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RUH CLINICAL STRATEGY

Welcome

Welcome to our clinical strategy .
which sets out the Trust’s

ambitions and intentions to

transform the care we deliver to

our community over the next
decade

The strategy marks the start of a radical shift in the way care is
delivered in our area and a step forward in addressing the
challenges faced by our local health system.

We know we need to change and that we need to work together
with our partners to make a difference.

Now is the time to commit to transformation at scale together.



A more complex population

The over 75 population in BaNES is anticipated to rise by
36% by 2029; comparable rises will be seen in Wiltshire and
Somerset

Integration

Working at system, place and neighbourhood levels with our
partners to improve population health; tackle inequality;
enhance productivity; support broader social and economic
development

Societal change

In how we live our lives, how we interact with large
organisations and how we seek access to healthcare; Covid-
19 has accelerated these changes

Changing workforce

Expectations and needs of our staff are changing, reflecting
generational shifts and the impact of Covid-19 on their
wellbeing. What we need from our staff is also changing

Environmental impact
Driving new ways to provide senvices which reduce their
impact on our environment

Digital innovation

Building on the leaming from Covid-19, offering new ways to
provide senvices, share information and communicate with
patients and families

Advances in clinical care
Technological, pharmaceutical and therapeutic developments

will change how we will deliver senvices and the workforce we
need

Resilience

Ongoing requirement to mitigate the risk of events such as
Covid-19 and climate change, on our patients, on our services
and on our staff

National workforce shortages
With particular pressure points in some specialties and
professions

Focus on keeping people well
Expectation that all providers of care will play a part in
preventing ill health and upstreaming

Value for money
In health, social care and public health

Mental health & vulnerable people
Parity and integration with physical health, for semvice
planning and delivery.

Health inequalities

Covid-19 has been part of everyones life since March 2020
however there has been a disparity in its impact for some
members of our community. We need to work collaboratively
with our partners to tackle health inequalities.

Impact of Covid-19

The pandemic has allowed us to work differently, adopt new
technology and deliver new treatments. We have an ongoing
responsbility to protect our staff, patients and community and
to continue to deliver senvices safely.

-

-

-

~Case for change

-
-

# There are a number.of external drivers that
contribute to our need to transform clinical
services. Covid-19 has'exacerbated many of
these, increasing the need for clinical
transformation at pace

Growing demand

Given our demographics, historic growth,
system assumptions and clinical insight, we
currently anticipate a 3% growth per year in
Emergency Department activity, and a 2.5%
growth in inpatient non-elective admissions,
with no change in the current clinical model.

With changes in the health and care
model here and in the community,
we can ensure capacity is available
to meet the projected increased
demand for elective care.
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Itenng organeainn, . \
patient enves  OUr patients tell us our
andampasensie piggest challenges are:

« Communication — including
reaching us on the phone,
discharge information, waiting
times, results etc.

« Coordination of care - having to
retell their story more than once

* Visiting the RUH — patrticularly

Kfor those with complex needs /

2

» \
Work together with
oor PATITE Our emer_gency, cancer
and elective access

o strengthen our
o standards are under
significant pressure. Particularly:

« Impact of Covid-19 — elective,
diagnostic and cancer waiting times

« Inpatient capacity — insufficient
inpatient capacity for non-elective

« Non-criteria to reside — patients
are stuck in hospital who would be

Be an outstanding
plage 1o wesk
where Staff

can floursh.

~

+ Sustainable and safe staffing —
we are consistently running our
services with staff shortages and
high vacancies

+ Health and wellbeing — our staff
are exhausted with a fifth to a
guarter of absence related to
stress and anxiety

We know that:

better cared for in the community

+ Recognition — our staff don’t
\ always feel they receive it j

s We must work to

sustainable . .
organsation that is become a flnanC|aIIy
and environmentally

fit fior the future.
sustainable organisation through:

« Carbon footprint —we are not
reducing at the rate we need to
meet current net zero targets

* Underlying deficit — increased
run rates and significant increase

in agency spend

* Productivity — reduced
productivity since Covid-19

mnovation each .
smdeery ey Quality is

our clinica

Case for
change

we recognise the impc
delivering care that is
and safe. Our key qua

Reducing avoidable
* Infection preventio
 Falls reduction

* Medicines safety

Delivering our
True North Goals

Since 2018, the Trust has been
working to deliver five True
North Goals.

We have seen significant
improvements across the five
domains; our clinical strategy
will support us to continue to
strive for excellence in all
areas and will drive us forward
in achieving our goals.



<4 BSW model of care

Working together to empower people to lead their best life

Starting well -

Living well —

Ageing well
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Five parts to the model:

1. Personalised care

« We want health and care to be right for every
individual — not “one size fits all”

Healthier communities

« We want people to live in communities that help
them to live healthier lives

Joined-up local teams

« People from the NHS, local authority, third sector
and other partners will form teams together and we
will have the right teams in your area

Local specialist services

» We will provide more access to routine
appointments, tests and treatments closer to where
you live

Specialist centres

« Our specialist centres like hospitals will focus less
on routine care and more on specialist health and
care
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Our ‘hospital of the future’ vision

"Delivering outstanding healthcare with
prevention and intervention at the heart of
what we do, working together to help our

communities enjoy healthier lives”

-
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RUH CLINICAL STRATEGY

Eight core ambitions were identified and form the golden threads of our strategy:

N ’ 1. Health maintenance and ® 2. Accessible, personalised &_ 3. Joined up, co-ordinated
- . - illness prevention: we will o and responsive care: we will L I \ care: we will work towards
4 »  improve the health and ensure care is delivered at the % full integration across the
wellbeing of our community right time, in the right place, system to deliver patient-
[@ through proactive, preventative - proving exceptional patient centred, streamlined
care and early intervention experience at every stage pathways
/ 4. Care close to home: we will support 5. Control for patients over their
local services, with more specialists own health: we will be ‘digital by
working in the community instead of in default’ and harness new technologies

to support and empower people to
look after their own care

hospital. Patients will only be in hospital
if this adds value to their care

6. Targeted interventions to 7.'I:-|'I|?r:elyt .snkglneddevr\;orgf(;rrcoe: rwe '?o ggn\tllgruﬁiui I%Zﬁﬁvecrz(::.t
address health inequalities: Wcleol I\é ;nél their elﬁaev'\; ’ we will use rcgsegrch ’ .
we will use population health A people ¢ rw ng, . ) !

supporting them to reach their full innovation and continuous
data and research to target otential, working and learnin improvement to enhance and
interventions and focus on the {Do eth:er’wvzlth sI s%em coIIeaI u?as improve clinical practice and
specific needs of our community 9 y 9 ou? ostate P
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Clinical work
streams

Our clinical strategy and model is described through
the lens of seven clinical work streams.

Two RUH clinical leads led on each work stream,
engaging with staff, patients and system partners to
develop the vision, clinical model and ambitions.

Unplanned and emergency care
Planned care

Complex needs

Long term conditions

Women and children

Critical care

N o ok~ wDhPRE

Diagnostics
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- e - > .
. | R i . ':, K
o WL enee 2004
i & o i o st 20 1
. ) 'y

h B )0 care () i sk’
e (Y @



RUH CLINICAL STRATEGY

1. Unplanned and emergency care

Key ambitions:

10

Patients will see or speak to senior clinicians to
support earlier decision making in their journey

Patients will have access to the right care, close to
the front door, including 24/7 diagnostics and mental
health support

We will move towards 24/7 ambulatory and speciality
front door services

Patients will be admitted less and wait less. We will
increase our advice and guidance offering, acute
assessment and short stay facilities.

We will work with our system partners to manage
demand and provide alternatives

We will grow and develop services such as ‘hospital
at home’, virtual clinics and ambulatory clinics closer
to home

Digital platforms will allow greater partnership
working between the hospital, paramedics, 111 and
GPs

Community
ﬁ
Walk-In T~
A :
'
NHS111 /
7
ake //
-
e m /
Ambulance //
Ly | | " Most patients will be
® streamed to SDEC
/\ P “
" o Discuss
— with most |
GP appropriate |
Consultant |
\
)
|
uTc
B o
GP
-1
Online self- - Patient Data
management

B Shared Care Record &
Patient Held Data available
in all settings

Care close to home: we will support
local services, with more specialists
working in the community instead of in
hospital. Patients will only be in hospital
if this adds value to their care

Onward care

° - [ J
] [ [0
Social Mental Specialty

Care Health Doctor

.
* ok Ko
ED Consultant f Specialty Ward
Front triage 24/7 / Admission
Door !
!.F
o
Y ¥ _,"
ED Doctor Diagnostics /
SDEC )
Short Stay Ward
= * (>48 hours)
Medical Ambulatory
Care
e -
Emergency Surgical
Ambulatory Care Home
> i A
Mean"gian':““ Hospital at home
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2. Planned care

by single practitioner with digital/Al

g Whole patient-centred process managed
support

Ringfenced elective

B Fewer complica

——
. Ongoing
A practitioner

m support

o

Prevention and staying healthy

=

Community care for.

@ Electronic patient record and pathway
B Accessible to patient and all relevant clinicians across the
pathway

operation

Referral Diagnostics Intervention/ treatment

care centre

B Sstandardised pathways
ﬁo"s @
B Fewer cancellations

O Workup/diagnosis before operation
@ Digitally enabled rehab after

©

Rehab/follow up

4

Tools that support
preoptimisation and
staying healthy will
support individuals in
preparing for
interventions and in
returning to health
afterwards

@ O

Patient controlled booking Diagnostics brought closer Standardised common

of appointments via app  to home or at site of pathways driven by
Improving access and patient choice. patients and outcomes.
patient experience. Imaging hubs Virtual clinics by default
Referral seen as Mobile phlebotomist Best practice intervention
‘teachable moment’ Virtual clinics by default  in purpose built facility.
triggering risk factor Enhanced recovery and
modification. Use of Virtual wards minimising
‘active waiting lists’. hospital stay

© .

Seamless & integrated
care pathways that move
towards primarily home-
based care, driven by
measures and outcomes.
Al supported individuals
will be more likely to
adhere to rehab regimes
and follow-up schedules.

Health maintenance and illness
prevention: we will improve the health
and wellbeing of our community
through proactive, preventative care
and early intervention

Key ambitions:

*  We will develop active waiting lists ensuring patients can
optimise their health while waiting for treatment

» Surgical interventions will utilise best practice techniques
such as robotic surgery and we will promote introduction
of risk reduction pathways such as ‘iCough’ respiratory
complication and ‘Precission’ infection reduction pathways

» Elective care beds will be ‘ring-fenced’. Procedures will
be performed as day-case where possible and when
appropriate, in outpatient settings

* We will minimise inpatient stay utilising perioperative
pathways including pre-optimisation, enhanced recovery
programs and ‘Hospital @ Home’

*  We will work with GP partners to redesign referral
pathways and learn from their expertise with a ‘left-shift’ of
care towards primary care and pathway standardisation

*  We will rapidly increase advice and guidance, preventing
referrals into secondary care if patients can be better
managed in the community

« Patients will be led through their treatment by a Pathway
Navigator. This role will be supported by a rich ‘pathway
library’ and, in time, artificial intelligence
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3. Complex needs

12

Key ambitions:

When patients with complex needs arrive at ED,

relevant speciality teams will be notified automatically.

Patients are rapidly treated in the right location on
the right pathway

Expert assessment will aim for patients to return
home early, with communication to community
providers; reassurance to all parties that information
and plans are shared. We will continue to develop:

o Hospital at home
o Specialist frailty surgical support
o Stroke with early supported discharge teams

We will identify and support older people in our
communities using innovative technology, working
as a system to check in and proactively intervene,
avoiding crisis incidents

Patients will have a holistic assessment as near to
them as possible with a local delivery plan, made
possible through information sharing

system

Identify and assess people
through system wide data
Shanmng and nsk siratificaton

Collaborative working
and training across primary,
community, mental healih

and acule Trust

Person centred, personalised
care, wilth people, families and

careers proactively planning
care and neads logather thai is

accessible across the

EMABLERS

Person centred model of care for older people in RUH

Integrated MDT
Skllls required mclude: medical
social care, nursing, pharmacy
therapwes, distician, menial health

Virtual model of care in the
community, embedding
innovaine digial technology to
support indepandant Inang and
proacive management

Proactive planning and
communication io avoid
inappropriate admissions

enhancing patieni aulonamy
and utilising skills in the

community

® 0
il

OLDER PERSOMN,
FAMILY & CARERS

Embed clinical research to
design and test new

misdels of care
Shared vislon, System-wide Integrated team
language and E data to drive risk working across
strategy for stratification and *& Health & Care
delivery ——— case finding boundaries

Accessible, personalised and
responsive care: we will
ensure care is delivered at the
right time, in the right place,
proving exceptional patient
experience at every stage
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5. Control for patients over their
own health: we will be ‘digital by
default’ and harness new technologies
to support and empower people to
look after their own care

4. Long term conditions

Key ambitions:

Ll

» There will be a culture of shared care between patients
and clinicians, with a focus on self-management with the

H H : Clinical
back up from an easily accessible and supportive care | Relationship _ _ Research Focus |
team VU Anewreonsnp  ProACtVeseIViee soyicopuusason o5
. . . . . improvement & cibl;::':;nfn?g::sti:;g ’ :’F:’:s?::g:::::fn the use of person’s needs
« Care will be in multi-disciplinary teams from across the research patientempowermentand digtaltools andnew

moving away from
paternalisticmodelof care

system including pharmacists, AHPs, psychologists, social approachesto LTC

care and the voluntary sector to provide a holistic
approach

13

Clinics will be designed to monitor patient data remotely

and target intervention prior to a crisis — ‘predictonomics’.

This will act as a safety net if a patient hasn’t already
escalated for support.

Interactions with patients will be shorter and repeated
using text, email or via an app, instead of traditional
‘appointments’. This will be two-way so that patients can

to direct clinical resources to people with long term
conditions who need is most

£l
=

Continuous use of data
from digital tools enables
continuous improvement
in both local delivery of
care and research into
best practice for delivery
of care

)

Data-led, remote
monitoring by default

Use of new digital
infrastructure allows for
remote-monitoring as

defaultmode of care

Urgent/ crisis pathway

o ®
&
ik
Service user
[ ] o

T For unplanned care,
access a specialist pathways shouldbypassED olo cromte s e
and go straight to specialists latestireatments (i.e
. . . L . . (e,g, via hot CﬁnfCSJ bet It Y .
- Remote monitoring and risk stratification will be used Sororriaelorthe
individual

—)

Patient centred,

personalised care, with
patients and carers
proactively planning care
andneeds

Access to latest
treatments

Development of

é
Holistic healthcare
planning co-developed by
the patient and all
relevant stakeholders—
individual patient,
clinicians, mental health,
family and carers, and
others — taking focus
beyond management of

the LTC to all needs for
health and wellbeing.
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5a. Women’s services

Key ambitions:

- We will pay attention to the specific needs of the individual woman * We will explore expanding advice and guidance to paramedics to

to support their journey and help them thrive reduce admissions to gynaecology
* We will continue to develop plans for the Alongside Midwifery « Pathways will be integrated with mental health care, working with
Unit (AMU) to increase choice in place of birth for low-risk birthing partners at AWP to provide timely input for women

people and free up capacity for high-risk birthing people in the

obstetric unit +  We will expand our specialist midwife roles including our inclusion

« We will increase nurse delivered services and outpatient midwife to address health inequalities

treatment clinics

Family centred model

A UE-

AN
ﬁ Specialist

(d o Gynaecology

Women-centred model

- Dn-site
Accessible, personalised
apd responsive. care: we D Digital
will ensure care is delivered
at the right time, in the right
place, proving exceptional
patient experience at every Commumty

stage
14 J
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5b. Children’s services

Close to home

Access to specialist
advice

Mental, physical,
social care and 3™
sector working side
by side

Partnership with
Tertiary centres

[ |

15

Designed around each child or young
person, their families and carers

Joined up, co-ordinated
care: we will work towards
full integration across the
system to deliver patient-
centred, streamlined
pathways

Education, mentornng
and upskiling

Flexible estate suited
to range of needs
Personaksed
transition planning
and support

Key ambitions:

We will work towards an estate fit for purpose, with
an enlarged paediatric assessment unit (PAU)
containing an ambulatory area and trolley area,
dedicated space for teenagers, high dependency
patients, infusions and chemotherapy

Care will be delivered be closer to home where
possible, building on the oncology model.

We will increase mental health support with youth
workers and support outreach staff

We will ensure equity of access to teenager and
young adult services who will benefit from
Integrated paediatric and adult care building on
good practice in diabetes

We will emphasise group based consultations and
treatment where appropriate

Work with BSW to share resources and reduce
waiting lists for surgical procedures

Virtual multidisciplinary team consultations will be
held with GPs and paediatricians, reducing referrals
and providing learning opportunities
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6. Critical care

Key ambitions: « Speciality specific high acuity areas will provide flexibility and
appropriate step-down, with appropriate co-location e.g. respiratory
« Early identification of the need for critical care - facilitated and cardiac and outreach teams will focus on high-acuity patients

through digital integration and remote monitoring

* Integration will allow seamless and exemplary care from

’ Zgg;sss ?Q (;l(jtc d%\(’)?%ﬁavt‘)"ghpgggr:ﬁg%tﬁ ggm;ogl%%rgrfgg presentation and pre-hospital, through emergency and acute care to
discharge from ICU escalation, referral and admission to critical care.

« Anew build central ICU hub will allow for integrated digital * Co-located education and simulation facilities to foster
monitoring of all high acuity patients continuous professional development

a Separate multi-professional outreach team can focus on @ Co-location of outreach hub, acute care specialties, ED,
high acuity patients who are not suitable for CC - i.e. end theatres, radiology and critical care

of life patients . n

v,

AN R dh
)

)
) &

B Sstandard physical bed space specification for all acute and
critical care areas
Co-Located acute spemaltleleDItheatres/cntical care

<o & ﬁ I°-- I'-‘-

)
Pe

[y |

Centralised Critical . .

Joined up, co-ordinated Care Area o Elaex;l;:ety?nn:;‘eg L(;Lr:u:‘;ggfp::? SRecded s
care: we will work towards Simulation suite ® .
full integration across the Simulations suite and training
system to deliver patient- model to empower graduated o 000 m .
centred. streamlined model and management of . e ey B NewIT system supports continuous

’ patients across hospital but in h. improvement and analytics
pathways CC when they need it

16
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/. Dlagnostics 4%
Key ambitions: " o ]

Decentralised delivery - local
clinics or other venues

+ Patients will have the right test at the right time with
early access to diagnostics and fewer visits

A\
« Varying degrees of centralisation will be present across —> ﬁ —> ﬁ ﬁ
GP

each of the diagnostic services with community ==
diagnostic hubs and local clinics improving access w ® Decentralised einery - local ° "

Endoscopy

- . ) clinics or other venues
and providing patient choice

Pathology —
« Patient records will be integrated and available ﬁ
between sites. Results will be accurate and delivered A -
g

®
i

electronically in a timely manner °
0 e O
*  We will implement straight to test pathways for ASE and speciates ﬁ ﬁ ﬁ Furter reatment
cancer patients, helping achieve timely diagnoses and System model for celvery

currently under review

reducing unnecessary hospital visits
Bronchoscopy
*  We will be early evaluators of new technologies and ﬁ
maximise the benefits of artificial intelligence — D — Joined up, co-
e ordinated care: we will
+  We will continue to build diagnostic networks et work towards full
supported by regional teams to standardise % integration across the

pathways, grow our workforce and digitise system to deliver
patient-centred,

17 streamlined pathways



Mapping our
priorities

We have mapped the priorities
for each work stream to our
core ambitions to understand
the key driver for each area,
along with the second and third
most mentioned theme ()

Core ambition 6, 7 and 8
although not key drivers for a
specific workstream are
threaded throughout our
strategy as golden threads

Core ambition 1: Health
maintenance and illness

prevention

Planned care

Core ambition 8: Continuous
improvement to advance
quality of care

Core ambition 7: Targeted

NHS

Royal United Hospitals Bath

NHS Foundation Trust

Core ambition 2: Accessible,
personalised and responsive
care

Core ambition 3:
Joined-up, co-
ordinated care

Critical care

Diagnostics

Unplanned
care

interventions to address health
inequalities

Core ambition 6: Highly
skilled workforce

Core ambition 4:
Care close to
home

Long term
conditions

Core ambition 5:
Control for patients over
their own health



Patient held
information

Enablers

Population health

management We know that we
{ bataciven Digital System can’t deliver our
ata-driven . . :

(— R decisions J Integration strategy In

e Integrated ~ Real Left-shift isolation

= records time Care closer to .
e— ' patient home o

lnd data Our digital, estates,

people and
research strategies
are essential in
developing the

Wellbeing

space _
Flexible space

Estates

systems,
e S environment,
and patient
environment people and

Innovation that we
require to reach
our vision.

and impact

“Delivering outstanding
healthcare with prevention and
intervention at the heart of what
we do, working together to help our
communities enjoy healthier lives”



From strategy to action

The publication of our strategy is just the start of our

journey to deliver clinical transformation.

Our strategy will help us to make decisions about the future

shape and configuration of our services and our am
drive what we prioritise.

bitions will

Together with support from divisional and clinical teams we
will develop a transformation plan to underpin our next steps.

20

Everyone
Working Matters

Togettl_er
Differénce




	8 - Cover Sheet - Clinical Strategy Update
	8.0 - Clinical Strategy Summary v04

