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1. Introduction 
1.1. The Board has recently approved the Trust’s new strategy. We have three core priorities for the years ahead:
1.1.1. to maintain and improve the quality of care we provide in the face of rising demand
1.1.2. to integrate clinical and non-clinical services, delivering the benefits of the merger 
1.1.3. to transform the model of healthcare using technology to better manage demand 
1.2. In recent years, we have been focused on the first and second of these priorities. However, reshaping our hospital capacity to continuously improve quality and efficiency will not in itself stem the flow of demand into our hospitals; indeed it may well increase demand. Therefore, we have added the third priority (transformation) which will be the key to future sustainability. The Executive Team has been restructured accordingly and the Divisional reorganisation calibrated to provide managerial capacity for the transformation work. The priorities have been extensively communicated within the organisation and there is significant appetite for change.
1.3. In line with the digitally enabled transformation agenda, this paper seeks the Board’s approval to further pursue discussions with a health-technology company, Babylon Health, on how we might undertake an R&D collaboration around the provision of integrated, timely and high quality healthcare to patients in Birmingham and our wider catchment area. Given the interest in GP at Hand, Babylon Health’s primary care service, we believe it would be appropriate and transparent to make it known that we are in dialogue with each other about areas of collaboration. 

2. Our strategic imperative to address demand growth
2.1. As a hospital system, we provide high quality acute, secondary and tertiary care across the breadth of our services. This was confirmed again recently by our CQC core inspection. There is always room for improvement, and the focus of integration is to standardise high quality care across sites, but the delivery of high quality hospital based care is not our core problem. In the recent past, our greatest problem would probably have been delayed transfers of care (DTOCs) out of hospital after the acute phase. This remains a major issue in need of improvement, but good work between UHB and the main local authorities and DGHs with which we work has reduced the level of DTOCs by around half of the level we experienced over two years ago. 
2.2. Over the last 2-3 years, the back door problem of DTOCs has been overtaken in severity by the front door problem of emergency attendances and admissions. Over the last three years across our hospitals, emergency attendances have increased by an average of 3.4% p.a., and non-elective admissions through our A&Es have increased by an average of 5.5% p.a. Patients who entered hospital on a non-elective pathway now account for over 90% of bed days across the trust so we have less than 10% of bed days to run our admitted, elective programmes. Our modelling shows that if this level of non-elective demand continues for the next five years – and, if all else remains equal, there is no reason to think it will not grow at that level – then our elective waiting list could be 40% larger than it is today. 
2.3. There are two main dimensions to urgent and emergency demand: ambulatory patients who are not acutely ill, but who attend the Emergency Department in the absence of a suitable and timely alternative; and patients who are acutely ill, often because of underlying chronic conditions or frailty, and who may need admission. (N.B. the following paragraphs are based on QE figures for simplicity of data extraction. We are currently running the same analysis for all sites, but the proportions will be similar for our other two major EDs at Heartlands and Good Hope, although different for Solihull’s MIU with its less acute case-mix). 
2.4. To take the first of these dimensions, we know that many patients find it increasingly hard to get an appointment to see a GP, sometimes waiting two to three weeks, due to the intense pressure on general practice and the national and local shortage of GPs that has been well documented. Urgent care services provided out of hours can be fragile and unpredictable, with frequent short notice service closures or interruptions that put unexpected pressure on hospital Emergency Departments. More and more people are going to hospital ED over other alternatives because it is open 24/7 and is seen as the place of greatest safety and accessibility in healthcare. 
2.5. Of the 133,800 patients who attended QE’s ED in the last year, 39,700, approximately 30%, were discharged without the need for admission or diagnostic tests. All but 2,000 of that group of patients were discharged home. The majority of those patients could have received the advice and support they required in a primary care or an urgent care setting, such as a walk-in centre, and did not need to be in an acute hospital ED.
2.6. A further 43,000 had at least one diagnostic test before being discharged without needing admission, but the vast majority of those tests did not require specialised equipment such as CT or MRI. A proportion of these patients could also have been seen in lower acuity settings, especially one with limited diagnostic functionality, such as phlebotomy and plain film x-ray. 
2.7. The second dimension is patients who are acutely unwell when they arrive at ED, many of whom need admission to a bed. Of the 133,800 patients who attended QE’s ED in the last year, 51,200 (38%) were admitted. These are mainly patients who do need timely access to acute care.[footnoteRef:2]  Our aims must be twofold: firstly, to improve the management of frailty, chronic disease and co-morbidity outside hospital to prevent avoidable acute exacerbations and admissions; secondly, to decongest the acute sites of some of the ambulatory care (both outpatients and unscheduled) that does not need to be provided there so that more of the hospital estate and the specialised clinicians based in hospital can be focused on providing high quality care for acutely ill patients.  [2:  The work we commissioned from Newton Europe showed that approximately 20% of our admissions could have been avoided if alternative care options had been available out of hospital.] 

2.8. There is significant potential to improve the management of chronic disease and frailty outside hospital. For example, a recent scheme in Manchester which connected paramedics, care homes and hospitals reduced by 87.5% the number of elderly patients conveyed to hospital from care homes after a fall, at a saving of £1.5m.[footnoteRef:3] Specialist medical opinion was projected virtually to the patient, paramedic and care home, rather than taking the patient by ambulance to hospital to access that opinion.  [3:  The Economist. 30 March 2019.] 

2.9. We also know that now around a third of patients admitted to hospital through ED have five or more co-morbidities, up from one in ten a decade ago.[footnoteRef:4] Often these patients’ conditions are not well managed outside hospital. Across UHB, we now provide in the region of two million outpatient appointments per year, and there is undoubtedly scope to use more remote monitoring, sophisticated risk stratification and video consultations to improve the quality of care, productivity of our services and to reduce acute exacerbations of chronic conditions that result in admission to hospital.  [4:  The Health Foundation. Emergency Hospital Admissions in England. May 2018.] 

2.10. In summary, to deliver our strategic aims and support future sustainability we must find ways to reduce unnecessary footfall at hospital, both outpatients and ambulatory care through ED, repurpose parts of the hospital estate to focus even more on acute and tertiary care, and better manage frailty and chronic disease in the community to reduce avoidable hospitalisation. We need a step change in pace and scale because incremental improvements will not match the pace of demand growth we are experiencing in our current model of care. We need to use technology innovatively and widely to achieve this transformation.  The proposed health-technology collaboration outlined below may be able to play a part in helping us to deliver on our ambitions. 

3. Potential health-technology collaboration  
3.1. UHB has an established track record as a leader and innovator in health technologies, being designated an NHS Global Digital Exemplar. As well as developing in-house systems over many years, such as PICS, OPTIMS, NORSE, RISP, HED and more, we have regular market engagement with health technology companies. Since September 2018, in particular, as the sustainability challenge has come into sharper focus, we have stepped up our engagement in this area. 
3.2. We are a central delivery partner for WM5G, which is the West Midlands Combined Authority’s national 5G test bed, and were one of the reasons that national competition was won by our region. This will not only give us early access to 5G connectivity, but perhaps more importantly will help to further establish our credentials as a health-tech hub which will attract other innovators. We will continue to engage with a range of technology organisations as it is likely that our expansive transformation ambitions will require multiple partners and solutions.
3.3. Babylon Health is the health-tech company that provides the fast growing GP at Hand service in London. This was prompted initially by them being approved by NHS England to roll out GP at Hand to patients in Birmingham as the next phase of their expansion.
3.4. In the NHS, the GP at Hand product is only available in London at present, pending the Birmingham launch, but has gained nearly 50,000 registered users in 18 months and that number continues to grow apace. It is free at the point of use for NHS patients, provided they switch their GP registration to Babylon’s partner practice in Hammersmith and Fulham, or it can be accessed privately for patients who do not want to switch GP. 
3.5. Approximately 85-90% of GP at Hand consultations do not require face to face follow up, but those that do are directed to a physical clinic, and they will be opening a clinic at Glover Street in Bordesley for this purpose. An independent evaluation has been commissioned by the local CCG and NHS England. It is due to be published imminently and we will study it with interest. 
3.6. Given that GP at Hand is expanding to Birmingham soon under a contract endorsed by NHSE, there are a number of areas of potential collaboration which might support our strategic aims in the secondary care sector, including: 
· Virtual outpatient consultations and chronic disease management
· Pre-hospital triage for unscheduled care
· Referral pathways from GP at Hand to UHB services and vice versa
3.7. It will be important for any or all of these developments to be supported by a robust Clinical Governace process to ensure that continuous improvement of the processes and technology is safe, and as good and swift as possible. Babylon have agreed that this would be best achieved by embedding their staff into the UHB Clinical Governance framework.

4. Virtual outpatient consultations and chronic disease management
4.1. We currently provide around two million outpatient appointments across our sites. Our own clear intention, and the direction of national policy in the NHS Long Term Plan, is to move a substantial proportion of this activity into virtual appointments. We are currently undertaking an exercise to assess how many of our appointments could move wholly online i.e. where there is no need to physically assess the patient. There will be a further, substantial cohort of patients who could have virtual consultations if we could provide phlebotomy beforehand in a convenient location with results available in the electronic patient record. The more extensive our diagnostic capacity in community hubs, the more outpatient appointments could be delivered virtually. 
4.2. Babylon Health’s video software has been deployed successfully for primary care consultations. We would seek to explore the use of video software for outpatients and whether it could link seamlessly with PICS to support an integrated patient record. 
4.3. In addition, Babylon has a suite of condition management products in development, and their fully digital health check service was launched in 2018. These services support ongoing health management of patients, including online guides and support tools to visualise chronic disease risks and increase adherence to personalised care plans.
4.4. The first module will be in type II diabetes and they will expand to other conditions with similar causes and management plans, such as hypertension. In time, they intend to develop a full suite of condition management tools. When ready to use with patients and primary care professionals, the condition management tools could be deployed alongside the virtual consultation technology to help manage patients’ chronic conditions more effectively in the community, thus reducing the need for hospital attendance and/or admission.
4.5. The condition management tools are being developed by Babylon Health through literature reviews to design best practice protocols, overseen by their team of GPs. These tools could be of even higher quality and more valuable if UHB’s clinical experts helped to develop them, providing advice, quality control and specialist clinical endorsement. 

5. Pre-hospital triage for unscheduled care
5.1. There is potential to triage out a proportion of the avoidable attendances that present at our Emergency Departments i.e. some of those who are discharged without the need for admission or significant diagnostic testing. We would like to explore whether an AI symptom checking tool, such as Babylon’s AI symptom checker, currently designed for and aimed at primary care, could be developed for use in relation to urgent and emergency care. This could be promoted to our catchment population on our website and other communications media to encourage use before hospital, and also made available at our EDs as an adjunct to triage by a clinician. Used in this way, it would provide the AI symptom checker through a chatbot, backed up by UHB’s clinicians. This could provide an effective pre-hospital triage and advice service for patients. 
5.2. The benefits to patients would be a readily accessible 24/7, pre-hospital clinical advice service for unscheduled care, which is additional to anything that is currently offered and which can effectively signpost patients to where they should go for their clinical needs.  For the Trust it could help to check unscheduled care demand into our Emergency Departments from patients who are not acutely unwell. For patients who do need to come to hospital, or who have used the symptom checker at the hospital front door, it would speed up triage and aid clinicians through the symptom checker algorithm. 

6. Referral pathways from GP at Hand to UHB services and vice versa
Whether or not either of the possibilities above comes to fruition, the GP at Hand service has been approved by NHS England to expand to Birmingham. We will need to ensure that patients referred to hospital through GP at Hand, and those referred back to primary care from UHB, experience a high quality, joined up service. There is an opportunity for this to be smoother if we can link Babylon’s software systems with our own than would otherwise be the case. Again, we would suggest centrally coordinated dialogue with Babylon involving our clinicians, operational managers and IT team. 

7. Communications
7.1. GP at Hand has proven generally popular so far with its registered patients and with its staff. However, it has proven unpopular with GP partners whose income is linked to the number and demographics of patients on their practice lists. That is largely a problem created by the historic funding model of General Practice. 
7.2. Given that GP at Hand will soon be caring for Birmingham patients, and they have significant technological capabilities which could potentially support our strategic aims, we feel we should have an open dialogue about areas of potential collaboration in the best interests of our patients, as we would with any of our other local GP providers.
7.3. We are aware that there is significant interest within the sector about GP at Hand’s roll out, so we are minded to make public the fact that we are in dialogue with Babylon Health in the interests of transparency. At this stage, we would be merely setting out the areas of potential collaboration, rather than any firm agreement, but that in itself may be a matter of interest. 

8. Recommendations
It is recommended that the Board approve the following actions:
8.1. Exploration of the merits of a collaboration with Babylon Health to support the delivery of our strategic objectives;
8.2. An internal project team to be established, within existing resources, to explore the use of video consulting and AI symptom checking software in outpatients and urgent care on a vendor neutral basis;
8.3. The establishment of a diverse patient panel to advise on the application and testing of video and AI software from the patient point of view; and
8.4. Undertaking of an assessment of the various models of vertically integrating primary and secondary care that are being tested in other parts of the NHS to inform our future direction. 


Dr David Rosser
Chief Executive
