patients
presenting at the ED, a more effective streaming service at the front door should direct those
who need primary care to the onsite GP/PCN service.

*Place Plans are more local plans that cover smaller geographical areas within the wider
Integrated Care Board. Each ICB will have a number of Place Plans.

2.9.4 Activity and Capacity Planning

Trends in activity

Recent trends indicate that resus activity remains fairly stable. ‘Majors’ have seen a general
decline while ‘minor’ attendances have increased, due in part to the reclassification of ‘null’ as
‘minor’. These trends are illustrated in the figures below.

Figure 15 Resus Activity
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Figure 16 Majors and Minors Activity (ED scenario 1)
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Figure 17 Majors and Minors Activity - with Null reclassified as Minor (ED scenario 2)
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Figure 18 Time Spent in ED
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Figure 18 shows that the amount of time patients spend in the ED has been rising steadily for
majors and resus. However, this is not necessarily a reflection of increasing treatment time but
the time between arrival and discharge.

Figure 19 indicates that activity in the fracture clinic has been gradually decreasing, reflecting
the change in service model to more virtual follow ups delivered from DRI. The significant drop
in early 2020 is related to Covid-19.

Figure 19 Fracture Clinic Activity
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In terms of the Assessment and Treatment Centre, 64% of activity is within the 70+ age group,
as indicated in the red box in the figure below. This age group has the highest rate of growth in
demand for services. This activity may benefit from dedicated frailty support.
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Figure 20 ATC Activity
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The length of stay for 53% of episodes is less than 24 hours, as indicated in the yellow box on
the figure below, which may make it suitable for transferring to the SDEC.

Figure 21 ATC Length of Stay
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Projected future activity

Growth in activity across the Trust’s urgent and emergency care services has been projected
to 2035 using data from February 2019 to January 2020 as the baseline. The table below
shows this growth in activity and the estimated number of physical spaces required to
accommodate it.
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Table 16: Activity and Capacity Projections to 2035

2035
Stream Baseline activity
Projected activity Spaces estimated

ED Scenario 1: Majors, Minors and Null

Majors 18,214 28,846 14
UTC/Minors 23,523 37.254 5
Children’s ED 10,705 13,863 4
ED Total 52,442 79,964 23

ED Scenario 2: Majors and Minors with Null reclassified as Minor

Majors 16,083 25,471 12
UTC/Minors 25,654 40,629 5
Children’s ED 10,705 13,863 4
ED Total 52,442 79,964 21

Other areas!

SDEC 4,713 7464 12
ATC 4,819 8,454 373
Fracture Clinic? 13,826 21609 5

" Subject to separate business cases but included here to support co-location with ED
2 Fracture clinic includes additional orthopaedic elective outpatient activity.

3 A change in the model of care to transfer activity to SDEC and/or a frailty assessment setting could reduce bed
requirements.

The assumptions upon which the modelling has been carried out are set out in the table
below.

Table 17: Activity and Capacity Modelling Assumptions

ED assumptions

Occupancy rate Resus 45.0% Maijors 70.0% Minors 70.0% Paediatrics 70.0%
Treatment times . . N
. Resus: 180 Majors: 120 Minors: 30 Paediatrics: 60
(minutes)
SDEC and ATC assumptions
SDEC ATC . . I

Operational parameters Operatin Operatin Operating Operating Utilisation

P P P g P g days: 7 weeks: 52 rate: 85.0%

hours: 12 hours: 24

Fracture clinic assumptions

. Operating Operating Operating Utilisation
Operational parameters hours: 9 days: 5 weeks: 48 rate: 85.0%
Appointment time First: 30 Follow up: 20

(minutes)

Activity and growth assumptions

Baseline activity Feb 2019-Jan 2020
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Growth Age adjusted based on DBTH demand growth and market share

Projection date 2034/35

ED modelling 80% peak period activity model applied

Functional content

Following the analysis of the current and proposed activity and capacity at BH, the functional
content set out in the table below has been agreed.

Table 18 Functional Content

Stream Spaces

Functional Content - Adults

Majors' 14
Resus? 3
Minors?® 5
Mental health 2
Primary care* 4
Fracture clinic 5

Functional Content — Children
Children's ED! 4
Children’s Assessment Unit (CAU)*

Children’s Assessment Beds 6
Children’s Assessment Spaces 8
Children’s Treatment Spaces 2

1 Adult Majors and Children’s ED ideally to include 1x each high acuity bays to enable step-down from resus
2 Includes 1x children’s resus space

3 Minors and primary care spaces to be ideally located to maximise flexibility of use

4 Trust instructed as per Option3 of the children’s urgent and emergency services consultation

5 Agreed in clinical workshop

The functional content, which was produced alongside clinical leads and the project team to
ensure that it is aligned with the qualitative demands of the department, has been used to
develop a schedule of accommodation. See Appendix S16 for more details on the capacity
and modelling. See Appendices C4 and C5 for the schedule of accommodation.

2.9.5 Patient Choice

The proposed Emergency Village is part of a commissioned plan for a new model for
emergency care services for Bassetlaw.

The new model will provide a range of options for emergency care and increase choice for
patients. The creation of a single ambulant front door will improve the care pathway, giving
patients easy access to alternative providers, for example GPs, or self-care.
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A new model for paediatric emergency services will provide longer hours of service at
Bassetlaw. This means that patients have the choice to be treated closer to home instead of
being transferred to DRI

2.9.6 Equality and Diversity

The Equality Act 2010 lists nine protected characteristics, which are:

*+ Age ¢+ Race and Ethnicity
+ Disability + Religion or Belief

¢ Gender Reassignment *+  Sex

¢ Marriage and Civil Partnerships ¢ Sexual Orientation

¢+ Pregnancy and Maternity

The Trust recognises the diversity of the local community it serves. Its aim is to provide a safe
environment free from discrimination and treat all individuals fairly with dignity and
appropriately according to their needs. These principles underpin all service developments
and reviews will be undertaken at various points during the life of the project. Particular
attention has been given to the equality dimensions at design stage.

An Equality and Health Inequalities Impact Assessment has been carried out to ensure the
project does not discriminate against any disadvantaged or vulnerable people. This
assessment can be found at Appendix S17. As the project moves towards detailed service
planning, the following areas will continue to be considered:

¢+ Models of Care and Care Pathways ¢ Transport and Access
¢+ Workforce Planning ¢+ Communication / Interpretation services

¢ Design and Security

2.9.7 Four Key Tests for Service Reconfiguration

The development of the emergency village proposal supports the delivery of the Trust’'s
clinical strategy and is aligned to commissioning intentions. The proposal satisfies the four
tests laid out in the NHSE/| guidance: “Planning, assuring and delivering service change of
Patients™

¢ Strong public and patient engagement — see section 2.8.5 Engagement with Stakeholders.

+ Consistency with current and prospective need for patient choice - see section 2.9.5
Patient Choice.

¢ Clear, clinical evidence base — see section 2.9.4 Activity and Capacity Planning.

* Support for proposals from commissioners — see section 2.3.2 Commissioner approvals.

2.9.8 Strategic or Organisational Changes

During the development of the scheme there have been several changes to the strategic and
organisational structure:
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+ Senior Staffing — Since commencement of the project there has been a change in Trust
Chief Operating Officer and a different project Senior Responsible officer and Clinical Lead.

¢ The Trust has joined the South Yorkshire Integrated Care Board.

These changes in strategic and organisational structure have not impacted the project and
the new staff and Integrated Care Board are supportive of this project.

2.10 Main Benefits Criteria

Satisfying the potential scope for this investment will deliver the following high-level strategic
and operational benefits. By investment objectives these are as follows:

Table 19 Investment Objectives (I0) and Benefits

10 ref Main benefits criteria

1Health Outcomes | Stakeholder Group: Patients / staff / public
and People
Centred
Environment

e Reduced patient time spent in ED leading to improved throughput and
releasing capacity

e Improved patient and carer experience

e Sufficient capacity to meet demand

e Flexibility to meet surge and fluctuations in demand

e Greater staff satisfaction

2 Innovation Stakeholder Group: Patients / staff

e Improved streaming through Integrated Front Door reduces ED
attendances

e Improved management through digital enablement

3 Environmental Stakeholder Group: Patients / Staff / Public / NHS Trust

Sustainability e Reduced greenhouse gases because of reduced energy consumption

e Reduced greenhouse gases because of fewer transfers to DRI

e Improved compliance with statutory requirements including HTM, HBN,
Firecode and BREEAM compliance and infection control approach

4 Community Stakeholder Group: Patients / Staff

Connections . _ .
e More equitable access to ED and Paediatrics service

e Greater collaboration with partners, such as Notts Healthcare

5 Economic and Stakeholder Group: NHS Trust
Financial

. . e Reduced transport costs due to fewer transfers to DRI
Sustainability

e Rota efficiencies due to improved adjacencies between ED and ATC
e Improved energy consumption

6 Social Impact Stakeholder Group: Patients / Staff

e Creation of social value including creation of apprenticeship and job
creation
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The main risks of this investment are shown in the table below, together with their counter
measures. For further detail on risk, please see the Economic, Commercial and Management

Cases.

Table 20 Main Risks and Mitigations

Main Risk

Mitigation

Financial

Capital funding is not made available by
NHSE/I

Project proves unaffordable from a
revenue perspective

Hyperinflation increases costs and
results in unaffordable project

Investigate potential alternative sources of funding.

Detailed and robust financial modelling/control. Maximise
potential for efficiencies.

Predetermine the inflationary consequences and allocate the
management of hyperinflation to the party best able to
manage it. Implement inflationary price adjustment formulae
to factor in the rise in costs before they occur.

Internal and External Approval

Business case is/are rejected or there is
a delay in approval by the Board of
Directors. If NHSE/I exceed the overall
agreed period this could impact the
final completion date requirement.

Business case is/are rejected or there is
a delay in approval by NHSE/I

Dependencies on other business cases
e.g. RAAC, ATC & SDEC may slow
progress

Ensure business case is are/robust and continue to engage
with key stakeholders to gauge commitment and support.

Ensure business cases are robust and continue liaison with
NHSE/I to ensure support and commitment. Undertake page-
turn meetings with NHSE/I colleagues prior to business case
submissions.

Construction works are inter-related and the other projects
need to be brought forward in parallel to ensure the
Emergency Village project does not pick up additional costs
associated with works outside of this business case.

Design and Construction

Planning Approval is severely delayed,
comes with onerous conditions or is
refused.

Increase in procurement periods/lead

ins & Material shortages

Project is not delivered to the brief or
appropriate standards.

Engage with planning authority, council and stakeholders to
gain support and impress upon them the urgent need ad
wide reaching community benefits.

PSCP to identify long lead items, which could be ordered in
advance to mitigate delay. Identify alternate options.

Robust and clear brief and contract, with stringent quality
control procedures and effective site
supervision/monitoring.

Operations and Transformation

Changes to models of care, demand,
and/or commissioning adversely
impacts upon the future efficiency and
suitability of the project design.

Close working with users and commissioners to understand
the direction of healthcare service provision, along with a
flexible design solution.
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Mitigation

Poor quality brief that does not
accurately portray the Trust's
requirements.

Robust and informed strategic review, modelling, activity
trend analysis, challenge and business planning.

Human Resources

Project failure due to poor
resourcing/project management.

Inability to provide a sufficient and
suitably skilled workforce to properly
staff and operate the facility post-
handover.

Ensure sufficient, competent resources are directed to the
project.

Ensure a suitable programme of staff engagement, training,
recruitment and retention is implemented in sufficient time
to meet the service needs.

2.12 Constraints

The project is subject to following constraints:

+ The project is constrained by the space available on site for expansion of emergency
services while also maintaining colocations.

* The project is constrained by the maximum available/affordable capital envelop for the
scheme of £17 million, which may be under pressure due to current market conditions such

as hyperinflation.

+ The project is constrained by the requirement for net revenue costs maintaining or
improving but not deteriorating the Trust financial position.

¢+ The project is constrained by the requirement to achieve all relevant building and design
standards set out in HBNs and HTMs.

¢ The project is constrained by the requirements arising through consultation with the

public.

+ The project is constrained by the requirements imposed by planning permission approval.

¢ Building works must be completed by March 2024 in order to access Wave 4 STP funding.

2.13 Dependencies

The project is subject to following dependencies that will be carefully monitored and managed
throughout the lifespan of the scheme:

+ Nottinghamshire Healthcare Foundation Trust agrees to vacate part of the premises (it
currently provides some of its inpatient and outpatient mental health services from BH).

+ Business Case Approval: the project is dependent on the Trust securing NHSE/I approval of

the OBC and FBC.

¢ Planning permission approval.

¢ Interdependencies between this scheme and other related schemes: ATC, SDEC, Single

Site Trauma.

¢ Effective out of hospital demand management to support the activity and capacity

requirements in the scheme.
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+ For the adjacency benefits to be realised the project is dependent on the RAAC, ATC and
SDEC projects to be complete in time.
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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 OBC
documents the range of options that have been considered in response to the scope
identified within the strategic case; and provides evidence to show that the most
economically advantageous option has been selected, which best meets service needs and
optimises value for money.

3.2 Critical Success Factors

The critical success factors (CSFs) as outlined in the Strategic Case are:

Table 21: Critical Success Factors

CSF How well the option:
Strategic Fit and ¢ Meets the agreed spending objectives, related business needs and service
Business Needs requirements, and

¢ Provides holistic fit and synergy with other strategies, programmes and projects.

Potential Value for ¢ Optimises public value (social, economic and environmental), in terms of the
Money potential costs, benefits and risks.

Supplier Capacity = * Matches the ability of potential suppliers to deliver the required services, and

and Capability * s likely to be attractive to the supply side.

Potential ¢ Can be funded from available sources of finance, and

Affordability ¢ Aligns with sourcing constraints.

Potential ¢ s likely to be delivered given the organisation’s ability to respond to the changes
Achievability required, and

¢ Matches the level of available skills required for successful delivery.

3.3 Options Assessment

3.3.1 Options Framework
Methodology

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 business case
documents the wide range of options that have been considered that could deliver the agreed
investment objectives for five categories of choice:

* Scope (service and geographical coverage);

+ Solution (including services and required infrastructure);
+ Service delivery (who will deliver the required services);
+ Timing and phasing of delivery;
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¢ Funding of the investment.

The long list must include an option that provides the baseline for measuring improvement
and value for money. This option is known as ‘Business as Usual'’. It must also include a realistic
‘Do Minimum’ based on the core functionality and essential requirements for the project.

A long list of options were identified and documented. Options were generated for each
category of choice by ascertaining the least ambitious, most ambitious and intermediate
option for scope, solution, service delivery, timing and funding.

This process results in an assessment of each option in terms of how well it will deliver each
investment objective and CSF and is assessed as either:

Weakly Meets Broadly Meets Strongly Meets

Options were scored on a consensus basis against the agreed investment objectives and
critical success factors.

3.3.2 Service Scope and Solution

In developing the long list of scope options for this scheme the Project Team ensured that
suitable Do Minimum and Do Maximum options were considered which would enable the IOs
and CSFs set out in the Strategic Case to be met.

There are six options for the scope:

¢ 1A Business as usual — continue with current clinical model

+ 1B Do Minimum — Implement the paediatrics model (ED and dedicated CAU)*

¢ Option 1C — Implement paediatrics model and front door model and right size ED
¢ Option 1D — As 1C plus deliver new ATC

¢ Option 1E — As 1C plus deliver new ATC and SDEC

¢ Option IF — As 1C plus deliver new ATC, SDEC and fracture clinic

* The paediatrics model of care was defined separately following a public consultation exercise and before the full
options assessment process for the scheme as a whole was carried out. It has therefore been included here as a
given and is not subject to further assessment. See section 2.8.5 for an explanation of how the paediatrics model

was arrived at.

Following a review by the Project Team and the Design Team (including architect, Trust
estates, health planners and senior clinicians), a series of potential estate configurations were
derived. These were based on known infrastructure constraints, current estate limitations and
available space at Trust sites. The Trust considers that there are four potential solutions for
the scheme:

¢ 2A Business as usual — Ongoing maintenance

¢ 2B Do Minimum — Refurbish existing facilities and deliver paediatrics

+ Option 2C - Refurbish existing facilities and new build (as per SOA v15)
+ Option 2D — New build (as per SOA v15).
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An assessment against the I0s and CSFs and a SWOT analysis for these scope and solution
option choices was conducted as part of the options appraisal process. The findings are
contained in Appendix E1.

3.3.3 Service Delivery, Implementation & Funding

The Trust has considered potential routes to market for the delivery of the scheme, based
upon the high-level assessment within the Commercial Case. Following assessment by the
Project Team, four potential delivery options have been considered for the project:

+ Option 3B - Procurement Framework (i.e. P21+)
¢+ Option 3C - Full procurement process
¢ Option 3D - Development Partner

¢ Option 3E — Public Private Partnership/Joint Venture.

The Trust considers that there are two fundamental approaches to implementing the scheme:

¢ Option 4B - Phased build
¢ Option 4C - Single build

The Trust has considered a range of options for funding the works in an affordable and
sustainable manner:

¢ Option 5B - Central funding
¢+ Option 5C - PDC funding
¢+ Option 5D - Combination of Central funding and PDC funding

¢ Option 5E - Alternative models of funding

An assessment against the I0s and CSFs and a SWOT analysis for these service delivery,
implementation and funding options was conducted as part of the options appraisal process.
The detailed findings are contained in Appendix E1.
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3.4 Options Framework Summary

The qualitative options appraisal process outlined in the preceding sections resulted in the following framework summary.

Project

Business as Usual

Do Minimum

Intermediate Option Intermediate Option Intermediate Option Do Maximum

1. Service Scope

As outlined in Strategic

Case

1A — Continue with
current clinical model

Carried Forward

1B — Implement
Paediatrics model (ED
and dedicated CAU)

Carried Forward

1C — Implement Paeds
model and Front Door new ATC, SDEC and
model and right size ED Fracture Clinic

1D — As IC plus deliver
new ATC

1E — As 1C plus deliver
new ATC and SDEC

1F — As 1C plus deliver

2. Service Solution

In relation to the
| preferred scope

2A - Ongoing
maintenance

Carried Forward

2B — Refurbish existing
facilities and deliver
Paeds

Carried Forward

2C — Refurbish existing facilities and new build (as per SOA v1) 2D — New build (as per

SOA v2)

Preferred Way Forward Carried Forward

3. Service Delivery

In relation to the
preferred scope and
service solution

3A — Continue with
existing

Carried Forward

3B - Procurement
Framework (i.e. P21+)

Preferred Way Forward

4. Implementation

In relation to preferred
' scope, solution and
method of service
delivery

4A- Continue existing

Carried Forward

3E - Public Private
Partnership / Joint
Venture

3C - Full Procurement
Process

3D - Development
Partner

4C - Single-Phased

4B - Phased Build

Preferred Way Forward

5. Funding
In relation to preferred

scope, solution, method

of service delivery and
implementation

5A — Continue with
existing

Carried Forward

5B — CRL Funding

5E - Alternative
funding models

5C- PDC Funding of

£17.6m 5D - Combination of CRL and PDC funding

Carried Forward

Preferred Way Forward
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3.5 Shortlisted Options

In line with guidance and best practice, the business case should identify a minimum of four
shortlisted options for further appraisal. These should include:
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¢ Business as Usual: The benchmark for value for money;

¢+ ‘Do Minimum”: A Realistic way forward that also acts as a further benchmark for Value for
Money, in terms of cost justifying further intervention;

¢+ 'Recommended’ The preferred way forward at this stage;

+ One or more other possible options based on realistic ‘more ambitious’ and ‘less
ambitious’ choices that were not discounted at the long-list stage.

The options framework can be used to filter the options considered at the long-list stage to
generate the potential short-list for the project, as illustrated below. The following table uses
the numbering used in the summary table above to map option choices into a summary of the
short list identified.

Table 22 Options Framework Shortlist

O - Business as

2 - Preferred Way

3 - More Ambitious

Options 1- Do Minimum
P Usual Forward (PWF) PWF
Continue with Minor changes to Deliver proposed clinical Deliver proposed clinical
current clinical clinical model: model and right-size to model and right-size to
model « Adult ED model meet forecast demand: meet forecast demand:
remains largely * Integrated front door * Integrated front door
unchanged (Combined primary care + (Combined primary care
« Proposed ED triage + streaming) + ED triage + streaming)
Paediatrics * Majors, Minors, Resus, * Majors, Minors, Resus,
. clinical model (ED Mental Health, Primary Mental Health, Primary
Project and dedicated Care Care
Scope CAU) L L
» Paediatrics ED and + Paediatrics ED and
* Enable interfaces dedicated CAU dedicated CAU
withnew ATC and ', paple optimum interface  + Enable optimum
SDEC where with new ATC (to realise interface with new ATC
possible associated benefits) (to realise associated
+ Enable optimum interface benefits)
with new SDEC » Enable optimum
interface with new SDEC
No initial Refurbish existing | Refurbish Mental Health Demolish Mental Health
investment but facilities: building and deliver new building and create new
continue with « Adult ED remains _Puild extension: build facility:
SR - in current + Deliver SOAv15** * Deliver SOAv15**
Project arrangements for .
J . g location and » Achieve improved » Achieve optimum
Solution eIt current size g : ff 3 f A
e . adjacencies / clinical flow adjacencies / clinical
* Deliver SOAV15 + Co-locate with new ATC flow
fordPgeAﬂatrlcs ED and SDEC* * Co-locate with new
an SDEC*
. Continue with Deliver via Deliver via procurement Deliver via procurement
Service .
. existing procurement framework (eg P21+) framework (eg P21+)
Delivery
arrangements framework (eg P21+)
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Obtions O - Business as 1- Do Minimum 2 - Preferred Way 3 - More Ambitious
8 Usual Forward (PWF) PWF
Project Continue with Phased Build - Phased Build - Programme Phased Build - Programme
Implemen | existing Programme TBC TBC TBC
tation arrangements
Proiect Continue with Combination of £17.6m PDC  Combination of £17.6m
) . existing CRL funding funding + additional CRL PDC funding + additional
Funding . .
arrangements (inflation only) CRL

*Both ATC and SDEC are subject to separate business cases and so are excluded from the scope of the capital
cost forms and drawings for this business case but their locations/sizes/adjacencies need to be factored into the
design

It is important to note that the preferred way forward identified above is not the preferred
option at this stage. The preferred option is identified from the appraisal of the short-listed
options which will be explored in the economic appraisal.

3.6 Economic Appraisal
3.6.1 Introduction

The purpose of the economic appraisal is to evaluate the costs, benefits and risks of the
shortlisted options in order to identify the option that is most likely to offer best public value
for money. In line with current NHS England and HM Treasury Green Book project business
case guidance, this involves:

+ Estimating whole life capital and revenue costs for each option.

¢ Undertaking an assessment of benefits and risks for each option, wherever possible
quantifying these in monetary-equivalent values.

+ Using the Comprehensive Investment Appraisal (CIA) Model to prepare discounted cash
flows and estimate the Net Present Social Value (NPSV) and Benefit Cost Ratio (BCR) for
each option.

+ Presenting the results, including sensitivity analysis, to determine the preferred option.

3.6.2 The Short List of Options

As outlined in the previous section, a short list of options has been identified. A comparison of
the floor area by works type for each of the shortlisted options is provided in the table below
to provide an indication of the scale of work involved.

Table 23: Comparison of Shortlisted Options

Option O — Option1- Option 2 — Refurbish Option 3 — New
BAU Do Minimum and Extend Build

Refurbishment of .
Continue with existing ED and Mental Refurbish and extend New build

Description existin ildi Mental Health building to Emergency Care
P g Health building — No create Emergency Care g. Y
arrangements change to Adult ED Village

. Village
location or model but
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Option O — Option1- Option 2 — Refurbish Option 3 — New
BAU Do Minimum and Extend Build
deliver proposed
Paediatrics model
m2 m2 m2 m2
Retain ED 827 - - -
Retain Paeds CAU 491 - - -
?glt:z;in Building 47 1153 _ _ _
New build - 116 1572 3,226
Major refurbishment - 2,968 1100 -
Minor refurbishment - - 679 -
Costed GIFA 2,47 3,084 3,351 3,226

3.6.3 Estimating Initial Capital Costs

Capital costs have been estimated for the shortlisted options by the Trust’'s Cost Advisors,
Edge and a copy of the capital cost plans are provided in Appendix E4.

Costs are based on the following main assumptions:

¢ Schedules of Accommodation and 1:200 drawings in accordance with the level of design
required at OBC stage.

+ Works costs calculated using Healthcare Premises Cost Guide @ PUBSEC 281 and 100

Location.

+ Allowances for fees, equipment costs, planning contingency and optimism bias have been
applied as appropriate.

The resulting capital costs estimates are summarised in the table below.

Table 24: Initial Capital Costs

Option O — BAU Opt:\:?n:n:l?n: Reft?riti;ohnaznd Option 3 _B"::?I‘Z
Extend

£'000 £'000 £'000 £'000

Construction 0] 9,212 10,628 16,624
Fees 0] 1,037 7 1669
Non works 0 150 150 4,150
Equipment costs (0] an 886 1269
Planning contingency 0 461 695 831
Subtotal (0] 1,671 13,131 24,543
Optimism bias (0] 1634 1313 2,454
Subtotal (0] 13,305 14,444 26,997
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Option O — BAU oPt:\‘;i“n:r;l?r: Refl.(J)rTotilsT‘nna?wd Setioa 'B"L?I‘Z

Extend
£°000 £'000 £'000 £'000
VAT ] 2,453 2,734 5,066
Subtotal o 15,758 17,178 32,063
Inflation 0] 1420 802 3,228
Total (0] 17,178 17,980 35,291

For completeness and ease of reference to capital cost forms, these figures are shown here
including VAT and inflation adjustment. However, it should be noted that for the purposes of
the economic appraisal all costs exclude VAT and are restated at base year prices in
accordance with HM Treasury Green Book guidance.

3.6.4 Residual Value

Based on District Valuer advice, it is anticipated that the preferred option will have a residual
value of £7.431m at the end of the asset life, equating to 43.9% of total building costs of
£16.917m.

This has been incorporated to the CIA model by applying this percentage to building costs
excluding inflation and VAT. It is assumed that a similar proportion of residual value would
apply to the alternative options.

Table 25: Residual value

. Option 2 - .
Option O — BAU Option1-Do | o fibishand | OPtonS—New
Minimum Build

Extend

£'000 £'000 £'000 £'000
Building costs 0] 12,493 13,558 25,728
Residual value % 0.0% 43.9% 43.9% 43.9%
Residual value in Year 60 o 5,488 5,955 1,301

3.6.5 Estimating Lifecycle Capital Costs

Ongoing investment requirements are estimated to reflect the whole life costs of replacing,
refurbishing or upgrading of assets over the lifetime of the appraisal period.

Indicative lifecycle costs have been calculated by the Trust's Cost Advisors, Edge, in relation
to the ongoing requirements for renewal and maintenance of building fabric and services in
relation to Options 1, 2 and 3, based on benchmarked cost data from the BCIS Life Cost
Database. Copies of the lifecycle capital cost reports are provided in Appendix E4.

In addition to this, it is assumed that equipment will be replaced every ten years and the
associated costs have been incorporated.
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Business as Usual lifecycle costs have been estimated based on the Gross Internal Floor Area
(GIFA) for the retained areas outlined in Table 22 with the following applied:

* Proportion of Bassetlaw’s backlog maintenance from the Trust's 2020/21 ERIC data,
uplifted to 2022/23 price base, profiled over a 10-year period.

+ Ongoing lifecycle renewal costs based on average cost per m2 in line with the
benchmarked cost data used in the other three options.

+ Equipment lifecycle costs are expected to be in line with the Do Minimum option.

The resulting lifecycle capital costs estimates are summarised in the table below.

Table 26: Whole Life Lifecycle Costs

. Option 2 — .
Optiono—Bay  OPtionT-Do ot rbishang  OPton3-New
Minimum Build

Extend
£'000 £'000 £'000 £'000
Backlog maintenance 1,821

Ongoing lifecycle - building 7,010 8,749 9,507 9152
Ongoing lifecycle - equipment 4,056 4,056 4,431 6,345
Total lifecycle costs 60 12,888 12,805 13,037 15,497

years

3.6.6 Estimating Non-Recurring Revenue Costs

It is anticipated that transitional costs of £48,515 will be incurred as a result of the moves
required to deliver the preferred option. It has been assumed that this would apply to all of the
‘Do Something’ options.

The resulting transitional costs estimates are summarised in the table below.

Table 27: Transitional Costs

. Option 2 — .
Optiono—Bay  OPtonT—Do ot rbishang OPtion3-New
Minimum Build
Extend
£'000 £'000 £'000 £'000
One-off transitional costs 0 49 49 49
Non-recurring revenue costs o 49 49 49

3.6.7 Estimating Recurring Revenue Costs

Recurring revenue costs have been estimated based on the following:

+ Baseline current pay and non-pay costs associated with the ED and ATC teams based on
2022/23 budgets.
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+ Building running costs based on average cost per m2 from the Trust’'s 2020/21 ERIC data,

uplifted to 2022/23 price base.

+ Any efficiencies associated with delivery of new facilities and enablement of the proposed
clinical model are considered within the Benefits section below.

The resulting recurring revenue costs estimates are summarised in the table below.

Table 28: Annual Recurring Revenue Costs

Option O — BAU oPt:\‘;:‘n:r;l?r: Refl.(J)rTotilsT‘nna?wd Option 3 _B":ﬁl";
Extend

£'000 £'000 £'000 £'000

Pay Costs 10,924 10,924 10,924 10,924
Non-Pay Costs 951 951 951 951
Clinical services 1,874 1,874 11,874 11,874
Cleaning 76 94 102 99
Utilities 80 100 109 105
Total FM Costs 246 307 333 321
Building running costs 402 501 545 525
Total revenue costs 12,276 12,376 12,419 12,399
Impact on annual revenue o 100 43 193

costs

3.6.8 Estimating Benefits

Benefits resulting from the investment have been identified for each of the following

categories:

Cash releasing benefits (CRBs): Cost savings that will directly improve the Trust's
financial position or mitigate the revenue consequences of the investment.

Non-cash releasing benefits (NCRBs): Gains that can be expressed in financial terms but
do not result in cash savings for the Trust, such as efficiency improvements that will allow
the Trust to make better use of resources or cost savings that will be realised by other
public sector organisations.

Societal benefits (SBs): Indirect benefits to wider society that can be expressed in
financial values.

Unmonetised benefits (UBs): benefits that cannot be expressed in financial values
including both quantifiable and qualitative benefits.

An overview of the financial benefits that have been quantified within the first three categories
is provided in the table below, including an outline of the approach used to quantify them and
the estimated values for the preferred way forward.



page 94

Table 29: Benefits Assumptions

Outline Business Case for Bassetlaw Emergency Village
Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

Cash Releasing

Non-Cash Releasing

Output Outcome Assumptions Benefits Benefits Societal Benefits
CAU Overnight Fewer children The SOC identified that, as a result of fewer = £94k p.a. £94k p.a. £5k p.a.
transferred to transfers, the service provided by a DBTH Cost Saving BCCG Cost Saving Carbon values and air quality
DRI dedicated PDC crew will no Ionger be damage costs associated
required. with 216 fewer return journeys
Based on 2021/22 activity data it is p.a. @ 30km (Based on HMT
estimated that this relates to 216 transfers Green Book Supplementary
p.a. Guidance rates)
Improved Rota efficiencies = The SOC identified that the improved £575k p.a. - -
adjacencies adjacencies will enable more integrated Updated to reflect
between ED and ways of working and reduce rota 2022/23 average pay
ATC requirements between ED and ATC as costs

Integrated front
door improves
streaming and
better patient
flow in ED

Reduced patient
time in ED

follows:

e Medical — 1TWTE per shift

e Nursing —1WTE per shift

e Porters — 0.3 WTE overall

In 2022, detailed Health Planning work to
agree the functional content of the new
facilities, resulted in an agreed target to
reduce the average patient time in the ED
based on New Hospital Programme
exemplars, as follows:

e Resus — 230 to 180 minutes

e  Majors - 220 to 120 minutes

e  Minors — 140 to 30 minutes

£1,361k p.a.

Increased costs avoided by
2035

Continuing with current average
patient time in ED would result
in an estimated 27 additional
spaces being required in ED by
2035.

Based on an average nursing
cost per space (Using 2022/23
average pay costs, assuming
50% of nursing requirements
variable in relation to number of
spaces).

£477k p.a.

74,316 patient hours saved
p.a. x Perceived Value of Time
(DfT TAG Data used as proxy)
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. Cash Releasin Non-Cash Releasin . .
Output Outcome Assumptions . & . & Societal Benefits
Benefits Benefits
Improved Outcomes of a trial undertaken at £972k p.a.
streaming Bassetlaw of the Nav Nurse and ESA Model Applying the streaming
in 2020, Suggested that Streaming at the improvement to current Minors
front door could be imprOVed from 7.7% to activity at an average cost per
33.2%. The co-location of the BUC's service ED attendance.
would support this model and help to
improve streaming figures.
Design Energy Based on 2020/21 ERIC data the Trust's £14k p.a. - £38k p.a.

efficiencies

Investment
delivers social
value

efficiencies

Apprenticeships

Construction
jobs

current energy consumption is an average
of 294 KWH/m?2.

Aecom’s Net Zero Carbon Pathway report
(May 2022) identified a target for the
scheme to reduce consumption to 250
KWH/m2, with a stretch target to 180.

Based on information from IHP it is
anticipated that the investment will deliver
14 apprentice weeks per £Im of
construction value.

Average person value = £12,208 p.a. less 2%
deadweight factor

1 new job opportunity per £2m of
construction

Average person value = £21,460 p.a. less
40% deadweight factor

Based on achieving the
target 250KWH/m2 and
applying the current
average cost per KWH
(2020/21 ERIC data
uplifted to 2022/23
prices)

Based on carbon values and
air quality damage costs
provided in HMT Green Book
Supplementary Guidance

£55k non-recurring

Based on 238 apprenticeship
weeks @ £230 per week

£116k non-recurring

Based on 9 new job
opportunities @ £12,876 p.a.
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Benefits values have been applied to the options according to the degree to which they
deliver these outcomes, as outlined in the table below.

Table 30: Benefits applied to options

. Option 2 — .
Option O — BAU Option1-Do  p tirbishand  OPton3—New
Minimum Build
Extend
Fewer children transferred to _ 100% 100% 100%
DRI
Rota efficiencies - - 100% 100%
Reduced patient time in ED - - 100% 100%
Improved streaming - - 100% 100%
Energy efficiencies - - 100% 100%

Apprenticeships and
construction jobs

Based on level of
investment

Based on level of
investment

Based on level of
investment

The resulting estimated whole life benefits values over the 60-year appraisal period for each

option are summarised in the table below.

Table 31: Monetised Benefits

. Option 2 — .
Optiono—Bay  OPtionT—Do ot rbishang OPtion3-New
Minimum Build

Extend

£'000 £'000 £'000 £'000
Cash releasing benefits 0 5,569 40,653 40,653
Non-cash releasing benefits 0 5,569 135,029 135,029
Societal benefits (0] 465 31,095 31,191
Total benefits (0] 11,604 206,778 206,874

An assessment of unmonetized benefits is provided in the table below.

Table 32: Unmonetised Benefits

Option O — BAU

Improved patient and carer
experience

Equitable access to services

only

Option1-Do Optllon 2- Option 3 — New
.. Refurbish and .
Minimum Build
Extend
Partially v v
For Paediatrics v v
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Sufficient capacity to meet
demand

Flexibility to meet surge
demand

Greater staff satisfaction

Greater collaboration with
other providers

AN
AN

Improved compliance with

h Partially v v
statutory requirements
Improved infection prevention Partially v v
Improved ventilation Partially
Improved management .
P g Partially v v

through digital enablement

3.6.9 Estimating Risks

The risks for each option have been assessed and, as far as possible, quantified and expressed
in monetary equivalent terms, including:

e Quantified risk in relation to planning contingency included in capital cost forms.
e Optimism bias factor included in capital cost forms.

The costed risk register is available in Appendix M8.

3.6.10 Comprehensive Investment Appraisal Results

The Comprehensive Investment Appraisal (CIA) model has been populated with the
assumptions outlined above to support the appraisal of overall value for money by producing
a cost-benefit analysis of the shortlisted options.

The assumptions above have been incorporated into a discounted cash flow over a 62-year
appraisal period including Year O (baseline year) + construction period + 60 years estimated
useful life.

¢ Year Ois 2022/23

¢+ Costs and benefits use real base year prices — all costs are expressed at ..... prices in line
with the baseline costs.

+ The following costs are excluded from the economic appraisal:
o Exchequer ‘transfer’ payments, such as VAT.
o General inflation.
o Sunk costs.
o Non-cash items such as depreciation and impairments.
+ A discount rate of 3.5% is applied to years 1-30, 3.0% from year 31 onwards.

A copy of the CIA model is provided in Appendix E2 and the economic summary from the CIA
model is shown in the table below.
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Table 33: Key Results of Economic Appraisal
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Option O — BAU Option1-Do Option 2 - Option 3 — New
Minimum Refurbish and Build

Extend
£'000 £'000 £'000 £'000
Incremental costs 0 -14,903 -17,799 -28,372
Incremental benefits 0 4,780 79,697 79,790
Risk adjusted NPSV (0] -10,123 61,898 51,418
Benefit-cost ratio 0.00 0.32 4.48 2.81

This demonstrates that Option 2, which involves refurbishing and extending the Mental Health
building to create Bassetlaw Emergency Care Village, offers best value for money with the best
incremental Net Present Social Value (NPSV) and a Benefit Cost Ratio (BCR) of 4.48.

3.6.11 Sensitivity Analysis

Sensitivity analysis has been undertaken on these results in the form of switching analysis
which tests the degree to which costs and benefits would need to change to affect the
ranking of options between the preferred option and the next best option.

Table 34: Switching analysis

For Preferred to Rank Equal to Next Best

Option 2 — Refurbish and Extend

For Next Best to Rank Equal to Preferred

Option 3 — New Build

Costs 58.9%

Benefits -13.2%

-36.9%
13.1%

This analysis demonstrates that in order for Option 3 to rank equal to Option 2, the following

changes in assumptions would be required:

¢ Option 2 costs would need to increase by 58.9% or benefits reduce 13.2%.

¢ Option 3 costs would need to reduce by 36.94% or benefits increase by 13.13%.

This suggests that the ranking of options is not particularly sensitive to changes in

assumptions.

In addition, scenario testing has been undertaken to estimate the impact on the results of the

preferred option of changes in assumptions.

Table 35: Sensitivity testing

Scenario NPSV BCR
£'000

CIA Results 61,898 4.48

Scenario 1: Capital costs increase by 25% 57,268 3.55



Outline Business Case for Bassetlaw Emergency Village

page 99 Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust
Scenario 2: Revenue costs increase by 10% 28,993 1.57
Scenario 3: Total benefits reduce by 50% 22,049 2.24
Scenario 4: Cash releasing benefits reduce by 100% 45,442 3.55
Scenario 5: Non-cash releasing benefits reduce by 100% 1,339 1.64
Scenario 6: Societal benefits reduce by 100% 49,215 3.77

This analysis suggests that the preferred option frequently will continue to deliver a higher
BCR than the next best option (Option 3, which results in a BCR of 2.81) in most scenarios, with
the exception of:

L 4

Revenue costs increasing by 10%, which arguably would apply equally to other options,
therefore is unlikely to be a differentiating factor.

Benefits reducing by 50% or non-cash releasing benefits being excluded overall, which
again would likely apply equally to Option 3.

This provides further assurance that the ranking of options is not particularly sensitive to
changes in key assumptions.

In all scenarios outlined, the preferred option delivers a BCR of greater than 1.0, providing
assurance that the value for money of the preferred option is not over reliant on individual
assumptions.

3.6.12 Summary of Options Appraisal Results

The results of the economic appraisal demonstrate that Option 2, which involves refurbishing
and extending the Mental Health building to create Bassetlaw Emergency Care Village, offers
best value for money with the best incremental Net Present Social Value (NPSV) and a Benefit
Cost Ratio (BCR) of 4.48.

This is because the £17.98m capital investment required to deliver Option 2 will generate a
range of benefits including:

L 4

Providing CAU facilities overnight will result in fewer children being transferred to DRI
reducing associated costs.

Improved adjacencies between ED and ATC will enable more integrated ways of working
and deliver rota efficiencies.

The integrated front door and improved clinical flows will enable ED to achieve national
targets and reduce patients’ time spent in the department.

Providing a better working environment and clinical model that will provide opportunities
to improve recruitment and retention, reduce sickness absence, and reduce reliance on
agency usage.

Providing modern efficient facilities that will improve energy consumption.

Delivering social value through local investment including creation of apprenticeship and
new construction job opportunities.
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Option 1, the Do Minimum, involves refurbishing the existing ED and Mental Health building at a
cost of £17.2m. This would deliver minimal benefits as although it enables delivery if the
Paediatrics model, it does not change the ED location or model and so will not result in any of

the benefits associated with improved adjacencies, front door streaming and clinical flow. It
also does not provide sufficient capacity to accommodate predicated ED demand in the

future. It therefore results in a whole life Net Present Cost and BCR of just 0.32, representing
relatively poor value for money.

While Option 3, which involves investing £35.3m to deliver a new build solution for the
Bassetlaw Emergency Care Village, delivers similar benefits to Option 2, the increased level of
investment means it results in a lower BCR and so offers less value for money. It is also unlikely
to be affordable. A summary of the results of the economic appraisal is provided in the table

below.

Table 36: Options Overview

. Option 2 - .
Option O — BAU Option1 - Do Refurbish and Option 3 — New
Minimum Build
Extend
Incremental
NPSV (0] -£10.1m £61.9m £51.4m
Benefit Cost 0.00 0.32 4.48 2.81

Ratio

Significant
non-financial
benefits

Residual risks

Some improvement
to estate

Delivers benefits of
adjacencies
between
Paediatrics ED and
CAU

Suboptimal
adjacencies and
clinical flow will
reduce benefits

Complex phasing
increasing risks of
delay, disruption to
services during
works, and delay to
achieving benefits

Delivers benefits of
Integrated Front
Door, ED
adjacencies,
Paediatrics ED and
CAU adjacencies

Interface with new
ATC allows clinical
model benefits to
be fully realised

Provides
adjacencies that
enable successful
delivery of new
SDEC scheme

Minor compromises
to adjacencies
compared to a new
build solution

In addition to
Option 2,
potentially
optimises
adjacency benefits

Capital affordability
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Option1-Do
Minimum

Option 2 -
Refurbish and
Extend

Option 3 — New
Build

Lifespan

Rank

Switching

Does not increase
capacity to meet
current and future
demand

N/A

Does not increase
capacity to meet
current and future
demand

N/A

Provides capacity
to meet predicted
demand to 2035

1

To rank equal to
next best option
(Option 3) costs
would need to
increase by 58.9%
or benefits reduce
by 13.2%

Provides capacity
to meet predicted
demand to 2035

2

To rank equal to
preferred option
(Option 2) costs
would need to
decrease by 36.9%
or benefits increase
by 13.1%

The CIA model including supporting calculations and the sensitivity analysis is provided in

Appendix E2.
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4 The Commercial Case

4.1 Introduction

This section of the OBC outlines the proposed deal in relation to the preferred option outlined
in the Economic Case.

The purpose of the Commercial Case is to demonstrate that the preferred option will result in
a viable procurement and a well-structured deal between the public sector and its service
providers. Demonstrating a viable procurement requires an understanding of the marketplace,
knowledge of what is realistically achievable by the supply side and research into the
procurement routes that will deliver best value to both parties.

Putting in place a well-structured deal requires a clear understanding of the services, outputs
and milestones required to be achieved and of how the potential risks in the Design, Build,
Funding and Operational (DBFO) phases of the scheme can best be allocated between the
public and private sectors and reflected in the charging mechanism and contractual
arrangements.

4.2 Commercial Feasibility

Cost certainty and the ability to control and manage cost will be completed using the New
Engineering Contract (NEC3) ECC, Main Option ‘C’, together with the development and
engrossment into the Contract of the Guaranteed Maximum Price (GMP).

IHP have been appointed as P21+ PSCP. Cost certainty and deliverability will be agreed in
advance of construction with the PSCP and their supply chain through market testing,
negotiation, and the joint development between PSCP and the Trust of the costed Risk
Register (Appendix M8). Weekly commercial meetings have taken place between the PSCP,
the P21+ PM and the Cost Advisor due to the challenges being faced in the construction
market. The findings of these meetings have been escalated to the Trust and incorporated
into the commercial reporting process.

Main Option ‘C’ is a cost plus contract which is subject to a pain/gain share mechanism by
reference to the agreed Target Cost advised in the PSCP’s GMP; and built up from the Activity
Schedule included in the GMP.

The Target Cost introduces a mechanism enabling the contractor, and/or the Trust, to share in
any benefits of cost savings realised once the contract has been executed as a Deed.

Where cost overruns are encountered, Main Option ‘C’ also provides a mechanism whereby
the PSCP and/or the Trust bear some element of an overrun.

4.21 Timeline for Procurement

The table below sets out the procurement milestones and complies with all applicable legal
requirements. The schedule is based on the selection process for a contractor to carry out a
series of works at DRI in 2015. As the original HLIP included an ED development at DRI, which
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was not carried out, it has been agreed that for simplicity and speed the ED scheme at
Bassetlaw can be substituted. See section 4.4.2 for further information.

Table 37 Key Procurement Milestones

Activity Date

HLIP released 30 January 2015
Deadline for PSCPs to express interest 18 February 2015
Shortlisting 20 February 2015
Open Day 27 February 2015
Interviews 10 March 2015
Appointment of PSCP 12 March 2015
Launch Event 18 March 2015

4.3 Scope

The scope of the scheme as agreed during the options assessment process is as follows:

To deliver the proposed clinical model (referenced in section 4.7.2) and provide the functional
content to meet forecast demand for services, including:

* Anintegrated front door for emergency services (combined primary care, ED triage and
streaming)

¢ Majors, minors, resus, mental health and primary care
¢ Paediatrics ED and dedicated Children’s Assessment Unit

¢ Enable optimum interface with new ATC and new SDEC.

The construction solution required to achieve these aims is as follows:

+ Refurbish the existing mental health building and deliver a new-build extension
¢ Deliver the agreed Schedule of Accommodation V15

+ Achieve improved adjacencies/clinical flow

¢+ Co-locate with new ATC and SDEC.

4.4 Procurement Strategy

The procurement strategy has been developed by Edge Cost Consulting (see Appendix C1 for
full strategy). The purpose of the procurement strategy is to select the most appropriate
procurement route for the Bassetlaw Emergency Village.

In developing the procurement strategy, Edge considered the following criteria:
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Public procurement regulations.

Appointing a tried and tested contractor that can be trusted is desired due to clinical
sensitivity of the area as well as the requirement to work as a collaborative and integrated
team.

SME's participation and how this will be encouraged through the supply chain.

Project readiness in relation to the current market structure.

Procurement process must be able to demonstrate value for money has been achieved in
delivering the project.

Commercial framework must encourage all parties to successfully deliver the project on time
and on budget. Cost certainty is required throughout and prior to construction.

Level of risk to the project; the Trust would prefer majority of the construction/design risk to
sit with or transfer to the contractor.

Certainty of programme delivery.

Funding allocation and cashflow may require the project proceed to market with urgency
(once approved by HM Treasury).

The design is at RIBA Stage 2 level. The design brief and outline design have been agreed. The
project team fully expect there to be changes to the brief and requests to amend the
previously agreed design. These requests for change will be managed through AECOM as
project managers.

4.4.1 Procurement Options

From a long list of options, the following procurement options have been considered and are
described below.

+ acompetitive tender following a traditional route;

¢ acompetitive tender following a design and build route;

+ continuation of the existing ProCure 21+ contract with IHP (Vinci Construction);

¢ ProCure 22 National Framework (new version of ProCure 21+);

+ alternative National Framework (unspecified).

Management contracting and construction management procurement options have been
discounted due to capacity and expertise issues, and appetite to risk within the client
organisation.

Traditional Procurement

Traditional procurement consists of separating design from construction. The Trust would
appoint an architect to complete the design and produce the building specifications. On
completion of the design the Trust will tender to appoint a contractor to complete the
construction works.
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This method allows potential contractors to prepare their tender based on the specifications
and drawings. Subsequently, the Trust can choose the contractor based on their expertise to
meet the design requirements. Due to the design process preceding construction, architects
may not have the opportunity to communicate with specialist contractors who could provide
valuable project expertise. However, traditional procurement enables the responsibility of
design to remain with the Trust, giving the Trust greater control and guaranteed quality.

Typically, the contractor’s services would be engaged under a lumpsum contract. Providing a
full design has been achieved prior to tendering and significant design changes are unlikely,
the contractor can accurately price the required works. The build would then be completed to
a fixed price, irrespective of additional claims. Hence, the Trust could expect a high degree of
cost certainty.

Traditional procurement provides minimal flexibility in the programme due to no overlap
between design and construction. If significant changes need to be made to the design once
the contractor has been appointed, the financial and time cost to the Trust could be
significant.

Traditional procurement allows for the Trust to have individual relationships with all parties,
providing greater control and responsibility over the project.

Design and Build

Design and Build is a construction procurement route where the main contractor is appointed
to design and construct the works to the site. The cost of design and construction is generally
pre-agreed between the Trust and the contractor prior to any work commencing. If the build
exceeds the pre-agreed budget, additional cost is at the responsibility of the contractor.
Therefore, greater financial risk is transferred to the contractor and cost certainty is secured
for the Trust.

The contractor is also responsible for the design, planning, organisation, control and
construction of the works to the Trust’'s requirements. The contractor can be appointed to
carry out both the design and build, they may choose to make cost savings which could
impact the overall quality. However, if the Trust would like greater control of the design
process, a concept design or outline design can be prepared internally. A contractor can then
be appointed to complete the design and construction process.

Programme delivery time can be reduced significantly due to the contractor’s ability to
overlap the design and construction stages. However, once the programme is underway, the
flexibility of the design and build route is limited. Additional time and cost implications need to
be considered if the Trust wants to make changes to the design.

Design and Build procurement is best suited to projects which:

¢+ Need to commence construction promptly as the design and construction are able to
overlap;

+ Require minimal risk transfer to with suppliers as there is only one organisation procured;
¢ Are technically complex projects which can benefit from the contractor’s expertise;

¢+  Where the Trust requests less control over the design development.
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Benefits of Design and Build include:

+ Single point of responsibility for design and construction;

¢ Earlier commencement on site;

¢ Early price certainty;

+ Benefit of contractor’s experience harnessed during design.

The overall risk and responsibility for the delivery of the programme will sit with the contractor.
The Trust will have less direct control and the quality of the programme cannot be guaranteed.
The Design and Build approach is preferred for simple projects, where design quality is not the
main consideration. It is one of the three procurement routes favoured by the government for
publicly funded projects, as it allows a fully integrated team to work together on the project
from the beginning.

Procure22 National Framework

ProCure22 (P22) is a Construction Procurement Framework which is administrated by the
Department of Health and Social Care to be used for the development and delivery of NHS
and Social Care capital schemes in England and is compliant with Government policies. P22
represents the third iteration of the DHSC Framework providing Design and Construction
Services which are used by the NHS and Social Care organisations.

P22 builds on the principles of P21+ and aims to streamline the procurement process to create
an environment where clients, Principal Supply Chain partners (PSCP) and the supply chain
can develop stronger partnerships. The outcome of this is increased efficiency and
productivity whilst supporting enhanced clinical outputs for patients and improved
environments for staff and visitors.

Benefits of P22 include:

+ Access to advice and Estate Development expertise;

+ The ability to control cost and get cost certainty by agreement to a Guaranteed Maximum
Price;

+ Close integration of the supply chain and client ensuring agreed quality standards are
achieved;

¢ The ability to use various funding methods to support the development of a scheme;

¢+ PSCPs and supply chains are pre-vetted on appointment to Framework which complies
with current government standards for construction procurement.

The P22 approach provides cost certainty by agreeing a Target Cost from the earliest possible
stage. A Guaranteed Maximum Price is set out as soon as the design has been developed. The
exact capital cost associated with the project will then be available to the Trust, conditional on
any changes made by the Trust. P22 can protect the financial position of the Trust because it
adopts ongoing auditing of project costs from PSCP through to project completion. This
enables the Trust to closely monitor costs and deliver cost efficiency savings.
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PSCPs are given Key Performance Indicators (KPls) which must be fulfilled throughout the
project. This approach ensures that quality standards and best practice guidelines can be
clearly defined and achieved, guaranteeing a high degree of quality for the Trust.

The programme for P22 facilitates the overlap of design and construction phases, making it a
flexible process. The development of the project is carried out collectively between the Trust,
the PSCP and the supply chain. This collegiate approach gives rise to shared goals and
objectives, minimising the risk and impact of potential change.

The use of P22 will ensure improved estate performance while lowering construction and
maintenance costs and improving the scheme’s time, cost and quality standards. P22 aims to
support the NHS with master planning their estate reconfigurations, carrying out extensive
maintenance and refurbishment programmes and delivering small and major capital
construction work.

P21+ is the predecessor of P22. See section below for details on why P21+ is relevant to this
project.
4.4.2 Preferred Procurement Route/Procurement Evaluation

A non-commercial evaluation was undertaken by Edge of the five procurement options (as
detailed in their procurement strategy report — see Appendix C1).

This evaluation has scored each of the procurement options against a set of criteria which
reflects the Trust's project-specific criteria set out in section 4.4 above. The scores and ranks
are summarised in the table below with the highest score proving to be the best option.

Table 38 Evaluation of Procurement Routes

Evaluation Criteria Weighted Score
Competitive - : . :

Maximum Tender — Competitive Continuation Procure 22 AIterPatlve

Category . Tender - of ProCure 21+ National
Score Design and .. Framework
. Traditional Framework Framework
Build

Compliance 55 5.3 5.3 4.5 55 55
Risk 15 124 ll 13.4 124 10.8
Programme 14 na 8.6 14 12.2 12.2
Cost 18 15 15.5 15.6 15.6 13.2
Quality 7.5 5.9 55 6 6 6
Total 60 50 45.9 53.5 51.7 47.7
Rank 3 5 1 2 4

The non-commercial procurement evaluation has identified ProCure 21+ as the most
appropriate procurement route for the project as this best satisfies the main project criteria
around speed of delivery (P21+ is the quickest route to market), and appointment of a trusted
contractor to deliver the works in a highly sensitive clinical area (IHP are familiar with Trust
estate).
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It is acknowledged that concerns have previously been raised with regard to the validity of this
procurement route and suitability given that IHP were appointed some eight years ago and the
P21+ framework has subsequently been replaced by P22 (and now P23). On the basis that the
original scheme information pack which formed the basis of IHP's appointment included an ED
development at Doncaster Royal Infirmary (see Appendix C2 for the HLIP), the project team
considered that the emergency village project would be an acceptable substitute to the DRI
scheme given its similar functional content, scale and value. The Project Team sought advice
from Andrew Mitchell, P22/23 Implementation Advisor within the Commercial Directorate at
NHSEI, on the Trust's ability to utilise the existing P21+ agreement with IHP to progress this
scheme. Following discussion between Andy White, Head of Capital Projects at DBTH, and
Andrew Mitchell, this approach has been agreed and the project is live on the P21+ database.

IHP have a strong track record in delivering projects in the healthcare industry and have
worked on various projects with the Trust. This includes the RAAC Replacement works that are
currently in progress at Bassetlaw Hospital. The co-location of the two projects creates the
benefit of being able to offer cost efficiencies by utilising existing trades, plant,
accommodation etc, which will result in reduced prelims.

The appointment of IHP also brings risk reduction to Health & Safety variables, including the
safety and wellbeing to staff, patients, construction operatives and the public directly and also
indirectly through disruption to clinical activities. It would not be feasible to have two separate
contractors working in such close proximity to each other, as this could cause logistical
phasing issues, an increased number of plant and vehicular movements and an increased risk
of delay.

In addition to this, IHP’s experience on a similar scheme at Chesterfield will be invaluable in
terms of applying the lessons learned and delivering the project within appropriate timescales.

Given its long-standing relationship with the Trust and the benefits that this brings, IHP were
deemed highly suitable candidates to deliver the design and main construction works that
align with the key objectives set out by the Trust for the emergency village project.

Following analysis, the best option for procurement — the P21+ route - was recommended by
Edge to the Project Board and has been endorsed by the Trust’s procurement team and the
Department of Health.

4.4.3 Accounting Treatment of the Scheme

The proposed accounting treatment is a straightforward capital purchase and ongoing
revenue consequences. The assets will sit on the balance sheet and have no impact on IFRS16.

4.4.4 Key Contractual Milestones and Delivery Dates

The table below sets out the key contractual milestones and delivery dates:

Table 39 Key Contractual Milestones

Activity Date
Project Letter of Instruction Provided December 2020
DBTH Sign Off 1:200s May 2022

OBC submission to NHSE& July 2022
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Activity Date

Submit planning application September 2022

Submission of GMP to DBTH for review December 2022

FBC submission to NHSE&I January 2023

NHSE/I FBC review and approval 14 April 2023

Contractor Mobilisation March 2023

Construction April 2023-April 2024

Stage 4 - Completion April 2024

Stage 5 — Handover June 2024

4.4.5 Key Contractual Issues

Contract Type

The Procure 21+ contract is a bespoke contract based upon the NEC3 Option C Contract. Both
process and contract are bespoke to mirror the NHS business case approval process, giving
clients the control mechanisms to ensure their scheme remains on budget at each stage, with
break clauses (without penalty) throughout the design and development period. The
framework contract is set and agreed by partnering organisations, and no project-specific
amendments are permitted.

Clients can use the process and the partnership working relationship with their supply chain to
drive as much value as they can — often creating long-term relationships with their ProCure21+
supply chains to deliver additional value on long-term objectives.

Cost certainty and the ability to control cost will be managed through the use of the NEC3
Engineering and Construction Contract (ECC), Option ‘C’. Cost certainty and deliverability will
be agreed in advance of construction by the PSCP with their supply chain through market
testing, negotiation and the joint development, between the PSCP and the Trust, of the costed
Risk Register. This can be found in Appendix M8.

Option ‘C’ is a cost plus contract which is subject to a pain / gain share mechanism by
reference to the agreed Target Cost. The Target Cost introduces a mechanism enabling the
contractor, and / or the Trust, to share in any benefits of cost savings realised once the
Contract has been executed as a Deed. Where cost overruns are encountered, Option ‘C’ also
provides a mechanism whereby the PSCP and / or the Trust bear some element of an overrun.

Roles and Responsibilities

The Trust have appointed AECOM as client representative project manager to act as the NEC
project manager. The Trust will fulfil the role of NHS P21+ project director. Edge Cost
Consulting will act as cost managers.

Payment Mechanism

The payment mechanism will be commensurate with the Compliance with Government
Prompt Payment Policy. This will be automatically achieved through the use of the P21+
Framework, which sets out the details of how the framework and associated NEC3 project
level Contract allow for these policies, including:
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+ Public Contract Regulations 2015: Public sector buyers must pay prime contractors (Tier 1
suppliers) within 30 days and must ensure that their prime contractor includes equivalent
30-day payment terms in any subcontracts through the supply chain. The P21+ contract
requirements include 21-day payment term as standard to ensure subcontractors receive
payment within 30 days.

+ Late payment of Commercial Debts (interest) Act 1998.
+ Contractual mechanisms around payment and payment disputes.

¢+ On-going monitoring of payment performance.

The proposed procurement route via the Procure 21+ framework will mean the majority of
works packages (all large packages) will be competitively tendered giving assurances that
best value is being delivered, however prelims and risk provisions will be on a negotiated basis;
post contract changes also to be negotiated. The client cost managers will negotiate and
agree the prelims and provide a value for money report to ensure that the agreed prelims
represent value for money.

The contract type means that a target sum agreement is reached between the client and
contractor. Any savings achieved by the contractor are shared 50/50 between the Trust and
the contractor and any additional costs not covered by agreed changes are borne by the
contractor.

During the procurement process a risk register will be developed and risks assigned. As much
construction risk as possible will be transferred to the main contractor — inevitably there will
be a small number of site / project specific items which will require negotiation ahead of
contract execution. Client risk events occurring, or client change, would entitle contractors to
additional cost and or programme.

Contract management processes will be in place as standard to monitor and manage cost,
programme, change control and quality. This is approached with rigour as standard practice
regardless of the procurement route taken.

The KPIs upon which payment will be based are outlined in the table below:

Table 40 Key Performance Indicators

KPI Description

Safety Supply Chain Partners framework wide accident incidence rate is captured
Management monthly. The number of weeks accident fee for each project is captured.

Cost / Design Cost predictability is monitored during pre-construction (excl. client changes).

The price with value of client variations is compared to the final account value.

Time / Design Time predictability is monitored during pre-construction (excl. client changes).
The planned programme period with client agreed extensions is measured against
actual completion period.

Satisfaction Clients score supply chain partners in relation to service satisfaction
Defect Supply Chain Partners ability to deliver projects with zero defects is monitored
management through the number of defects at project completion

Cost Construction = Cost predictability is monitored during construction (excl. client changes). The
price with value of client variations is compared to the final account value.
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KPI Description

Time/ Cost predictability is monitored during construction (excl. client changes). The

Construction planned programme period with client agreed extensions is measured against
actual completion period.

Satisfaction / Clients score supply chain partners in relation to product satisfaction

product

Sustainability 12% of the total project value reinvested in Social Value activities. Also measures

number of supply chain partners within 30 miles of site.

Social Value

Social value requirements are not part of the Procure 21+ plus contract requirements.
Nonetheless, both IHP and the client Trust are committed to using this project to deliver social
value benefit in the local community. This will be achieved in three stages:

Develop a Social Value plan

In advance of commencement of site activity IHP will develop a Social Value plan to comply
with its business standards and will work with the delivery programme to identify the
appropriate opportunities to create the maximum impact in social value terms. For a project
of this scale /value IHP will allocate a target of 9 new employment opportunities (1 per £2M
construction value) and 238 Apprentice weeks (14 weeks per £1M construction value). New
employment opportunities will be available at the commencement of works but
apprenticeship opportunities may be more limited due to academic timetables. The plan will
identify an overall target to be achieved by the end of construction and also identify when
these commitments will be delivered.

Implement the plan

The plan will be reviewed and implemented by the whole site team, including the supply chain,
to identify both new employment opportunities and formal training through recognised
apprenticeship schemes. All parties are encouraged to invest in apprentices and some of the
larger packages of work and key suppliers will have a target set upon them to contribute to
the wider scheme objectives. IHP's preference is always to identify local sources of
employment as this tends to lead to more successful candidates.

Liaison with local colleges and education providers will identify potential candidates to
supplement the established workforce and provide both employment and training
opportunities.

Monitor progress and take action accordingly

IHP’s site access system automatically monitors personal time on site and by identifying
individuals as Apprentices can easily monitor progress against the targets. This provides a real
time month-on-month review of progress against targets and allows appropriate action to be
taken should the monitoring identify a shortfall in expected progress.

Duration and Break Clauses

The Procure 21+ contract is a bespoke contract based upon the NEC3 Option C Contract. Both
process and contract are bespoke to mirror the NHS business case approval process, giving
Clients the control mechanisms to ensure their scheme remains on budget at each stage, with
break clauses (without penalty) throughout the design and development period. The
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framework contract is set and agreed by partnering organisations, and no project specific
amendments are permitted.

Change Control

As discussed above, Procure 21+ is based upon an NEC option C contract. The NEC Suite
manages changes to the works via a mechanism known as compensation events. These
encourage robust and proactive agreement of time, cost and cost of time impacts of a
change, within a contractually prescribed time period.

Rapid responses are therefore essential, as delays to making a decision cause the programme
to be delayed, resulting in additional cost over and above the cost of any actual instructed
change. The NEC Project Manager (in consultation with the construction Project Director) will
therefore benefit from clearly defined delegations of authority to make such decisions.

The contractor and the client can raise a compensation event. For example, if the contractor
were to discover adverse ground conditions and it is was a client risk, they would notify the
client of an upcoming compensation event. Nonetheless they would be contractually obliged
to mitigate delay and costs as best they can.

Client requested changes will flow through a Change Request process, with the requestor
having to make a justification for the change. The NEC Suite allows for such change, via a
process known as “proposed compensation events”, whereby the contractor is asked to
provide cost and programme impacts for the anticipated changes. Subject to the clarity of the
change, this cost and programme impact is then binding, once accepted and implemented by
the Project Manager. Outside of the NEC contractor the Trust and client project manager will
establish a review and approval process which may require project board approval.

All change requests will be registered in a change management log, along with the decision
reached and rationale for that decision. This is intended to reduce the potential for repeated
requests for the same change, but also provides an opportunity to review previous decisions if
the project context changes and a key constraint informing the decision is impacted.

The NEC3 contract process encourages and makes contractually binding, good contract
management practice. Substantial resources are required to proactively manage and agree
time and cost impacts and secure the appropriate quality in the works delivery. These are
identified in the management structure provided in section 6.3.2. As such both the client and
contractor project teams should be resourced to provide this service effectively.

Legal and contract issues

The Trust is in the process of reviewing and updating existing lease information for
Nottinghamshire Healthcare NHS Foundation Trust to ensure it reflects the new provision of
space delivered by the BEV project. Engagement has taken place with the Nottinghamshire
Healthcare NHS Foundation Trust to date and no issues are expected with this amendment
process.
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4.5 Risk Management

The objective of the risk management process is to enable ongoing and proactive
dentification, assessment and mitigation of project risks. Risk management is an essential part
of the development of any project. A Risk Register for the project can be found at Appendix
M8. These risks have been established throughout the project to date and are regularly
reviewed by the Project Team in risk workshops. Overall risk status is reported monthly to the
Project Board. Current and target risk levels, mitigations and review dates are updated on the
Register as information becomes available and the project progresses.

The economic modelling contains quantification of risk at a more granular level, which
contributes to the CIA model.

The Risk Management strategy for the scheme incorporates the following activities:

+ lIdentifying possible risks at an early stage, allowing minimisation or mitigation to be put in
place. Risks can be raised at any time during the project.

+ Mitigation measures are recorded via the Risk Register; and reported on at the risk
workshops. Key actions and measures are reported on at the monthly progress meeting.

¢ Allocating individuals responsible for each risk and a timeframe for review.

+ Decision making process supported by risk evaluation, with oversight from the Project
Board via monthly Board meetings.

+ Edge and IHP cost consultants will quantify, where appropriate, the potential cost
implications of each risk.

The Risk Register will continue to be further developed, maintained and reviewed by the
Project Team during the next phases of the project, from commencement of the FBC through
to construction and operational commissioning. The Risk Register will be regularly reviewed to
maintain tight project control and ensure new potential risks and mitigations are registered
and actioned in a timely way. This includes continued monthly escalation of risk and reporting
of risk status to the Project Board.

4.5.1 Risk Transfer

The Risk Register is a live document and is critical to the NEC process. During the tender
phase, risks will be allocated to parties, which will impact on the agreed contract price.

All risks will be assessed and quantified, the project team will agree which party is best placed
to own and manage that risk. This will also give the Trust the opportunity to assign risk to the
contracting organisation; albeit this will increase the cost of the agreed guaranteed maximum
price. The proposed risk transfer is as below:

Table 41 Risk Transfer Matrix

Potential allocation

Risk Categor
e Trust PSCP Shared

1. Design risk v

2. Construction and development risk v
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Potential allocation

Risk Categor
e Trust PSCP Shared

3. Transition and implementation risk v
4. Availability and performance risk v
5. Operating risk v

6. Variability of revenue risks

7. Termination risks

8. Technology and obsolescence risks

9. Control risks v
10. Residual value risks

11. Financing risks

12. Legislative risks v

The above Risk Matrix will be reviewed at key milestones and gateways.

4.6 Personnel Implications

TUPE —the Transfer of Undertakings (Protection of Employment) Regulations 1981 —will not
apply to this investment as there is no transfer of a business, or part of a business, between
employing entities.

4.7 Design Specific Information

471 Design Process

The project team have developed a demand and Capacity Modelling, Schedule of
Accommodation, Clinical Brief and 1:200 design using the below methods with clinical,
operational, estates and design stakeholders’ involvement. These documents have been
signed off by relevant Trust key stakeholders, see Appendix C3 for the sign off sheet.

Demand and Capacity Modelling

In order to develop a fit for purpose Emergency Village that meets the demand for now and
the future the Trust undertook demand and capacity modelling, described in section 2.9.4. The
demand and capacity modelling slides (see Appendix S16) denote the assumptions that were
made during the modelling stage to determine the capacity required to meet the demand /
activity that is projected for the facility. The modelling has reviewed demand between 2016 -
2021 and takes account of the impact of the pandemic. Drafts of this document have been
shared with clinical leads, steering group members and project board members in the form of
workshops and written copies to review. Following these reviews updates have been made to
ensure the modelling is a true representation of activity. The end result of the demand and
capacity modelling is a list of required functional content, essentially a call-off sheet for how
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many clinically functional spaces are required for each sub-department. For example, the
functional content for the emergency department would include the number of Majors, Minors,
Mental Health and Resus rooms. This is used to inform the schedule of accommodation.

Schedule of Accommodation and Schedule of Derogations

The SOA is a detailed list of each room required within the proposed facility. It considers the
functional content, identified through the demand and capacity modelling, and provides sizes
for those functional spaces based on current guidance. It also includes all of the support
spaces required to compliment the functional spaces. The SOA provides the initial brief for the
design development. The SOA is an iterative process that is revised to suit specific
departmental decisions and local requirements. The SOA includes fifteen different versions,
these versions show the history of the scheme’s development over time. Version 9 has been
developed by a healthcare planner and meets the Health Building Notes (HBNs), Health
Technical Memorandum (HTMs) in line with the Demand & Capacity Modelling. Versions ten to
fifteen have been developed in line with project constraints and to meet the needs of Trust
instructions. The SOA can be found at Appendices C4 and C5..

A Schedule of Derogation has been produced which highlights how the design has deviated
away from the HBN and HTM SOA due to site constraints and Trust instruction. The Schedule
of Derogation can be found at Appendix C6.

Clinical Brief

The clinical brief is a written description of each service and how it works, including the types
of patients that are seen, patient journey, accommodation provision, activity indicators, and
specific design and environmental requirements. The clinical brief is informed by the SOA and
model of care discussions with the clinical teams. The Clinical Brief can be found at Appendix
C7.

Adjacency Diagram Matrix

As part of the development of the 1:200 and other design documents the clinical lead
developed the below adjacency diagram which indicates how services should be collocated
for effective working.
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Figure 22 Adjacency Diagram Matrix
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Drawings

A 1:200 drawing has been produced (Appendix C8) which provides the loose fit initial design
and is a visual representation of the schedule of accommodation and the clinical brief. It
shows which rooms are next to each other and allows the clinical teams to visualise the space
of their department. The drawing has been developed with the involvement of clinicians, fire
safety, infection control and ambulance leads to ensure that the design is compliant and
suitable for use, it has taken into consideration patient flow, patient pathways, operations of
the developments and colocation. The drawing has been through an iterative process that is
revised during a series of design workshops with the clinical teams.

Security
The new development will be part of the Bassetlaw Hospital site therefore will benefit from the
site wider security measures.

As part of the design process the design team have included methods of safeguarding and
security measures to ensure patient safety, these will be further developed as the design
process progresses. The key security measures have been included below:

¢ Co-location of a safeguarding suite for Children’s ED and CAU.
¢ Secondary escape route in the mental health room.

¢ Direct route to Children’s ED which avoids Adults ED.

¢ Protective barriers on the Children’s outdoor play area.

* Discreet entrances.
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4.7.2 Clinical Model

In order to address the problems described in the Case for Change, the new clinical model
reconfigures services so that:

1. Patients are triaged at the front door and streamed to the most appropriate service for
their needs;

2. The currently fragmented U&EC services are brought together in one place, a modern
‘emergency village’, to transform the patient journey, increase flexibility, achieve critical
mass and ensure efficient use of the workforce.

The new patient pathway is illustrated in the figure below.

Figure 23: New Adult Patient Pathway for U&EC Services
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Figure 24 Children's Pathway Model
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The aims of the new model are as follows:

¢+ Ambulant emergency patients will be streamed, assessed and treated by the right staff as
soon as possible thanks to a holistic vision of urgent and emergency care services, backed
up with right-sized and appropriately configured facilities.

¢ Staff roles will be transformed as part of the Trust’s workforce transformation plan
(currently in development), ensuring effective partnership working with primary and social
care staff.

+ A greater proportion of patients suitable for ambulatory emergency care will now receive
it, thanks to easier access to dedicated and improved ambulatory emergency care
facilities as an integral part of the emergency village; meeting the same day emergency
centre targets.

¢ This will reduce the volume of patients requiring in-patient admission and ease pressure
on the inpatient bed stock, as well as returning patients to their homes earlier.

¢ Both adult and paediatric patients requiring same day emergency care will receive it within
a dedicated Same Day Emergency Centre co-located with the urgent and emergency care
services, in line with best practice.

Further information on the clinical model and design can be found in the Design Commentary
(see Appendix C9) and the Clinical Design Brief (see Appendix C7).

4.7.3 Land Transactions — Acquisitions/Disposals

There are no land transactions included as part of this project due to the fact that:

* The land and buildings on / in which the scheme will be delivered are owned by the Trust.

¢ All enabling works will take place on Trust-owned and occupied land.
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+ The scheme is not vacating a stand-alone building or section of a building that could be
partitioned off from the main site and disposed of.

There are no acquisitions or disposals associated with the development.

4.7.4 Design Quality Indicator

Design Quiality Indicator for Health (DQIfH) was developed by the Construction Industry
Council (CIC), as a design quality evaluation tool for all types of healthcare projects whether
new or refurbishment. DQIfH is designed to follow the NHS' business case process through
Strategic Outline Case, Outline Business Case, Full Business Case, Construction and Post
Occupancy Evaluation. A DQIl assessment will be complete at FBC stage.

4.7.5 Government Construction Strategy

The Government Construction Strategy (GCS) 2016-20 sets out the Government'’s plan to
develop its capability as a construction client and act as an exemplary client across the
industry, GCS 2016-20 builds on the success GCS 2011-15 and will help departments meet the
challenges of inflationary pressure in a rising market by driving increased construction
productivity. The GCS 2016-20 will assess and improve the functional capacity of central
government as a client and improve the understanding of the stages in programmes where
efficiencies can be achieved. GCS 2016-20 will also further embed the practices developed

under GCS 2011-15.

The Government Construction Strategy has been considered fully as part of the procurement
review in order to maximise the benefit to the Trust and the Procurement Strategy has been
developed with a key driver to obtain the best possible value for money.

The table below identifies the principal objectives of GCS 2016-20 and describes how the
Trust and the new scheme specifically are addressing them.
Table 42 How the Scheme Meets Government Construction Strategy Objectives

Strategy Objective

How the Trust/scheme is meeting the objective

Improve central government’s
capability as a construction client

Embed and increase the use of digital
technology, including the use of digital
technology, including Building
Information Modelling (BIM) Level 2.

Deploy collaborative procurement
techniques that:

Enable early contractor and supply
chain involvement;

The scheme is being procured through Procure 21+ which is
fully consistent with government policy including the
Productivity and Efficiency Agenda, PCRI15, the National Audit
Office guidance on centralised frameworks, and the Cabinet
Office Common Minimum Standards for procurement of the
Built Environment in the Public Sector

The plan for embedding digital technology within the
emergency village is being developed and will be available at
FBC (see section 2.7.7).

BIM is being managed by IHP using Viewpoint as the software
solution for a common data environment and for holding
project documentation

The scheme has adopted ProCure 21+, which is a collaborative
procurement approach in which the PSCP contributes to the
early development of the design solution. There is particular
focus on risk and value management to ensure that an
optimum solution is achieved that delivers value for money.
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Develop skills capacity and capability,
including by delivering 20,000
apprenticeships through central
government procurement over this
Parliament;

Promote fair payment.

Enable and drive whole-life
approaches to cost and carbon
reduction across the construction,
operation and maintenance of public
sector buildings and infrastructure
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Competitive tenders will be obtained for sub-contracted
packages (eg groundworks, frame, envelope, windows etc). An
independent cost adviser will compare costs with
benchmarked cost data and provide a statement of value for
money to the client prior to instruction.

The payment mechanism will comply with the Government
Prompt Payment Policy.

IHP, the PSCP for this scheme, has a strong local presence and
they have already begun to engage local supply chains
particularly with regard to labour. They have committed to
providing 238 apprentice weeks for the project, and 9 new job
opportunities (see section 4.4.5.4 for details).

IHP have developed a Government Soft Landings plan and
engaged a commissioning agent to develop a commissioning
plan and lead on commissioning and handover.

The project team have considered a variety of MMC
construction methodologies. Volumetric modular construction
was investigated in detail by both IHP and the Trust. A modular
provider was engaged to provide a proposed design based on
the OBC design, along with a programme and cost plan. Other
offsite construction systems are also being considered and
will be included within the final design, such as: modularised
MEP equipment and service risers as well as panelised
external walls

The GCS 2016-2020 has delivered £1.7 billion of efficiencies by departments achieving
improvements in efficiency and capability. The Transforming Infrastructure Performance (TIP):
Roadmap to 2030 succeeds the GCS and will sit alongside the Construction Playbook and the

National Infrastructure Strategy.

It will end what is seen as an artificial separation between infrastructure and construction and
articulate a consistent shared vision for the future of the built environment, including the role
that the government plays through its construction projects.

4.7.6 Healthcare Planning

Work was undertaken by the specialist consultancy firm, Archus, to look at current and future
models of care, section 4.7.2 and activity levels, section 2.9.4 and how this would impact on
the future capacity requirements. As part of the development of the Functional Content Brief
was developed Appendix C7, Archus reviewed and updated the capacity requirements for the
scheme and developed a HBN/HTM compliant SOA. Further information on this can be found

at Appendix C7 Clinical Brief.

4.7.7 DH Consumerism

The design solution for the scheme complies with best practice in accordance with HBN 03-01
except where stated in the derogation schedule, found at Appendix C6.

The design achieves a level of privacy and dignity for patients, whilst ensuring that staff have

excellent visibility at all times.
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Facilities for families and carers include a family room and beverage area, interview room and
WC adjacent to the resus and majors areas. There are also family areas in the CAU.

The needs of children are taken into account through the provision of a covered external play
area in the courtyard garden adjacent to the children’s assessment unit.

The existing building refurbishment will greatly improve the quality of existing space and its
energy efficiency in terms of fabric and M&E systems.

The function of the Emergency Village is primarily to protect and treat vulnerable patients and
to provide appropriate levels of privacy and dignity when they are at their most vulnerable. For
this reason, there are limited options to provide standard windows. The design must instead
look for opportunities to admit daylight without compromising privacy and dignity and this will
be achieved by the use of frosted or etched glazing to windows. Functionally the spaces will
be predominantly mechanically ventilated so windows will be fixed and non-openable.

4.7.8 HBN and HTM

The 1:200 designs have been developed in accordance with all relevant NHS standards,
including HTM, HBN, Firecode and BREEAM compliance and Infection Control approach.

4.7.9 Building Research Establishment Environmental Assessment
Methodology (BREEAM)

The BREEAM (Building Research Establishment Environmental Assessment Methodology), first
published in 1990, 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.
The Department of Health and Social Care requires schemes with a value in excess of £2m
(>500m?) to achieve minimum BREEAM ‘Excellent’ rating for new builds or ‘Very Good' rating
for refurbishments.

The scheme is subject to two separate BREEAM assessments: one for the new build element
and a second for the refurbished areas. The BREEAM Pre-Assessments in Appendices C13 and
C14 show that the scheme is on target to achieve the required ratings.

47.10 Firecode

The development of the fire strategy for the new development has been based on best
practice and the Department of Health requirements for the relevant Fire Codes and relevant
HTM. The Fire Strategy for the scheme complies with HTM 05 and will be further reviewed at
FBC during the 1:50 design process. A letter confirming compliance at this stage can be found
in Appendix C10.

4.7.11 Infection Control

The proposed new healthcare facilities will be designed and configured in compliance with
HBN and HTM guidance to provide clean, well designed environments within which clinical
services and procedures can be carried out safely. Infection prevention and control measures
have been designed into the new building through zoning, with appropriate clinical adjacencies
to facilitate clean to dirty flows and the provision of good access for cleaning and
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maintenance to take place. Effective ventilation in line with HTM 04-01 is a necessary
requirement in a healthcare landscape where COVID-19 has become endemic.

As planned for the design development at OBC stage, the clinical leads have been fully
engaged to ensure the needs of users are understood and clearly articulated in the design
brief. The Trust’s Infection Prevention and Control Team has also been engaged by the
Programme Group to inform the detailed designs.

A letter confirming compliance at this stage can be found in Appendix CI1.

4712 Resilience

HBN O0-07 provides guidance for NHS-funded providers on designing and planning for a
resilient healthcare estate. It aims to help NHS-funded providers to determine appropriate
levels of resilience for sites, buildings and installations against a wide range of emergencies,
hazards and threats and their impacts and consequences. The guidance focuses on:

+ The strategic approach to resilience planning for healthcare estates;
¢ Procuring resilient healthcare estates;
+ Design and planning considerations for a resilient healthcare estate;

+ Resilience of building services engineering;

The design and planning of the scheme has been developed in accordance with the guidance
contained in HBN 00-07.

4713 Travel Plan

The Travel Plan is currently in development and will be included at FBC stage.

4.7.14 Planning Permission

A request for pre-application advice was submitted to Bassetlaw District Council in June 2022
(see Appendix C12 for confirmation of receipt). The design team is currently awaiting the
Council’s response. Further updates will be provided in the FBC.

4715 P21+ Assurance

Through all stages of the P21+ process the requirements set out in the ProCure 21+ guide have
been followed. The Trust have employed an experienced P21+ project manager to support the
project throughout the entire process.

4.8 Modern Methods of Construction

Modern Methods of Construction (MMC) is a wide term, embracing a range of off-site
manufacturing and on-site techniques that provide alternatives to traditional building and
forms part of the Government's recent policy (2019) for future construction in the public
sector. The projects MMC allocation is 71%.

In addition to enabling a reduced on-site component assemble time, due to off-site factory
production to a pre-agreed quality standard, MMC also reduces the size of on-site
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construction teams, disruption to site, health and safety risk and post-completion defects.
MMC can also help in overcoming a skills shortage in the construction industry and should also
result in a reduction in project time and cost whilst improving quality throughout the whole of
an asset’s life.

The P21+ MMC Percentage Utilisation Tool is being used on the project, which includes CIRIA
Category O Briefing, Scoping and Design to include:

¢ Standard models of care, schedules of accommodation and layouts;

+ Standard grid/storey heights/platforms (e.g. CIH Platform);

* Re-using existing proven project designs (P21+ Project Share makes these available royalty
free);

¢ P21+ Repeatable Room designs;

¢ P21+ Standard Components & Assemblies.

The government's Infrastructure and Projects Authority (IPA) guidance ‘Transforming
Infrastructure Performance’ (2017) also refers to MMC as ‘smart construction’ defined under
the following three categories which cover a range of techniques with greater levels of activity
taking place off site and increased levels of standardisation, underpinned by digital design and
engineering.

¢+ Manufactured: whilst not widely used this offers the greatest opportunity to improve
delivery efficiency and boost productivity. This approach enables high levels of
customisation by developing and using standard components and assemblies.

¢ Volumetric: for example, fully fitted modules.

+ Components: for example, standardised design elements (WC/shower ‘pods’, pre-
assembled bed head services etc).

In addition, there is traditional construction: for example, methods that are relatively
unproductive, with projects individually designed and constructed with little consistency in
either the design solution or construction method, even for similar projects.

The table below presents the outcomes of the MMC assessments:

Table 43 MMC Project Outcomes

# Heading Requirement

1 New build GIA/m2 1,572m?2

la  Major refurbishment GIA/m2 (<90% > 65% of new build project average cost 1,100/m2
£m2/GIA)

To  Other refurbishment GIA/m2 (<65% of new build project average cost £m2/GIA) 679/m2

Total project GIA/m2

2 New build total estimated outturn cost excluding VAT and inflation £9,919,926
2a  Major refurbishment total estimated outturn cost excluding VAT and inflation £3,900,933
2b  Other refurbishment estimated outturn cost excluding VAT and inflation £622,832

Total project estimated outturn cost excluding VAT
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# Heading Requirement
3 Which of the following is the trust currently considering and for how much of the total
project GIA/m2 and estimated outturn cost excluding VAT and inflation?
3a Volumetric 278m?2
(£787,296)
3b Manufactured 3,073/m2
(£7,643,696)
3c  Component 3,073/m2
(1,754,053)
3d Traditional 3,073/m2
(£4,258,645)
4 What is the likely option or what is the agreed option for procuring these works? The
business case will require additional details in the Commercial Case as described the NHSEI
Business Case Checklist
https://improvement.nhs.uk/documents/459/NHSI_Capital _Regime_Investment_Annex_1
-_V5_final.docx
4a  Pre-tendered framework: Use of the Procure 21+ Framework with the appointed PSCP,
Integrated Health Projects
4 Other procurement process: Details in brief
b
5 | Are the current designs considered to be standardised / repeatable Yes
5 If 'Yes' to # 5 provide details of Use of P21+ repeatable rooms for consult exam rooms, and
b which other NHS organisations designs utilised from the North Lincs and Goole NHS
have used these designs and Emergency Department schemes at Grimsby and
when Scunthorpe that the appointed architect, P+HS are working
on.
5c | If ‘No' to # 5 provide details why | Details in brief
‘MMC’ options are not being
considered and where in the
business case there is evidence
to support this
6  Trust are required to complete an updated version of the MMC tracker

(attached) at each business case stage

Project category | 10memewsu | | I
Business case stage: soc [l oe ]

e —

nnnnnnnn 208 Efficiancy 40%

HIGH

Volumetric Manufactured

‘standard soiution
Standard procas

= 7

Standard prozms

Propartion of pre-manufactured value

Components

Stun e ssbition
Bespoke pracess.

Low

Efticlency 10%

Proportion of projects using MMC HIGH

i
3=
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4.8.1 Repeatable Rooms

The proposed drawings and design are based on best practice guidance and clinical and
estates engagement. The design has been developed to 1.200 with agreed key adjacencies,
room spatial requirements and the totality of accommodation required to meet the clinical
brief and operational model.

Technical and design compliance is ongoing throughout all stages of the design and during
FBC stages there will be a greater understanding of any derogations that may be required.
Where new accommodation (the extension) the target will be full compliance in the design
and specification to meet HTM and HBN requirements. Majors and minors cubicles are
standardised in their size and content to allow for maximum flexibility in use and familiarity for
staff. Where existing accommodation is refurbished and reconfigured, there will be a mixture
of major refurbishment, minor refurbishment and redecoration and therefore the level of
compliance will vary depending on the nature of works in each area.

The BEV design is based on the SOA (see Appendix C4) and all area differences are denoted
on an as drawn SoA (see Appendix C5). The project will be submitted for Planning Approval
and Building Regulations approval and therefore will provide compliance with local and
national guidelines.

Relevant HBN/HTM guidance that has been reviewed and will continue to be reviewed as part
of the ongoing design development are:

¢+ HBN 15-01 Planning and Designing Access and Emergency Departments

+ HBN 15-02 Facilities for same day emergency care

¢ HBN 23 Designing hospital accommmodation for children

¢+ HBN 00-09 Infection Control in the built environment

¢+ HBN 00-02 Sanitary Spaces

¢+ HBN 00-04 Designing stairways lifts and corridors in healthcare buildings
¢ HBN 04-01 Adult in-patient facilities: planning and design

¢ HBN 11-01Primary and Community Care

¢+ HTM 05-02 Fire Safety in the design of healthcare premises.

As project is being delivered via P21+ will also review any recommendations from the P21+
suite of documents including (where appropriate) repeatable rooms and standardised
approved specifications.

4.8.2 Standard Components

Each repeatable room has a list of standard components that are provided.

4.9 Estates and Facilities Management Targets

A number of estates and facilities management targets have been set specifically for this
scheme which are referenced below.
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4.9.1 Space

The Carter report indicated that floor space used for non-clinical purposes should not exceed
35%. The scheme achieves this because all floor space is 100% clinical. There is no space for
corporate services or space for services not associated with the delivery of urgent and
emergency clinical care.

4.9.2 Efficiency

There are improved efficiencies in the building due to the design. A single entrance provides
greater efficiencies and improved patient outcomes. A key consideration in the design is the
flow of patients and the ability to stream patients from an ‘Integrated Front Door’ to all areas
of the emergency village. The design where possible minimises travel distances for patients
and provides excellent visibility and flow for staff managing patients from entrance and
reception through to triage, assessment and treatment and, where required, continued
monitoring and observation. The benefit of the emergency village concept lies in the many
specialities and expertise located in close proximity to one another therefore the layout must
support this activity.

The existing building refurbishment will greatly improve the quality of existing space and its
energy efficiency in terms of fabric and M&E systems.

4.9.3 Ongoing Maintenance

The condition of estate will be maintained over the long term via the in-house estates team
who will provide ongoing maintenance.

4.9.4 Energy and Sustainability Targets

Climate change is recognised as a serious risk to health and wellbeing and the NHS
Sustainable Development Unit expects all new builds to gain a Building Research
Establishment Environmental Assessment Method (BREEAM) “Excellent” rating, which is the
second highest rating possible.

BREEAM sets standards for the environmental performance of buildings through the design,
specification, construction and operation phases and can be applied to new developments or
refurbishment schemes. Performance is assessed in relation to the procurement, design,
construction and operation of a development against a range of targets based on
performance benchmarks, with a focus on sustainable value: energy, land use and ecology,
water, health and wellbeing, pollution, transport, materials and waste management.

The Trust is targeting a BREEAM ‘Excellent’ rating in the new build facilities. The sustainability
of the proposed new building has been considered in the following ways:

¢ Aiming to reduce operational energy to RIBA 2030 targets.
+ Taking a whole life cycle cost approach.

¢ Minimum removal of site spoil to landfill by working with site levels to avoid bulk off-site
materials removal.

* Preferential selection of materials with responsible product stewardship through a
sustainable procurement plan.
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¢ Using construction methods that will reduce site waste.
¢+ Low use of Volatile Organic Compound materials.

+ Maximum substitution of cement with up to 30% Pulverised Fuel Ash (PFA) or up to 90%
Ground Granulated Blast-furnace Slag (GGBS).

¢ Use of recycled materials where possible
¢ Reduction of waste and resources required through resource efficiency workshops.

¢ Looking at reducing the embodied carbon of materials and systems chosen though
lifecycle assessment.

+ Low energy light fittings.
+ Water efficient sanitary fittings.

+ Use of carbon reduction strategies such as good employment of passive design principles,
to achieve ‘near to zero’ net carbon emissions.

¢+ Responsible management of construction.
+ Allowing for post occupancy input from the design team (soft landings approach).
+ Targeting net biodiversity improvement on the site.

¢ The construction contractors to demonstrate how they will aim to use a local workforce
and small and medium size enterprises.

4.9.5 Sustainability considerations and Net Zero Carbon

Doncaster and Bassetlaw Teaching Hospital Trust is committed to the NHS’s Net Zero Carbon
ambitions as set out in the Greener NHS programme. The Trust has produced its own Green
Plan detailing how it will take a more sustainable approach in its activities (see Appendix S5
‘The DBTH Green Plan — Our sustainable path to Net Zero’). The new facilities have been based
on the principles of sustainable design and the Trust is aiming to achieve a BREEAM rating of
Excellent for the new build element of the scheme (see Appendix C13).
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5 Financial Case

5.1 Introduction

The purpose of the financial case is to outline the financial implications of the preferred option
and assess affordability. As such it sets out the capital requirements and revenue
consequences of the proposed scheme, along with underpinning assumptions. It outlines
anticipated funding arrangements and presents the impact on the overall financial statements.

As outlined in the Economic Case, the preferred option involves refurbishing and extending
the Mental Health building to create the proposed Bassetlaw Emergency Care Village.

5.2 Capital Requirements

5.2.1 Initial capital costs

It is anticipated that delivery of the preferred option will require capital investment of £17.89m.
This has been estimated by the Trust's Cost Advisors, Edge, based on the following main
assumptions:

¢ Schedules of Accommodation and 1:200 drawings in accordance with the level of design
required at OBC stage.

+ Works costs calculated using Healthcare Premises Cost Guide @ PUBSEC 281 and 100
Location.

+ Allowances for fees, equipment costs, planning contingency and optimism bias have been
applied as appropriate.

¢ Standard rate VAT of 20% has been included on all project expenditure with the exception
of fees which are zero rated. No VAT recovery on the works costs has been included at this
stage. Further advice will be taken from the Trust’s VAT advisors at FBC stage.

A copy of the capital cost plan is provided in Appendix E4 and a summary provided in the
table below.

Table 44: Capital Costs

Net VAT Total

£'000 £'000 £'000

Construction Costs 10,628 2126 12,754
Project Fees N 7N
Non-Works Costs 150 30 180
Equipment Costs 886 177 1,063
Planning Contingency 695 139 834
Subtotal 13,131 2,472 15,602
Optimism Bias 1313 263 1576

Subtotal 14,444 2,734 17,178
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Net VAT Total

£'000 £'000 £'000

Inflation start on site 4an 82 493
Inflation to mid-point 257 51 308
Total 15,112 2,868 17,980

5.2.2 Capital funding

It is anticipated that the £17.98m capital will be funded as follows:

¢ £17.605m provided through Wave 4 STP funding as outlined in the original SOC.
¢+ £0.393m self-financed by the Trust including:

- £0.186m funded as part of the Trust’s wider Mental Health scheme, specifically in this
case to provide appropriate Mental Health spaces in ED

- Work is underway to explore options to fund the remaining £0.207m, such as value
engineering to reduce costs as the design of the project matures.

Table 45 Capital Funding Analysis

2022/23 2023/24 2024/25 2025/26 TOTAL
£'000 £'000 £'000 £'000 £'000
Funding source:
Other - Wave 4 STP Funding 1,194 15,955 457 17,605
Trust self-finance - Mental Health Scheme 168 168
Trust self-finance - Other Funding Source 207 207
Total Funding 1,194 15,955 832 0 17,980
Application of funding:
Construction Costs 706 9,431 492 0 10,628
Project Fees 51 685 36 0 771
Non-Works Costs 10 133 7 0 150
Equipment Costs 59 786 41 0 886
Planning Contingency 46 617 32 0 695
Optimism Bias 87 1,165 61 0 1,313
VAT 182 2,426 126 0 2,734
Inflation start on site 33 438 23 0 493
Inflation to mid-point 20 274 14 0 308
Total Costs 1,194 15,955 832 0 17,980
Source less Application 0 0 0 0 0

5.2.3 Contingency planning

In common with all current schemes, market volatility and price inflation continue to pose a
risk to the cost envelope. The Project Board has put in place measures to mitigate this as far
as possible. Capital costs include a reasonable contingency for risk based on the costed risk
register provided in Appendix M8 and optimism bias calculation provided in Appendix E3.
They are based on the schedule of accommodation and design requirements which have been
signed off by key stakeholders. A robust change control process is in place to ensure the
scope of the design is tightly managed.
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5.3 Revenue costs

5.3.1 Non-recurring revenue costs

It is anticipated that transitional costs of £48,515 will be incurred as a result of the moves
required to deliver the preferred option.

5.3.2 Recurring revenue costs

Recurring revenue costs have been estimated based on the following:

*

Baseline current pay and non-pay costs associated with the ED and ATC teams based on
2022/23 budgets.

Building running costs based on average cost per m2 from the Trust’s 2020/21 ERIC data,
uplifted to 2022/23 price base.

Any efficiencies associated with delivery of new facilities and enablement of the proposed
clinical model are considered within the Cash Releasing Benefits section below.

The resulting recurring revenue costs estimates are summarised in the table below.

Table 46 Recurring Revenue Costs

BAU Preferred Incremental

£'000 £'000 £'000

Pay Costs 10,924 10,924 0]
Non-Pay Costs 951 951 O
Clinical services 11,874 11,874 0]
Cleaning 76 102 27
Utilities 80 109 29
Total FM Costs 246 333 88
Building running costs 402 545 143
Total revenue costs 12,276 12,419 143

5.3.3 Capital charges

Capital charges have been estimated based on:

*

A valuation from Cushman and Wakefield, which is provided in Appendix F2, estimates that
when the asset comes into use its value will be £12,781503, resulting in an impairment of
£4,135137.

At the end of the asset life, it is estimated that the residual value of the building will be
£7,430,660.

Depreciation charges are applied based on straight line depreciation using the following
standard useful life:

o Buildings — 60 years, equating to £89k p.a.
o Equipment — 10 years, equating to £106k p.a.
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+ Public Dividend Capital (PDC) dividend payments are calculated using the average cost of
net relevant assets each year at the current standard 3.5% rate of return until it is repaid.

5.3.4 Cash Releasing Benefits

Cash releasing benefits of £683k p.a. have been identified based on the assumptions in the

table below.

Table 47 Cash Releasing Benefits

Cash Releasing

tput tcom Assumption .
Outpu Outcome ssumptions Benefits
CAU Fewer children The SOC identified that, as a result of fewer transfers, £94k p.a.
Overnight transferred to the service provided by a dedicated PDC crew willno  pgTH Cost Saving
DRI longer be required. based on 2022/23
Based on 2021/22 activity data it is estimated that this = costs
relates to 216 transfers p.a.
Improved Rota efficiencies = The SOC identified that the improved adjacencies will £575k p.a.
adjacencies enable more integrated ways of working and reduce Based on 2022/23
between ED rota requirements between ED and ATC as follows: average pay costs
and ATC Medical — 1 WTE per shift
Nursing — 1WTE per shift
Porters — 0.3 WTE overall
Design Energy Based on 2020/21 ERIC data the Trust's current energy = £14k p.a.
efficiencies  efficiencies consumption is an average of 294 KWH/m2. Based on achieving
Aecom'’s Net Zero Carbon Pathway report (May 2022) the target
identified a target for the scheme to reduce 250KWH/m2 and

consumption to 250 KWH/m2, with a stretch target to
180.

applying the current
average cost per
KWH (2020/21 ERIC
data uplifted to
2022/23 prices)

5.3.5 Overall revenue affordability

Recurring revenue costs including capital charges and cash releasing benefits have been
included in the financial model with appropriate inflation rates applied.

The results are shown in section 5.4.2. and this demonstrates that the scheme is affordable in
revenue terms over the whole life of the asset. However, it should be noted that:

¢ There is an initial cost pressure in the early years of the scheme as new ways of working
are embedded and cash releasing benefits established.

+ Affordability is dependent on the delivery of the cash releasing benefits identified in
section 5.3.4. and further work is required to develop the workforce model behind this at
FBC stage.

5.4 Impact on Financial Statements

A copy of the financial model is provided in Appendix F1.
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A summary of the impacts on financial statements are provided in the tables below.

5.4.1 Impact on Statement of Financial Position

The proposed accounting treatment for the preferred option is a straightforward capital
purchase, funded predominately by Wave 4 STP Funding subject to approval of the OBC and
subsequent FBC.

The resulting incremental impact on the Statement of Financial Position (SOFP) compared to
the Business as Usual position is shown in the table below.

Table 48 Statement of Financial Position

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33

£000 £'000 £000 £'000 £000 £'000 £'000 £'000 £'000 £'000

Property, plant and equipment: Other 13,845 13,672 13,476 13281 13,085 12,800 12,694 12,499 12,303 12,108
Cash and cash equivalents -659 -878 -786 -656 510 -350 -176 12 215 435
Trade and other payables CL 0 -39 -16 -16 -16 -16 -16 -16 -16 -17
aiial nc seacis e 13186 12,755 12,675 12,609 12,559 12,523 125502 12,495 12,502 12,526
Financed by:

Public dividend capital 17,605 17,605 17,605 17,605 17,605 17,605 17,605 17,605 17,605 17,605
Income and expenditure reserve 4419 -4850  -4930  -4996  -5046  -5082 5103  -5110  -5103  -5,079
Traieal EEsqEES e @i e i 13186 12,755 12,675 12,600 12,559 12,523 125502 12,495 12,502 12,526

5.4.2 Impact on Statement of Comprehensive Income

The incremental impact on the Statement of Comprehensive Income (SOCI) of delivering the
preferred option compared to the Business as Usual position is shown in the table below.

Table 49 Statement of Comprehensive Income

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33 Remaining Total
Years

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Income 0 0 0 0 0 0 0 0 0 0 0 0
Operating expenditure -50 209 576 589 602 615 628 642 656 670 58,529 63,665
Impairment -4,135 0 0 0 0 0 0 0 0 0 0 -4,135
Depreciation 0 -173 -196 -196 -196 -196 -196 -196 -196 -196 -9,580 -11,318
Operating surplus / (deficit) -4,185 36 381 393 406 419 432 446 460 474 48,949 48,212
PDC charges -235 -466 -461 -459 -456 -455 -454 -453 -453 -450 -32,384 -36,726
Surplus / (deficit) -4,419 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 11,486
Impairment reversal 4,135 -0 -0 -0 0 -0 0 0 0 -0 0 4,135
Adjusted surplus / (deficit) -284 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 15,621

5.4.3 Impact on Statement of Cashflows

The incremental impact on the Statement of Cashflows of delivering the preferred option
compared to the Business as Usual position is shown in the table below.
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Table 50 Statement of Cashflows

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Operating surplus / (deficit) -4,185 36 381 303 406 419 432 446 460 474
Non-cash income and expense 4,135 212 172 196 196 196 196 196 196 197
Net cash from operations -50 248 553 589 602 615 628 642 656 671
Capital purchases -17,980 0 0 0 0 0 0 0 0 0
Net cash from investing activities -17,980 0 0 0 0 0 0 0 0 0
Public dividend capital received 17,605 0 0 0 0 0 0 0 0 0
PDC dividend (paid)/refunded -235 -466 -461 -459 -456 -455 -454 -453 -453 -450
Net cash from financing activities 17,370 -466 -461 -459 -456 -455 -454 -453 -453 -450
Increase/(decrease) in cash -659 -218 92 130 145 160 174 188 202 221
Cash at start of period 0 -659 -878 -786 -656 -510 -350 -176 12 215
Cash at end of period -659 -878 -786 -656 -510 -350 -176 12 215 436

5.4.4 Trust wide Statement of Comprehensive Income

A summary of the Trust-wide SOCI including the investment is shown below.

Table 51 Trust-wide SOCI

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33 Remaining Total

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 Z%Egg £'000
Income 489,319 498,454 501,401 510,759 520,718 530,838 541,125 551,580 562,209 573,158 40,598,429 45,877,989
Operating expenditure -496,178  -496,957  -497,775  -492,609  -497,601  -507,272  -517,123  -527,141  -537,315  -547,815 -38,653,797 -43,771,582
Impairment -4,135 0 0 0 0 0 0 0 0 0 0 -4,135
Depreciation -13,117 -13,408 -13,550 -13,670 -13,791 -13,914 -14,038 -14,162 -14,288 -14,414  -888,019 -1,026,368
Operating surplus / (deficit) -24,111 -11,912 -9,923 4,481 9,326 9,653 9,965 10,278 10,606 10,930 1,056,613 1,075,905
PDC charges 7,477 -8,161 -8,611 -9,046 -9,376 -9,675 -9,976 -10,280 -10,589 -10,901 -1,039,518 -1,133,612
Surplus / (deficit) -31,588 -20,073 -18,534 -4,565 -50 -22 -12 -2 17 29 17,095 -57,707
Impairment reversal 4,135 0 0 0 0 0 0 0 0 0 0 4,135
Adjusted surplus / (deficit) -27,453 -20,073 -18,534 -4,565 -50 222 S22 =2 17 29 17,095 -63,572

5.4.5 Impact on CDEL table

Table 52 CDEL table

2022/23 2025/26 2026/27 TOTAL

£'000 £'000 £'000 £'000
Gross Capex (Approval value) 1194 15,955 832 17,980
Less NBV of Disposals 0
Less Grants and Donations (must be in the same financial year as the capex) 0
CDEL 1,194 15,955 832 17,980

5.5 Affordability

It is anticipated that delivery of the preferred option will require capital investment of £17.89m
which will be funded as follows:

¢ £17.605m provided through Wave 4 STP funding as outlined in the original SOC.
¢+ £0.393m self-financed by the Trust including:

- £0.186m funded as part of the Trust’'s wider Mental Health scheme, specifically in this
case to provide appropriate Mental Health spaces in ED

« Work is underway to explore options to fund the remaining £0.207m, such as value
engineering to reduce costs as the design of the project matures.
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The revenue consequences of this investment include:

¢+ £0.43m of incremental operating costs each year to cover the additional cleaning, utilities,
and maintenance requirements incurred as a result of the increased floor area.

¢+ £0.196m of annual depreciation charges, based on a 60-year asset life and applying asset
values advised by Cushman & Wakefield.

+ Public Dividend Capital (PDC) dividend payments are calculated using the average cost of
net relevant assets each year at the current standard 3.5% rate of return until it is repaid.
+ Additional costs are largely mitigated by cash releasing benefits of £0.683m p.a.

Recurring revenue costs including capital charges and cash releasing benefits have been
included in the financial model with appropriate inflation rates applied.

The results, shown in the table below, demonstrate that the scheme is affordable in revenue
terms over the whole life of the asset.

Table 53 Incremental impact on SOCI

2023/24 2024/25 2025/26 2026/27 2027/28 2028/29 2029/30 2030/31 2031/32 2032/33 Remaining Total
Years

£'000 £'000 £000 £'000 £'000 £'000 £'000 £'000 £000 £'000 £'000 £'000
Income 0 0 0 0 0 0 0 0 0 0 0 0
Operating expenditure -50 209 576 589 602 615 628 642 656 670 58,529 63,665
Impairment -4,135 0 0 0 0 0 0 0 0 0 0 -4,135
Depreciation 0 -173 -196 -196 -196 -196 -196 -196 -196 -196 -9,580 -11,318
Operating surplus / (deficit) -4,185 36 381 393 406 419 432 446 460 474 48,949 48,212
PDC charges -235 -466 -461 -459 -456 -455 -454 -453 -453 -450 -32,384 -36,726
Surplus / (deficit) -4,419 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 11,486
Impairment reversal 4,135 -0 -0 -0 0 -0 0 0 0 -0 0 4,135
Adjusted surplus / (deficit) -284 -430 -81 -65 -50 -36 -21 -7 7 25 16,565 15,621

However, it should be noted that:

¢ Thereis an initial cost pressure in the early years of the scheme as new ways of working
are embedded and cash releasing benefits established.

+ Affordability is dependent on the delivery of the cash releasing benefits. and further work
is required to develop the workforce model behind this at FBC stage.
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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 scheme in accordance with best practice. It considers
other service relocations and operational changes that will be needed to secure the benefits
sought through the investment.

This section of the business case sets out the management arrangements required to deliver
the preferred option including:

¢ Project Plan ¢ Contract Management

¢ Project Management Arrangements ¢ Risk Management

¢ Project Roles and Responsibilities * Arrangements for Post Project Evaluation
+ Project Reporting and Monitoring * Premises Assurance Model (PAM)

¢ Benefits Management ¢+ Gateway Review Arrangements

¢+ Change Management ¢ Contingency Plans

6.2 Project Plan

The anticipated project programme is attached at Appendix M1. High level milestones are set
out in the below table. There are no other workstream milestones which will impact the critical
path of the project.

Table 54 Project Milestones

Activity Start Date End Date
OBC Production 05/05/2022 26/07/2022
NHSE&I OBC Approval 30/07/2022 21/10/2022
Design Development (RIBA stage 3) 18/07/2022 31/10/2022
Design Completion (RIBA Stage 4 Co-ordinated Design) 11/10/2022 17/01/2023
Market Testing 27/09/2022 28/1/2022
Receipt of GMP 13/12/2022 13/12/2022
Finalisation of FBC 14/12/2022 13/01/2023
Trust Approval 16/01/2023 20/01/2023
Submit FBC to NHSE&I 23/01/2023 23/01/2023
NHSE&I FBC Approval 23/01/2023 31/03/2023
Stage 4 Enabling works 20/02/2023 31/03/2023
Stage 4 Construction Works 03/04/2023 05/04/2024
Handover and Completion 05/04/2024 19/06/2024
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6.3 Project Management Arrangements

The project will be managed in accordance with PRINCE 2 methodology. The Programme Board
(referred to on the below organogram) is responsible for driving forward and delivering the
outcomes and benefits of this development. Members will provide resource and specific
commitment to support the project manager in respect of the key deliverables.

Figure 25: Project Management Organogram

principles of Project Management themes for Project Management
continued business  learn from  defined roles and business case organisation
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. - quality plan risk
manage by manage by focus on tailor to suit
stages exception product environment change progress

The project will be organised into the following governance arrangement.

Figure 26: Governance arrangements
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project is being constraints
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Managing a project Delivering a project
Is independent of the
project management of Responsible for day — to — day Responsible for delivering
workstreams and management of project within products to an appropriate
delivery groups constraints set by the project quality within specified time
Board and cost parameters

supporting project delivery

(Workstreams) (User Group)

6.3.1 Project Management Budget

Project management costs are included in the capital costs outlined in section 5.2.

6.3.2 Management Structure

The project governance structure has been established to reflect the principles and themes of
controlled project delivery. The following governance structure has been approved by the
Project Board:
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Figure 27 Project Governance Structure
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There is a clear demarcation between those groups with a responsibility to produce outputs
needed to deliver the project, i.e., workstreams and delivery groups, and those groups with
responsibility to check, challenge and approve the outputs ensuring that the project is
directed consistently across all subject matters, i.e,, governance committees.

The main governance committees are:

¢ Trust Board; + Bassetlaw Emergency village Project Board;
¢ Finance and Performance ¢+ Bassetlaw Emergency village Steering Group.
Committee;

All forums and committees included in the governance structure are established with formal
Terms of Reference (ToR). Each forum will review their ToRs regularly, not less than at every
stage boundary.

6.4 Project Governance

The Project Board, chaired by the SRO, Dr Kirsty Edmondson-Jones, will oversee the delivery
of the project through the identified work-streams from conception to completion. The
designated Programme Directors (Anna Fawcett & Chris Turner) will provide a consistent
approach to delivering the project’s objectives and will work with the relevant workstream
leads to deliver the required outcomes on time and within budget. Accountability for the
outputs of the individual workstreams sits with the respective workstream leads. The key roles
of the Programme Board are to:

¢+ Confirm the scope of the project.

¢ Deliver the project within the parameters set.

+ Agree and sign off all major project plans.

¢ Authorise deviation from agreed project scope.

+ Sign-off each stage and associated deliverables and ensure relevant Trust approvals are
met.

¢ Ensure that required resources are available.

+ Respond to any escalated issues from work-streams and project team.
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+ Monitor risks associated with the project and review risk register.
+ Sense check and quality assure work-stream outputs.

+ Provide high level direction on stakeholder involvement and support and monitoring
project level management of stakeholders.

+ Provide strategic direction for the project.

¢ Ensure the requirements for business case approval are met. This will include ensuring that
commissioners sign off the business case.

+ Identify whether any fundraising opportunities are available for this project and action
accordingly.

+ Receive and note post project review for lessons learnt.

6.4.1 Trust Board

The Trust Board is the ultimate legal entity responsible for the project. The Trust Board in
particular has specific legal duties to discharge in the management and operation of the Trust.

In discharging these duties, they must ensure that all decisions are made to ensure safe
operation and financial management. The project will transform the operation and strategic
capabilities of the Trust, easing operational safety concerns but adding to financial
management pressures. The balance struck between these two factors is ultimately the
responsibility of the Trust Board.

The Trust Board delegates responsibility for the delivery of the outputs and necessary
decisions. Authority is delegated to the Finance and Performance Committee (FPC) to oversee
the project and the FPC provides assurance to the Trust Board on project delivery. However,
all major decisions and outputs will be ratified by the Trust Board, including approval of the
OBC.

Within the PRINCE2 governance arrangements, this group is classed as part of the corporate
management function.

6.4.2 Finance and Performance Committee

The Finance and Performance Committee is a non-statutory standing sub-committee of the
Trust Board established to provide advice and assurance to the Board on the effectiveness of
financial strategy and planning. The committee provides guidance on Trust operational
performance and on the commercial strategy, strategic investments, and development of the
Trust infrastructure. The committee is responsible for providing the Trust Board with
assurance on all aspects of financial, capital, and estates governance and management
structures, systems, processes and controls. Central to the Committee’s work is ensuring the
effective operational performance of the organisation, with a focus on constitutional
standards and appropriate use of resources and assets. It is also responsible for ensuring that
the organisation is in accordance with statutory and regulatory reporting standards and
requirements, including constitutional standards. The Committee oversees the development
and monitoring of strategies including the estates and digital strategies on behalf of the Board.

The duties of the Finance and Performance Committee include:
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¢ Reviewing and monitoring the delivery of strategies within its remit;

¢ Evaluating financial planning, assumptions and forecasting in relation to budgets, balance
sheet (debtors, creditors, and asset valuations), capital, savings and transformation
improvement plans and ensuring these are efficiently and effectively managed;

+ Assessing and monitoring key performance indicators and constitutional standards
following engagement with other assurance committees and reviewing progress;

+ Monitoring the outputs of the performance management framework utilising the integrated
performance report;

+ Providing advice and support on significant financial and commercial policies prior to
recommendation at the Board for approval. This includes policies related to costings,
revenue, capital, working capital, treasury management, investments, and benefits
realisation;

+ Monitoring the effectiveness of the Trust's financial and operational performance reporting
systems, and KPIs (Key Performance Indicator), ensuring the Board is assured of ongoing
compliance through its annual reporting processes and reporting by exception to the
Board where required;

+ Reviewing and approving business cases in line with the scheme of delegation
requirements.

6.4.3 Project Board

The Project Board, chaired by the SRO, who will oversee the delivery of the project through the
identified work-streams from conception to completion. The Project Board meets every
month to consider, advise and direct the project.

A core function of the Project Board is to determine and inform NHSE/l and DBTH more widely
on progress whilst escalating those decisions which require a higher level of authority, i.e,,
alterations to the project budget, programme or appointments.

In this capacity the Project Board will collate information, prepare the data necessary and
make recommendations to facilitate a decision to be made as appropriate. The key roles of
the Project Board will be to:

¢ Confirm the scope of the project;

+ Sign off the Project Initiation Document and project plans;
¢ Deliver the project within the parameters set;

+ Agree all major plans;

¢ Authorise deviation from agreed project scope;

+ Sign off completion of each stage and deliverables, ensuring relevant Trust approvals are
met;

* Ensure that required resources are available;
+ Respond to any escalated issues from work-streams/ Project Design User Group;
+ Monitor risks associated with the project and review the risk register;

+ Sense check and quality assure work-stream outputs;
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+ Provide high level direction on stakeholder involvement and support; and monitor project
level management of stakeholders;

+ Provide strategic direction of the project;

¢ Ensure the requirements for business case approval are met. This will include ensuring
that commissioners sign off the business case;

+ Identify whether any fundraising opportunities are available for this project and action

accordingly;

+ Receive and note post project review lessons learnt.

Project Board terms of reference can be found at Appendix M2.

Table 55 Project Board Attendees

Name

Position

Kirsty Edmondson-Jones

Jon Sargeant
TBC

Dr Tim Noble
Becky Joyce
Alex Crickmar
Anthony Jones
Ken Anderson
Emma Shaheen
Dr Anu Agrawal
Eki Emovon
Karen McCreadie
Victoria McGregor Riley
Anouska Huggins

Chris Turner / Anna
Fawcett

Monique Chavda

SRO and Chair

Deputy Chair

Chief Nurse

Executive Medical Director

Chief Operating Officer

Interim Director of Finance

Deputy Director of People and Organisational Development (Interim cover)
Chief Information Officer

Head of Communications and Engagement

Divisional Director - Medicine

Divisional Director — Children and Families

PA to Director of Strategy and Improvement (Minutes)
CCG Representative

Business Case Lead (Archus)

Project Director (Archus)

Project Operational Manager (Archus)

6.4.4 Steering Group

The Bassetlaw Emergency Project Steering Group is responsible for driving the management
and delivery of all aspects of the Trust's project. This includes oversight of the delivery of the
OBC and the FBC for capital investment, ensuring they can withstand external scrutiny and are
underpinned by robust transformation plans.

The group is responsible for the management of resources dedicated to the project, oversees
the development and implementation of the stakeholder engagement and communications
plan, and ensures the identification and appropriate management of key risks to the project.
The Steering Group meets every month to consider, advise and direct the project.
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The duties of the Steering Group are as follows:

+ Agree the project plan for delivery of business cases at each stage of the process,
including the OBC and FBC stages.

+ Monitor performance against the project plan, identifying and removing obstacles to its

delivery.

+ Review sections of the business case as these are developed and approve the final
business case for submission to the Project Board, ensuring documentation is developed
in line with national guidance and that it aligns with the Trust’'s agreed strategies.

+ Review key documents associated with the project as required and recommend their
submission to the Project Board.

+ Approve the submission of the hospital designs to the Project Board.

¢ Agree and oversee the resourcing plan for delivery, including the appointment of external
consultants as required to support demand and capacity modelling, economic and
financial modelling, estates components, business case authorship and stakeholder
engagement and communications.

+ Identify and oversee the resolution of ongoing issues to the delivery of the business case,
identifying strategies/actions to deprioritise issues.

Steering Group terms of reference can be found at Appendix M3.

Table 56 Steering Group Attendees

Name

Position

Chris Turner / Anna Fawcett

Monique Chavda
Andy White
Richard Canetti

Anuja Natarajan

Helen Burroughs
Laura Churm
Naushad Khan
Ewen Wilson
Ranjit Pande
Mazin Delaimi
Natalie Griffiths
Lesley Mckay
Andrea Squires
Kate Carville
Christopher Fernandes

Anthony Jones

Project Director (Archus) — Chair

Project Operational Manager (Archus) — Deputy Chair
Head of Capital Projects

Deputy Director of Strategy and Improvement

Clinical Director - Acute Paediatrics — Children’s Division

Project Clinical Lead - Paediatrics

General Manager — Paediatrics and TriHealth
Divisional Director of Operations, Paediatrics
Clinical Director & Consultant in Emergency Medicine
Clinical Director (Acute Medicine)

Clinical Director (Trauma and Orthopaedics)
Consultant (Emergency Department)

Head of Nursing (Emergency Medicine)
Strategic Programmes Manager

Divisional Director of Operations, U&EC
Divisional Director of Nursing - Medicine
Head of Digital Programmes

Deputy Director of People and OD
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Name Position

Adam Tingle Communications and Engagement Lead

Claire Stewart Head of Financial Planning, Commissioned Income & Costing

Richard Somerset Head of Procurement

Adele Brook Transformation lead — Elective and Urgent and Emergency Care,
Bassetlaw CCG

Karen Mccreadie PA to Director of Strategy and Improvement

Anouska Huggins Business Case Lead (Archus)

Dean Hogg Capital Projects Project Manager (Aecom)
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6.4.5 Project Structure

The reporting structure for the project is as follows

Figure 28 Governance Structure

Project Director
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The project will be delivered according to the PRINCE 2 methodology for delivering projects in
controlled environments. Each workstream is responsible for delivering key outputs needed to
inform the successful delivery of the OBC. These outputs will be scrutinised, challenged, and
ratified by the four levels of project governance. To do this, PRINCE methodology sets out a
series of key documents, as follows.

Table 57 Reporting Outputs and Frequency

Report Forum Frequency
Workstream report Steering group Monthly
Project Dashboard Project Board Monthly
Written update report F&P Monthly
Monthly Report Transformation Board Monthly
6.4.6 User groups

Included in the structure are specialist user groups for clinical and non-clinical aspects of the
development. These groups are the key interface between the delivery functions and the
‘front line’ workforce who deliver clinical and operational (non-clinical) services.

In these groups, service delivery staff are required to balance the needs of their specific
‘business unit’ and the needs of service users. The groups provide feedback and knowledge on
their departmental requirements to the project technical delivery experts.

These groups encompass a range of specialties and services within the hospital. Each focus
area will have an overarching board controlling the requests and feedback between its
subgroups.

Delivery has been separated into themes referred to as workstreams. Each workstream will
consist of a main project management forum, in the form of a “steering group” and specialist
delivery groups for areas of specific subject expertise and focus.

The delivery functions will be responsible for the delivery of all outputs needed to support a
robust and compliant OBC. Where gaps and assumptions are identified, these will need to be
made clear and mitigation plans put in place, with appropriate management action plans to
address gaps and assumptions at the FBC stage.

The workstreams are:

¢ Estates; ¢+ Communication and Engagement;

*

¢  Procurement Digital;

*

* Workforce; Business Case

*

+ Strategy and Transformation; Financial.

+ Clinical
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Within the scope of this project, there are interdependencies with different capital projects.
One of the main interdependencies is between SDEC and ATC which are reliant on each
other’s success as a project.

6.4.7 Design Team

The Design team, which includes AECOM, Archus, IHP and Trust members, meet fortnightly to
ensure that all project workstreams are on track and up to date with the status of the project.
The design team bring together the outputs from the project workstreams and provide
feedback to the Project Board.

The Design Team will:

¢ Ensure operational delivery of the project to time, quality, and budget;

+ Make decisions on matters for escalation to Project Board for escalation to the Trust Board
as required;

+ Manage risks and issues and escalation of appropriate matters for executive direction /
approval; and

+ Draw together the outputs of the Working Groups and manage the coordination of cross
cutting issues.

Table 58 Design Team Members

Name Organisation
Andy White Trust

Richard Canetti Trust

Tom Garrett Trust

Liam Swords IHP

Carey Hadfield IHP

Andy Whaley IHP

Phil Bentley P&HS Architects
Matt Hill Edge

Chris Turner Archus

Anna Fawcett Archus
Anouska Huggins Archus
Monique Chavda Archus

Dean Hogg AECOM
Harry Loftus AECOM

Senior Responsible Officer

The project SRO for the Doncaster & Bassetlaw NHS Trust programme is Dr Kirsty
Edmondson-Jones, Director of Innovation & Infrastructure at Doncaster & Bassetlaw NHS
Trust
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The SRO is responsible for sponsoring the project within the Trust and will act as the main
point of contact with the Trust Board and Executive Directors. As a visible, recognised senior
person within the Trust, Kirsty Edmondson-Jones will also take responsibility for managing
external messaging and relationships as well as ensuring that the appropriate governance
structure is in place to deliver the project objectives, and that the identified benefits are
realised.

The roles and responsibilities of the SRO are:

¢+ own the vision for the project and the supporting business case

¢ provide clear leadership and direction at an executive level throughout the life of the
initiative

¢ have full responsibility and accountability for the outcome of the project and realisation of
the benefits

¢+ manage the interface with key senior stakeholders, keeping them engaged and informed

+ own the relationship between the project and NHSE/I and DHSC

¢+ maintain the alignment of the project to the organisation’s strategic direction

¢ ensure that the project remains affordable and will improve the quality of care to the
target population, and

¢ establish and ensure that the necessary resources are made available to deliver the
scheme

¢ Ensure that project objectives are met to the agreed time, cost and quality constraints.

Kirsty Edmondson-Jones has completed the Better Business Case training course. Her CV can
be found in Appendix M4.

Project Director

The Project Directors for the scheme are Chris Turner and Anna Fawcett. Their role includes:

¢ Co-ordinates all workstreams to deliver the agreed objectives;

¢ Monitors progress, resolving issues, mitigating risks, and initiating corrective action as
appropriate;

¢ Provides an overall monitoring and assurance role across the project workstreams,
ensuring that project risks and issues and any internal or external dependencies are
defined, managed, and escalated where appropriate;

+ Ensures appropriate risk, benefits and stakeholder management frameworks are in place
for the project;

¢ Acts as the day-to-day agent on behalf of the SRO for successful delivery of the initiative;

¢+ Owns and reviews the project plan, communicating the impact of any revisions in terms of
milestones, timelines, and dependencies;

+ Ensures the development of business cases and project documentation;

+ Ensures that the initiatives and projects that support the delivery of the project are
initiated on a consistent basis with governance arrangements that meet requirements;
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+ Manages allocated outputs to the required quality within the agreed time and costs
constraints;

¢+ Manages and assures the work of project team members;

+ Reports regularly to all relevant individuals and groups using standard reporting processes
and templates;

¢ Chairs the Steering Group.

Internal Operational Project Manager

The internal project manager is Lesley McKay. The internal Project Manager’s roles and
responsibilities include, but are not limited to, the following:

¢ Ensure the production of the design brief and the project plan.
¢ Clarify the work scope, responsibilities and relationships.
¢ Lead and direct the efforts of the Project Team.

+ Define the organisational structure and communications plan for the project, including a
timetable and ensuring that all adhere to it.

+ Ensure that appropriate information is available, or causes it to be collected, and
transmitted between the client body and other members of the team.

* Ensure that consultation with stakeholders has been carried out and information collated
for the detailed brief.

+ Monitor resource availability, decision making and progress, performance quality of the
Project Team.

¢+ Ensure adequate procedures are in place to monitor and control costs, time and quality.

Capital Project Manager

The capital project manager is Dean Hogg, facilitated through Trust Capital Planning Unit which
is headed by Andy White. The capital Project Manager's roles and responsibilities include, but
are not limited to, the following:

+ Be the single point of contact for Supply Chain on behalf of the client;

+ Assist the Programme Director with option appraisal and final report and prepare business
case documentation;

¢ Develop scheme budget and expenditure plan with cost advisor;

+ Ensure relevant operational policies, room data sheets and surveys have been completed.
Ensure site’s availability and access;

+ Implement risk management activities;

+ Oversee the contract documentation preparation, agree with PSCP the stage activities and
associated costs;

¢ Operate the scheme contract using the P21+ contract template and proformas;
¢ Review PSCP programme and expenditure forecast;
¢ Control early warning and compensation events;

* QOversee final account settlement.
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Cost Manager

The cost manager’s roles and responsibilities include, but are not limited to, the following:

¢ Prepare and maintain an elemental cost plan and projects spend profile;
¢+ Monitor and manage change control during the project;

+ Value Engineering — advise on construction economies and consideration of a balanced
design and optimal selection of materials;

¢ Provides input into a risk register;

¢ Advise on the most appropriate form of procurement route and the selection of tenders;
¢ Prepare contract documents and report on tenders;

¢ Prepare monthly valuations and out-turn cost forecasts;

¢ Agree the Final Account with the Contractor.

Principal Contractor

As described in the Commercial Case of the OBC, the Trust appointed IHP as the PSCP
through the ProCure21+ (P21+) procurement framework route. P21+ is consistent with the
requirements of government policy, including the ‘Productivity and Efficiency’ agenda, the
Government Construction Strategy, the NAO guidance on the use of centralised frameworks,
and the Cabinet Office Common Minimum Standard for procurement of the Built Environment
in the Public Sector. Crucially, the framework is consistent with the Public Contracts
Regulations 2015 and therefore with current EU regulations in respect of public sector
procurement.

The PSCP’s roles and responsibilities are fully detailed in the appropriate procurement
documents but are summarised as follows:

+ Development of a safe method of construction in line with Health and Safety legislation
and the Trust’s Local Rules;

¢ Review of the design and the provision of buildability advice;

¢ Development of detailed final design for major components, manufacturing details and
components;

¢ Planning, managing and delivery of the physical construction;

¢ Providing an integrated supply chain including specialist suppliers and contractors;
¢ Project management, including managing the design team production timescales;
¢ Quality control;

¢ Interface with client departments and users;

¢ Cost monitoring advice and assistance;

+ Final testing and commissioning;

¢ Snagging and defects management.
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Architect

4

*

4

Receive a detailed briefing from the Client;

Prepare a schedule of accommodation and room date sheets;

Carry out feasibility study;

Prepare outline and detailed designs;

Apply for all necessary permissions;

Ensure the design complies with the requirements of CDM;

Prepare detailed tender information and advise on the selection of contractors;
Monitor the construction and carry out Contract administration duties;

Monitor the construction and ensure that work is of the correct quality and liaise with Clerk
of Works;

Resolution of defects and final inspection;
Prepare snagging list and issue certificate of Practical Completion;

Resolution of defects and final inspection.

Principal Designer

*

Undertake all services required of the CDM Coordinator under the Construction (Design
and Management) Regulations 2015;

Ensure designers consider Health and Safety in the development of their designs and
obtain risk assessments;

Prepare the Pre-Construction Health and Safety Plan;
Review the Contractors Health and Safety Plan;

Notify the Health and Safety Executive of the proposed development works and the
appointment of the Principal Contractor;

Collate the Health and Safety File and the O&M Manuals.

Structural and Civil Engineer

*

*

Undertake structural surveys including geotechnical and topographic surveys;

Assist in the preparation of feasibility studies and the development of an outline scheme
design;

Develop on the basis of the space plan an integrated structural solution that supports the
services strategy and provides a cost-effective solution;

Prepare a detailed design co-ordinated with all other disciplines;

Develop the detailed design and co-ordinate the overall design;

Prepare detailed tender information and advise on the selection of Contractors;

Ensure the design complies with the requirements of CDM Regulations in full;

Monitor the construction and ensure that work is of the correct quality and liaise with Clerk
of Works;

Prepare snagging lists, resolution of defects and final inspections.
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Services Engineer

*

Visit the site and carry out and advise on the requirements for details of existing services
and undertake detailed surveys of the same;

Assist in the preparation of feasibility studies and the development of outline scheme
designs;

Develop on the basis of the space plan an integrated services solution that supports the
space plan in line with the services strategy for the building/zone;

Consider and advise on the whole cost, sustainability running and utility costs;
Ensure the design complies with the requirement of CDM;

Prepare detailed design co-ordinated with all other disciplines;

Prepare detailed tender information and advise on the selection of contractors;
Visit site and ensure that the services co-ordination is effectively managed;

Monitor the construction and ensure that work is of the correct quality in liaison with the
Clerk of Works;

Develop in conjunction with the Contractor a detailed testing and commissioning
programme;

Prepare snagging lists, resolution of defects and final inspections.

Clerk of Works / NEC Supervisor

L 4

Liaising with Contractors on access, safe working arrangements, agreeing method
statements, footpath closures etc,;

Monitoring and recording progress with the works;
Monitoring and reporting defects to the Contract Administrator;
Liaising with the Design Team and Contractor and resolving technical queries;

Liaising with the users regarding operational matters and resolving these in conjunction
with the Project Manager;

Issuing hot works permits, roof access permits etc. in accordance with the site’s local rules;

Monitoring, testing and commissioning is carried out in accordance with the agreed
performance standards;

Carrying out defect/snagging inspections and advising the Project Manager whether the
project is suitable for Handover to the user;

Reviewing and confirming that the defects have been successfully resolved.

6.4.8 Use of Special Advisers

As outlined above, the ‘Emergency village’ project requires that the Trust procure the services
of a number of specialist advisors to assist with the successful delivery of the scheme. The
table below lists the specialist advisors procured to support the delivery of the OBC. Special
advisers have been used in a timely and cost-effective manner in accordance with the
Treasury Guidance: Use of Special Advisers. External advisers are detailed in the table below:
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Table 59 Specialist Advisors

Role Organisation = Scope Summary

Business Case Support, Archus Providing expertise and overall co-ordination of the
Health Planning and Business Case development in line with Treasury and
Operational Project NHSEI requirements.

Management Support

Architects PH+S Responsible for the scheme design, massing diagrams,
key adjacencies and project phasing.

Engineers IHP Provision of M&E, C&S, Transport & Travel and
Sustainability engineering advice and design.

Capital Project Aecom Responsible for the oversight and project management

Management within the P21+ framework.

Cost Managers Edge Provide cost management services for the development

of the Business Case.

6.5 Project Management

In line with PRINCE2 methodology, there will be clear delegated authority through the project
governance pathway. The ultimate authority for this project is the Trust Board, who in line with
various statutes have legal accountability for the operational and financial performance of the
hospital's activities. The accountability for such obligations cannot be delegated, however, the
responsibility for the activities needed to discharge these legal duties can be delegated.

In executing these duties, within the project environment, responsibility will be cascaded to
each level of the structure. All financial management obligations will be delegated in line with
the Trust’s Standing Financial Instructions (SFls).

It is accepted that the project will be delivered by a large number of highly qualified
professionals, through a series of defined stages that align to the RIBA (Royal Institute of
British Architects) Plan of Works 2020 version.

In doing this, levels of delegated authority will be reviewed at each key stage boundary. The
SRO and Project Director will formally review and accept levels of delegated authority through
the project.

These professionals will be required to manage by exception, and whilst there will be a
requirement to provide a sufficient detail for the Trust Board to sign off documentation at
each stage boundary, the varying levels identified in the governance structure should only be
expected to raise issues within their delegated responsibility by exception.

6.6 Stakeholder Engagement

6.6.1 Communication Objectives

The core communications objectives identified below apply for the BEV Programme:
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To enhance the reputation of DBTH and the Bassetlaw Emergency Village Project:
¢ To support the Project Board with communications messages, both internal and external,
and to advise on the most appropriate media with which to convey a particular message.

¢ To inform the Trust, its partners and the public about the nature of the project the
progress made at various key stages.

¢+ Recognise and value the work of the Emergency Department, its support services and how
the project will provide the perfect base from which they can deliver patient care

¢+ To promote and liaise with local press throughout the preparatory, build and operational
process, ensuring maximum coverage, dispelling inaccurate coverage.

To deliver consistent core messages:

¢+ Communicating changes with control and consistency
¢ Ensuring communications are timely and informative

¢ Ensuring communication materials support the delivery of key messages at all stages of
development

¢+ Promoting and explaining building, how it will change and improve the current facilities for
patients and staff and address questions in collaboration with key individuals within the
Project Board.

To actively engage with stakeholders, involving real dialogue and a two way process:

¢+ To maximise support for, and minimise opposition to, what is planned

+ Help staff through a major change/development by keeping them informed and asking
them for suggestions and feedback

+ Keep stakeholders informed of all key milestones of the project.

More details on stakeholder engagement and a timetable for communications can be found in
section 2.8.5.

6./ Benefits Management

The Trust is committed to maximising the benefits of this investment in modern healthcare
facilities for the people of Bassetlaw. Benefits have been identified and quantified in line with
the Green Book and the Treasury Comprehensive Investment Appraisal model. The delivery of
benefits will be managed through the Project Board. The benefits of this project are outlined in
section 2.10. Benefits were identified and used to inform the economic appraisal as outlined in
section 3.6.

An assessment has been undertaken to compare the benefits to the project investment
objectives. This has determined that each investment objective has been met by one or more
benefits.

The detailed Benefits Realisation Plan will be developed as part of the FBC; based on the most
up-to-date information available at that time. This will include all benefits (cash-releasing and
non-cash-releasing) and will specify the following for each:
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+ What enablers are required to deliver the benefit;
+ What the outcome of the benefit will be;

+ What is the baseline measure of the benefit;

+ What the target date is for delivery of the benefit;

+  Who is responsible for the delivery of the benefit.

The Benefits Realisation Plan will outline the key actions required to deliver the benefit by the
agreed timescale, who is responsible for the action and when the key actions will be
completed. Delivery of the overall benefits will be formally assessed as part of the Post-
Project Evaluation.

The benefits identified will fall into the following main categories. In each case, the sources and
assumptions underlying their use will be explained.

A copy of the project benefits register is attached at Appendix M5. This sets out who is
responsible for the delivery of specific benefits, how and when they will be delivered.

6.8 Change Management

Change management associated with the project will be managed through the Project Team
and authorising bodies that preside over it, under the chairmanship of the SRO. Change
management issues will be escalated and discussed at the Project Board and any resultant
contract and/or cost changes will need to be approved accordingly and delegated to the
relevant group to manage.

The scheme is not expected to have a significant cultural impact, as it is an expansion of an
existing service. The Trust is aware however that the project is a major change for staff
working in and around the Emergency Department and therefore its success is predicated on
these staff supporting the project. To date, staff have been involved in all aspects of the
project and it is envisaged that they will continue to play an instrumental role as the project
moves into its next phase.

There will be no change to the organisational structure of the Trust following completion of the
redevelopment of the site. There is potential for positive cultural changes following completion
to enable staff to work more effectively and efficiently in a newly redeveloped fit-for-purpose
building. This can help contribute to higher levels of staff retention over the coming years to
improve the working culture for both staff and patients.

Within each stage will be a series of decision points where major documents produced by
workstreams will be ratified within the governance arrangements. All documents will be
subject to a robust and consistent version control methodology.

The following documents are core to the project at this stage:

+ Strategy documents, including the Clinical Services Strategy, Workforce Plan, Estates
strategy, etc.;

¢ Schedule of Accommodation;

¢ Clinical models of care and patient flow diagrams;
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¢ Clinical briefing documents.

All changes will be subject to a formal change control process. Change is not design
development. Change can only occur when strategic, operational policies or functional
content quantities are altered from those included in the current approved documents.

6.8.1 Change Control Register

If a change is agreed that impacts upon the PSCP and their work, the following P21+ Change
Management procedure is to be followed in line with the contract.

Formal Change Control procedures will begin during the early stages of the Project and will
enable the Trust to make informed decisions with a high degree of predictability of outcome in
accordance with the P21+ Procurement Framework and associated NEC3 ECC Main Option C
Contract.

Change control process and contract matters are managed using, an online contract
management platform which has been agreed and implemented by the Trust and PSCP. Sypro
provides a live update of all projects, early warnings (EW), acceptance and compensation
events (CE). This is used to manage the NEC3 Main Option C Contract required by the P21+
process. It can be accessed by the PSCP, Trust and Trust Advisors, but only the appointed
Project Manager is able to provide acceptance in line with the NEC3 Main Option C Contract.

Change instructions can only be notified by the P21+ Project Manager named in the contract
and must be in writing. Any variations are dealt with by way of a compensation event and
must detail any potential financial and project implications.

No changes shall be implemented that have not been subject to change control and
supported by the issue of a formal instruction authorised by the Client.

Each change request will be given a unique ID and linked to the compensation event issued by
the PSCP. The impact of the CE on cost and time will be recorded and a date will be given for
to note when the Trust formally accepted this change.

6.9 Risk Management

The responsibility for managing the risks of the project resides with the Capital Project
Manager, who manages the central project risk register that includes all project risks. Key
project risks will be identified and recorded on a Risk Register, where they will be allocated a
Risk Manager, who is responsible for managing the risk together with the mitigation measure
identified for that risk and each risk will be costed.

The Risk Register has been developed and presented to the Steering Group and Project Board
at each meeting. It is a separate stand-alone ‘live document’ which is reviewed and updated
throughout the life of the project to capture new risks, identify those whose status has
changed, examine mitigation strategies and close risks which are no longer applicable. The Risk
Register currently reflects key risks as well as information gathered from previous Trust
projects. The project will identify risk through the use of a 5x5 Risk Matrix as seen in the table
below.
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Key members of the Project Board, Steering Group or Design Team may be responsible for
owning risks highlighted on the Register and carrying out the mitigating actions

identified; however it is the Capital Project Manager who is required to manage the Risk
Register as a whole, with particular attention to the most significant risks. Risk workshops are
to be held at regular intervals throughout the duration of the project and additional risks
added as they are identified.

Through a delegated authority, the Capital Project Manager will present the steps that are
being taken to minimise exposure to risk on the project. The risk workshop will then determine
if the approach is appropriate or if additional action is required to be undertaken.
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Table 60 5x5 Risk Matrix
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Likelihood
Rare Unlikely Possible Likely éla'?t(::]
5 - Catastrophic B 10
Consequence 3 — Moderate 3 6 9
2 — Minor 2 4 6 8 10
1— Negligible 1 2 3 4 5

Error! Reference source not found., indicates the top five high level risks for this scheme. A
copy of the project costed risk register is attached at Appendix M8. This sets out who is
responsible for the each individual risk and the required counter measures.

Risk Description

Hyperinflation

Increase in procurement
periods / lead ins &
Material shortages

Site Compound /
Construction logistics
affecting parking &
Emergency Services
parking and/or traffic /
trust operations

Construction
Procurement delays -
Early Orders

Mental health Block not
being vacated on
schedule - may impact
the construction start
date for the RAAC
project and thus the
BEV construction

Probability
(1-5)

Impact
(1-5)

Risk Rating
(1-25)

> o
£ £
3 s 3
© [$) x
o C ~ Te]
3% £9 39
ac Ez &c

Mitigation

Predetermine the inflationary
consequences and allocate the
management of Hyperinflation to the
party best able to manage it.
Implement inflationary price adjustment
formulae’s to factor the rise in costs
before they occur.

VINCI identify long lead items, which
could be ordered in advance to mitigate
delay. Identify alternate options

VINCI are developing a site logistics
plan as part of RIBA 2 which will identify
level of reduced parking. Plan to be
agreed with Trust

IHP to identify value of the early orders 3 4 12
and required procurement dates. Trust

to use CRL monies to fund early orders

and confirm the plan is achievable

Regular engagement with 4 3 12
Nottinghamshire Healthcare to ensure

programmes align. Further mitigation

strategies are being developed
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6.10 Arrangements for Post Project Evaluation

The end stage of the project will result in the completion, handover and commissioning of the
new facility. The 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 arrangements for PPE have been established in accordance with best practice. This will be
a two-stage approach, with the Project Completion Report (PCR) being completed at 6
months of the building being in use; followed by the full post-project evaluation at two years.
The two stages of PPE 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.

6.10.1Project Completion Report

The review at six months involves completion of NHSI's pro-forma, which includes the project
key information, lessons learnt and actions implemented by the Trust, comments from the
Trust Board and comments from NHSI on significant findings. In addition there is a detailed set
of questions on the following topics:

+ Achievement of project start date (as approved at FBC)

+ Achievement of project Completion date (as approved at FBC)

¢ Final project costs compared to FBC

¢+ Fees compared to FBC

¢ Legal actions or issues

¢ Assessment of procurement method selected

¢ Assessment of framework contract

¢ Conflict and resolution

+ Key quality benefits in the FBC and whether they have been achieved
¢ Delivery of service need

+ Key financial benefits in the FBC and whether they have been achieved
¢ Planned efficiencies and whether they have been achieved

¢ Project team and whether it was appropriate

¢ Project ‘blockers’

+ Confirmation of the timescales for the full PPE (stage 2)

¢+ BREEAM rating

¢ Independent Design Appraisal

+ Post-construction / post-occupancy evaluation by the contractor
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The Project Completion Report will be completed by key members of the project team and
will be reviewed / approved by the appropriate groups in the governance structure,
culminating in the Trust Board.

6.10.2 Full Post Project Evaluation

The scope of the post project evaluation at 2 years will be determined in part by the outcome
of the Project Completion Report at six months. However, as a minimum, the following topics
will be included:

¢ Summary evaluation + Organisational impact and change

+ Revisiting the strategic context management

+ The investment decision ¢ Lessons for future projects

+  The procurement ¢ Post-occupancy evaluation
+ Project management and implementation  * Approvers’ input

+ Benefits management ¢+ External support.

¢ Outcome and impact

Each of these topics will cover a number of questions, as outlined in NHSI guidance document.
Additional questions and/or topics may be included based on the outcome of the Project
Completion Report at six months.

6.11 Premises Assurance Model (PAM)

The 2014 NHS Premises Assurance Model (PAM) represents a refreshed and updated version
of the previous model that is more comprehensive, incorporating ‘soft’ Facilities Management
services, consistent, aligned with Post-Francis regulatory requirements and supports the long-
term financial sustainability of the NHS. NHS PAM supports the NHS constitution pledge, ‘to
provide services from a clean and safe environment that is fit for purpose based on national
best practice’ and the current regulatory requirements to ensure that ‘service users are
protected against risks associated with unsafe and unsuitable premises’.

The main benefits of the new PAM are to:

¢ Allow NHS organisations to demonstrate to their patients, commissioners and regulators
that robust systems are in place to assure that their premises and associated services are
safe.

+ Provide a consistent basis to measure compliance against legislation and guidance.
¢ Allow NHS organisations to compare how efficiently they are using their premises.
* Prioritise investment decisions to raise standards in the most advantageous way.

+ Better understand the efficiency, effectiveness and level of safety with which they manage
their Estate and how that links to patient experience.

The results of the Trust’'s 2020-2021 PAM can be found in Appendix M6.
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6.12 Gateway Review Arrangements

All significant public sector projects are required to complete the Office of Government
Commerce (OGC) process of detailed peer review and assessment at key stages or gateways.

The requirement to register a project for formal review is based upon an initial Risk Potential
Assessment (RPA). Completion of an RPA results in a project being classified as Low Risk
(scoring 30 points or less), Medium Risk (31-40 points) or High Risk (41 points or more). The
RPA for this project is attached at Appendix M7; and demonstrates a score of Low Risk which
means [that a formal Gateway review is discretionary.

6.13 Contingency Plans

The Trust has a strategy for business/service continuity; and contingency plans are in place
which ensures that DBTH can continue to deliver an acceptable level of service for its critical
activities in the event of any disruption.

The Trust firms believes that this scheme enables the provision of ‘fit-for-purpose’ urgent and
emergency care that meets national recommendations, supports patient flow and early
supported discharge; along with the opportunity to educate people about making their own
appropriate choices for urgent care needs.

In the event that funding is not received and therefore this project does not go ahead, then
the ED, already not fit-for-purpose, will not be able to cope with demand, develop new care
pathways or meet patients’ needs. As a consequence of this, the experience the Trust offers
to patients will be infinitely poorer and lacking in quality standards. Moreover, the Trust will
struggle to attract, recruit and retain the best people who are able to provide high-quality
patient care.

If the project does not proceed, there would also be significant impact on the Trust's ability to
deliver high-quality care for its patients. The Trust has done everything it can do to maximise
available space within the existing building footprint for front of house urgent and emergency
care services. If the Trust is unable to secure the funding to expand the building to create
additional capacity, improve clinical adjacencies and therefore facilitate new models of care, it
will not be able to maximise benefits for patients, staff, and partners within the wider health
and social care community.
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Guidance for use

This checklist, prepared by the Department of Health (DH), NHS Digital (formerly the
Health & Social Care Information Centre (HSCIC)), NHS England, NHS
Improvement and other stakeholders, is for use by both NHS trust and foundation
trust project teams and NHS Improvement in reviewing and providing assurance on
capital investment and property transaction business cases. It comprises a ‘core’
generic checklist. NHS Improvement has added a bespoke clinical quality checklist —
this should be completed for all business cases with a patient-facing or clinical
aspect.

It should be noted that the format and content of the core checklist may vary in
practice to suit the needs of the individual reviewing organisation. However, the core
numbers and items in this core checklist will be common to all business case
checklists.

Project teams should treat the checklist as a combination of guidance on material
which must be included in a business case, and advice on various issues. For
example, a business case should be submitted by the senior responsible officer
(SRO) (checklist reference 1.1.2 in the checklist below), to show project ownership. If
guidance is needed on any point, the project team should consult its case
reviewer/approver lead.

Note that the checklist represents the minimum content of a business case. HM
Treasury’s Green book' and related five case model guidance should be used to
produce a complete business case.

The checklist should be submitted with the business case, filled in to indicate
whether or not a requirement has been complied with and where it is referenced.

Business case reviewers should then use the checklist in one or both of two ways:
e at the start, to check that the necessary basic material is present

e when the review work is complete, as a formal sign-off of the case, using
Table 1 below.

Table 1: Checklist control table

Initial check (date) | Case

submission/review
complete (date)

Submitting organisation

Reviewer

T www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent
2


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
http://www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent

Assurance summary

This section should highlight where further assurance is required and should be linked to the
NHS Improvement recommendation report (Table 2).

Table 2: Assurance summary

Strategic case

Economic case

Commercial case

Financial case

Management case

Clinical quality

Completed by:




1. Strategic case

SOC | OBC | FBC | Ref Item Guidance Org | Case
Y/N | ref

Approvals and support

v v v 1.1.1 Has the business case been Provide minutes of the board/governing body meeting 2.3.1
approved by the relevant board or  approving the business case.
' ?
governing body The board/governing body has approved all parts of the A;).pe
business case, eg strategic fit and the financial/operational 21')(
impact.
v v v 1.1.2  Has the business case been If there is more than one SRO/approving body, then the
submitted by the senior senior or lead responsible officer should take responsibility for
responsible officer (SRO)? submitting the case. The business case should go initially to

the ‘junior’ approving body, eg NHS Improvement, if both
NHS Improvement and DH are involved. It is important at this
stage that the SRO shows ownership and formally signifies
the start of the review/approval process.

Rationale and objectives

v v v 1.2.1 Y 2.8

Has a clear rationale for the What requirement is being met, or what risks or problems are

scheme been set out? being solved? Is the proposed scheme sufficiently large and
standalone to form a project or would it be more sensibly
undertaken as part of another programme or project?

The rationale should include the strategic priorities and
alignment with clinical, workforce and estates strategies
where relevant. The link between the rationale and activity,
financial and workforce assumptions should be demonstrated.




SOC | OBC

U v
v v
v v
v v

FBC | Ref

v 1.2.2
v 1.2.3
v 1.24
v 1.2.5

Item

Have SMART objectives for the
proposed investment/spending
been identified?

Are the investment/spending
objectives clearly linked to
associated benefits?

Is it clear what health service
needs are supported by the
objectives?

Is there evidence of how the lead
commissioning organisation has
engaged its patients and/or users,
stakeholders, wider public/

population and governors (as
appropriate) in setting the clinical
and service priorities that led to
the scheme design and
objectives?

Guidance

SMART = specific, measurable, achievable, realistic and time
bound. Objectives should be consistent with the benefits
identified in the strategic and economic case and should be
included in benefits realisation plans as appropriate.

For build projects, the case should show that patient group(s)
are actively involved in informing development of the plans.
For IT projects, discovery and alpha phases will precede the
SOC and inform the direction of the project.

For service change and reconfiguration proposals subject to
the NHS England assurance process described in the NHS
England guidance Planning, assuring and delivering service
change for patients, has the SOC been informed by
sufficiently mature analysis contained in the pre-consultation
business case (PCBC) and the decision-making business
case (DMBC)?

Org
Y/N

Y

Y

Case
ref

2.8.3

2.10

28.4

2.8.5

Appe
ndice
s S13,
S14,
S15



https://www.gov.uk/service-manual/phases/discovery.html
https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf

SOC | OBC | FBC | Ref Item Guidance Org | Case

Y/N | ref
v v 1.2.6 Have there been any changes to Are the previous case spending objectives and planning Y 2.9.8
the original scope or objectives? assumptions still valid? Do the services to be procured/does
the recommended deal still provide synergy and best fit with
other parts of the organisation’s business strategy? Cost
changes from those presented at OBC stage should be
disclosed and explained.
Strategic and policy context
v v v 1.3.1 Has the strategic context been Where relevant, an organisation overview with details of Y 2.4-
documented? structure, financial position, services provided, population and 2.7
commissioners served could be useful. This should also take
account of the wider context in which the organisation sits, eg
the local health system (for builds), the UK as a whole (for
national IT projects).

v v v 1.3.2  Has the impact on existing service This applies primarily to builds, eg the organisation’s vision, Y 2.4.7,
configuration and the wider health  strategic priorities, clinical strategies and/or commissioning 2.6
economy been assessed? Is the intentions (where appropriate) should be checked against
rationale consistent with what is known about service configuration priorities and other

local/regional strategic priorities?  health priorities.

Full details should be given of the consequences for other
services, clinical networks and the local health system/health
organisations.




SOC | OBC

Item

Guidance

i v
v v
v v
v v
v v

FBC | Ref

v 1.3.3
v 1.3.4
v 1.3.5
v 1.3.6
v 1.3.7

Is there evidence of support from
other relevant bodies, eg project
sponsors and commissioners
(where applicable)?

Is the rationale consistent with
government policy and strategic
priorities? Any specific policies/

priorities should be listed.

Did the project comply with
relevant Carter efficiency
recommendations?

Is the rationale consistent with the
organisation’s strategic priorities?

Where local sensitivities and/or
opposition have been identified,
have possible mitigating actions
been considered?

The project sponsor and/or commissioners should provide
written approval of the business case (if applicable).

Commissioners or other relevant bodies with a material
interest in the scheme should provide written confirmation
supporting the future activity and financial assumptions (if
applicable), these being consistent with those of the investing
body.

The local health and wellbeing board should be consulted and
written evidence provided of its support (if applicable).

The case should refer to Lord Carter’'s 2015 report:
Operational productivity and performance in English NHS
acute hospitals: Unwarranted variations, and identify the
recommendations being delivered by the project.

These should be aligned as needed with key external bodies,
eg trusts with clinical commissioning groups (CCG).

2.3.2

Appe
ndix
S2

2.5

2.5,
4.9

2.7
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity_A.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operational_productivity_A.pdf

soc |oBC |FBC |Ref |Item

ii

v

v

v

1.3.8 Is there evidence of the extent to
which the proposal promotes
integrated working between
health, social care and public
health?

1.3.9 Does activity and capacity
planning in the investment
proposal demonstrate consistency
with related service planning?

1.3.10 Does the scheme support greater
patient choice on where and how
to access care, and/or improved
quality and safety of service
provision?

Guidance

If parallel investments are necessary or being made in other
organisations, these should be shown as a dependency.

Activity/capacity modelling and assumptions should be
consistent with the activity requirements of the local health
system and wider capacity plans, including alignment to
workforce plans, organisational service developments and
efficiency programme (if applicable).

For build schemes, a utilisation schedule should be included
to justify the scale of the proposed investment. This should
provide evidence of the use of the facility (frequency of use in
relation to days per week, hours per day/by speciality/user).
The method for establishing this need should be included, as
well as evidence of how utilisation targets have been arrived
at.

See Operational guidance to the NHS extending patient
choice of provider

Org
Y/N

Y

Case
ref

293

294

Appe
ndix
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216137/dh_128462.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216137/dh_128462.pdf

SOC | OBC | FBC | Ref Item Guidance Org | Case

Y/N | ref
U v v 1.3.11 Is there confirmation that any The proposal must pay due regard to the public sector Y 2.9.6
equality and diversity impact has equality duty in line with the principles and requirements of
been assessed and addressed? the NHS Constitution and with current legislation and Appe
guidance. ndix
S17
. . ) . . 29.7
v v v 1.3.12 If the scheme involves changes to  The four key tests for service reconfiguration were set out in
services, have the four key tests the NHS England guidance Planning assuring and delivering
for service reconfiguration been service change for patients published in November 2015.
met? Evidence of this should be These are:
provided.

e strong public and patient engagement

e consistency with current and prospective need for patient
choice

e clear, clinical evidence base

e support for proposals from commissioners.

This guidance is a good practice guide for anyone involved in
service change or reconfiguration proposals, including trusts.
The guidance sets out the required assurance process
commissioners should follow when service reconfigurations
are being considered.



https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf

SOC | OBC | FBC | Ref Item Guidance Org | Case

Y/N | ref
. . . . . Y 29.8
v v 1.3.13 If there have been any strategic or Does the recommended solution still provide all the required
organisational changes, have services — both current and future?
these been adequately explained
and their effects on the investment
described? Are the demand
assumptions in support of the size
and scope of the investment still
valid?
. . : . : . N/A
v v 1.3.14 Has a post-project evaluation This applies where the business case is for a reprocurement

relating to the current service or further development of an existing service. Any evaluation
been attached? that has been carried out should be appended, and referred

to in the case. In particular, it should show how:

e it has informed objectives

e lessons learned have informed the development of

options
e lessons learned have informed management.
Risks, constraints and dependencies
Y 2.1

v v v 1.4.1  Has the strategic case
summarised the main risks of the
proposed investment project?

10



SOC | OBC | FBC | Ref Item Guidance Org | Case

Y/N | ref
N . . . . . . . Y 212
U v v 1.4.2 Has the business case identified This is particularly important if there are any
the main constraints and interdependencies, especially benefits, with other
dependencies of the proposed investments/procurements.

investment project?

11



Strategic case: Build schemes only

SOC

oBC

FBC

Ref

1.51

Item

Is there evidence of a board- or
governing body-approved estates
strategy (or equivalent) that
articulates the need for this capital
investment?

Guidance

The estates strategy should cover a defined period in the
future. The starting point for developing the strategy is to
identify the current and future healthcare service needs of the
local population and the current condition of the healthcare
estate. An estates strategy cannot be developed in isolation
from service planning and should integrate with local
commissioning and service strategies. The estates strategy
should also address the backlog maintenance and costs in
relation to the existing estate. The business case must show
and quantify how the proposal put forward will contribute to
reducing the backlog maintenance for the buildings involved
and the NHS estate as a whole.

See the DH 2005 best practice guide Developing an estate
strategy.

Y

2.7.8

Appe
ndix
S11

12



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/144226/Developing_an_Estate_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/144226/Developing_an_Estate_strategy.pdf

Y/N | ref

v v v 1.5.2 Does the estates strategy contain The business case should include a health organisation board N 2.7.8
board or governing body-approved  or governing body-approved DCP if the site development is No
development control plans (DCP) complex. For less complex developments, site plans detailing DCP
for the developments proposed in access and relationships with other properties may suffice. but a
that strategy? Clinc

ial
Site
Serv
ices
Strat
egy
will
be
avalil
able
at
FBC

v v v 1.5.3 Is the rationale consistent with the Y 475
mandatory government construction
strategy?

SOC | OBC | FBC | Ref | Item Guidance Org | Case

13


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/61152/Government-Construction-Strategy_0.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/61152/Government-Construction-Strategy_0.pdf

SOC | OBC | FBC | Ref

Guidance

1.54

Is there evidence of a board or
governing body-approved
sustainable development
management plan which sets out
clear milestones to measure,
monitor and reduce direct carbon
emissions?

This will include the impact of new build and refurbishment
projects associated with the estates strategy. For further
guidance, see Sustainable development in the NHS.

Y 279

Strategic case: IT schemes only

SOocC

OBC

FBC

Ref ‘

1.6.1

1.6.2

1.6.3

Is there a summary of the
organisation’s current IT capability?
Does this identify the starting point
for development of the IT scheme?

Is the ‘gap’ in IT provision — between
the current position and the identified
objectives supporting health service
delivery — known?

Does the programme demonstrate
awareness of the relevant
government standards and policies
for technology? How does it ensure
these will be met?

Guidance

An annex may include, for example, the configuration of
current systems, existing level of integration, extent of paper-
based systems and level of IT (information processing)
expertise.

The Technology Code of Practice and Digital by Default
Service standard always apply.

N/A

N/A

N/A

14


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/147978/Sustainable_Development_in_the_NHS.pdf

SOC | OBC | FBC

U v
v v
v v v
v v

1.6.4

1.6.5

1.6.6

1.6.7

Is the options analysis of the delivery
approach supported by adequate
analysis of user, as opposed to
stakeholder, needs?

Has the programme established the
criteria to be met by the minimum
viable product (MVP)?

Is the programme or any component
within the scope of service
assessments? If so, at what stage
and what were the outcomes?

Do the options analyses consider
technical decisions and justify the
preferred option?

Guidance

N/A
Services that are driven by policy without appropriately

meeting user needs are far less likely to deliver the claimed
benefits due to low adoption rates.

N/A
The MVP is the minimum IT support necessary to deliver a

service. If the MVP is undefined, then scope-creep and
consequent negative impact on value for money (VfM) in
particular are more likely. A service that is unable to
articulate MVP criteria is unlikely to have completed sufficient
analysis of user needs.

N/A
Service assessments are mandatory at alpha, beta and live

stages of programmes. Failure to pass these can prevent the
programme continuing to the next stage or even live
deployment.

Buy versus build, proprietary versus open source, co-location
or in-house provision versus cloud hosting, etc.

15




2. Economic case

SOC

oBC

FBC

Ref

Item

Options appraisal

Guidance

Case

ref

211

Has a wide-ranging, long list of
options (including ‘do nothing’ or ‘do
minimum’) for achieving the
investment objectives been drawn
up?

Have the critical success
factors/criteria/steps for options
appraisal been identified?

Is the preferred way forward
outlined? This should comprise a
shortlist of options with sound
reasons for their inclusion.

Options should be identified using a range of parameters.
Suitable parameters may include scope, implementation
approach, timing, scale. Use of a feasibility study is
recommended. See Green book pp.17-18.

Critical success factors should be identified. These should be
essential (rather than just desirable) factors and set at a level
which does not exclude important options.

All criteria should be clearly derived from the SMART
(specific, measurable, achievable, realistic and time bound)
objectives set out in the strategic case. The reasons for their
relative weightings should be set out.

Options should be clearly weighted, scored and ranked in line
with Green book guidance. A SWOT (strengths, weaknesses,
opportunities, threats) analysis is recommended.

3.3.1

3.2

3.5

16


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC | Ref

Guidance

Costs

v v 2.21

Has the preferred option been
described sufficiently well to enable a
quantified assessment of costs,
benefits and risks? Can wider
impacts be assessed, eg
sustainability, competition, regulatory
impact?

Have all relevant capital and running
costs been identified and properly
assessed?

If, unusually, there is more than one preferred option, the
reason for this should be explained.

The costs should cover the whole life of the investment for all
IT projects and most build projects, where possible. They
should take into account (if appropriate): lifecycle costs
(building-related and equipment/IT replacements), residual
values, monitoring and evaluation costs, health
organisational development costs, opportunity costs, second-
round effects, avoided costs and costs borne by others. Care
should be taken not to double-count costs. See Green book
pp.20-23.

Cost sources should be identified for all costs, including
where these are estimates.

Note that costs must be assessed on a ‘bottom-up’ basis:
that is, the case must show the total costs of each option, not
just costs incremental above existing levels of expenditure.

Descriptions of how all costs have been quantified should be
available along with supporting spreadsheets.

Y

3.5

3.6

17


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC

Guidance

v v
v v
v v
v v

2.2.2

2.2.3

224

2.2.5

Have all key assumptions underlying
the costs analysis been stated?

Are costs shown in real term,
constant (uninflated) prices, with the
base year clearly specified and the
current year shown as Year 0? Has
the correct discount rate been used?

Have sunk costs, transfer payments,
VAT, capital charges, depreciation
and other non-resource costs been
excluded from the net present costs
(NPC)?

Is the appraisal period appropriate to
the life of the asset generated by
each option?

For example, the assumptions about the life of an asset.
Reference the source documents underpinning these
assumptions.

See Green book pp.25-28

Sunk costs are those already incurred, eg project
management. Transfer payments include redundancy
payments, VAT and local authority rates.

Only income from non-government (third-party) organisations
should be included.

A view from the technical advisor should give the economic
life of the asset generated by each option and must be
stated. Where the appraisal period is different for alternative
options, discounted costs must be expressed as equivalent
annual costs rather than NPC.

3.6

3.6

3.6

3.6

18



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC

Guidance

v v
v v
v v

Benefits

2.3.1

232

2.3.3

Have appropriate and credible
benefits been identified?

Have all key assumptions underlying
the benefits analysis been stated?

Is evidence provided that the benefits
are consistent with the SMART
objectives identified in the strategic
case?

The benefits should be identified through consultation with
stakeholders, eg through a benefits workshop. These may
include cash-releasing, non-cash releasing or non-
quantifiable (qualitative) benefits. See Green book pp.21-23.

Benefits should be consistent throughout the case; that is,
strategic, economic, financial and management.

For example, the assumptions about why a benefit might vary
from one option to another, or be treated as non-cash
releasing rather than cash-releasing. Reference the source
documents underpinning these assumptions.

3.6.8

3.6.8

19


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

v v 2.3.5

v v 2.3.6

Have benefits been quantified in line
with HMT’s Green book guidance?
Non-cash releasing benefits (CRB)

should be monetised where possible.

Is there a costed profile of benefits?

Where it is not possible to quantify a
benefit, is it explained why this is so
and have benefits been separately
qualitatively evaluated where
possible?

Have quantified benefits been
discounted over the period of
appraisal?

Care should be taken not to double-count benefits. Non-CRB
are very similar to CRB, although the key difference is the
former monetises in monetary terms whereas the latter
monetises in financial terms (that is, CRB should be
considered actual savings, while non-CRB are more usually
efficiencies or increases in productivity).

Staff time is a common non-CRB in capital investments, eg
for digital pens: time saved typing up patient notes = 15
minutes per day, hourly salary = £15

0.25 x 15 = £3.75 per day productivity saving per employee

If benefits are owned by other organisations, their input
should be sought where possible, and their ownership shown
(eg of an IT project) in the benefits realisation plan.

Where benefits cannot be valued or quantified, a weighting
and scoring exercise should be undertaken. The shortlisted
options should then be ranked according to their benefits
score. There should be evidence that weights and scores for
qualitative benefits have been sufficiently justified for non-
quantified benefits.

The discount rate should be 3.5% if benefits are valued in
real terms or 1.5% if quality-adjusted life years have been
used in valuing benefits. For projects with very long-term

impacts (over 30 years), a declining schedule of discount
rates should be used (see Green book Annex 6).

Y 3.6.8

Y 3.6.8

Y 3.6.8

20



http://www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC

Guidance

2.3.7

Risks

241

24.2

Have the values of benefits been
stated in constant (uninflated) prices
and are they consistent with the cost
assessment?

Have potential risks, constraints and
dependencies been identified?

Have the risks associated with the
preferred option been appropriately
identified across the whole lifecycle
of the project?

See Green book pp.25-28

Risks, constraints and dependencies should be consistent
with the strategic case — where they should have been
described.

These risks should be set out in a risk register (see also
management case).

Whole lifecycle refers to the life of the project. This is
normally the construction period plus 60 years of operational
life for new-build investments. Refurbishment schemes are
shorter, typically 25-30 years, depending on the anticipated
life of the anticipated buildings.

IT projects tend to be evaluated over a short time period (7—
10 years or even less), with allowances to renegotiate or
extend the current contract.

3.6.8

3.6.9

Appe
ndix
M8
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC | Ref Guidance

Appe
v v 2.4.3 Have the risks been quantified and A narrative should explain the method for the quantification of ngi?(
costed? These should be presented  risks and how the probability has been derived. M8
in a matrix showing:
e which party is responsible for
managing risks
o the probability of the risk
o the impact of the risk
o the expected cost of each risk
(probability x impact).
. . . . . Y Appe
v v 2.4.4 Have the assumptions underlying the These should be covered in the risk register. ndix
identification, timing and potential M8
impact of the risks been explained?
NPV, optimism bias and sensitivity analysis
. . . 3.6
v 2.5.1 s there evidence of the proposed An appropriate discounted cash flow model should be used, A
method for the calculation of the net  such as the GEM (soon to be replaced by the CIA) for build (;j).pe
present value (NPV) for shortlisted cases, or the NHS Digital (formerly HSCIC) template for IT EZIX
options, including identification of the cases.
required data?

22



v v 2.5.2

v v 253

v v 254

Have costs, benefits and risks been
adjusted for optimism bias?

Have the costs, quantified benefits
and quantified risks been combined
to establish the NPV for shortlisted
options? Investment proposals
should provide evidence of the
triangulation of demand and capacity
modelling, workforce strategy,
service development and efficiency
programme across the lifetime of the
scheme.

Has an appropriate sensitivity
analysis of costs, benefits and risks
been carried out?

Optimism bias and mitigation have been assessed in
accordance with the optimism bias guidance on DH (NHS
build specific) and/or HMT websites.

Adjustments should be empirically based (eg using data from
past projects or similar projects elsewhere).

See Green book pp.29-30 and the Supplementary green
book guidance on optimism bias.

For approval of capital investment schemes greater than £35
million, and service reconfiguration business cases, the
valued benefits must exceed risk-adjusted costs by a ratio of
4:1. This represents the absolute VM threshold in health
spending. However, achieving the threshold is not a simple
pass/fail test and each business case will be assessed
individually basis. DH economists advise that this is not used
as a strict benchmark (that is, some cases fall below the 4:1
threshold, but have other important qualitative/strategic
benefits).

This should be undertaken to demonstrate either switching
values, with the likelihood of the switch explained, or
percentages chosen and the basis for selection explained. It
should include the worst case scenario.

See Green book pp.32-33.

3.6
Appe
ndix
E2

3.6
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/191507/Optimism_bias.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/191507/Optimism_bias.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC

oBC

FBC

Ref

255

Item

Has a cost-to-benefit ratio been
calculated for all the shortlisted
options, following the formula shown
in the guidance?

Guidance

Formula: Total non-CRB (non-CRB plus societal benefits)/

total opportunity costs (total discounted costs plus retained
risks — CRB).

As a minimum, all projects are expected to show a ratio of
1:1; that is, the expected amount in quantifiable benefits is at
least equal to the amount being invested.

It should normally be the case that the ratio is higher than
1:1, but this will vary depending on the type of project. The
business case should justify the ratio for the project. The
quantified benefits used should be credible, with their delivery
capable of being assessed.

The 4:1 ratio used by the NICE in assessing new medications
should be used as a comparator. Projects which are patient
facing are more likely to approach this ratio, and those more
concerned with infrastructure are more likely to be further
away from it. The ratio achieved should be commented on.

Y 3.6

24



v
v v
v v

Summary

2.6.1

2.6.2

2.6.3

Is there a summary of the OBC
option appraisal, showing the long
and short lists, result of the economic
appraisal (including benefits and
risks) and sensitivity analysis? If the
assumptions, scope or costs have
changed since the OBC, does the
FBC demonstrate either that the
original preferred option remains
valid, or that a new preferred option
can be demonstrated to be so on
VfM grounds?

Is there a conclusion and clear
recommendation for a preferred
option? Are the reasons for selecting
this option clearly stated?

Is the preferred option consistent with
the results of the cost, benefits and
risk appraisals? If not, why not?

At FBC stage, the OBC economic appraisal should be

reviewed to ensure it is consistent with the FBC. The

economic appraisal undertaken at OBC stage needs to be

undertaken again at FBC stage if:

e there has been a significant change in the scope of the
preferred option and/or

e capital costs have increased by more than 5% or revenue
costs have increased by more than 10%.

The option that generates the lowest risk-adjusted NPC, or
the highest risk-adjusted NPV, or equivalent annual cost
(EAC) is the preferred (‘best’) option as it represents the most
economically advantageous option.

VM should be based on risk-adjusted cost per benefit point
(where best VM = max NPV) or is there any evidence to
suggest that the preferred option was not selected on the
basis of the appraisal process? Eg was another option
selected solely because it had the lowest cost? See Green
book pp.37-39.

Y

3.6.11
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

SOC | OBC | FBC | Ref Item Guidance Org | Case
Y/N | ref

v v 2.6.4 Are there any decisive unquantified See Green book pp.34-35.
costs, non-beneficial areas and/or
benefits, and are these assumptions
clearly explained?

N/A
v v 2.6.5 If distributional analysis is needed to  See Green book pp.24-25.

highlight who benefits and who pays,
has it been completed?

N/A
v 2.6.6 Has the high level assessment and See Green book p.44 (benefits realisation) and pp.80—-82

valuation of benefits and risks in the  (risk register log).
OBC been fully developed for the

preferred option in the FBC, including

a detailed risk log/register and

benefits realisation plan?

v v 2.6.7 Is all supporting evidence (eg in
annexes) consistent with the results
in the main text?

26



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

Economic case: Build schemes only

socC ‘ OBC
v v
v
v
v

FBC

Ref

271

2.7.2

273

274

Item

Is the proposal compliant with NHS
estates design and costing
requirements, including taking
account of proposal ‘abnormals’?

Cost indices and regional location
factors — cost advisors employed by
NHS organisations are required to
subscribe to BIS Construction Price
and Cost Indices online to gain
access to full data and share project
data to ensure indices and location
factors are sustainable.

NHS Capital investment manual
(CIM) cost forms; 1, 2, 3 and 4.

Only CIM standard cost forms must
be used and completed to reflect DH
costing method and agreed costing
indices, etc.

If PF2 is involved, is tax properly
treated and is risk transfer clearly
achieved?

Guidance

Costs to be set out in accordance with the Healthcare
premises cost guide (HPCG) on OBC and FBC forms and
latest Department of Business, Innovation and Skills (BIS)
PUBSEC index (which has superseded MIPS). In addition,
there should be:

e areasoned contingency sum

¢ inclusion of any consequential planning costs, eg s106.

CIM forms can be found in the CIM Business case guide
pp.46-47.

N/A

27



https://www.gov.uk/government/publications/guidance-to-carry-out-cost-estimates-of-healthcare-buildings
https://www.gov.uk/government/publications/guidance-to-carry-out-cost-estimates-of-healthcare-buildings
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4119896

Economic case: IT schemes only

SOC ‘ OBC | FBC | Ref Item Guidance
v v 2.7.5 Are tax/subsidy treatments non- Check if there’s any possibility of state aid if there is distortion
distorting between options? between options. See Green book p.56.
. - N/A
v v 2.7.6 Have any discovery or preliminary

works been carried out? If so, have
the relevant spend control approvals
and conditions been attached to the
case?
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/220541/green_book_complete.pdf

3. Commercial case

soC ‘ OBC

FBC

Ref

Item

Commercial feasibility

3.11

3.1.2

Has a suitable range of
procurement options been
considered? Is the proposed
procurement route appropriate for
the project?

Is there confirmation that the
organisation and relevant project
advisers (eg lawyers) consider the
proposal commercially feasible and
deliverable?

Guidance Org Case
Y/N ref
. . - " . Y 4.4
For public capital the Open, Restrictive, Competitive Dialogue
or Negotiated procedures can be used provided the particular
route adopted is justified. Appe
ndix
For PFI, Competitive Dialogue must be used. C1
Has a managed service been considered as an alternative to
a capital purchase with a revenue ‘tail’? Does the case
demonstrate understanding of the objectives, requirements
and implications of a managed service, and is this reflected in
the risk allocation matrix and risk transfer mechanisms?
Y 442
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soC ‘ OBC

FBC

Ref ‘

3.1.3

Scope

3.21

Does the proposal allow sufficient
time and resources for the
completion of all identified
procurement tasks, eg completion
of necessary procurement
documents and supplier
negotiations?

The business case should clearly
describe the subject matter of the
procurement. For example, has the
business case clearly set out the
buildings, land, equipment,
technology, goods and/or related
service streams to be included in
the scheme?

Guidance

A realistic and credible timetable should be provided. The
timetable must meet all applicable legal requirements, eg of
the Public Contracts Regulations 2015. Legal minimum
durations for procurement stages must not be breached.

Procurement documents which may need to be completed
include: OJEU, PQQ, ITT/ITPD, evaluation criteria, all output
specification schedules for works and services, contract
and/or payment mechanisms.

If a call-off from a framework is proposed, then the authority
must show that it is entitled to participate in the framework
and that its requirements are in scope of that framework.

The business case should be clear about the output to be
procured, including specification of required outputs and
requirements to be met (essential outputs, phases,
performance measures, quality attributes). The business
areas, stakeholders and customers affected by the
procurement should also be set out, along with any future
possibilities (potential developments and further phases).

The process should be properly classified for the purposes of
the procurement rules.

It should be clear that the organisation can afford to
commission or run the clinical services that are already in the
building.

Y

Y

4.2.1

4.3
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soc‘osc FBC | Ref ‘ Guidance

Y 3.6.3,
v v 3.2.2 Does the business case include a The equipment strategy should set out: 59
strategy for any specialised ' t
procurement, eg equipment, witha ® any existing equipment to be transferred ;COS S
project plan identifying the . . . :
t f th h Equi
timeframes and costs? e new equipment being procured in advance of the scheme mqentp
e equipment being procured as part of, or in parallel with, sched
the scheme ule
e specialist equipment. SZi/negl
The business case must confirm which organisation: oped,
will be
e procures the equipment 31ncl
. uding
e funds the equipment at
¢ will own, operate and maintain/replace the equipment. FBC
Procurement strategy
- - . . Y 4.4
v v 3.3.1  Has a realistic and robust Clear, realistic procurement key milestones and delivery
procurement strategy been dates should be set out. Supplementary questions could
identified? focus on managerial capacity to deliver to timeline. Caution Ap_pe
should be exercised in relation to overly optimistic timelines ndix
which have no contingency for slippage. The experience of C1
capital procurement processes generally is that they
invariably take longer than anticipated.
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soC ‘ OBC

FBC

Ref ‘

3.3.2

3.3.3

3.3.4

Does the procurement strategy
comply with EU procurement law?
Assurance of compliance with
procurement legislation should be
provided by legal advisors, and
updated at FBC stage as
appropriate.

Has the procurement strategy been
chosen because it can provide an
outcome that delivers VfM?

Has an assessment of market
interest been included together with
any market soundings to date? Any
factors that may have a detrimental
impact on market interest are
discussed and mitigation strategies
included.

Guidance

For example, all procurement stages must be of at least the
minimum duration required by law, which depends on the EU
process followed.

Where relevant, a copy of the OBC, ITT and draft OJEU
advertisement should be included.

The content of any sign off from legal advisors will be
assessed. It is unlikely to be an unconditional endorsement.
The reviewer will assess the degree of scrutiny that has been
applied to the process; if this is considered inadequate, then
the legal assessor will comment accordingly.

Consideration should be given to how to incentivise those
involved with the scheme to provide VfM. This should be
reflected in the chosen payment mechanism.

4.4

442

4.4.1-
442

Appe
ndix
C1
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soc‘osc FBC | Ref ‘ Guidance

v 3.3.5 Is there confirmation that no N/A
material changes have been made
to the procurement strategy? Or if
there material changes have been
made, have these been detailed
and adequately justified?

Procurement process

v 3.4.1 Was a suitable range of If, for example, only one or two responses/bids have been N/A
responses/bids elicited in response received (raising the risk of a poor VfM outcome), this
to the tender process to ensure situation must be explained, including how it will be mitigated.

robust competition?

v 3.4.2 Was any shortlisting of supplier An appropriate assessment of each shortlisted supplier (eg N/A
responses carried out in the Dunn and Bradstreet reports) should be attached to the
appropriate way, in accordance business case. This should form part of the wider evaluation
with the Public Contracts of the suppliers which should be documented in the case.
Regulations 2015?

v 3.4.3 Has an adequate summary of the The FBC must demonstrate that the appropriate procurement  N/A
evaluation process and outcome procedures have been followed as required by EC Directives.

been included? Does it identify and A copy of the published OJEC notice should be included in
clearly define all the pros and cons  the FBC.

of each shortlisted bid, including

the preferred bid? Has the

selection of the supplier been

carried out fairly and in accordance

with the Public Contracts

Regulations 2015?
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soC ‘ OBC

FBC

Ref ‘

3.4.4 s there a clear recommendation for
the preferred bidder from the
procurement?

3.4.5 s there a statement of any
additional benefits offered by any
higher cost supplier?

3.4.6 Is the accounting treatment of the
potential deal set out?

Key contractual issues

3.5.1 Is there a summary commentary on
all key scheme-specific commercial
and legal issues?

Guidance

N/A
The recommendation should be supported by the

procurement evaluation report, where relevant. It is good
practice to append this report to the business case. The
preferred bidder’s offering should be clearly described.

N/A
This is to confirm that the bid with optimal VfM has been

selected.

Y 443
This section should provide details of the intended

accountancy treatment for the potential deal and confirm on
whose Statement of Financial Position, formerly known as the
balance sheet (public, private or both sectors), the assets
underpinning the deal will sit.

Where the scheme is novel, contentious or repercussive, or
the accounting treatment is unclear, the organisation should
obtain written agreement from its external auditors on the
proposed accounting treatment.

Y 445
As appropriate for OBC/FBC stages of business case

development.
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soC ‘ OBC

FBC

Ref ‘

3.5.2

3.5.3

If the procurement is using a
standard contract, have any
alterations or derogations been
signed off?

If the procurement is not using a
standard contract, does the case
indicate what contract will be used?
Suitable commentary should be
provided. Is the rationale for this
structure convincing?

Guidance

The legal reviewer/assessor normally signs these off.

Provision of appropriate detail is necessary to enable full
scrutiny of the proposed commercial terms. Details should be
provided in relation to the duration of the contract, key roles
and responsibilities, proposed liabilities, change control,
arrangements for remedies for breach (eg due to delays, poor
quality, price, etc), treatment of intellectual property,
compliance with appropriate regulations, dispute resolution
arrangements, operational and contract administration,
proposed breakpoints, provisions for contract extension and
options/arrangements at the end of the contract. Any
derogation from standard form documents should be
highlighted.

The contract should tie into the risk analysis.

The DH/Treasury Task Force (TTF) guidance on the
contractual provisions for PFl/public private partnership (PPP)
deals must be followed.

N/A

N/A
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soC ‘ OBC

FBC

v

Ref

3.5.4

3.5.5

Item

Are there clear and realistic
contractual key milestones and
delivery dates?

Has the payment mechanism been
clearly set out? Is it appropriate?

Guidance

The following examples of different payment mechanisms Y
may be helpful:

o fixed price

e reimbursement of costs plus agreed margin

e payment on the delivery of agreed outputs.

Any available deductions should be clearly described, eg:

¢ availability and performance deductions

¢ liquidated damages for delay.

Any incentive payments or gain share arrangements should

be clearly described.

The payment mechanism should be appropriate to the type of 'Y
scheme, eg publicly-funded/PFI.

These examples drawn from PFI-type schemes may be
helpful to other types as well. The payment mechanism for
the:

e pre-delivery phase could be fixed price/costs or payment
on the delivery of agreed outputs

e operational phase could be availability payment,
performance payment, transaction/volume payment,
incentive payment, cost of change or third-party revenues

¢ extension phase (if any) could be technological
obsolescence or contract currencies.

4.4.4

4.4.5
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soC ‘ OBC

FBC

v

Ref ‘ Guidance

Risk

3.6.1 Has the identified risk (see The business case should include a risk allocation table. The
economic case) been appropriately governing principle is that risk should be allocated to the party
allocated between public and best able to manage it, subject to relative cost.
private sectors? For PFI/PPP: there should be a sound risk allocation matrix

for the preferred option showing how risks are to be
apportioned between the public and private sectors. Shared
risks should be excluded.

Ideally, a percentage allocation should be recorded between
the categories of public, private and shared risk. If this is not
feasible, then a ‘tick’ system can be used at OBC stage.

Has account been taken of potential private sector risks, eg
bankruptcy of service provider?

3.6.2 Is atimetable set out to revisit and
evaluate the risk allocation matrix?

3.6.3 Is the mechanism for effecting risk
transfer described? Are the risks
identified as transferable to the
suppliers reflected in the contract?

Personnel

3.7.1  Does the OBC state explicitly
whether the scheme has any
implications for personnel? Does
the FBC confirm this?

Y 4.51
Y 4.5.1
N/A

Y 4.6
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soC ‘ OBC

FBC

Ref ‘

3.7.2

3.7.3

Are any staff likely to be
transferred? If yes, will TUPE
apply? If it does, have all the
provisions been complied with?

Is there confirmation that plans
accord with current guidance and
requirements on retention of
employment (RoE) as related to
pensions, and that there are plans
for consultation in accordance with
the law/guidance?

Guidance

TUPE - Transfer of Undertaking, Protection of Employment
Regulations 2006 (and as updated since). This protects the
employment conditions of public sector staff transferring to
the private sector.

TUPE protection does not include pensions, and DH
developed RoE to cover these. Its use is now specifically
restricted to soft facilities management in PFI schemes. If it
applies, a copy of the legal advice received must be provided,
as well as whether the health organisation’s HR director
accepts or disagrees with it and why.

No
staff
will
beTU
PEd

N/A

4.6
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Commercial case: Build schemes only

SOC

oBC

FBC

Ref

3.8.1

3.8.2

3.8.3

Item

Have numbered and dated 1:200
(or electronic equivalent in terms
of level of detail) drawings been
included?

Have numbered and dated 1:50
(or electronic equivalent in terms
of level of detail) drawings been
included?

Has a schedule of
accommodation/derogation been
provided?

Guidance

These should: Y
¢ include site plans and elevations, where appropriate

e Dbe numbered and dated, not loaded and with m? net internal
area (NIA) shown

e be consistent with the Schedule of
Accommodation/Derogation.

These should be: N/A
e be numbered and dated, loaded and with m? NIA shown
e consistent with the Schedule of Accommodation/Derogation.

This should be in Excel spreadsheet format on a room-by-room 'Y
basis with any derogation to statutory/mandatory/DH standards
highlighted. To support cost forms, drawings and infection

control, fire safety, etc certificates of compliance should be
attached. See archive publications and DH health building

notes.

4.71

Appe
ndix
C8

4.71

Appe
ndix
C4,
C5,
C6
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http://webarchive.nationalarchives.gov.uk/20130107105354/https:/publications.spaceforhealth.nhs.uk/?option=com_documents&task=new_pubs&Itemid=1&region=England
https://www.gov.uk/government/collections/health-building-notes-core-elements
https://www.gov.uk/government/collections/health-building-notes-core-elements

SOC | OBC | FBC | Ref Item Guidance Org | Case
YIN | ref

v v 3.8.4  Detail any land transactions that Y 4.7.3
are necessary to enable the
scheme, together with any
conditions that are attached to
those transactions, including any
constraints relating to the site. If
there are conditions, are they built
into the options appraisal?
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SOC | OBC | FBC | Ref

v

v

3.8.5

Item

Is there confirmation that
design/project solutions are
appropriate and, in addition, will
actively support healthcare
outcomes?

Guidance

This may be achieved using one or a combination of the
following design toolkits:

Design review: ASPECT: deals with the way the healthcare
environment can impact on the levels of satisfaction shown
by staff and patients, and on the health outcomes of patients
and the performance of staff. ASPECT can be used as a
standalone tool, but should be used to support DQI (see
below) and provide a more comprehensive evaluation of the
design of healthcare environments.

o Design review: External review panel: owner organisation
should consider external design review panel, particularly for
high value/complex projects as it could be related to
planning permission requirements or other internal/external
influences

e Design review: Design quality indicator (DQI): an
established design quality assessment method updated for
health use with the support of DH to succeed AEDET. DQ
focuses on the quality of projects under three headings:
functionality, build quality and impact, and engages a wide
range of stakeholders.

There are five assessments stages, led by an independent
accredited DQI facilitator: briefing; mid design; detailed design;
ready for occupation; in-use. Projects must undertake all five
stages of assessment to be DQI health accredited. The briefing
stage DQI should be held early in the briefing process and must
be completed before the end of the SCO.

Org

Case

YIN | ref

N
Agre
ed
not
until
FBC

4.7.4
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SOC | OBC | FBC | Ref

v v

3.8.6

3.8.7

Item

Does the scheme demonstrate
commitment to the government
construction strategy?

Has a healthcare planner been
appointed to the design team and
have they actively contributed to
the planning and evaluation
process?

Guidance

Evidence to be provided of commitment to government
construction strategy including:

e cost reduction c15%

e procurement reform

¢ building information modelling (BIM)

¢ government ‘soft landings’

e benchmarking.

Applies to all construction including local improvement finance

trust (LIFT) schemes.

The proposal should include a description of the service model
backed by plans/drawings demonstrating clinical/non-clinical
adjacencies.

Org | Case

Y/N | ref
Y 4.7.5
4.7.6
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SOC | OBC | FBC | Ref

v

v

3.8.8

Item Guidance Org | Case

YIN | ref

Is there evidence that the design These requirements include: Y 4.7.7

solution complies with relevant DH
consumerism requirements for
healthcare buildings?

acceptable levels of privacy and dignity at all times
gender-specific day rooms

high specification fabric/finishes to reduce lifecycle costs
natural light and ventilation

zero discomfort from solar gain

dedicated storage space to support high standards of
housekeeping and user safety

dedicated storage for waste awaiting periodic removal

inpatient bed configurations of >50% single en-suite and >5
bed bays with separate en-suite WC and shower facilities
with 3.6-metre bed centres

single-sex washing and toilet facilities
safe and accessible storage of belongings including cash

immediate patient access to call points for summoning
assistance

patient control of personal ambient environmental
temperatures

lighting at bed head conducive to reading and close work
patient bedside communication and entertainment systems
elimination of mixed-sex accommodation (2011).

There should be formal confirmation from the responsible
person that compliance with regard to single-sex
accommodation and privacy and dignity is achieved, quoting
drawing numbers (where appropriate)/date of review. See Adult
in-patient facilities: planning and design (HBN 04-01), archive
publications and DH health building notes.
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file://irnhsft.local/monitor/Redirected/Lucy.Gardner/Desktop/Capital%20regime/Final/www.gov.uk/government/publications/adult-in-patient-facilities
file://irnhsft.local/monitor/Redirected/Lucy.Gardner/Desktop/Capital%20regime/Final/www.gov.uk/government/publications/adult-in-patient-facilities
http://webarchive.nationalarchives.gov.uk/20130107105354/https:/publications.spaceforhealth.nhs.uk/?option=com_documents&task=new_pubs&Itemid=1&region=England
http://webarchive.nationalarchives.gov.uk/20130107105354/https:/publications.spaceforhealth.nhs.uk/?option=com_documents&task=new_pubs&Itemid=1&region=England
https://www.gov.uk/government/collections/health-building-notes-core-elements

SOC | OBC | FBC | Ref Item Guidance Org | Case

YIN | ref
. . . . . . 4.7.8
v v 3.8.9  Does the scheme comply with HBN give ‘best practice’ guidance on the design and planning of
health building note (HBN) new healthcare buildings and on the adaptation/extension of
requirements? existing facilities.
They provide information to support the briefing and design
processes for individual projects in the NHS building
programme. They should be complied with; however, where
they are not, the deviation from guidance should be included in
the derogations.
. : , . . 4.7.8
v v 3.8.10 Does the scheme comply with Health technical memoranda (HTM) give comprehensive advice
health technical memorandum and guidance on the design, installation and operation of
requirements? specialised building and engineering technology used in the

delivery of healthcare.

Healthcare providers have a duty of care to ensure that
appropriate governance arrangements are in place and are
managed effectively. The HTM series provides best practice
engineering standards and policy to enable management of this
duty of care. They should be complied with; where they are not,
the deviation from guidance should be included in the
derogations.
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https://www.gov.uk/government/collections/health-building-notes-core-elements
https://www.gov.uk/government/collections/health-technical-memorandum-disinfection-and-sterilization

SOC | OBC | FBC | Ref

v v
v v
v v

Item

3.8.11 Does the scheme comply with the
building research establishment
environment assessment model

(BREEAM) assessment?

3.8.12 Does the scheme comply with the
Fire Code?

3.8.13 Does the scheme comply with
infection control?

Guidance

DH requires, as part of the business case approval, that all new
builds achieve a BRE ‘Excellent’ rating and all refurbishments
achieve a BRE ‘Very Good’ rating under BREEAM Healthcare
with schemes of value in excess of £2 million (>500 m?).

A BREEAM pre-assessment completed by a registered
BREEAM assessor and demonstrating the required target score
should be provided at OBC. A BREEAM interim design
certificate demonstrating the required target score issued by
BRE should be provided with FBC/stage 2 submissions.

Formal confirmation that Fire Code compliance is achieved
should be provided by the person in the organisation
responsible for fire precaution compliance, quoting drawing
numbers/date of review.

Letters of compliance should be provided by a consultant
microbiologist and/or infection control lead.

Healthcare buildings must be designed with appropriate
consultation with specialists to ensure the design facilitates
good infection prevention and control (IPC) practices and has
the quality of design (including finishes and fittings) that enables
thorough access, cleaning and maintenance to take place.

See HBN 00-09: Infection control in the built environment.

Org | Case
Y/N ref

4.7.9

Appe
ndix
C13,
C14

Y 4.71

Appe

ndix

C10
Y 4.71

Appe
ndix
C11
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http://www.breeam.org/about.jsp?ID=66
https://www.gov.uk/government/publications/suite-of-guidance-on-fire-safety-throughout-healthcare-premises-parts-a-to-m
https://www.gov.uk/government/publications/guidance-for-infection-control-in-the-built-environment

SOC | OBC | FBC | Ref Item Guidance Org | Case
YIN | ref

v v 3.8.14 Does the scheme meet DH energy Evidence is provided to show that the submitting organisation Y 494
and sustainability targets? has applied the revised energy drafting and principles in

accordance with DH’s principles paper (final version issued
February 2005) or (if the energy plant at the new facilities is
expected to be regulated by the recent CRC Regulations) the
submitting organisation has adopted drafting which reflects
similar principles and has been approved by a private finance
unit (PFU).
Alternatively, if there is a project-specific reason why neither of
the above approaches is suitable (eg there is already a long-
term contract with an existing energy management supplier), the

treatment of energy issues in the draft contract has been
approved by PFU.

See also HTM 07-02, DH health building notes and Sustainable
Development Unit.

v v 3.8.15 Is there confirmation that the NHS  Resilience is the ability of the building and its services to Y 4.71
facility is resilient to a range of withstand the impact of an incident or emergency. HBN 00-07 2
threats and hazards? provides:

e a strategic approach to resilience planning

e technical guidance on measures to enhance resilience.
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/148488/Encode_2006.pdf
https://www.gov.uk/government/collections/health-building-notes-core-elements
http://www.sduhealth.org.uk/policy-strategy/
http://www.sduhealth.org.uk/policy-strategy/
https://www.gov.uk/government/collections/health-building-notes-core-elements

SOC | OBC | FBC | Ref Item

v

v

4

3.8.16 Does the scheme comply with the
relevant health organisation travel
plan?

3.8.17 Has a summary of the necessary
planning permissions been
provided?

Guidance

Evidence of the current board- or governing body-approved
travel plan.

The elements of the scheme that require planning permission or
change of use approval should be detailed. If no permission is
needed, a statement to that effect should be included to show
that planning has been considered.

Org | Case

Y/N | ref

N 4.7 .1

Agre 3

ed

not

avail

able

until

FBC
4.7 .1
4
Appe
ndix
C12
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https://www.planningportal.gov.uk/wps/portal/genpub_LocalInformation?docRef=LocalInformation&scope=202&langid=0
https://www.gov.uk/planning-permission-england-wales/when-you-need-it

SOC | OBC | FBC | Ref Item Guidance Org | Case

YIN | ref
. . o . . o . . N 4.71
v v 3.8.18 Has outline planning permission Outline planning permission should be sought to identify any 4
been obtained for all the issues relating to planning. Early involvement of the planners (e
developments described in the can avoid the need for costly redesigns during later stages of appl
business case? development. izw

On schemes where, exceptionally, planning permission cannot  requ
be achieved at OBC, the organisation submitting the OBC must = est
be able to demonstrate that planning authorities have no major ~ sub
objections to the scheme. The form of that assurance will be mitte
considered on a case-by-case basis. Evidence which may be d)
considered/required includes:

e evidence of sign off from the organisation’s planning
advisors

o the strategy to engage the local planning authority to
minimise forward risks

¢ the impact of any significant conditions included in the
planning permission or communications with the planning
authority

o details of any additional planning requirements.
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SOC | OBC | FBC | Ref

v v
v v
v v

Item

3.8.19 Is a copy of the planning

application, letter of approval from
the local authority and schedule of
any planning conditions and costs

provided?

3.8.20 Does the business case identify
any acquisitions or disposals
associated with the proposed
development?

3.8.21 For P21+ schemes, is there
assurance that the requirements
set out in the ProCure 21+ guide
and detailed selection process

have been properly observed?

Guidance

An FBC will not be approved without planning approval (where
this is required) or change of use approval (where this is
required).

Evidence must link with risk register and cost forms for
affect/compliance with s106, s278, etc requirements.

This item should also include reference to any judicial review
period that may apply and NHS England’s expectation that
works will not commence until any judicial review period ends.

The business case contains the details justifying the
disposal/acquisition in line with the recommendations found in
the NHS estate code.

P21+ should be the default option for construction projects.

Org | Case

YIN | ref

N 4.7.1

(pre 4

app

advi Appe

C&  ndix

requ C12

est

sub

mitte

d)

Non 4.7.3

e

ident

ified

Y 4.7.1
5
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SOC | OBC | FBC | Ref Item Guidance Org | Case

YIN | ref
I . . N/A
v v 3.8.22 If procurement is via a call-off Although calling off from a framework agreement is an
contract from a framework alternative to running an EU procurement law compliant-specific
agreement, including but not process, this is only so if the provider is entitled to call-off from
limited to P21+, identify that the the framework, the call-off is within the scope of the framework
framework agreement evidences:  and the call-off procedures of the framework are followed.
e your entitlement to call-off The call-off requirements are likely to be the most problematic.
Most multi-operator frameworks will require mini-competitions
* that what is being called off between all capable providers on the framework. Such mini-
falls within the framework competitions can face many of the same problems of fairly
agreement’s scope distinguishing between bidders as a full competitive process.
¢ that the call-off procedures of
that framework agreement
have been followed.
, . . . 4.8.1
v v 3.8.23 For P21+ schemes, have P21+ repeatable rooms provide evidence-based high quality
repeatable rooms been used? If design as part of a standardised solution. They represent
not proposed, this needs to be significant cost reduction and therefore must be considered in
justified. all cases. They are available to all NHS organisations,
irrespective of the use of the ProCure21+ framework.
, 48.2
v v 3.8.24 For P21+ schemes, have standard P21+ standard components are exclusive to P21+ schemes and
components been used? If not should be specified on the basis of significant cost reduction
proposed, this needs to be with justification if not. All components are compliant with
justified. current HBN or have approved derogation.
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http://www.procure21plus.nhs.uk/standardisation/
http://www.procure21plus.nhs.uk/standardisation/

v

SOC | OBC | FBC | Ref

v

v

Item

3.8.25 Where P21+ is not used, has
sufficient justification been
provided as to why, as this
alternative approach contributes to
the aims and outcomes of the
government construction strategy?

3.8.26 Any capital development
commissioned for
primary/community care and
procured under LIFT using a lease
plus agreement (LPA) or land
retained agreement (LRA) should
be tested for VfM against the LIFT
procurement process. Where LIFT
is deemed best VM, LIFT
procurement should be followed.

Guidance

If Procure21+ is not the preferred option, the reason for this

must be given in the options appraisal.

Go to Community Health Partnerships for latest NHS LIFT
documentation.

Org | Case
Y/N ref
N/A

N/A

Commercial case: IT only

SocC

OBC

FBC

Ref Item

3.9.1 Is any IT provision in line with DH

policies?

Guidance

Evidence to be provided that IT provision is in line with DH
policies. A project plan should identify the timeframes and
costs, and any critical IT with reference to the relevant
organisation’s IT strategy (or equivalent).

N/A
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4. Financial case

OBC | FBC | Ref Guidance Org | Case
Y/N | ref
Affordability
a v 411 Is a clear statement of capital This should be presented in nominal terms (taking into account inflation) Y 5

and revenue affordability for the  and show the normalised position once the scheme is complete.
procuring organisation included
in the business case, with any
key assumptions highlighted?

A ‘bridge’ statement should be provided indicating how it is proposed
the incremental cost of the scheme for the first full year of the operation
is funded (eg efficiency saving, capital charges savings, application of
existing budgets, etc).

A clear statement should be provided describing the impact of the
project on the organisation’s ability to meet statutory financial duties.

Has the organisation clearly stated the financial implications of not
continuing with the project? This statement should include an
assessment of any project costs incurred ahead of business case
approval at the organisation’s own risk.

Have the cash and revenue impacts of any double running costs or
decant costs associated with the scheme been considered?

Have significant financial risks associated with the project been clearly
stated and any mitigating actions considered? Eg where assumed
savings are not delivered.

v v 41.2 Does the business case show Y 5.2
the sources of the costing data and
and how these have been built 5.3
up?
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417

Have any of the financial
models used been appropriately
quality assured?

Have different funding options
and their implications been
considered?

Is there evidence that a source
of (capital and revenue) funding
has been confirmed?

Have any elements to be funded
from external sources been
identified, with the profile of
funding/spend by year?

Where borrowing is assumed,
has the amount of loan,
assumed loan term, assumed
interest, prudential borrowing
assessment and repayments
been clearly stated?

Guidance

The National Audit Office's (NAO) Framework to review models
provides guidance on quality assuring modelling.

The cost of any funding option should be included.

The proposal must quantify and identify the (a) type of capital funding
and (b) source of funding. This must be confirmed by all relevant
parties, along with their agreement with the need to invest and with the
preferred solution.

External sources include borrowing, public dividend capital, charitable,
external grants and other non-provider sources. Confirmation in writing
by the external provider of the funding must be evidenced.

A statement showing the effect of the loan on the organisation’s
financial position and (where appropriate) financial risk ratings before
and after the loan need to be modelled and should be included in the
business case.

N/A

N/A

5.4
Appen
dix F1

5.1

5.1
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OBC | FBC | Ref

Guidance

Are any efficiency savings as a
consequence of the scheme
based on reasonable
assumptions?

Relevant assumptions include those relating to income, expenditure,
cost improvement programmes (CIP), quality, innovation, productivity
and prevention (QIPP) savings, other efficiency savings, inflation,
growth and any reductions in backlog maintenance. Details of the
organisation’s performance at delivering its CIP plans for the previous
two years, analysed between recurrent and non-recurrent schemes,
should be shown.

On the income side, the review will be based on payment by results
(PbR) tariff assumptions (national/local, including primary and
community care sector pricing) versus activity levels. PbR assumptions
should be consistent with commissioner assumptions, and activity
assumptions/commissioning intentions should be valid.

On the expenditure side, the validity of the efficiency assumptions
through new ways of working, eg clinical safety and acceptability, will be
checked.

The measures proposed should be sanctioned by the relevant board
and responsibilities for delivery should have been assigned.

Dep 5.3
ende
ncy
on
work
force
mod
el
whic
h will
be
deliv
ered
as
part
of
FBC

54




41.9 In summary, is there evidence
that the scheme is affordable
year on year and in total to the
procuring organisation?

Has the scheme been included in the organisation’s financial plan, as
appropriate? For NHS schemes there should be evidence that the
scheme is affordable within the health system. Is it included in the
DH/CCG/NHS England financial plan and/or is it consistent with
commissioning plans and/or aligned with local/regional QIPP plans (as
appropriate)?

It must cover the capital and revenue consequences (including
recurrent and non-recurrent consequences) over the life of the project.

Financial interdependencies with other projects are identified and
explained.

Where the organisation/local health system is in financial deficit, the
business case must explain how the scheme will contribute to the
recovery plan. The recovery plan should be robust and supported by
the relevant authorities.

Where QIPP savings are required to deliver affordability or recovery
arrangements are required to ensure robust finances:

o the measures proposed have been sanctioned by the relevant board

e responsibilities for delivery have been assigned and likely amounts
quantified

e monthly outturn on existing programme is provided.

Contingencies should also be identified.

Statement of Comprehensive Income/Statement of Financial Position

Y

54
Appen
dix F1
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Has a projected Statement of
Comprehensive Income (I&E)
been provided for the procuring
organisation? This should cover
the underlying/normalised
financial position for the past
two years, the current year’s
forecast and at least a five-year
projection.

The year-on-year impact of the investment on the organisation’s cash
flow, Statement of Financial Position (SoFP) and Statement of
Comprehensive Income (SoCl) over the whole life of the investment
should be included in the business case.

The accounts should be accompanied by appropriate commentary and
notes which cover all key underlying assumptions, including inflationary
assumptions, and income and activity assumptions. These accounts
should fully include all anticipated operational developments.

Non-recurrent support, income and costs should be identified and
correctly accounted for. Sources of income need to be clearly described
(including non-recurrent, transitional, third-party, provider resources,
land sales, etc).

SoCl (I&E account) projections should be shown gross and net of any
one-off impairment charges, so that the underlying financial
performance is clear.

Ongoing maintenance commitments should be included, as well as any
impairments, deferred assets and residual interest charge.

Workforce implications are clearly described and costed in £ and work-
time equivalents (WTE).

Any CRB included in the accounts should be clearly described,
including how it has been derived, its value and how it is phased over
different financial periods to show its impact on the organisation’s SoCl.
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Guidance

U v
v v

v
v v

4.2.2 Has the incremental impact of
the proposal on the procuring
organisation’s cash flow, SoFP
and SoCl been included?

4.2.3 Is the anticipated SoFP
(balance sheet) treatment of the
scheme set out, showing impact
on the procuring organisation?
Any unusual risk factors should
be fully analysed and discussed.

424 Where assumed accounting
treatment is open to
interpretation, is there written
confirmation from the director of
finance, the procuring
organisation’s external auditor
and the organisation’s financial
adviser stating that (in their
opinion) the assumed treatment
is correct?

Technical checks

4.3.1 Is the split of costs between
revenue and capital in line with
the current capitalisation policy?

The costs profile in the business case should be compared with the
existing baseline costs.

A projected cash flow statement is provided for the same period as for
the SoCl and demonstrates there is sufficient cash flow to cover running
costs and debt servicing in the transition/double running period and
beyond.

Where alternative accounting treatments are possible, evidence should

be provided of adherence to the relevant accounting standards to justify
the approach taken. This should be supported by written confirmation of
agreement to the treatment from the organisation’s external auditors.

Y

Y

N/A
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Appen
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5.3
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OBC | FBC | Ref

] v 432

v v 433

v v 434

v v 4.3.5

Where the business case
includes the purchase or
creation of capital assets, is it
clear which organisation will
own the as