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Foreword: Dr John Maxwell

As an accident and emergency consultant who has worked in the NHS for over 20
years, | felt humbled and privileged to be given the opportunity to lead a review of
urgent and emergency care in Northern Ireland. It has been an amazing journey that
has afforded me the opportunity to engage and meet with both the people who use
the health system and the dedicated professionals who tirelessly deliver outstanding
care. | was inspired by the passion, innovation and best practice already present in
many of the healthcare settings | visited. However, it was also obvious from listening
to users, carers, and professionals that things need to change.

Even before the spectre of COVID loomed over us, everyone recognised that the
urgent and emergency care system would need transformed to continue to deliver an
outstanding service for the people of Northern Ireland. An increased number of people
waiting more than both 4 and 12 hours in Emergency Departments demonstrated our
health and social care system was currently under severe pressure. This, coupled with
a population assessment which projected an increase in people over 65 needing
hospital admission over the next decade, made it obvious that transformation of the
system was essential. The unforeseen and catastrophic pandemic which engulfed the
world halfway through this review made the need for change of the system even more
obvious and acute.

The review itself was divided into two phases. The first phase engaged and consulted
with a wide range of stakeholders such as professional bodies, specialty networks,
healthcare trusts, universities, charities and key user and carer groups to name just a
few. We particularly focused on what the users and carers thought a future urgent and
emergency system needed to deliver. Workstreams with a diverse mix of stakeholders
were developed for each of the key clinical and supporting areas of work. The first
phase culminated in a health summit which give a clear indication of how people
wanted their future urgent and emergency care service delivered. The second phase
saw the workstreams provide reports which detailed evidence, examples of best
practice and conclusions to transform the current system. These have in turn fed into
the final report presented in this document.

There was nearly unanimous agreement in the need for a standardised, coordinated
system that delivered care locally in the community wherever possible. Older people’s
care, paediatrics and mental health were specific areas of concern that were
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highlighted on numerous occasions. The need to plan accurately for and develop and
retain a clinical workforce was seen as a priority, which is perhaps even more evident
since the advent of COVID. The number of acute beds available in the healthcare
system was also a key issue. Discussions centred around delivering more care in the
home and community setting as well as understanding exactly how many acute beds
in total were necessary in hospitals given the current configuration of our health and
social care system. There was widespread recognition that the challenges facing
unscheduled care were not just about Emergency Departments and there was urgent
need for a whole system approach to change and transformation.

This review has involved and engaged people from across Northern Ireland and
gathered advice and opinion from experts both nationally and internationally. It has
described in detail the key issues, looked at the evidence, studied best practice and
drawn conclusions which will deliver an outstanding urgent and emergency care
service for the future.

These are challenging and difficult times, it is vital that everyone works together to
deliver the change and transformation that is desperately needed.



SECTION 1:
INTRODUCTION



Chapter 1 — Context

Introduction

The Health and Social Care (HSC) system in Northern Ireland was already facing huge
strategic challenges before COVID-19 hit in early 2020. Prior to the pandemic, there
were significant issues in the form of an ageing population, increasing demand, long
and growing waiting lists, workforce pressures and the emergence of new and more
expensive treatments as outlined within ‘Health and Wellbeing 2026: Delivering
Together’. This was all being managed against a backdrop of financial constraints
and single year budgets.

Urgent and emergency care was one area that had been identified as in need of reform
and much work had been undertaken on a Review of Urgent and Emergency Care
before February 2020. As the scale of the impending crisis started to become clear,
however, HSC responded swiftly by directing all available resource towards the
pandemic response. One unfortunate consequence of this necessary action was that
work on the Review was paused.

As we came out of the first wave of COVID-19, there was a recognition in HSC that
this new infection would be with us in one form or another for the foreseeable future
and that we would have to manage COVID-19 alongside other pressures in the
system. Work on the Review, therefore, recommenced alongside delivery of the No
More Silos Action Plan, which allowed some of the emerging conclusions from the
Review to be rapidly implemented. No More Silos ensured that urgent and emergency
care services across primary and secondary care could be maintained and improved
in an environment that was safe for patients and staff.

While there was a necessary pause in the work of the Review, the Department remains
of the view that the evidence base developed since 2018 continues to be relevant and
that the strategic direction, as set out in the associated Consultation Report and
Strategic Priorities document, provides the most appropriate response to the
longstanding issues. Given the significant impact on Emergency Department (ED)
attendances during the COVID-19 surge periods, largely as a consequence of
lockdown measures introduced during these times, the Department is clear that the
evidence and data captured pre-pandemic remains the most appropriate on which to
base decisions for long-term change. This is indeed reflected in the remaining
sections of this evidence report.

The need for change

There is clear evidence that our urgent and emergency care services have been under
significant, and increasing, pressure. In recent years, it has become normal for those
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attending Emergency Departments (EDs) to experience overcrowded waiting rooms
and long waits to be seen and treated.

The most commonly used measures of performance at Emergency Departments are
the 4 hour and 12 hour targets. These targets are set by the Minister and state that:

‘From April 2019, 95% of patients attending any Type 1, 2 or 3 emergency care
department are either treated and discharged home, or admitted, within four
hours of their arrival in the department; and no patient attending any
emergency care department should wait longer than 12 hours.’

In ten years, from 2008 to 2018, the number of patients spending more than 4 hours
in EDs quadrupled.

More strikingly, in 2009/10, 3881 patients waited longer than 12 hours. In 2019/20 this
had risen to 45,442 — almost 5% of the total number of those attending EDs.

Patients and their carers have told us about their poor experiences caused by
spending long periods in EDs, and also of their frustration at being unable to access
the care they need without sitting for long periods in crowded ED waiting rooms.

Longer term projections indicate that the number of people, particularly older people,
requiring urgent and emergency care will continue to rise over the coming decades.

The Figure 1 below shows projections for the population of Northern Ireland by age
group from 2016-2026.

Northern Ireland Population Projections
by Age Group 2016 to 2026

450,000
400,000

350,000
300,000
250,000
200,000
150,000
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Figure 1: Northern Ireland Population Projections by Age Group 2016 - 2026

During this period, the population of Northern Ireland is projected to grow by 77,600.
The number of children aged 0-15 years is projected to rise by 600, however, the
population aged 65 and over is projected to rise by 74,500. This is a significant change
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in the demographic profile of the country which will have a significant impact on
demand for urgent and emergency care services.

Attendance rates at Emergency Departments and emergency admission rates rise
steeply in the oldest age groups. The pressure on services will not relent and is likely
to increase, with admissions for people aged over 65 years projected to increase by
25,807, between 2016 and 2026.

Staff are reporting personal stress and fatigue, and some services are experiencing
difficulties in recruitment. While the Review team heard of many examples of good or
innovative practice, it is clear that fundamental changes to the overall model of care
are required.

Furthermore, in the context of the ongoing pandemic, it is not tenable to allow
Emergency Departments to reach the levels of crowding that has been experienced in
previous years. As the Royal College of Emergency Medicine has stated:

“There is a moral imperative to ensure our Emergency Departments
never become crowded again. If we are crowded, we cannot protect
patients and staff. Crowding has long been associated with avoidable
mortality, and COVID-19 reinforces and multiplies this risk.
Emergency Departments will need to continue to operate in
segregated streams, with an absolute focus on minimising
nosocomial infections.

There will be a ‘nosocomial dividend’ from implementing these
recommendations, with reduced infections to staff and patients and
improved safety and quality of care. This will also need to be the case
within the whole system, and the challenge that this represents
cannot be underestimated. The whole health system must adapt and
change.”

There is little doubt that the pressures at Emergency Departments are a symptom of
a much wider problem relating to capacity across health and social care. 24/7 urgent
and emergency care services have become the safety net for the entire system. As
other avenues into the health system come under pressure, EDs have gradually
moved from being the place of last resort to the path of least resistance.

Our current model of unscheduled care is heavily focused on accidents and
emergencies despite the fact that the majority of patients attending EDs are not in that
category. In the past, we have inaccurately described the attendance at an ED of many
of these patients as ‘inappropriate’. In fact, it is our own system that makes these
attendances inevitable, and channels patients through an Emergency Department
because in many cases it is the most viable, and the most user friendly, option. In
effect, the Emergency Department has by default become the front door for all
unscheduled care, emergency or otherwise.
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The problems of overcrowding and long waits are not, however, solely due to the
numbers of patients arriving at an Emergency Department. One of the most important
factors leading to these issues is the situation often known as ‘exit block’, whereby
patients who have been assessed in the ED wait for long periods on trollies due to a
lack of admitting capacity in the rest of the hospital.

The problems at our EDs are therefore often the symptoms of wider issues and,
consequently, any solutions must look beyond the walls of the hospital and across the
wider health and care system. Any changes to Emergency Departments will only
succeed if they are part of a whole system approach to managing demand for urgent
and emergency care services.

Countries around the world are wrestling with these problems and many are dealing
with similar scenes of overcrowding and long waits to be seen. However, while all
health systems face challenges, there are also systems that appear to deal more
effectively with unscheduled care. In developing our own model of care for the future,
we must learn from best practice here and elsewhere.

Background to the Review

The first step in carrying out an extensive review of urgent and emergency care for
Northern Ireland was to complete a Population Health Needs Assessment (PHNA).
The PHNA was published in November 2018*. An overview of the key findings is set
out in chapter 2 of this report.

On 26 November 2020, the Department announced a review of urgent and
emergency care services across Northern Ireland’s hospitals. The overall aim of the
Review was to establish a new regional care model for Northern Ireland, with particular
focus on meeting the needs of the rising proportion of older people in the population.

To inform the recommended actions, the Review team has:

e carried out an extensive programme of engagement, including workshops with
patients, staff, representatives of key organisations and senior leaders across
the system;

e reviewed a wide body of reports relating to service arrangements in the United
Kingdom and internationally;

e visited centres across the UK and internationally to see alternative models of
care; and

e commissioned additional research and analysis to inform the review.

1 https://www.health-ni.gov.uk/sites/default/files/publications/health/NI-population-needs-assessment-
report.pdf
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Workstreams were established to review particular elements of services and to focus
on the needs of specific groups, including:

e arrangements for urgent care;

e arrangements for emergency care;

e integration and co-ordination of services;

e improving flow and assessing system capacity;

e the future use of technology in urgent and emergency care;
e care of the elderly;

e children and young people; and

e people with mental health problems.

This report sets out the main findings of an extensive body of work carried out by the
Review team. It is intended to create a blueprint for a model of provision, which will
meet the needs of our future population. This report is the end of the
development/analysis phase and represents the review team’s conclusions for the
long term model of urgent and emergency care in Northern Ireland.

The conclusion of the Review is not the end of the process, rather it signals the end of
the analysis phase and the transition into implementation. There is still significant work
to do, particularly in the areas of capacity and workforce, to ensure that these services
remain sustainable in the longer term.

Next Steps

As a brand, and as a service, our urgent and emergency care services are known and
trusted by the population. Unfortunately, the numbers set out above clearly show that
the current service model is not delivering the level of service the population should
be able to expect. Staff are working harder than ever, in increasingly difficult
circumstances, while patients wait longer. Scenes of crowded Emergency
Departments with lines of vulnerable patients lying on trolleys, and lines of ambulances
gueued up outside, have become increasingly familiar in the winter, and even
sometimes at other times of the year.

This already unsustainable position has been further exacerbated by the impact of the
COVID-19 pandemic. This has necessitated increased focus on implementing
infection prevention and control measures, including the requirement to facilitate social
distancing.

There are no simple solutions to the problems in urgent and emergency care, but there
is growing evidence that alternative models of care and new ways of working more
collaboratively across the system could offer real benefits. The actions set out in this
report represent the most significant changes to our urgent and emergency care
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services in decades. They will require different ways of working for staff and different
ways of using the services by patients.

As part of this work, the Review Team met with a range of service users and staff from
across the system. There is tremendous frustration with the current model, particularly
from healthcare staff who desperately want to provide the best possible care for their
patients. However, there is also tremendous energy, a willingness to try something
new, and a desire to work more collaboratively and break down the artificial silos we
have created for ourselves. There is no doubt that delivering the reforms set out in this
document will be challenging, but with collective will and effort of committed health
and care staff across the system, there is every reason to believe it can be done.

Any major change can be a source of anxiety for those who use or work in the affected
services, and this is particularly true when it comes to health and social care. However,
it must also be accepted that the current position and future trajectory of the
unscheduled care system is unsustainable. If we do nothing, we are simply accepting
that waiting times will increase and EDs will become ever more crowded. This is not
acceptable. Radical transformation is required.

In considering the conclusions of this report, it is important to keep four key points in
mind:

e The current model is failing;

e Demand is increasing;

e In a pandemic situation, overcrowding in EDs simply cannot be allowed;
and

e As well as increasing capacity, there are better ways of working

Application of Learning from the Review to COVID-19 Response

While the report draws conclusions about changes to the model of urgent and
emergency care in the long term, there are also a number of immediate priorities where
the demands of the pandemic have meant that action has been required to maintain
urgent and emergency care services through the pandemic.

All health and social care settings need to be organised to ensure that infection control
is maximised and this also applies in Emergency Departments. The HSC system’s
response to the pandemic so far has helped to break down professional and
administrative boundaries and demonstrated that a better way of working is possible.
The challenges of the pandemic have produced fundamental changes in primary care,
leading to universal patient triage, virtual consultation, shared learning and new clinical
pathways. Secondary care colleagues have reached out to GPs with offers of new
pathways and opportunities for working together. These initiatives are fully consistent
with the findings of the Review and can be developed to support an enhanced range
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of safer and more effective elective and unscheduled care services to patients, which
could extend well beyond the pandemic.
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SECTION 2:
CONTEXT



Chapter 2 — Current Position

What is Urgent and Emergency Care?

Urgent and emergency care services perform critical roles in responding to patient
needs. While closely related, it is important to understand the differences between
urgent and emergency care. NHS England has recently provided helpful definitions
for each, in relation to the models of care which are being provided there?.

Urgent: An illness or injury that requires urgent attention but is not a life-
threatening situation. Urgent Care Services in England now include: a
phone consultation service; pharmacy advice; In and Out Of Hours GP
appointments; and/or referral to an urgent treatment centre (UTC).

Emergency: Life threatening illnesses or accidents which require immediate
intensive treatment. Services that should be accessed in an emergency
include ambulance (via 999) and Emergency Departments.

For the purpose of this review, we have adopted the same definition

What services are provided at present?

Hospitals with Type 1 and Type 2 Emergency Departments and the Northern Ireland
Ambulance Service (NIAS) provide Emergency Care in Northern Ireland.

Providers of urgent care in Northern Ireland at present include:

e General practitioners during weekdays

e GP Out of Hours Services at night and weekends

e Pharmacies

e Minor Injury Units (Type 3 Emergency Care Departments)
e Type 2 and Type 3 Emergency Departments.3

2 https://www.england.nhs.uk/urgent-emergency-care/about-uec/

3 Type 1 Emergency Care Department: A consultant-led service with designated accommodation for
the reception of emergency care patients, providing both emergency medicine and emergency
surgical services on a round the clock basis.

Type 2 Emergency Care Department A consultant-led service with designated accommodation for
the reception of emergency care patients, but which does not provide both emergency medicine and
emergency surgical services and/or has time limited opening hours.

Type 3 Emergency Care Department / Minor Injury Unit (MIU) A Type 3 emergency care department
is a minor injury unit with designated accommodation for the reception of patients with a minor injury

and/or illness. It may be doctor or nurse-led. A defining characteristic of this service is that it treats at
least minor injuries and/or illnesses and can be routinely accessed without appointment.
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e ‘Hear and treat'* and ‘See and treat™ responses by NIAS

The distribution of Emergency Departments® across Northern Ireland is shown below.

Emergency Care Departments in Northern Ireland
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Figure 2 Emergency Care Departments in Northern Ireland, 2019

What pressures are services experiencing?

In the five-year period between 2015/16 and 2019/20, the total number of attendances
at EDs in Northern Ireland increased by 76,521, from 763,185 to 839,706.

Statistics outlined in the infographic below show that there was a 47% increase
between 2015/16 and 2019/20 in the number of patients arriving at ED assessed as
having life threatening and very urgent conditions. The number of patients referred by
GPs increased by 15% during this period.

4 http://www.nias.hscni.net/our-services/your-ambulance-service-is-changing/hear-treat/

5 http://www.nias.hscni.net/our-services/your-ambulance-service-is-changing/see-treat/

6 https://www.health-ni.gov.uk/sites/default/files/publications/health/hs-niwts-ecwt-g2-19-20.pdf
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Emergency Care Key Statistics
2015/16 to 2019/20

10% increase in attendances |
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Who Attends Emergency
Departments?
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How long did you wait?

Arrival to Triage  Start of Treatment Total Time in ED
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Figure 3 Emergency Care Key Statistics Infographic: 2015/16-2019/207.

The data also shows a rising trend in the median length of time people spent in EDs
between 2014/15 and 2019/20. During this period, the number of patients who waited
over 12 hours in EDs has increased more than sevenfold, from 3,875 to 45,401.

7 https://www.health-ni.gov.uk/publications/hospital-statistics-emergency-care-activity-201920
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Figure 4 Median time spent in an Emergency Care Department for patients (1) admitted to hospital and (2) Discharged Home: April

2014 to December 2020.

Key Findings of the Population Needs Assessment 8

As outlined in the introduction, the population of Northern Ireland is projected to grow
by 77,600 between 2016 & 2026. The number of children aged 0-15 years is projected
to rise by 600, however, the population aged 65 and over is projected to rise by 74,500.

Figure 5 illustrates the projected impact that this changing demographic will have on
the number of patients being admitted to hospital. Emergency admissions for people
aged over 65 years are projected to increase by 25,807, between 2016/17 and

2025/26.

8 https://www.health-ni.gov.uk/sites/default/files/publications/health/NI-population-needs-assessment-

report.pdf
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Figure 5 Projected number of Emergency Admissions to Hospitals in Northern Ireland until 2025/26.

Attendance rates at Emergency Departments and Emergency Admission Rates rise
steeply in the oldest age groups. (Figures 6 and 7) There is a need to design services,

which are tailored to the needs of frail older people.

ED Attendance Rate Per 100 Population, Northern Ireland 2015/16 to

Under 5

0 100 200 300 400 500 600 700 800 900
Attendances per 1000-population

| 2015/16 2016/17 2017/18 m2018/19 l2019/20|

Figure 6: ED Attendance Rates by Age: 2015/16 to 2019/20
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Age-specific Emergency Admission Rates for
Men and Women in Northern Ireland, 2019/20
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Figure 7: Emergency Admission Rates by Age: 2019/20

The ‘Medical Take-in’ Specialties of General Medicine, Thoracic Medicine,
Gastroenterology and Cardiology accounted for 3,306 (22.5%) of a total increase of
14,669 emergency hospital admissions between 2009/10 and 2019/20 (Figure 8).
These specialties have higher emergency admission rates among older people. It is
widely recognised that where alternatives such as acute care at home, dedicated
respiratory assessment teams and other out of hospital models of care are available,
these can reduce the need for these patients to attend an Emergency Department.

The proportion of discharges from hospital which are complex rises in older age
groups. Patients staying longer than seven days after being declared medically fit for
discharge are predominately in the age groups over the age of 75 years. (Figure 9).
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Trends in 'Medical Take-in' Admissions,
Northern Ireland 2009/10 to 2019/20

2019,/ 210 |1 S

2018,/ | O S
2017/18 |
2016/17 | S
2015,/1.6 |
2014,/15 | S
2013/14 | S
20712,/1.3 | O
20711,/ |
20:1.0,/1.-1 |

2009,/ 1.0 | S

0 10000 20000 30000 40000 50000 60000 70000 80000 90000 100000

B General Medicine ® Cardiology ™ Thoracic Medicine Gastroenterology

Figure 8: Trends in ‘Medical Take-in’ Admissions 2009/10 to 2019/20

Numbers of patients with Complex Discharges who stayed
longer than 7 Days by Age Group, Northern Ireland, 2017/18
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Figure 9: Numbers of patients with Complex Discharges who stayed longer than 7 days after being declared medically fit for discharge,
2017/18
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Learning from experience in other regions

England

The most up-to-date policy direction for urgent and emergency care models in England
is set out in the NHS Long Term Plan (2019)°. The Plan represents a ten year blueprint
for services in England and describes measures that should be introduced in order to
reform healthcare, including urgent and emergency care services.

Since 2016, NHS England has been testing a variety of new care models in so-called
‘vanguard’ sites. Following three years of testing these new models, NHS England has
concluded that there is enough information to support the redesign of health and care
services across England. This includes a range of measures to be rolled out which
stem from interventions tested by the urgent and emergency care vanguards?'?:

The NHS England programme for the reform of urgent and emergency care services!!
includes developments such as:

o 100% of the population of England are now able to access urgent care advice
through the NHS 111 service.

« Establishment of the Integrated Urgent Care Service, so that more than half of
the number of people calling NHS 111 now receive a clinical assessment and can
be offered immediate advice or referred to the appropriate clinician for a face-to-
face consultation.

« Roll-out of a standardised model of urgent treatment centres'? across the
country, providing a locally accessible and convenient service offering diagnosis
and treatment of many of the most common reasons people attend ED.

« The introduction of new standards for ambulance services'® to ensure that the
sickest patients receive the fastest response, and that all patients get the
response they need first time.

« The introduction of a national Same Day Emergency Care (SDEC)** model for
hospitals, reducing the number of patients admitted overnight for an emergency.

9 https://www.england.nhs.uk/long-term-plan

10 https://www.england.nhs.uk/wp-content/uploads/2015/11/new care models.pdf

11 https://www.england.nhs.uk/urgent-emergency-care/about-uec/

12 https://www.england.nhs.uk/wp-content/uploads/2017/07/urgent-treatment-centres—principles-
standards.pdf

13 https://www.england.nhs.uk/urgent-emergency-care/improving-ambulance-services/arp/

14 aec-same-day-emergency-care-clinical-definition-patient-selection-metrics.pdf (england.nhs.uk)
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The establishment of an Acute Frailty programme?®® to ensure the identification of

frail patients within a few hours of their arrival to hospital and enable prompt,
targeted management based on a comprehensive geriatric assessment
approach.

Scotland

In recent years, Scotland has reported the best Emergency Department performance

across the UK administrations in the last three years?®.

In November 2015, the

Scottish Government published the report of an independent review of primary care
out of hours (OOH) services.!” The Review Group proposed a new model of care:
“‘where a multidisciplinary, multi-sectoral urgent care coordination and communication
function will be provided at Urgent Care Resource Hubs which would be configured
for both service delivery and training functions. They would be established primarily to
coordinate urgent care for OOH services - but should be considered on a 24/7 basis.”

Patient access to urgent OOH care

Remote clinical
support/advice

Scottish
Ambulance
Service

Direct to self-

F2F urgent care
help resources

required [— 5
v or community
pharmacy
Urgent Care

Emergenc
|g L Resource Hub

Emergency Other
dept / Acute community-
service based service

Local Urgent Community
Care Centre Pharmacy

15 NHS England » A new frailty pathway in the Emergency Department led by the advanced nurse
practitioner

16 https://www.isdscotland.org/Health-topics/Emergency-Care/

17 Scottish Government: Pulling together: transforming urgent care for the people of Scotland. The
report of the Independent Review of Primary Care Out of Hours Services. November 2015
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Figure 10: New Care Model Scotland

This new model moves away from the traditional model of the doctor being the first
point of contact to the employment of other health and care professionals. As shown
in figure 10 above, the proposed model incorporates NHS 24, the Scottish Ambulance
Service, EDs and acute hospitals. Services are intended to deliver integrated care in
a co-ordinated fashion requiring effective partnership working of multi-professional
and multi-agency teams. The review report also advocates the establishment of
Urgent Care Resource Hubs, networked to local Urgent Care Centres.

Wales

The 2008 Delivering Emergency Care Services (2008) strategy provided a
framework for unscheduled care services in Wales with the goal to improve services
and make it easier for people to access the service appropriate to their needs. This
was followed in 2014 with The Way Ahead for Unscheduled Care in Wales (2014)*°
which included recommendations around:

e The need to provide rapid, reliable advice when it is needed;

e Support for self-care;

e Easy access to urgent care across Wales;

e Enhanced information systems and care networks that cross organisations; and

e Implementation of a free, 24 hour telephony service to meet out-of-hours, urgent,
primary care needs.

It is also notable that Cardiff and Vale University Health Board has introduced a new
approach to how patients access urgent care. From Wednesday 5 August 2020,
patients have been encouraged to phone first if they think they need to attend the
Emergency Department but do not have a life-threatening emergency. This service
will be available 24 hours a day 7 days a week where doctors and nurses will triage
callers and direct them to the most appropriate service.?°

Denmark

In the Danish system, as in UK health and care systems, patients who have
experienced an accident or an acute illness can attend Emergency Departments
without referral. Depending on the severity of the injury or illness patients are first

18 http://www.wales.nhs.uk/unscheduledandemergencycare

19

https://www.wales.nhs.uk/ourservices/unscheduledcareimprovement/asharedvisionforunscheduledcar
e

20 Cardiff and Vale introduce new 'Phone First' round the clock access to urgent care- CAV 24/7 -
Cardiff and Vale University Health Board (nhs.wales)
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examined, and then treated or admitted to hospital. Emergency Departments are open
24 hours a day and there are no costs associated with attendance.

Where the Danish system differs from the UK model is in the treatment of non-urgent
situations. Following an accident, patients are expected to attend an Emergency
Department within 24 hours. If a patient waits longer than 24 hours, a referral is needed
from a GP or other appropriate health professional.?!

In recent years, many Emergency Departments have closed direct access to walk-in
patients. Access to Danish Emergency Departments now requires prior referral by the
healthcare system — whether through General Practice (in-hours or out-of-hours) or
through use of the emergency number.

08:00 - 16:00
GP
(mat available weekends and holidays)

24 hour available Emergency

Patients Emergency number 1-1-2 | department

16:00 - 08:00
0O0H GP cooperatives
or
0O0H 1813 (Capital Region only)

Figure 11: Access to Urgent and Emergency Care in Denmark??

Netherlands

The Dutch health care system is recognized as a high performing system in which
waiting times are not considered to be a significant problem and where there is
universal access to high quality healthcare.?3

In the Netherlands, patients have three main routes through which they can access
medical care in the event of an emergency. They can contact their General
Practitioner, call the emergency phone number, or turn up at an Emergency
Department as a self-referral. With the exception of situations where an ambulance is
required, patients without an acute life-threatening illness or injury are expected to

21 https://www.euro.who.int/ __data/assets/pdf file/0004/160519/e96442.pdf
22 hitps://sjtrem.biomedcentral.com/articles/10.1186/s13049-019-0676-5

23 hitp://www.digitalezorg.nl/digitale/uploads/2015/03/netherlands.pdf
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contact their GP in the first instance?*. As an added incentive, if the care can be
provided purely through general practice, it is completely covered by basic insurance.
Alternatively, if the patient self-refers to the Emergency Department, they must pay a
mandatory deductible.?®

As in other countries, emergency care in the Netherlands has been experiencing
greater pressures. While mild compared to the situation in the UK, EDs have
experienced greater levels of crowding and GPs have experienced high work-loads in
their practice and through the out-of-hours co-operatives. In recent years, a growing
number of GP Co-operatives have been integrated with EDs, creating what are now
known as Emergency Care Access Points (ECAPS).
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Figure 12: The Acute Care Chain in the Netherlands?®

The ECAPs offer the opportunity of greater collaboration and co-operation between
primary and secondary care. In these settings, initial triage decides whether a patient
can be treated by a GP, or whether they should go to the co-located ED. The system
avoids unnecessary visits to the ED, shortens waiting times and reduces the volume
pressures in the ED?’. The development of ECAPs has resulted in a statistically
significant decrease in Emergency Department usage (from an already low base). The
available research would also suggest that the treatment of self-referred patients in
ECAPs is a safe and cost-effective alternative to Emergency Department care®.

24 https://proefschriftenprinten.nl/wp-content/uploads/2019/08/HR_PS_MRutten voor_druk.pdf
25 https://www.euro.who.int/ _data/assets/pdf file/0016/314404/HIT Netherlands.pdf?ua=1
26 https://bmcemergmed.biomedcentral.com/articles/10.1186/s12873-019-0257-y

27 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6660652/pdf/12873 2019 Article 257.pdf
28 https://pubmed.ncbi.nim.nih.gov/28418455/
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There is no doubt that the Dutch ECAP model represents an effective system in terms
of ensuring patients get to the right place as quickly as possible, and also in managing
the demand for urgent care that, under our current system, often presents at an ED.
However, it is also important to recognise the limitations of this model. For example,
this approach does not, and is not intended to, reduce the number of admissions to
hospital. While it is a more effective way of dealing with the front door of the hospital,
and of ensuring that patients do not suffer any unnecessary waits, it will not reduce
the overall demand for hospital capacity. The different funding models between
Northern Ireland and Netherlands are also relevant. The health system in the
Netherlands is a relatively complex combination of insurance based access and
publicly funded care. Under this model, access to primary care is included in patients’
health cover whereas attendance at an ED is subject to an excess payment. The
model in the Netherlands is therefore based on guaranteed access to an extremely
strong primary care sector which has been invested in over many years.

Country Comparisons

It is important to recognise that health systems differ significantly in terms of resourcing
and funding, making direct comparisons more difficult. What might be achievable in
one country with high levels of health care funding, might not be achievable in others.

The table below shows compare per capital health spending across OECD countries.?®

Healthcare spending per person in OECD countries imn 2017

0.

Sowurce: Office for MNationmnal Statistics — UK Health Accounts, Organisation

for Ecomnomic Co-operation anmnd Development — OECD.stat

2Shttps://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articl
es/howdoesukhealthcarespendingcomparewithothercountries/2019-08-29
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This shows that the United Kingdom (and Northern Ireland by extension) spends
significantly less per capital on health compared to the EU median and both Denmark
and Netherlands.

Conclusion

Emergency Department overcrowding has become a serious and growing problem,
common around the world. However, while many countries are experiencing the same
challenges in terms of demographic change and demands on the health and care
system, not all are experiencing the same scale of long waits on trolleys in crowded
Emergency Departments.

Care is organised in different ways in different regions and there are systems that
appear to be dealing with these challenges more effectively. In this review we have
attempted to take the learning from some of the more high performing systems,
particularly in the UK and other European countries which also provide universal
healthcare.

Nevertheless, while it is important to learn from the experience in other countries, we
must not lose sight of the fact that there is also good practice within our own system.
Where we may choose to introduce new ways of working, these must complement the
aspects of our own system that compare favourably with others.
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Chapter 3: What have we heard from service users, carers
and staff?
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Introduction

The involvement of service users, carers, and staff plays an important role in the
design and delivery of HSC services. In Northern Ireland there is a legal obligation to
involve and consult people who use HSC services which is set out in sections 19 and
20 of the HSC Reform Act (2009).

Stakeholder Involvement has been identified as an important part of this review from
the outset, with a wide range of stakeholders making key contributions towards the
findings of this report, including:

- Clinical, Professional and staff groups;

- Service User and Carer representatives;

- Frequent users of urgent and emergency care;

- Public in attendance at urgent and emergency care centres; and
- Third sector organisations.

The review team worked collaboratively with experienced service user and carer
representatives from the regional Unscheduled Care Reference Group and partners
from the Public Health Agency (PHA) and the Patient Client Council (PCC) to ensure
that a comprehensive co-production and involvement methodology was embedded
across all areas of the review.

This chapter provides an overview of how this was achieved and highlights some of
the key themes identified by those who helped shape current thinking. A detailed
report is also available.

Approach to stakeholder involvement

A co-production and co-design ethos was adopted at all levels of the project structure.
This included:

a) engaging at the outset of the Review with the Unscheduled Care Reference
Group and inviting a number of its service user and carer members to join
project structures;

b) establishing an Involvement and Co-Production Working Group to co-produce
and implement the involvement strategy and plan. This group comprised of
service users, carers, the clinical lead, the Departmental lead and
representatives from the Public Health Agency’s regional PPI team and the
Patient and Client Council,

c) involving frontline clinicians and service user/ carers directly in the work of the
Review; and

d) seeking views and input from staff and service users/ carers at appropriate
stages and in a number of ways, including through a comprehensive and
ongoing program of engagement events and workshops.
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A number of key actions were taken forward by the review team, including:

- an Urgent and Emergency Care Stakeholder summit;
- the development of an Involvement Action Plan; and
- stakeholder mapping and targeted engagement.

All aspects of service user and carer involvement were co-produced with the
Involvement and Co-Production Working Group.

Urgent and Emergency Care Stakeholder Summit

A Summit was held in June 2019 to bring together strategic leaders and senior
professionals from across the HSC and service users and carers. The purpose of the
event was to consider key themes and begin to consider some potential solutions. This
was an important opportunity for staff, service users, carers and the third sector to
collectively influence the development of proposals for a future regional model of
urgent and emergency care.

The agenda for the summit was co-produced by health professionals and service user
and carer members from the project structures. This included presentations from the
clinical lead for the review and a carer representative, as well as a series of workshop
discussions.

The summit clearly identified that further involvement with people who use urgent and
emergency care services should be central to review as it progressed. The review
team then worked with a PPI expert from the PHA to develop a mechanism to embed
involvement within the review. The first step was to establish an Involvement and Co-
Production Working group.

Involvement and Co-Production Working Group

The Involvement and Co-Production Working Group was set up following the summit
event. The primary purpose of the group was to co-produce a plan to get a range of
patient and carer voices from across the region to inform the review.

To develop the plan the group first undertook a stakeholder mapping and analysis
exercise. This clearly identified key stakeholder groups who use the service regularly,
including:

- older people;

- childre