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Foreword

North Central London Health and Care Partnership has committed to improving population health
outcomes and reducing inequalities. Our Population Health and Integrated Care Strategy which
has at its heart an ambition to work with residents of all ages in North Central London so they can
have the best start in life, live more years in good physical and mental health and in a sustainable
environment.

The Start Well programme is a key aspect of delivering this strategy as paediatric surgery provides
life-changing surgery to babies, infants and children and has potentially transformative

results. Starting well in life has a big influence on life chances and supports reducing

inequalities. We want to ensure that our paediatric surgical services are organised to ensure
pathways are clear, that children and young people receive care in the right setting and by the right
workforce. Whilst only a small number of babies and young children may require surgery, it is
important that everyone has access to the specialist workforce in NCL no matter where they live.

The development of the proposals has been clinically led and informed by the current experience of
children, young people and their families. The proposed changes seek to fundamentally improve
access, experience and quality of care, which formalise and enhance existing arrangements that
are in place to support the care of young children and babies and will make getting the right care at
the right time by skilled specialists easier.

We recognise that achieving this vision is not solely about creating centres of expertise; it
necessitates a broader collaborative effort. To successfully implement these improvements, it is
imperative that we extend our focus beyond the boundaries of our proposed centres of expertise.
Training and development at local hospital sites are integral components of the proposals. It is
through collective commitment, sharing knowledge and skills, and a more joined up approach that
we can ensure paediatric surgical care is not only accessible but also consistently of the highest
quality.

Consultation provides us with an opportunity to hear your views on the proposals and will help to
inform our next steps towards improved paediatric surgical care services across North Central
London.

Frances O6Call aghan
CEO, North Central London Integrated Care Board




Specialised commissioning

We are pleased to be jointly presenting the proposals outlined in this pre-consultation business

case. The work that has gone into considering the best possible solutions to address the case for

change in NCL has been robust and the proposals recognise the complex interconnectivity

bet ween services across the capital. The Regi on
surgery, fully supports the proposals put forward, and will continue to work with NCL through the

next steps of this important programme of work.

Hannah Witty
Regional Director of Finance, NHSE London Region




1. Executive Summary

1.1Introduction

North Central London (NCL) Integrated Care System (ICS) has developed a pre-consultation
business case (PCBC) for the Start Well programme for maternity and neonatal services, in
partnership with NHSE Specialised Commissioning (the commissioner of specialised paediatric
surgery). This sits alongside a separate PCBC on our proposed changes to maternity and
neonates, which have also been developed as part of the Start Well programme.

We have brought together a range of stakeholders and system partners from across North Central
London (NCL) to help understand the opportunities for improvement in paediatric surgery and
develop an approach to address these. The Start Well programme has been a truly collaborative
programme of work that has meaningfully engaged ICS partner organisations and clinical leaders
from across NCL, demonstrating system working. In addition to scope and purpose of the PCBC
this section also sets out the context of the Start Well programme, the relevant population who may
be impacted by the proposals, the main drivers for the programme and the overarching
governance.

1.2 Case for change

Clinicians have looked at our current services and there is consensus that currently paediatric
surgery services are not always delivering the best clinical care possible and are not providing a
positive patient experience for everyone who uses them. Although hospital staff across the units in
NCL deliver the best possible care within the current service models, there are real opportunities to
improve outcomes and experience for our children, young people and their families. This includes:

1 Reducing long waits for elective care: as of September 2023, there were around 5,000
children and young people in NCL waiting for a planned operation with over 500 children
and young people waiting over a year for surgery. The waiting list is growing, and the
current sitwuation doesndt meet NHS targets a
the children, young people and families waiting.

1 Meeting national recommendations for the environment for paediatric surgical care:
within NCL not all sites are able to meet the recommendations. Not all sites are able to provide
dedicated paediatric theatres or age-appropriate environments. The impact of the current
estate and organisation means that some sites are struggling to manage their activity or are
having to manage activity in a way that does not meet best practice guidance. There are also
productivity implications for Trusts; dedicated paediatric lists provide opportunities to improve
efficiency of planned surgery.

1 Organisation of paediatric surgical care: NCL lacks consistent system-wide protocols for
many common pathways of emergency care that requires surgical review of treatment and
for the management of surgical transfers between providers, particularly for children aged 3-
5 years. Treatment at local hospitals can be dependent on the experience and skills of both
surgeons and anaesthetists covering the emergency rota to manage the care of children.
The variation in workforce between local units and lack of clarity on the emergency surgical
pathways and defined ages for emergency surgery at local units, means that for very young
children under 5 years, there is no clear pathway in NCL to transfer for treatment. This c




lead to clinicians at local hospital sites spending a significant amount of time seeking

surgical review for children who attend emergency departments.

1 Improving transition to adult services: in NCL the cut off age for paediatric services
varies between the different sites in NCL which means that some young people move to
adult services at 16, whilst others move at their 19™ birthday.

This PCBC focuses on the proposed changes to improve the organisation of paediatric surgical
care and meeting the national recommendations for the environment of paediatric care. Other
opportunities for improvement identified are being addressed through other workstreams, overseen
by the Children, Young people, Maternity and Neonatal (CYPMN) Board. A paper which outlines
how these opportunities are being taken forward can be found here.

1.3Vision and care models

Our vision is to ensure that any child or young person requiring planned, or emergency surgery is
treated by the right teams, at the right place and in a timely way. If an emergency operation is
needed, for example to manage appendicitis, children and young people, their families and carers
should be confident that they are receiving the best possible care. We want to ensure that all
children and young people have access to the same experience and quality of care wherever they
may access it.

For emergency and planned inpatient surgery for under 3s or under 5s (general surgery and
urology), our proposal is that this surgical activity would be delivered at a single centre of expertise:
emergency and planned inpatient. This centre would have access to a 24/7 specialist paediatric
surgical and paediatric anaesthetic workforce as well as the wider clinical staff who regularly look
after very young children. This unit would have a paediatric ED or surgical assessment unit (SAU)
which can assess children who may need a surgical procedure. Local units would transfer children
from local EDs to the SAU or paediatric ED. Local units would continue to deliver emergency and
planned inpatient surgical activity where there is a single overnight stay in ENT and dentistry
(where currently doing so) for children over the age of 3 or 5 years (general surgery and urology).

For day case procedures in low volume specialties and for children aged 1-2 years, our proposal is
that this activity would be consolidated in a single centre of expertise: day case. This unit would
have access to the specialist consultant paediatric anaesthetic workforce. Specialist paediatric
surgical workforce from GOSH would be in reach as needed. The centre of expertise: day case
would have a child-friendly environment and deliver activity on dedicated paediatric theatre lists.

Highly specialist surgical activity would continue to be delivered at specialist units in NCL, and this
may be delivered on a networked basis. This includes surgery in babies under 1 years which would
continue to be delivered at Great Ormond Street Hospital (GOSH).

1.40ptions appraisal
We have followed a detailed process by which we identified and assessed options for the location

of the centres of excellence for public consultation. We have followed a robust governance process
throughout to maintain continuity with the case for change and care model.
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We undertook a two-stage evaluation process to assess options for the location of the centres of
expertise.
1 Step 1: centre of expertise: emergency paediatric surgery and inpatient planned surgery (for
children aged under 3 or under 5 depending on surgery required)
1 Step 2: centre of expertise: day case (for children aged 1-2 years)

Clinicians agreed that the centre of expertise for emergency paediatric surgery and inpatient
planned surgery should be located at GOSH. This is because for any location in NCL other than
GOSH, an additional paediatric surgical rota would need to be established. This would not be
possible due to national workforce shortages, and it would not be an efficient use of resources. The
majority of emergency surgery for under 3s (under 5 for urology and general surgery) and planned
inpatient care for children currently takes place at GOSH.

Clinicians also agreed that Barnet Hospital (Barnet), North Middlesex University Hospital (North
Mid), Royal Free Hospital, University College London Hospitals (UCLH) and Whittington Hospital
should continue to deliver emergency surgery for children aged 5+ (plus orthopaedic, ENT and
maxillo-facial for children aged 3-4 where applicable) and ENT and dentistry day case surgery for
child aged 3+ (plus those who require a single overnight stay) where they do now as they currently
deliver enough activity to maintain skills. In some cases, this surgery is provided, and would
continue to be provided, on a networked basis. Services delivered by specialist units such as
plastic surgery at the Royal Free Hospital would continue to be delivered there.

Clinicians agreed that GOSH should not be the centre of expertise: day case as it is recommended
as the single viable option for the centre of expertise: emergency and planned inpatient. GOSH is a
physically constrained site and it is important to retain this space for only those children who are
best treated there, many of whom come from other parts of London, the UK and internationally.
Delivering day case activity on a separate site to emergency would also reduce the risk of
cancelling planned work to accommodate emergency activity and improve productivity.

Based on the clinical recommendation that the centre of expertise: day case should be on a
different site to the centre of expertise: emergency and planned inpatient, we evaluated five options
for the location of the centre of expertise: day case:

Barnet

North Mid

Royal Free Hospital

UCLH

Whittington Hospital

moow>

We undertook a robust evaluation process that reviewed each of the options for quality of care,
workforce, access to care and affordability and value for money. As a result of this process, we
concluded that Option D, UCLH, is the only viable option for the centre of expertise: day case. This
is because it is the only option with sufficient clinical infrastructure (including consultant paediatric
anaesthetists who can provide care for children over the age of 1) to be able to deliver the
proposed model of care. UCLH also currently deliver two thirds of this day case activity. It is
therefore recommended by the Start Well Programme Board that only this option is taken forward

for consultation.
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1.50ption for consultation

Our proposal is to develop a centre of expertise for emergency and planned inpatient care at
GOSH and a centre of expertise for day case at UCLH:
1 A centre of expertise: emergency and planned inpatient for children under 3 (under 5 for

urology and general surgery) including a surgical assessment unit at GOSH. GOSH have
24/7 access to the specialist paediatric surgical and paediatric consultant anaesthetists
workforce that is needed to deliver this surgical activity.

A centre of expertise: day case at UCLH to deliver low volume day case activity and day
case activity for children aged 1-2 years. UCLH have the specialist consultant paediatric
anaesthetist workforce on site to deliver care. The unit is also able to deliver a child friendly
environment including a dedicated paediatric recovery area which is important in delivering
a better patient experience.

Barnet, North Mid, Royal Free Hospital, UCLH and Whittington Hospital would continue to
deliver emergency surgery for children aged 5+ (plus orthopaedic, ENT and maxillo-facial
for children aged 3-4) and ENT and dentistry day case surgery for child aged 3+ (plus those
requiring a single overnight stay) where they do now.

Surgical activity delivered at specialist units, such as orthopaedics, ophthalmology and
plastics would continue to be delivered in line with the current pathways

This would mean:
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Specialist workforce would remain at the units they currently work at. The in-reach service
provided by GOSH (via their Specialist Neonatal and Paediatric Surgery team) would be
enhanced to support the centre of expertise: day case at UCLH as needed

For people travelling to GOSH for planned inpatient surgery an increase in travel times for
car/taxi (peak) by 31 minutes, by 24 minutes (off-peak) and public transport by 18 minutes
and an increase in taxi costs of £22 per average journey.

For people travelling to UCLH for planned day case surgery an increase travel times for
car/taxi (peak) by 27 minutes, by 24 minutes (off-peak), public transport by 13 minutes and
an increase in taxi costs of £22 per average journey

Mitigations have been developed to support children and their families to access surgical
care that they need given this increase in journey time and cost, including: support for
people who may find it more difficult to access a different hospital site, as well as sharing
information about how people can claim for the cost of transport to hospital where
appropriate

There would be a similar impact on travel times for vulnerable populations. People further
away from the centres of expertise may need to pay up to an additional £56 per taxi journey.
Specific consideration would also need to be given to other access needs for vulnerable
populations including digital access, access to cars, physical on-site access and cultural and
language barriers.

A capital investment of c.£3.7m to deliver the additional capacity requirements at UCLH and
GOSH. Additional annual workforce revenue costs of c.£3m would also be required to staff
the additional capacity at the centre of expertise: emergency and planned inpatient. This

would be further refined if the programme progresses to a DMBC.




The status quo (leaving services as they are) has been reviewed but is not being recommended by
the Programme as an option for public consultaton. That i s because an optio
status quo :woul d mean

1 A paediatric surgical care model that does not deliver the best practice and achieve the
clinical standards as set out by professional bodies such as Getting It Right First Time
(GIRFT)L,

1 The opportunities for improvement of paediatric surgery would not be realised. This would
mean that surgical services would remain fragmented, and surgical care for children aged
under 3 or 5 years would continue to be delivered at local units where the expertise required
to deliver the best quality care is not readily available. For surgical staff at local units, it
would continue to be difficult to maintain and develop the skills and capabilities to deliver this
service locally.

i Staff at local units would continue to spend time trying to find a suitable bed for young
children requiring surgical assessment and treatment. This may mean being transferred
multiple times and to units outside of NCL.

1 Access to care would remain the same with no changes in the travel or driving times but
children and young people having to sometimes travel outside of NCL to access care

1.6 Implementation and enablers

In order to deliver these proposals, we would need to invest in enablers:

1 Workforce: training and skills development of local unit adult surgical workforce to ensure
there are the skills and capabilities in place to provide surgical and anaesthetic care for
children aged 5 years and older

1 Finance: delivering the required capacity and estate requirements are critical at both UCLH
and GOSH. The capital investment would be funded within the ICB Capital Departmental
Expenditure Limit Envelope (CDEL) and through the organisations.

1 Communication and engagement: to communicate the changes and engage with local
population and providers on these and the new pathways

We have developed a high-level timeline for implementation for our proposals and identified a
number of enabling programmes, such as workforce development that would need to be
undertaken to support the implementation of the proposed changes.

1.7Benefits

We expect a range of benefits from the implementation of the vision and paediatric surgery care
model. Implementing the care model would ensure that surgical care is delivered in the right
setting, deliver clear emergency surgical pathways, make best use of the scare specialist paediatric
surgical workforce, enable sustainable volumes of surgical activity, deliver surgical activity in child
friendly environment and reduce in waiting times. These benefits would be felt and experienced by
everyone including patients, families, carers, staff and local communities. The benefits outlined
demonstrate how our proposals would address a number of the opportunities for improvement in
our case for change.

1 https://gettingitrightfirsttime.co.uk/
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1.8 Stakeholder engagement

We have undertaken detailed and robust engagement to develop our proposals for paediatric
surgery. Inclusiveness has underpinned our approach to engagement, and we have focused on
ensuring that a wide range of perspectives have been captured in line with our commitments to
local populations and our legal responsibilities.

Our thinking on the proposals and work undertaken has been tested with clinical patient groups,
providers, local authorities through a series of events, meetings, youth summits and online surveys.
In addition, all MPs have been offered briefings on the Programme and its progress to date. In
promoting an inclusive approach to engagement, we have utilised a range of engagement
techniques including traditional engagement methods, virtual sessions, online platforms and
communicating via social media. Feedback from engagement showed that people are willing to
travel beyond their local hospital to see a specialist if their child needs specialist care and this
feedback has helped to shape the proposals.

1.9 Quality assurance

We have undertaken a robust quality assurance process which underpins the programme and
gives assurance to this PCBC. The process undertaken by the programme has been assured by
NHS England (NHSE) and going to public consultation was dependent on this assurance being
received. Our proposals have been independently reviewed by the London Clinical Senate who
provided us with feedback on the proposed changes. This has been acted upon and built into this
business case.

NHSE has stated that the programme has met the five tests for reconfiguration set out by the
Secretary of State:
1 TEST #1: The proposed change can demonstrate strong public and patient engagement.

- We have had early involvement with patients and the public via our communications
and engagement workstream and patient and public engagement group (PPEG). Our
materials have been tailored to meet the needs of the audience and ensure
participation.

1 TEST #2: The proposed change is consistent with current and prospective need for patient
choice

- We have ensured that our proposals maintain choice as per the NHS Choice
Framework

1 TEST #3: The proposed change is underpinned by a clear, clinical evidence base.

- We developed a set of clinical design principles through the Paediatric Surgery
Clinical Reference Group (CRG) to reflect best practice clinical care. The care model
development has been clinically-led and underpinned by best practice and
professional body guidance.

9 TEST #4: The proposed change to service is owned and led by the commissioners.

- We have led the development of the PCBC and the Start Well programme has been
progressed through the NCL ICB Board and NHSE London Region Specialised
Commi ssioning governance arrangements,
constitutions and supporting documents
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1 TEST #5: Proposals including significantly reducing hospital bed numbers will have to meet
one of the following three conditions:

- Demonstrate that sufficient alternative provision, such as increased GP or community
services, is being put in place alongside or ahead of bed closures, and that the new
workforce will be there to deliver it; and/or

- How that specific new treatments or therapies, such as new anti-coagulation drugs
used to treat strokes, will reduce specific categories of admissions; or

- Where a hospital has been using beds less efficiently than the national average, that
it has a credible plan to improve performance without affecting patient care (for
example in line with the getting it right first time programme).

The proposed service change will not reduce hospital bed numbers and therefore the conditions
set out by this test do not apply.

In addition, assurance has been received from engagement with potentially impacted populations
through the case for change engagement period.

In line with the programme governance set, the approvals process for the PCBC was:

91 Paediatric Surgery Clinical Reference Group (CRG), Finance and Analytics Group, PPEG
and Integrated Impact Assessment (I1A) Steering Group ratified the information that has
formed part of this document before being submitted to the Start Well Programme Board

1 The Start Well Programme Board reviewed this document and submitted to NHSE for
assurance

1 Documentation was shared with the Joint Health Overview and Scrutiny Committee
(JHOSC)

1 London Joint Committee for specialised services reviewed and supported the proposals set
out in this PCBC and to initiate public consultation. The decision has been ratified by the
London Executive team.

i After assurance, a decision to proceed to consultation was made by a meeting in public of
the NCL ICB Board on 5 December 2023

1.10 Plans for consultation

We have developed a comprehensive approach to public consultation. This plan sets out the
approach that we will use for consultation and the activities and channels that we will use to ensure
we inform and actively engage with a diverse range of audiences and stakeholders.

The overall management and delivery of the consultation will be undertaken by the ICB internal
communications and engagement team?. It will be undertaken in line with the legal duty on NHS
organisations to involve patients, staff, and the public. The consultation exercise will be undertaken
over a 14-week period in line with best practice standards.

The purpose of the consultation is:
1 To ensure people in NCL and surrounding areas are aware of the public consultation and
how to participate

2 On behalf of NHSE London Region specialised Commissioning
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1 To present the case for change and the proposed options, by providing clear, simple, and
accessible information in a variety of formats

1 To provide a variety of methods and mechanisms to give and receive information
appropriate to different audiences, with a focus on groups with protected characteristics and
those who may be more impacted by the proposed changes

1 To enable and encourage people to feed in their views on the proposed changes and the
potential impacts

1 To understand the views relating to our proposals for maternity and neonatal services and
what concerns and mitigations we should consider in relation to any future implementation

1 To ensure responses received are independently evaluated and the results published

1 To ensure decision-makers receive detailed outputs and feedback from the consultation
exercise so that they are as well-informed as possible before any decisions are made

Our plan builds on extensive engagement with staff, stakeholders, patients, carers and local
communities during the pre-consultation period. To support the consultation, we have developed
accessible materials including a consultation document and questionnaire that explains why
change is needed, what the proposed changes are and the benefits we feel the proposals would
bring. We have developed a communication and engagement plan which encompasses online and
offline activity to maximise the opportunities for public, patient and staff to participate. We will focus
efforts to engage with groups identified as potentially impacted through our interim 11A who may be
less likely to give their feedback as well as impacted groups identified who reside outside of NCL.

Throughout the consultation period we will monitor responses to identify any demographic or other
trends which may indicate a need to adapt our approach regarding consultation activity or refocus
efforts to engage a specific group or locality. In line with best practice, we will commission an
independent organisation to analyse responses and produce a non-biased objective report
summarising all feedback.

1.11 Next steps and approvals

This has been recommended by the Start Well Programme Board to the NCL ICB Board and
London Region Joint Specialised Commissioning Committee. NCL ICB plan to consult on the
proposals for the location of maternity and neonatal services in NCL. Following consultation, all the
consultation responses will be collated and taken into consideration. The business case will be
updated into a full Decision-Making Business Case (DMBC) before any final decisions are made.
There will also be an independent report compiled on the consultation responses which will be
considered before a decision is made. We expect a decision on service change to be made 6-9
months following the consultation end. Timelines are dependent on the outcome of public
consultation.

2. Introduction and context

This PCBC provides information on our proposal to reconfigure paediatric surgery services in NCL.
NCL ICB, as part of the wider ICS, is a statutory organisation which holds responsibility for
planning NHS services. NHSE London Region Specialised Commissioning is the statutory
organisation responsible for commissioning neonatal services. Given the interdependency be n
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maternity and neonatal services, NCL ICB and NHSE London Region Specialised Commissioning
will jointly give approval for this PCBC and plans to consult. The proposals have been developed

with a wide range of stakeholders, including NCL ICB, provider organisations, neighbouring ICSs

and local stakeholders, alongside the public, patients and staff.

2.1Purpose and scope of pre-consultation business case (PCBC)
2.1.1 Purpose and aims of the PCBC
This document is a PCBC setting out the proposed changes to paediatric surgical services in NCL.

The aims of this document are:

1. To describe the health needs of our population and outline the case for change, which
describes the clinical environment and infrastructure needed to support the delivery of the
programme. The intent is to deliver the best care for our patients and provide a positive
working environment for all staff. The case for change describes the key challenges facing
us, opportunities for improvement and explains why change is necessary.

2. To describe the decision-making process we have followed and the governance
arrangements required to support the proposed changes. This PCBC describes the
process we have followed to ensure any decision-making is supported by clinical best
practice, underlying evidence and has the support of local stakeholders.

3. To describe the vision and care model that was developed by local clinicians describing
how pati ent s énetjreceuisng eoidépéndenaies and aspiring to positive
impacts on both patients and staff. The benefits section describes the benefits of the
proposed clinical model and how it will meet the needs of our local population.

4. To set out the options appraisal process and show how we evaluated the longlist of

options against a set of evaluation criteria to determine the short-list of options,

subsequently evaluating these options to identify our options for consultation. The options
appraisal process describes the approach we have taken to understand the possible options
to address the opportunities for improvement as set out in our case for change and delivery
of the model of care.

To outline the key enablers needed for our model of care including workforce and estates.

6. To outline the public and stakeholder engagement that has been carried out at each
stage of the programme, and how we plan to consult if a decision is made to proceed to
consultation. The stakeholder engagement plan describes how key stakeholders have been
engaged with, and involved in, our process.

7. To demonstrate the planning and proposed implementation if, following public
consultation and due regard to the responses has been considered, a decision is made to
move forward with the changes. The governance section describes the role of the
assurance bodies and scrutiny committees around decision-making.

o

The PCBC outlines a commissioner-led review of the potential service delivery models and service
options. The intent is to then seek opinion from the public through a formal public consultation. The
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PCBC also demonstrates how we have met the five tests of assurance in line with regulatory
requirements by NHSE3. The five tests for assurance are:

1 TEST #1: The proposed change can demonstrate strong public and patient engagement.

1 TEST #2: The proposed change is consistent with current and prospective need for patient
choice.

1 TEST #3: The proposed change is underpinned by a clear, clinical evidence base.

TEST #4: The proposed change to service is owned and led by the commissioners.

1 TEST #5: Proposals including significantly reducing hospital bed numbers will have to meet
one of the following three conditions:

- Demonstrate that sufficient alternative provision, such as increased GP or community
services, is being put in place alongside or ahead of bed closures, and that the new
workforce will be there to deliver it; and/or

- How that specific new treatments or therapies, such as new anti-coagulation drugs
used to treat strokes, will reduce specific categories of admissions; or

- Where a hospital has been using beds less efficiently than the national average, that
it has a credible plan to improve performance without affecting patient care (for
example in line with the Getting it Right First Time* programme).

==

This PCBC is a technical and analytical document intended to provide sufficient information to

enable the NCL ICB Board and NHSE London Region Specialised Commissioning (as the current
commissioner of specialised paediatric surgical care) to agree options for a service change to be

part of a public consultation to agree options for a service change to be part of a public

consultation. The PCBC is prepared in accordance with the NHSE guidance on planning for major

service change and reconfiguration®, and aligns with guidanceinHisMaj est y6s ( HM) T
Green Book®.

2.2 NCL Integrated Care System (ICS)

On 1 July 2022, NCL formalised working as an ICS. The ICS covers five boroughs: Barnet, Camden,
Enfield, Haringey and Islington (see Figure 1).

3 NHS England. 2018. https://www.england.nhs.uk/wp-content/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf

4 https://gettingitrightfirsttime.co.uk/

5 https://www.england.nhs.uk/publication/planning-assuring-and-delivering-service-change-for-patients/

6 Gov.UK, 2022. The Green Book. https://www.gov.uk/government/publications/the-green-book-appraisal-and-evaluation-in-central-governent
green-book-2020
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Enfield

= 338,201 registered population

= 16+ ‘organisations’ represented (25+ members on
Borough Partnership Board board)

* 4 PCNs (geographical and with neighbourhoods)

Barnet

= 425,395 registered population

= 10 + ‘organisations’ represented (25+
members of delivery board)

= 7PCNs

Barnet
Haringey
= 298,418 registered population

Haringey = 15+ ‘organisations’ represented (25+ members of

delivery board)
CNs

= 8P

Camden Islington
» 303,267 registered population = 257,135 registered population
= 15 + ‘organisations’ represented (30+ members of = 15+ ‘organisations’ represented (25+ members of delivery

board)

delivery board)
* 7PCNs = 5PCNs

Figure 1: NCL geography

The principles informing the work of the NCL ICB are drawn from the Population Health and
Integrated Care Strategy’:

1 Trust the strengths of individuals and our communities: we will listen to our
communities and develop care models that are strengths-based and focused on what
communities need, not just what services have always delivered.

1 Break down barriers and make brave decisions that demonstrate our collective
accountability for population health:-we under st and each ot herés
shared responsibility for achieving our ICS outcomes and our role as anchor institutions.

1 Build from insights: we create digital partnerships and use integrated qualitative and
quantitative data to understand need.

1 Strengthen our Borough Partnerships: we build a system approach for local decision
making and accountability to support local action on physical and mental health inequalities
and wider determinants.

T Mobilise our systemdés world class | mprovemen
innovation and learning: we build the evidence base for population health improvements
and innovative approaches to improve integrated working.

1 Break new ground in system finance for population health and inequalities: we shift
our investment toward prevention and proactive care models and create payment models
based on outcomes.

T Build 6one workforceb6 to deliver sustawmabl e
maximise our workforce skills, efficiencies and capabilities across the system.

1 Support hyper-local delivery to tackle health inequalities and address wider
determinants: we make care more sustainable by creating local integrated teams that
coordinate care around the communities they serve.

7 https://nclhealthandcare.org.uk/wp-content/uploads/2023/05/PH-IC-Strategy-V.Final-long-version.pdf
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1 Relentlessly focus on communities with the greatest needs: we embed Core20PLUS5
in all our programmes, with a particular focus on inclusion health to make sure no-one is left
behind.

1 Deliver more environmentally sustainable health and care services: we prioritise
activity which impacts our c o mmu n ihdalth @argl @nvironment, such as transport.

2.3 NCL vision

Our vision in NCL is that we want our population to live better, healthier and longer, fulfilling their
full potential over the course of their entire life. Our vision, as set out in Figure 2 is that people in
NCL:

1 Start Well: every child has the best start in life and all children, adolescents and young
people improve their mental health and emotional resilience

1 Live Well: better prevention and management of long-term conditions, reduced
unemployment levels and parity of importance between physical and mental health

1 Age Well: people over 65 are independent and live in the community for longer, feel less
isolated and more socially connected

Start well Live well Age well
Every child has the best start in life and no child Early identification and improved care for people with People live as healthy, independent and fulfilling
is left behind mental health conditions lives as possible as they age
Improved maternal health and reduced inequalities Reduced racial and socialinequalifies in mental health H\ People get timely, appropriate and integrated care when
in perinatal outcomes outcomes they need it and where they need it
, Reduced inequalities in infant mortality ¥y |mproved physical health in people with serious mental health . .
@ Increased immunisation and new born screening conditions Prevent development of frailty with active aging
coverage 9 & o
All children are supported to have good speech, educed deaths by suicide arlier prevention, detection and management of long

N . .7 term conditions, including dementia, in older people
language and communication skills

Reduced early deaths from cancer, cardiovascular
disease and respiratory disease

People remain connected and thriving in their
local communities as they age

All children and young people are supported to
have good mental and physical health

Reduced prevalence of key risk factors: smoking, alcohol, obesity

Early identification .a_”d proactive support for * . f%j‘} People have meaningful and fuffilling lives as they age
mental health conditions é, + Improved air quality bt

§#e. Reduced prevalence of children and young people

i) - -, Early identification and improved treatment of cancer, diabetes, 3% People are informed well and can easily access
& |I5 who are overweight or obese Qf;&.t, high blood pressure, cardiovascular disease and respiratory support for managing financial hardship (including fuel
2 = Improved outcomes for children with long J disease poverty), as they age
F“ term conditions

Reduced unemployment and increase in people working
in fulfilling employment

Young people and their families are supported in
their transition to adult services

People are supported to stay in jobs, including mental health
= % All young people and their families have a good and musculoskeletal services
Gl experience of their transition to adult services

Increased employment of local people in anchor institutions,
including those with mental health illness, physical disability, and
learning disabilities, and increased level of “buy locally”, including
using social value-based issioning and ing

Figure 2: NCL ICB priorities

To start i fe wel/ is one of the core aims of
women and people, babies, children and young people can have a lasting impact on the rest of their
lives both in the immediate future and for years to come. The Start Well Programme has provided an
early opportunity to collaborate as an I CS and
programme has been shaped by clinical and operational leaders in our partner organisations, as well

as people who use our services.

2.4  Start Well Programme overview
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In November 2021, partner organisations in NCL ICS formally launched Start Well, a long-term
programme looking at maternity, neonatal, chi | dren and young peopl eod:s
Start Well Programme is to ensure we are delivering the best care to meet the needs of pregnant
women and people, babies, children, young people and their families. A number of drivers were
identified for the Programme including the urgent need to address health inequalities identified
through the pandemic, external reviews of services and learning from the temporary changes to
local paediatric services during the pandemic. Taking a population health approach, examining
services and outcomes through an equalities lens, particularly in understanding the impact of
deprivation and ethnicity, has underpinned the work to date.

2.5 Overview of Start Well Programme timeline

The Start Well programme commenced in November 2021, with implementation, subject to
consultation, not anticipated to start until at least Summer 2025 onwards. The steps of the
programme are as follows:

1 Confirm case for change (November 2021 to September 2022): including mobilising the
Start Well programme, publishing the case for change and undertaking engagement on the
findings

1 Development of clinical models and options (July 2022 to December 2023): including
designing and agreeing the clinical model for paediatric surgery, identifying options for public
consultation, developing the PCBC and ongoing stakeholder engagement

1 Public consultation (planned December 2023 to March 2024): consultation on the
proposals with the public, including extensive engagement across the impacted populations

1 Decision-making (estimated 6-9 months, subject to consultation feedback): consideration of
the feedback from consultation and the decision making on the option to implement following
engagement and consultation

9 Outline business case (OBC) and full business case (FBC): provider-led business case
development to secure capital requirements (12 months)

1 Transition to implementation

The indicative timeline for the programme is shown in Figure 3. Timeline following public
consultation is dependent on outcome of consultation.

Indicative timeline dependent on
the outcome of public consultation

J\‘

I
Nov 21 -June 22 Jul 2171 Sept 22 Sept 22 - Nov 22 Nov 221 Dec 23 Dec 2371 Mar 24 ~6-9 months ~12 months

\
2. Engagement 3. Finalising 4. Options 7. Outline
and clinical EUCRES0] appraisal and 6. Decision business case 8. Transition to
best practice best practice PCBC making and full implementation
care models models assurance business case

Figure 3: Indicative Programme timeline
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2.6 Governance arrangements

NCL ICB Board and NHSE London Region Specialised Commissioning will make the final
decisions on proposals covered by the consultation. The board comprises independent members,
including our Chair, Executives from NCL ICB and members from partner organisations, including
trusts and local authorities.

The Start Well Programme Boardr eports to the | CB6s Board of M
recommendati ons on proposed changes to children
Programme Board provides oversight and steer for the Start Well programme. It is comprised of
executive representatives from each provider in NCL, plus patient and local authority

representatives, NHSE Specialised Commissioning and representatives from the neighbouring

ICSs of NEL, NWL, Hertfordshire and West Essex.

The ProgrammeBoar d i s chaired by t he The@®&vérsance structufe ofMe d i
the Programme is set out in Figure 4. The Programme Board has agreed a set of principles to

underpin the work, which includes taking a population-based approach, bringing a system-wide
perspective, and using evidence and best practice to inform the work.

Provide input/sign off
as required

= === Key stakeholder reporting

Direct reporting line
Londor_l Region |CB Board
Executive Team
London Joint
Committee

System Management Board

Trust Executive Boards

CYPMN Board

Community Partnership i ICS CFO NCL Digi
gital NCL People
UCL Health Alliance NCL Estates *Opportunity to consider joint
Board* work

Estates input
will be sought
‘ if needed

Comms and Maternity and Surgery Clinical Start Well finance
Neonates Clinical Reference and analytics

Reference Group Group group

Patient and public IIA Steering
engagement group Group

Engagement
[CEGE

Figure 4: Start Well programme governance structure

There are several groups reporting to the Start Well Programme Board who are undertaking more
detailed work as part of the development of these proposals. These are:

9 Surgical Clinical Reference Group (CRG): the Start Well Programme Board is advised by
the surgical CRG which provides clinical leadership and input into the Programme. It was
established in November 2022 and the group comprises of members from provider
organisations and across the different professional groups. This includes paediatricians,
paediatric surgeons, anaesthetists, allied health professionals (AHPs), NHE London Region
Specialised Commissioning, NHSE Workforce, Training and Education directorate and North
Thames Paediatric Network (NTPN).
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i Finance and Analytics Group: leads on the financial aspects of the programme and has
supported the work to understand the affordability and value for money of the proposals.

The group supported the development of the case for change. The membership was

refreshed in November 2022 to support the next phase of work and comprises members

from each provider organisation and the ICB.

i Patient and Public Engagement Group (PPEG): is comprised of patient representatives,

Maternity Voices Partnership (MVP) representatives, voluntary and community sector

representatives and provider engagement teams. The group leads on the access to care
aspects of the programme as well as providing input and feedback on the Programme. This
group is chaired by the Start Well Programme Board patient representative and includes
members who live locally in NCL and have experienced paediatric, maternity and neonatal

services.

1 Integrated Impact Assessment (IIA) Steering Group: has provided insight and expertise
on the interim lIA. The group is co-chaired by a Director of Public Health and the Start Well
Programme Senior Responsible Officer (SRO) with perspectives from the local authority,

clinicians and public health teams.
1 Communications and Engagement Group: ensures that communications and

engagement is coordinated across all provider organisations in NCL and are taking place as

required. It comprises of communication and engagement leads from each organisation
represented on the Programme Board and is led by the ICB.

The work of the Start Well Programme Board is also supported by wider ICS groups to ensure
there is coherence with other workstreams within NCL. These include:

1 System Management Board (SMB): SMB is responsible for providing strategic oversight to
reduce inequalities, reviewing system wide transformation programmes, investment and
disinvestment decisions, and ensuring their alignment with medium- and longer-term ICS

priorities. The group will provide assurance to the ICS Steering Committee about key

programmes of work. SMB is chaired by the NCL ICB Chief Executive and has membership
from all NCL Trust CEOs, as well as other ICB Executives and system leaders including
local authority and primary care. SMB have had regular updates on the Programme at key

intervals.

1 Children and Young People Maternity and Neonatal Board (CYPMN Board): the CYPMN
board has broad representation from across the ICS and covers programmes which span

beyond the scope of Start Well, incl udi

health commissioning, the local maternity and neonatal system (LMNS) and the children and
young people (CYP) regional improvement programme. Each of these programmes has a role
in contributing to the ICS response to the opportunities identified through Start Well. Bringing
programmes together in this way provides a bridge between the longer-term strategic work
that Start Well and the two strategic reviews around mental health and community services
are delivering, and the more business-as-usual elements of work being delivered through

other ICS programmes of work.

1 UCL Health Alliance: is a provider collaborative covering all sectors of NHS care within North
Central London. It brings together 14 member organisations across acute, mental health,
community, specialist, and primary care sectors alongside a world leading university partner
to be the delivery vehicle for cross-provider innovation in North Central London. The UCL

o

Health Alliance has received updates at key intervals of the Programme.
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1 Clinical Advisory Group (CAG): CAG is co-chaired by the ICB Chief Nursing and Chief
Medical Officer of the ICB. It reports into SMB in an advisory capacity, rather than making
decisions on behalf of statutory organisation. The CAG membership is drawn from senior
clinical leaders from across NCL organisations. The role of the CAG is to provide clinical
oversight of pan-NCL service change and new service developments and new ways of
working. The CAG has received updates at key intervals of the programme and provided
their clinical endorsement of updates.

1 GP Provider Alliance: The GP Provider Alliance brings together General Practice with a
unified provider voice to strategically lead, influence and enable Primary Care provision at the
North Central London level. They are a key partner in the Integrated Care System and ensure
that primary care provides the best possible services for our communities, optimises health
gains and reduce inequalities.

1 ICS Chief Finance Officer Group (CFO): This is a group of the NCL Directors of Finance
which meet on a regular basis. This is an informal, non-decision-making group which brings
together the Directors of Finance from across providers in NCL.

There are other groups that are not part of the ICS but have a role in the Programme.

1 North Central London Joint Health Overview and Scrutiny Committee: The Joint Health
Overview and Scrutiny Committee (JHOSC) is made up of the Chairs of the Health
Overview and Scrutiny Committees from five London boroughs: Barnet, Haringey, Camden,
Islington and Enfield.

2.6.1 Working with NHSE London Region Specialised Commissioning

NHSE London Region Specialised Commissioning is the current commissioner of specialist
paediatric surgical care. This means that they have a significant role in the programme and will
continue to do so as it moves forward. They are represented on the Programme Board and have
clinical representation at the CRG.

Nationally, the commissioning of some specialised services is due to be delegated to ICBs. To
support planning until delegation formally takes place (anticipated in April 2025), joint working
arrangements have been put in place between NHSE and ICSs through a statutory joint committee.
In London, a Joint Committee has been established consisting of representatives from all ICBs and
selected provider representatives as well as representatives from other regions outside of London
to join up decision making across boundaries. The Joint Committee reports into the London
Regional Executive which includes the five ICB accountable officers and the London region
executive team. Regular reports on Start Well have been made to the Joint Committee.

Into these structures, NCL is linking our existing work on population health, the Start Well
programme and other strategies to ensure that outcome improvements are achieved for the
services being delegated along with existing services and that we continue to ensure the long term
sustainability of services for our own population and for those who access our specialist services.

Given their continued role as the commissioner of neonatal services and the joint working that is

taking place between the ICB and NHSE, approval has been sought to commence consultation
from both the ICB Board and the London Joint Committee for specialised services. The London
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Joint Committee for specialised services met and supported the proposals set out in the PCBC and
the move to public consultation. The decision has been ratified by the London Regional Executive.

2.7 Geography and demography of North Central London
2.7.1 Population and demographics

NCL is made up of five boroughs (Barnet, Camden, Enfield, Haringey and Islington) and has a
population size of around 1.8 million. The population is younger than average and is set to increase
by 5% by 2030, with the largest increase in 65+ year olds®.

There are high levels of deprivation in some areas and NCL is the second most deprived ICS in
London. More than 1 in 5 people in NCL live in deprivation with particular concentrations of

deprivation in the east of the system. The population living in NCL is also ethnically diverse, Barnet
and Camden have larger Asian communities whereas Haringey and Enfield have larger Black
communities. The Marmot Review highlighted that deprivation and racial discrimination are strongly
associated with health inequalites, whi ch i mpacts on all areas of
outcomes, from conception through to death®. The direct and indirect impacts of COVID-19 have
starkly highlighted this'C. The diversity of our local communities and their different cultures means

that they may have different health needs and may want to access services differently.

Across NCL there is a high level of population health needs and inequality which has been explored
in detail as part of the NCL population health strategy!’. In recent years life expectancy and healthy
life expectancy (average number of years that a person can expect to live in "full health") have
declined following the pandemic. Life expectancy ranges between the different boroughs. Residents
in Barnet and Camden have a higher life expectancy than the London average whilst Islington
residents have lower life expectancies. Between the most and least affluent areas in NCL, there is
nearly a 20 year variation in healthy life expectancy*?.

Around 18 %1.8nfresiddts ars children and young people, defined as those aged 0-18
(316,900)*3. By 2041, the population is projected to decline by 10%?*4.

Children and young people in NCL are diverse; just over a quarter identify as white British, a quarter
as white other and 10% as black African'®. One in five children do not speak English as their first

8 North Central London Population Health and Integrated Care Strategy, 2023 https://nclhealthandcare.org.uk/wp-content/uploads/2023/05/PH-IC-
Strateqgy-V.Final-long-version.pdf

¢ The Marmot Review: Fair Society, Healthy Lives. 2010. https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-
marmot-review/fair-society-healthy-lives-full-report-pdf.pdf (Accessed June 2023)

10 Marmot M. Build Back Fairer: The COVID-19 Marmot Review. 2020. https://www.health.org.uk/publications/build-back-fairer-the-covid-19-marmot-
review (Accessed June 2023)

11 North Central London Population Health and Integrated Care Strategy, 2023 [https://nclhealthandcare.org.uk/wp-content/uploads/2023/05/PH-IC-
Strategy-V.Final-long-version.pdf]

12 North Central London Population Health and Integrated Care Strategy, 2023 [https://nclhealthandcare.org.uk/wp-content/uploads/2023/05/PH-IC-
Strategy-V.Final-long-version.pdf]

13 ONS. Population projections.
14 GLA Housing-led projections. 2020.
15 | ocal GP data flows, GPDPR and SUS data. 2021.
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language at home?® and an estimated 62,000 children and young people under 16 years in NCL are
living in poverty'’. The eastern border of NCL, in Enfield, Haringey and Islington, generally has a
high level of deprivation, with the western areas of Barnet and Camden generally being the least
deprived*®,

Islington has the highest percentage of children living in poverty in London, with around 1 in 4 children
living in poverty. Within certain pockets of Islington and Haringey, nearly half of the children live in
an area that is income deprived. In Barnet, Camden and Enfield, there are small areas with nearly
40% of children living in poverty. Although Haringey and Islington have areas which have the highest
proportion of children that are living in poverty, Enfield has greatest absolute number of children
under 16 that live in a deprived area in NCL. The borough averages, however, mask the fact that in
all NCL boroughs, there are areas where children and young people are growing up in poverty as
shown in Figure 5, which will have substantial implications for their life chances and their health.

1= most deprived, 10=least deprived

Income Deprivation Affecting Children Index (IDACI) national deprivation LSOA decile (1 = most deprived)
Barnet Enfield

Camden Islington Haringey

Figure 5: NCL deprivation map by IDACI decile

16 ONS (2011 Census). 2009-2018.
17 NCL ICB data
18 Ministry of Housing, Communities & Local Government 2019, ONS geospatial data, CF analysis (2011 LSOA boundaries)
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2.8 Background to paediatric surgery
2.8.1 Emergency paediatric surgery

Emergency surgical pathways for children and young people are those where a child or young person
(usually up until their 18" birthday) needs an emergency operation or procedure, which could be as
a result of an accident (such as a broken bone or serious cut that needs repairing), or to treat a
medical condition (such as appendicitis or an abscess that needs to be drained).

2.8.2 Planned paediatric surgery

Planned surgical pathwaysarewher e a chil d or y ou mplgnngdelamedn 6 s p
surgery may be undertaken as a day case or as inpatient. Day case surgery takes place on the

same day as the patient arriving and leaving the unit whereas inpatient planned surgery requires

an overnight stay of one night or more?®.

Planned low complexity surgery can be delivered in the following ways:
1 Centralised: child and family travel to the specialist hospital for surgery

1 Hub and spoke (network): specialist paediatric surgeon travels to a local hospital (spoke) to
deliver planned surgical care. This model is often used when there is a challenge in recruiting
a surgeon with the required expertise.

1 Local care: surgeon with paediatric interest delivers surgery at the local hospital

Examples of low complexity planned care include an operation to take out a child's tonsils or to
correct a squint. These need to be carried out in a timely way, but they are not urgent in the same
way that an operation needed for appendicitis is required.

Planned surgery which is higher in complexity would typically take place in a specialist unit. These
larger, specialist centres have access to the expertise and facilities to deliver this activity?°.

2.8.3 Paediatric surgical workforce

Many clinicians are involved in the delivery of paediatric surgery, including?*:

1 Specialist paediatric surgeons: are mainly employed by specialist trusts. Specialist
paediatric general surgeons undertake a six-year dedicated training programme in paediatric
surgery. Specialist paediatric urologists are specialist paediatric surgeons with expertise in
treatment of paediatric genitourinary conditions.

1 Adult surgeons (across a number of specialties): mostly deliver emergency, low
complexity paediatric care. Some adult surgeons may have a specialist interest in paediatric
surgery and may be involved in delivery of planned low-complexity surgery.

19 hitps://www.rcseng.ac.uk/patient-care/having-surgery/types-of-surgery/

20 hitps://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/02/PaediatricReport-Mar30v-Embargoed. pdf

2! https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/09/PaediatricSurgeryReport-Sept21w. pdf
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1 Adult urologists: deliver a significant proportion of general paediatric surgery in local units.
All urologists are expected to have the skillset to deliver some paediatric urology.

1 Paediatric anaesthetists: paediatric anaesthesia is a subspecialty of anaesthesia.
Paediatric anaesthetists have received specialist training that gives them expertise in the
peri-operative care of babies and children.

1 General anaesthetists: all general anaesthetists are expected to deliver anaesthesia in
children over three years of age. Most of the planned and emergency anaesthesia in
children in local units is delivered by general anaesthetists.

T Chi | dmuerses$: are registered nurses who have had an undergraduate training in the
nursing care of babies, children and young people

1 Specialistc hi | d nueseis paediatric surgery: are registered nurses who hold
specialist knowledge, skills, competencies and experience in paediatric surgery.

2.9 Current organisation of paediatric surgery services in NCL

In NCL, paediatric surgery is provided by seven hospital trusts across ten sites:

1 Great Ormond Street Hospital for Children NHS Foundation Trust (GOSH) is a specialist
tertiary and quaternary centre providing local, regional, national, and international care for
babies (including neonates), children, and young people. The hospital provides planned care
and takes planned emergency transfers within its areas of specialism. It does not have a
maternity unit, emergency department (ED), or ambulatory care unit. GOSH has a 17-bedded,
level three paediatric intensive care unit, which serves not only NCL, but London and the rest
of the country. GOSH only see children up until the age of 16 years or 18 years for specific
commissioned specialised services. GOSH has a 10-cot specialist NICU (level 3).

Specialist regional, national and international services at GOSH, for example specialist
cardiology, neurology and neurosurgery, are not within scope of the Start Well programme,
and neither are cancer services.

1 North Middlesex University Hospital NHS Trust (North Mid) is the busiest emergency
healthcare provider for children and young people in NCL. Its ambulatory care unit is a nine
bedded short stay ward adjacent to the paediatric emergency department, looking after
children for up to 48 hours. Within the ambulatory care unit, the North Mid also run a paediatric
assessment unit (PAU), which is a 24/7 facility for the assessment and treatment of children
who require care from home or need to stay longer after an emergency department visit. There
isonelonger-st ay chil dr en 6 s Theaaspital vas rfo bommissioee dedicated
high dependency unit (HDU) beds; however, provision can be made if required to provide high
dependency care nursing levels on the ward. Due to the high emergency flows within the
Trust, it offers only a small number of planned surgical pathways, although it does carry out a
larger number of emergency operations. Many children and young people in the North
Middlesex catchment area will be referred to other hospitals, such as UCLH or Barnet, for
planned surgery.

1 Moorfields Eye Hospital NHS Foundation Trust (Moorfields) is a leading provider of eye
health services nationally, regionally and locally, for both children and adults. It is an
international centre for ophthalmic research, education and advanced clinical practice. I'he
Richard Desmond Children's Eye Hospital at Moorfields Eye Hospital, based at th i
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