PTHB Board Meeting
Wed 29 September 2021, 10:15 - 14:00

Teams
Agenda

10:15-10:15 1, PRELIMINARY MATTERS

0 min
Bj Board_Agenda_29Sept21_Final.pdf (3 pages)

1.1. Welcome and apologies for absence
1.2. Declarations of interest

1.3. Minutes of previous meeting: 28 July 2021 for approval

Bj Board Item_1.3a_PTHB Board Minutes Unconfirmed 28-07-2021.pdf (23 pages)

1.4. Matters arising from the minutes of previous meeting

1.5. Board Action Log

B Board_Item_1.5 PTHB_Action_Log_Sept21.pdf (1 pages)

1.6. Update Reports of the
1.6.1. Chair

1.6.2. Chief Executive

10:15-10:15 2, ITEMS FOR APPROVAL/RATIFICATION/DECISION

0 min

2.1. Endorsement of the Strategic Approach to Systems Resilience
2.2. Strategic Service Change Proposals

2.2.1. Changes to services commissioned by WHSSC

B Board_ltem_2.2a_Commissioning Future New Services for Mid, South and West Wales WHSSC cover paper.pdf (7
pages)
Bj Board_ltem_2.2ai Annex A Commissioning Future New Services for Mid, South and West Wales.pdf (7 pages)
B Board_Item_2.2aii Appendix 1 Letter to Kate Eden - Hepto-Pancreato-Biliary Surgery.pdf (2 pages)
3 Bj Board_Item_2.2aiii Appendix 2 Letter to Sian Lewis - Paediatric Orthopaedic Specialised Surgery.pdf (1 pages)
> (@,\

%0232%2-2-2- South East Wales Vascular Services

<

o Board_ltem_2.2b 210927-Board-Vascular.pdf (8 pages)

'%oard_ltem_2.2bi 210927-Board-Vascular-Business Case.pdf (156 pages)

2.2.3. South Wales Adult Thoracic Surgical Centre Strategic Outline Case



Bj Board ltem_2.2c_South Wales Thoracic Surgery Service.pdf (5 pages)
Bj Board _Item_2.2ci_Thoracic SOC final 10.08.21.pdf (61 pages)

2.3. Pharmaceutical Needs Assessment

B Board_Item_2.3 PNA Sep 2021.pdf (5 pages)
Bj Board Item 2.3a_Powys PNA reformatted.pdf (304 pages)

2.4. Environment and Sustainability Strategic Plan

2.5. Board Level Policies - Fire Safety

Bj Board Item 2.5 Fire Safety Policy 29 Sept 2021.pdf (4 pages)
Bj Board_ltem_2.5a_Fire_Safety Policy 29 Sept 2021.pdf (25 pages)

2.6. Board and Committee Arrangements

2.6.1. Committee Terms of Reference 2021/22

2.6.2. Annual Priorities 2021/22

2.7. Laboratory Information Network Cymru (LINC) Programme Business Case

Bj Board_ltem_2.7_LINC Business Case Summary.pdf (3 pages)

10:15-10:15 3, ITEMS FOR DISCUSSION

0 min
3.1. Nurse Staffing Levels Action (Wales) Assurance Reports

B Board_Item 3.1 _NSLA Report_ 29092021.pdf (12 pages)

3.2. Integrated Performance Overview

Bj Board_ltem_3.2 PerformanceOverview August 2021v2.pdf (36 pages)

3.3. Financial Performance

B Board_ltem_3.3 Financial Performance Report Mth 5.pdf (19 pages)

3.4. Corporate Risk Register, September 2021
Bj Board Item 3.4 CRR_Sept21.pdf (5 pages)

Bj Board_ltem 3.4b_Appendix_2_ Risk_Assessment_BD_Supply_Chain_v3.pdf (2 pages)
Bj Board_Item_3.4a_Appendix_1_CRR_September_2021.pdf (38 pages)

3.5. Report of the Chief Officer of the Community Health Council

B Board Item 3.5 CHC CO Report for PTHB Sept 2021 FINAL.pdf (8 pages)

A,
Og% 3.6. Assurance Reports of the Board's Committees
T)cp/:i‘o
2,
*/5,3.6.1. PTHB Committees

X

ﬁg;@oard_ltemj.6a_Committee Chair Reports Sept 2021.pdf (3 pages)

Bj Board_Item_3.6aii_ App B ARA Chairs_Report_14 September 2021.pdf (5 pages)

B Board_ltem_3.6aiii_App C Delivery and Performance Committee Chairs Assurance Report 2 September 2021v2.pdf (8



10:15-10:15
0 min

10:15-10:15
0 min

pages)

3.6.2. Joint Committees
B Board_Item 3.6b_A Joint Committee Reports_Sept 2021.pdf (3 pages)
Bj Board_Item 3.6bi_App 1 JC Briefing v1.0.pdf (6 pages)

B Board_Item_3.6bii App2 EASC13July2021_EASC.pdf (12 pages)
Bi Board_Item_3.6bii_App 2 EASC20July2021_ EASC.pdf (5 pages)

3.7. Assurance Report of the Board's Partnership Arrangements

Bj Board ltem_3.7_Summary of Partnership Board Activity.pdf (3 pages)
B Board_ltem_3.7a_App A SSPC Assurance Report 22 July 2021.pdf (5 pages)

3.8. Report of the Board's Local Partnership Forum

B Board_ltem_3.8 LPF Advisory Group Sept 2021.pdf (2 pages)
Bj Board Item 3.8a_App 1_Advisory Groups_LPF Report Sept 2021.pdf (3 pages)

4. ITEMS FOR INFORMATION

5. OTHER MATTERS

5.1. Any other urgent business

5.2. Close

5.3. Date of next meeting:

24 November 2021 at 10.00 via Microsoft Teams



POWYS TEACHING HEALTH BOARD
BOARD MEETING Q G| | Bwrdd lechyd
WEDNESDAY 29 SEPTEMBER 2021 o'No Addysgu Powys
10.15 - 14:00 <) NHS | Powys Teaching
TO BE HELD VIA MICROSOFT
TEAMS b Health Board
.~ AGENDA
Time | Item Title Attached Presenter
/ Oral
1: PRELIMINARY MATTERS
10.15am | 1.1 | Welcome and Apologies for Oral Chair
Absence
1.2 | Declarations of Interest Oral All
1.3 | Minutes of Previous Meeting: Attached Chair
28 July 2021 (for approval)
1.4 | Matters Arising from the Oral Chair
Minutes of the Previous
Meeting
1.5 | Board Action Log Attached Chair
1.6 | Update from the:
a) Chair Attached Chair
b) Chief Executive Attached Chief Executive
2: ITEMS FOR APPROVAL/RATIFICATION/DECISION
10.35am | 2.1 | Strategic Approach to System Presentation Medical Director and
Resilience Director of Primary,
Community Care
and MH
10.55am Strategic Service Change Attached Director of Planning
Proposals: and Performance
a) Changes to services
commissioned by WHSSC
b) South East Wales Vascular
Services
c) South Wales Adult
Thoracic Surgical Centre
Strategic Outline Case
11.15am Pharmaceutical Needs Attached Medical Director
Assessment
11.30am Environment and Attached Director of Planning
Sustainability Strategic Plan and Performance
A,
11.4 a@& PTHB Fire Safety Policy Attached Director of
< Workforce and OD
12.00pm COMFORT BREAK
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12.20pm Board and Committee Attached Board Secretary
Arrangements:
a) Committee Terms of
Reference 2021/22
b) Annual Priorities 2021/22
12.35pm Laboratory Information Attached Director of Finance
Network Cymru (LINC) and IT
Programme Business Case
3: ITEMS FOR DISCUSSION
12.45pm Nurse Staffing Levels Act Attached Director of Nursing
(Wales) Assurance Report and Midwifery
12.55pm Performance Overview Attached Director of Planning
against National Outcomes and Performance
Framework, August, 2021/22
1.10pm Financial Performance, Month Attached Director of Finance
05 of 2021/22 and IT
1.25pm Corporate Risk Register, Attached Board Secretary
September 2021
1.35pm Report of the Chief Officer of Attached Chief Officer of CHC
the Community Health
Council
1.45pm Assurance Reports of the
Board’s Committees
a) PTHB Committees Attached Committee Chairs
b) Joint Committees Chief Executive
Assurance Report of the Attached Chief Executive
Board’s Partnership
Arrangements
Report of the Board’s Local Attached Director of
Partnership Forum Workforce and OD
4: OTHER MATTERS
4.1 | Any Other Urgent Business | Oral | Chair
2.00pm | 4.2 |Close
4.3 | Date of the Next Meeting:
» 24 November 2021 at 09:00 via Microsoft Teams
Key:

Well-being Objective 1:

Focus on Well-being

Well-being Objective 2:

Early Help and

Support

Well-being Objective 3:

Tackle the Big Four

Well-being Objective 4:

Joined Up Care

78

Well-being Objective 5:

Workforce Futures

\Oop

>JsWell-being Objective 6:

Innovative Environments

“Altell-being Objective 7:

Digital First

Well|-being Objective 8:

Transforming in Partnership

All Well-being Objectives
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MESSAGE TO THE PUBLIC:

Powys Teaching Health Board is committed to openness and transparency,
and conducts as much of its business as possible in a session that members
of the public are normally welcome to attend and observe. However, in light
of the current advice and guidance in relation to Coronavirus (COVID-19), the
Board has agreed to run meetings by electronic / telephony means as
opposed to in a physical location, for the foreseeable future. This will mean
that members of the public will not be able attend meetings in person.

The Board has taken this decision in the best interests of protecting the
public, our staff and Board members.

The meeting will be available to view by the public both in real time by a live-

stream and after the meeting when it has been uploaded to the website.
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POWYS TEACHING HEALTH BOARD

UNCONFIRMED

MINUTES OF THE MEETING OF THE BOARD
HELD ON WEDNESDAY 28 JULY, AT 10.00AM

Present

Vivienne Harpwood
Carol Shillabeer
Melanie Davies
Trish Buchan
Matthew Dorrance
Susan Newport
Ian Phillips

Mark Taylor

Tony Thomas
Rhobert Lewis
Frances Gerrard
Ronnie Alexander
Stuart Bourne
Jamie Marchant

Kate Wright

Alison Davies
Pete Hopgood
Claire Madsen

In Attendance
Rani Mallison
Andrea Blaney
Liz Patterson
Caroline Evans

VIA TEAMS

Independent Member (Chair)
Chief Executive
Independent Member (Vice-Chair)

Independent Member (Third Sector Voluntary)

Independent Member (Local Authority)
Independent Member (TUC)
Independent Member (ICT)

Independent Member (Capital & Estates)
Independent Member (Finance)
Independent Member (General)
Independent Member (University)
Independent Member (General)

Director of Public Health

Director of Primary, Community Care and
Mental Health

Medical Director

Director of Nursing & Midwifery

Director of Finance and IT

Director of Therapies & Health Sciences

Board Secretary

CHC

Corporate Governance Manager
Head of Risk and Assurance

Board Minutes Meeting held on
28 July 2021
Status: UNCONFIRMED

Page 1 of 23
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Apologies for absence

Hayley Thomas Deputy Chief Executive and Director of
Planning & Performance

Julie Rowles Director of Workforce, OD & Support Services

Katie Blackburn CHC Chief Officer

PRELIMINARY MATTERS

RESOLVED THAT due to the unprecedented health emergency of COVID-19,
and the clear Public Health instruction to practice social distancing,
meetings will run by electronic means as opposed to in a physical location.
This decision had been taken in the best interests of protecting the pubilic,
staff and Board Members.

The meeting was live-streamed and uploaded to the website after the
meeting for viewing on demand.

PTHB/21/33 WELCOME AND APOLOGIES FOR ABSENCE

The Chair welcomed all participants to the meeting noting
that a number of observers were present as outlined in the
attendance record. Apologies for absence were noted as
recorded above. A particular welcome was extended
Independent Member R Alexander who was attending his
first meeting of the Board.

PTHB/21/34 DECLARATIONS OF INTEREST
No new declarations of interest were made.

PTHB/21/35 MINUTES OF MEETING HELD ON 26 May 2021, 10
June 2021 and 29 June 2021:

The minutes of the meeting held on 26 May 2021 were
received and AGREED as being a true and accurate record.

The minutes of the meeting held on 10 June 2021 were
received and AGREED as being a true and accurate record

The minutes of the meeting held on 29 June 2021 were
received and AGREED as being a true and accurate record

PTHB/21/36 MATTERS ARISING FROM THE MINUTES OF THE
PREVIOUS MEETING

A,
0\%% There were no matters arising from the minutes.
(o)
7
\_)0\_)\;(/;}
Q.
o,
<
Board Minutes Meeting held on Page 2 of 23
28 July 2021
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PTHB/21/37 SUMMARY OF BOARD IN-COMMITTEE MINUTES FROM
26 MAY 2021

The summary of the minutes of the Board In-Committee
meeting from 26 May 2021 was RECEIVED.

PTHB/21/38 BOARD ACTION LOG

The following actions on the action log had been added, all
of which had been transferred to the Performance and
Resources Committee to track:

PTHB/21/25 - PTHB Annual Performance Report
2020/21 - Detailed report on access waiting times to
be reported to Performance and Resources
Committee

PTHB/21/10 - Financial Performance - Report on
Continuing Healthcare and associated risks to be
presented to Performance and Resources Committee
PTHB/21/10 - Performance Reporting - Issue
regarding the non-availability of performance data
regarding cancer from Welsh providers to be
monitored by Performance and Resources Committee

The following action remained:

PTHB/20/155 - P&R Committee Chair’s Report - A
Board discussion to take place on risks associated
with Workforce Sustainability and Model as
articulated in the Corporate Risk Register will be
included in the workplans to be presented to Board
on 29 June 2021

—
<[
%

03¢

PTHB/21/39 | UPDATE FROM THE:
A) CHAIR

The Chair presented a written report drawing attention
to recent Ministerial meetings and the eight Ministerial
Priorities. The Charitable Fund had had a successful
year supporting many new projects.

B) VICE-CHAIR

The Vice-Chair presented a report drawing attention to
o, recent meetings with the Deputy Minister for Health and
) Wellbeing, and that the Partnership meetings were

§ taking place again after a changed scheduled during the
22 pandemic.
O
Board Minutes Meeting held on Page 3 of 23
28 July 2021

Status: UNCONFIRMED
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C) CHIEF EXECUTIVE

The Chief Executive presented a report noting that the
eight Ministerial Priorities outlined in the report align
with work undertaken to produce the Annual Plan.

When the report was written there was a clear sense
that the third wave of the pandemic was increasing
although there has been a reduction in case numbers
over the last few days. The system was still under
pressure due to the pandemic, directly as well as
through staff absence and high demand for urgent and
emergency care.

The organisation has continued to maintain stakeholder
engagement and this remained a key focus.

The updates from the Chair, Vice-Chair and Chief Executive
were RECEIVED.

ITEMS FOR APPROVAL, DECISION OR RATIFICATION

PTHB/21/40 ORGANISATIONAL DEVELOPMENT STRATEGIC
FRAMEWORK

The Chief Executive presented the report seeking approval
for an updated Framework to underpin the delivery of the
Health and Care Strategy by aligning the organisation’s
process, people, structures and culture to ensure
organisational effectiveness. The Framework focussed on
recovery from the pandemic and renewal of services whilst
continuing to improve the effectiveness of the Health
Board. In producing the updated Framework extensive
dialogue had taken place in Board Development sessions,
at informal Executive Committee and in a Local Partnership
Forum workshop. The original principles were found to still
be valid and the key priorities were outlined within the
report. Whilst much work had taken place it was
acknowledged that there was further work to be done.

The Organisational Development Strategic Framework
2021-24 was APPROVED.

Board Minutes Meeting held on Page 4 of 23
28 July 2021
Status: UNCONFIRMED
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PTHB/21/41 ALL WALES POSITRON EMISSION TOMOGRAPHY
(PET) PROGRAMME BUSINESS CASE

The Director of Therapies and Health Sciences presented
the report outlining that the Welsh Health Specialised
Services Committee had requested that the Programme
Business Case for the All Wales Positron Emission
Tomography Programme was brought to Board for
approval. The Capital Estates and Facilities Team at Welsh
Government had indicated that they would be willing to
accept the Business Case once letters of support from
Health Boards had been submitted.

The need for more capacity in PET across Wales is
recognised. Are there any other locations that Powys
residents attend for PET scans? Is PTHB paying for PET
scans on a pay per scan basis and would this proposal
result in PTHB paying disproportionately for infrastructure?
The Chief Executive noted that Powys residents had
travelled a considerable distance into England to have a
PET scan. The specialised nature of the service meant the
benefits outweigh the challenges of long-distance travel.
Wales was behind England in provision of PET scans and
whilst the additional capacity was welcomed it was
essential that it was accessible to, in particular, north
Powys residents. Discussion was on-going regarding the
final proposed site.

Across Wales there a risk share agreement was in place
which calculated how much PTHB use a service and how
much should be paid. This was last calculated two years
ago and was increased. There had been no recalculation
during the pandemic but it was expected to be recalculated
shortly so that the risk share remains fair.

The Director of Therapies and Health Sciences noted that
PTHB had good representation on WHSSC and confirmed
that public engagement would take place on the proposed
site. The potential for a mobile solution had been
examined but due to the nature of the scanning that took
place and the need be able to visit toilet facilities during the

A,
), . .
%/;% process a static site was preferable.
[55%)
_)O\_/)Z(/é
% Independent Members made the following observations:
<o
<
Board Minutes Meeting held on Page 5 of 23
28 July 2021
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e This paper highlights where Wales is in scanning
capacity compared to other countries. With regard to
the Business Case, has the assumption for growth
been underestimated? It is projected to be 17.5%
but given that England’s growth is projected to be
18% will Wales fall further behind?

e Proposals for PET are welcomed but proposals for
other scans at a sub-regional level should also be
looked at.

e Whilst it is important to get the infrastructure and
location right it will also be important to staff it to
ensure maximum use. Additional discussion
regarding maximising the benefits of the investment
would be welcomed.

The Board APPROVED the all Wales PET/CT Programme
Business Case for submission to Welsh Government.

PTHB/21/42 | ANNUAL EQUALITY MONITORING REPORT, 2020-
2021

The Director of Therapies and Health Sciences presented
the report outlining how the Public Sector Equality Duty
required Health Boards to produce an Annual Report
outlining the steps taken to achieve its Strategic Equality
Plan objectives. Despite the pandemic significant progress
had been made to implement the SEP objectives, progress
was outlined together with risks identified and mitigation
actions described. The main areas of focus for 2021/22
were outlined as:

e BAME,
e Sensory Loss, and
e Gender Identity

What was the process for identifying the three areas? Why
was inequality as a result of poverty not identified as a
priority?

The priorities were selected as they were particularly

o, highlighted due to the challenges caused by covid, along
9 . . . .
/vgfg% with a national directive to look at these areas. New
EERON legislation exists that requires the organisation to take
O, . . . . . .
2 certain actions in relation to the impact of poverty via the
2
Board Minutes Meeting held on Page 6 of 23
28 July 2021

Status: UNCONFIRMED
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Equality Impact Assessment and therefore this was already
covered in business as usual processes. There were many
areas that need consideration but if all areas were looked
at every time then none would get the required attention.
It was recognised that public engagement would be
necessary, this had been difficult during the pandemic but
arrangements would be made for this going forward.

It is welcomed that our Strategic Equality Plan links closely
to our IMTP objective but given a number of objectives
relate to partnership activities and how the organisation
works in partnership to address the issues of equality how
will the Board gain assurance that this is taking place?

The Director of Therapies and Health Sciences advised that
as Lead Officer a report could be prepared outlining the
meetings that are attended and the engagements
undertaken. Partnership working was close with
organisations such as PAVO and the Council as well as with
other Equality Leads across Wales NHS.

The Board Secretary advised that the proposals to alter the
Committee Structure included the creation of a new
Workforce and Culture Committee which had a clear remit
regarding the equality and diversity agenda and the work
programme for that Committee could monitor the
implementation of that plan.

The second part of the paper outlines areas of work such as
the Menopause Café, Neurodiversity network and the Wales
Career events which are welcome areas of work. When will
an update be available regard the Gender Pay Gap?

The Director of Workforce and OD had commissioned a
piece of work regarding this and would be able to update
Board when this had been completed.

Substantial progress has been made including in networks
for the advancement of under represented groups and
minorities in the Health Board. Do these groups influence
the development of policy and the way services are
delivered for them? For example for an LGBT person

o;% access to prep as a Powys resident is still a barrier, as this
~5y I~ . .
&%, is only provided out of county. How we can we ensure the
03¢, . .
e% Powys population have the same access to services as
2% those who live outside Powys? The establishment of a
<o
Board Minutes Meeting held on Page 7 of 23
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Gender Identity network is a positive step to establish the
Health Board as a trans ally, however in the Workforce
Data Equality Annual Report the only options given for
identity were male or female. How, therefore is the
network influencing and changing the way the workforce
and patients are able to freely express their gender
identity?

The Director of Therapies and Health Services noted that
this was an example of where IT needed to catch up with
changes in culture. Work was taking place examining how
equalities data was collected for patients. This observation
would be shared with the Director of Workforce and OD in
respect of workforce data collection.

In respect of the impact of the work of the equalities
groups, a new equalities impact assessment had been
introduced which drew the attention of policy makers to
consideration of the impact of their work on all groups.

The Chief Executive noted that strategically the
organisation was gathering momentum on the equalities
agenda although was at an early stage. There was a
keenness to have a broad-based approach linked to health
inequalities and people in communities that are more
socially and economically disadvantaged. This was
effectively a transitional year where the groups had been
set up and now the organisation needed to make the
strategic and operational changes identified. A systematic
approach was needed to respond to the types of issues that
had been raised.

The Board Secretary advised that the collation of
information was via ESR and the Director of Workforce and
OD would feedback the comments on data collection to the
national team.

The Board APPROVED the Equality Annual Monitoring

Report.
PTHB/21/43 BOARD GOVERNANCE:
o)
O%fc% a) AMENDMENTS TO STANDING ORDERS, JULY 2021
_)0._/)2(/'
%.
0.
.TD,(\
Board Minutes Meeting held on Page 8 of 23
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The Board Secretary presented the report outlining that
amendments to Standing Orders had been issued by Welsh
Government in April 2021. These related to Powys
Teaching Health Board and the Joint Committees of WHSSC
and EASC. The changes were minor reflecting updated
wording and changes to guidance.

The Board ADOPTED the amendments to Standing Orders
the Reservation and Delegation of Powers, and Standing
Financial Instructions as issued by the Minister for Health
and Social Services in accordance with his powers of
direction contained within sections 12(3) (for Local Health
Boards) and 19(1) (for NHS Trusts) and 23(1) (Special
Health Authorities) of the National Health Service (Wales)
Act 2006.

These amendments included adopting amendments made
to the Standing Orders of the Welsh Health Specialised
Services Committee (WHSSC) and the Emergency
Ambulance Services Committee (EASC). These form
Schedules 4.1 and 2.2 of the Health Board’s Standing
Orders.

b) COMMITTEE ARRANGEMENTS 2021/22,
INCLUDING MEMBERSHIP

The Board Secretary presented the report outlining
proposed changes to the Committee arrangements for
2021/22 and membership thereof. Terms of Reference for
the Committees were in development and would be brought
to Board in September 2021 after discussion in the
committees.

It was confirmed that the membership of Charitable Funds
included both Independent Members and Executive
Directors with equal standing as trustees of the charity.

The Board AGREED the following Board Committees being
constituted for the financial year 2021/22:
a) Audit, Risk and Assurance Committee;
b) Patient Experience, Quality & Safety Committee
o Mental Health Act Power of Discharge Group

%., c) Workforce & Culture Committee
s d) Delivery & Performance Committee
Board Minutes Meeting held on Page 9 of 23
28 July 2021

Status: UNCONFIRMED

12/790



e) Planning, Partnership and Public Health Committee
f) Charitable Funds Committee;

g) Remuneration and Terms of Service Committee; and
h) Executive Committee;

The Board APPROVED Membership for the above
Committees as set out in the report;

The Board AGREED that Terms of Reference & Operating
Arrangements would be developed (reviewed where they
already exist) and agreed by respective Committees with
onward presentation to Board for ratification in September
2021 (Committees will consider these virtually if meetings
were not scheduled in advance of the Board meeting);

The Board NOTED the Schedule of Board and Committee
meetings attached at Appendix C, based on the proposed
committee structure;

The Board NOTED that Annual Work Programmes for each
committee were under development and would be aligned
to priority areas identified through the Annual Plan
2021/22, the Board Assurance Framework (when
populated) and Corporate Risk Register; and

The Board NOTED arrangements established in addition to
formal Board and Committee meetings to support the
Board in fulfilling its responsibilities.

c) CORPORATE RISK REGISTER, JULY 2021

The Board Secretary presented the report outlining that in
June 2021 the Board agreed the Annual Plan for 2021/22
which included some risks. These risks had now been
mapped against the Corporate Risk Register and Executive
Directors had reviewed the risks with their teams to ensure
the CRR fully reflected the risks.

&% The emerging strategic risks do not appear to include a
/%fffo,) strategic digital/information risk in respect of an up to date
EoR and complete patient record (at present there is a mix of
%., digital and paper records). There is risk around workforce
A
<0
Board Minutes Meeting held on Page 10 of 23
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and sustainability, and around patient safety with patients
receiving care from different providers. There is also a
workforce issue with staff expected to maintain numerous
and different records. A further risk relates to inequality of
access to digital services due to digital poverty and a lack
of accessibility in Powys. This is an ongoing strategic risk.

The Board Secretary advised that in respect of inequity of
access, the digital aspect and mitigations could be included.
In respect of safeguarding and records management a
report was in preparation for the September meeting of the
Delivery and Performance Committee and a view could then
be taken on the need for escalation to the Risk Register.

The Chief Executive noted that inequality was key and one
of the emergent risks was in relation to this. This could be
perpetuated in some cases by digital means and the Annual
Plan included a digital inclusion stream to support people in
the digital environment. The last year had been an
accelerator in digital terms and the organisation was raising
its ambition in respect of what could be achieved. This
needed to be kept under review.

In respect of CRR 05 (The care provided in some areas is
compromised due to the health board’s estate being non-
compliant and not fit for purpose), the risk target has been
altered although the risk score is the same. Does this
mean the risk is reduced overall?

The Board Secretary advised that risk target was examined
in line with risk appetite. There had been little movement
in relation to the management of the risk and the target
was very low. A discussion ensued regarding the potential
that the target would ever be achieved or, if there was a
level of risk that would need to be accepted, and an adjust
to the target level rather than the risk was made.

The Chief Executive noted that this had been on the Risk
Register for a long time. Capital investment had increased
recently and it appears that likelihood had reduced.

o Overall, the organisation was developing in terms of risk
%g% management and the Chief Executive was challenging as to
303% whether the organisation was too risk averse. These were
% live issues that were being challenged particularly where
~5., there was a long-term risk that had not moved. There may
Board h/?inutes Meeting held on Page 11 of 23
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be more of this movement coming through and challenge
from Independent Members is welcomed.

The Board Secretary advised that the Performance and
Resources Committee had recently received an update on
the Estate and it was intended to ensure regular updates
were programmed which would enable the Committee to
monitor this risk and mitigating actions.

Attention was drawn to the acknowledgement of new risks
outlined in the report, a number of which were the result of
impacts of the pandemic.

The Board Secretary advised that the Risk Register was a

key document to inform the Boards focus and business for
the year ahead and work would be undertaken to improve
the reporting arrangements to highlight risks.

The Director of Primary, Community Care and Mental
Health noted that this related to CRR13 (There are delays
in accessing treatment in for Primary and Community Care
Services in excess of 36 and 52 weeks, and a reduction in
levels of enhanced services provided by General Practices
under the GMS Contract) and noted this was a key area of
focus which would be monitored in Board Committees.

In respect of CRR04 (There is ineffective partnership
working and partnership governance), given that so much
of our work is with partners why is the impact is scored as
3?

The Board Secretary advised this was about the
governance arrangements rather than the effectiveness of
partnership working. The new Planning, Partnerships and
Population Committee would have a key role in monitoring
this risk.

)
O,
0%,
Y)d) \S‘O
>
2 e
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n
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The Board REVIEWED the July 2021 version of the
Corporate Risk Register, ensuring that it was a complete
and a true reflection of the health board’s current high-
level risks; and APPROVED the proposed amendments set
out within the paper to those risks already recorded within
the Corporate Risk Register.

ITEMS FOR DISCUSSION

PTHB/21/44 PTHB’S RESPONSE TO BRONLLYS WELLBEING PARK
COMMUNITY LAND TRUST’S VISION DOCUMENT, 'THE
NEXT TEN YEARS (2020-2030) WORKING TOGETHER
FOR WELL BEING’

The Chief Executive presented the report which provided an
overview of the PTHB’s response to Bronllys Wellbeing Park
Community Land Trust’s Vision Document, ‘The Next Ten
Years (2020-2030) Working Together for Well Being’ and
an update on progress on developing Bronllys Community
Hospital Site.

The Chief Executive noted that site at Bronllys continued to
be a major site for the provision of health and care
services. When the Chief Executive had joined the Health
Board twelve years ago there were questions regarding the
future of the provision of service on this site. It was
acknowledged there had been a history of uncertainty
regarding the commitment of the PTHB to the Bronllys site
but back in January 2019, prior to the pandemic, the Board
were able to publicly confirm their commitment to the site
for provision of health and care. At this time it was
indicated that this was not a priority for major capital
investment under the Health and Care Strategy. However,
attention was drawn to the considerable investment that
had been made on this site including the renovation of Basil
Webb as a Health and Care Academy and bringing buildings
backing into use such as Glasbury House, brought back into
use in 2015 as Head Quarters for the Health Board. Other

o demonstrable improvements had been made with over
2, £4million of investment since 2016. This demonstrated
) . - .
03% clear intent of the Health Boards commitment to the site
%,
)
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and reassurance was again given of a long-term
commitment to the Bronllys site.

The Health Board had responded to the CLT Vision
Document and details regarding correspondence between
the PTHB and CLT is outlined within the report. The Health
Board intends to meet with the CLT to make clear the
position and receive feedback. The Health Board was
secure in its position regarding the importance of the site
for health and care along with the opportunity to develop
further the Chapel, grounds and gardens for the benefit of
patients and staff.

Independent Members made the following observations:

e The outside space is precious for the future as has
been seen with the current pandemic and it is
important to preserve these spaces as we have done.

e The BWBP is a local group and is keen to enhance
provision. It is a shame that the community have not
understood the message that that the site is in use
and continues to be so. The report which outlines the
journey is welcomed and it is hoped the local
community read the report to understand that it is
over a decade that the site has been under threat. It
is disappointing that the conversation has just been
about developing the site for housing and similar
which will never be realised. It is time to move from
this and continue the business of the Health Board.

e The site is crucially important for our patients
including those on the Mental Health ward who may
have been brought in under the Mental Health Act or
are recovering and benefit from quiet and peaceful
surroundings. The Palliative Care Suite, supported by
the Friends of Bronllys Hospital also benefits from the
peaceful site and it should be noted that a Mortuary
is also sited within the grounds.

e The report contains much of detail including the
history of this issue and Board have spent a

0&@ considerable amount of time discussing this. The CLT
8 % . appear unable or unwilling to accept the PTHB
< & position and whilst the meeting with the CLT is
<o crucial, concerns were expressed that the Health
Board ;/I)Oninutes Meeting held on Page 14 of 23
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Board appeared unable to change the CLTs
unwillingness to accept the position and this was
taking a considerable amount of time and taking
colleagues away from important work during the
pandemic.

e The Health Board are willing to work with all
Community Group and there is some common areas
such as the Chapel and grounds where the Health
Board are happy to engage with all interested groups.

e There are very specific situations in which a CLT is an
appropriate method to take through projects. This is
usually in relation to accessing funding that other
bodies cannot access. This is not one of them as this
land is owned by the Health Board.

e There is legislation in England that applies to CLTs
that does not apply in Wales and may be the cause of
some confusion.

e Any work must be for the benefit of patients and
staff.

The Chief Executive agreed that outdoor space had never
been more valued and discussions had taken place
regarding outside learning at the Health and Care
Academy. Independent Members had reflected on the
communication and engagement with the CLT. The Deputy
CEO would be able to attest to the interactions between the
two parties and the attempts to build engagement and
communication opportunities. It was disappointing that the
Health Board had got to the point where it had been
necessary to publicly state its position, but this is done for
the avoidance of doubt, and it was reiterated that the
Health Board remains committed to this site. It was hoped
that by laying out the position it would draw a line under
the issue and allow the organisation to focus on core
business and the response to the pandemic. The Chief
Executive wished the CLT well in pursuing other areas as
the CLT has much motivation and the benefit could be seen
in other parts of the community but not to the scale of their

> ambition on the Bronllys site.
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The Chair concluded that this site is to the benefit of Powys
patients who live in the area and for education. It should
be retained for this purpose.

The Board DISCUSSED and NOTED the content of the
paper which included the Health Board’s response to the
Bronllys Wellbeing Park Community Land Trust’s Vision
Document, ‘The Next Ten Years (2020-2030) Working
Together for Well Being'.

PTHB/21/45 | EXECUTIVE DIRECTOR OF THERAPIES & HEALTH
SCIENCE REPORT - ONE YEAR ON

The Director of Therapies and Health Sciences presented
the report which reflected on Therapies and Health
Sciences since her arrival nearly eighteen months ago. It
outlined the challenges the service faced and set out key
priorities for the year ahead.

The report was commended for the range of work described
and the emerging picture outlined. This group of
specialisms was at the forefront of the repatriation service
with all the benefits that brings. Is it thought that
Therapies and Health Sciences will have a significant
impact in reducing treatment times and what can be done
to amplify and accelerate this benefit?

The Director of Therapies and Health Sciences agreed that
Therapies and Health Sciences have a lot to offer health
care in particular in maximising independence and
returning patients to their previous level of function.
Powys had a Home First approach as it was known people
perform better in their home environment. The service was
constantly evolving and looking at new ways of working,
this work had been accelerated by the pandemic. A virtual
offer had its place as part of mixed provision which could
help avoid long journeys in such a rural environment.
There was also an opportunity to work with Higher
Education to see what is available such as Advance

o)
0&1‘% Practitioners and a need to look further at multidisciplinary
&3003% working.
%.
<,
ps)
Board Minutes Meeting held on Page 16 of 23
28 July 2021

Status: UNCONFIRMED

16/23 19/790



Thanks were expressed for the improvements and impact
made over a short time. The necessity to redesign the
service is noted as a challenge and the intention is for this
to happen incrementally. There have been problems with
recruitment which a substantive redesign would help
address. This needs to be commenced urgently and
timebound criteria included for the service redesign.

Work has started to look at this and staffing requirements
need to be addressed in respect of all renewal priorities. A
long-term view was needed, including working with Health
Education and Improvement Wales (HEIW) to look at future
staffing needs and how to attract people to specific
professions.

Can a time-line be provided to allow for monitoring
progress?

The Director of Therapies and Health Sciences advised this
would be done shortly alongside a national piece of work on
staffing requirements.

The Chief Executive advised that work on service redesign
was ongoing and would be brought to Board and
Committees. Some of these programmes are further ahead
than others.

The Director of Workforce and OD noted the Workforce
Strategic Framework was in place. There was a specific
piece of work ongoing with schools and the Chief Executive
is meeting with HEIW to discuss the specific needs
identified in Powys.

The change outlined within the paper was evident. Has the
wider organisation benefit being captured?

The Chief Executive noted the pandemic had resulted in
huge changes with opportunities for people to get on with
things. This had been outlined within the first New Ways of
Working report which would be revisited. Digital showcase
events had been held with staff groups. This was a great
opportunity to show achievements, understand challenges
and hear what is planned next. Independent Members

A,
0%
%{g% were welcome to attend these Showcase Events.
_)0\_/32(/;>
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The Board NOTED the Director of Therapies and Health
Sciences - One Year On report.

PTHB/21/46 | PERFORMANCE REPORTING:

a) NATIONAL OUTCOME FRAMEWORK, JULY 2021
The Chief Executive presented the report. As a result of

the pandemic the broader integrated performance approach
was suspended and replaced by a narrower performance
requirement. The Performance and Resources Committee
consider this in detail.

Fluctuations had been seen in covid-19 case rates with an
increase which was now decreasing. The test, trace and
protect service continued to be key. The vaccination
programme continued to go from strength to strength and
planning was taking place to implement the autumn/winter
booster campaign and vaccinations for children when JCVI
guidance was published.

A focus was needed on Health and Wellbeing such as
childhood vaccination, smoking cessation, alcohol use and
flu vaccination. The flu campaign for this winter would be
critical and it was intended to co-ordinate this with the
covid-19 booster where possible. Cancer services needed
to catch-up. Mental Health was understandably getting
attention because of concern within our communities.
Performance here remained good although there were
some pressures for example with eating disorder services
and CAHMS, perinatal mental health and early intervention
for psychosis.

The Urgent and Emergency system continued to be under
significant pressure. It was a national issue felt keenly in
Wales. There were significant ambulance service
challenges in coping with demand and PTHB were working
closely with the Ambulance Service to improve this.

For elective and planned care the organisation was doing all

A,
3 .
0%,:;% that could be done to see as many people as possible.
O, . . .
303% However, demand for services is currently pre-pandemic
%, level and the capacity to see people is restricted due to
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covid infection control precautions. Therefore, at present it
was a worsening situation. This particularly related to
secondary health care including orthopaedics and
ophthalmology.

There was a focus on staff who have had a challenging time
professionally and personally. A good quality Personal
Appraisal and Development Review system was essential to
support staff which included wellbeing support.

The unprecedented and sustained efforts on vaccination are
acknowledged however, there is still an issue relating to
people who have not accepted their first dose of the
vaccine. What is being done to improve this position?
There was a programme Leaving No-one Behind which
interrogated information to understand why people have
not attended. This could include not having residents up to
date contact details or an issue with vaccine hesitancy.
Uptake in Powys is strong and across Wales second doses
are around 80% which does mean 20% are yet to have a
second dose. PTHB would continue to provide information
to help residents make an informed choice.

The Director of Public Health looked at barriers including
age, geography, ethnicity, gender and occupation to
analyse uptake. Detailed work had taken place with some
care homes where second dose uptake was lower than
hoped. One to one conversation were offered to care
homes to help provide the right information regarding staff
hesitancy. Drop in clinics were now operational and
residents are attending who did not attend their original
invitation. Location based clinics were also planned to
improve access.

Medicine Management run a covid-19 information line
provide dedicated information to Powys residents.

b) ANNUAL PLAN 2021/22, JULY 2021
The Chief Executive gave a presentation on the Annual Plan

A,
), . . . .
N which was available on the PTHB website alongside the
)003% Board agenda and papers.
%
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The report included in the agenda pack provided an update
of the progress made against the milestones and actions in
the PTHB Annual Delivery Plan for quarter 1 (April 2021 to
June 2021).

The Board DISCUSSED and NOTED the report.

PTHB/21/46 | FINANCIAL PERFORMANCE REPORT:
MONTH 03, 2021

The Director of Finance and IT presented the report
advising that the cumulative revenue overspend now stood
at £52k with a end of year breakeven forecast. Capital
spend totalled £589K of the £15million capital resource
limit.

There had a significant increase in variable pay and action
was being taken to address this. The increasing costs of
Continuing Health Care packages were also an area of
focus.

The cost of the covid-19 response was outlined with an
assumption that this would be funded.

Attention was drawn to the efficiencies tracker where the
current year started with a deficit of £5.6million and
£1.7million of efficiencies are assumed to be made in the
current year.

The Board DISCUSSED and NOTED the report.

PTHB/21/47 | REPORT OF THE CHIEF OFFICER OF THE COMMUNITY
HEALTH COUNCIL

The Deputy Chief Officer of Community Health Council
presented the report on behalf of the Chief Officer of the
CHC and drew attention to the continued need to work
differently due to the pandemic. Aneurin Bevan UHB had
recently undertaken a virtual visit using facetime and it was
intended to put in place the arrangements to undertake a
virtual visit in Powys shortly.

2 The Mental Health survey of young people had finished this
(¢ .. .
%’g% week receiving 337 responses. Analysis would be

’oj(,é undertaken and a report produced.
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A short Maternity Service survey was online regarding
services in SaTH as a result of the Ockenden Report
Assurance Committee.

The Chair of the Community Health Council was confirmed
as Frances Hunt with the Vice-Chair role being held by
Dave Collington. These positions will be held until the
Citizens Voice Body commenced in April 2023.

The Community Health Council had a humber of vacancies
and interested parties should contact the newly appointed
CHC Business Manager.

The report of the Chief Officer of the Community Health
Council was NOTED.

PTHB/21/48 | ASSURANCE REPORTS OF THE BOARD'S COMMITTEES

a) PTHB COMMITTEES
Executive Committee

The Chief Executive presented the report which included a
request for support by Board, for the sign off by the Chief
Executive, of action to enact the National Framework
element for Powys in respect of Office 365 Licenses,
recognising that work to ensure the efficient use of licenses
would be undertaken. It was necessary to bring this item
to Board as the investment was over £0.5million.

The Board RATIFIED the Chief Executives sign off of action to
Enact the National Framework element for Powys as supported by
Executive Committee’

The Chief Executive advised that the proposed change of
pathways in South Powys for Maternity and Neonates was
likely to be delayed from the expected decision date of
September 2021 due to a Deep Dive exercise into Neonatal

Services.
0;29@ The Board NOTED the position of a likely delay in decision
/r’csfffo,) making on the change of pathway for maternity and
0@% neonatal service from ABUHB to CTM UHB.
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Audit, Risk and Assurance Committee

The Chair of Audit, Risk and Assurance Committee
presented the report drawing particular attention to the
Reasonable Assurance that had been received in respect of
the Internal Audit Annual Report and Opinion 2020-21.
This was the highest level of assurance that could be
received.

Charitable Funds

The Chair of the Charitable Funds Committee drew
attention to the £120k that had been granted to the Health
and Care Academy for equipment and furnishing which was
a considerable investment.

Experience, Quality and Safety Committee

The Chair of the Experience, Quality and Safety Committee
drew attention to the Maternity Service Improvement
Framework.

Performance and Resources Committee

The Chair of Performance and Resources Committee
highlighted the continual focus on performance and
commissioning assurance and whilst there were
encouraging signs there were concerns particularly around
Referral to Treatment Times.

It is hoped that the organisation will be successful in
recruitment to Dental Services.

The transition from the Deprivation of Liberty Safeguards
legislation to Liberty Protection Safeguards legislation will
be challenging but it appears the processes to support this
are in place although the backlog of cases remains a
concern.

The Chairs Reports from the Committees outlined above
were RECEIVED.

N
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JOINT COMMITTEES
Reports from WHSSC held on 13 July 2021 and EASC held
on 11 May 2021 were RECEIVED.

PTHB/21/49 ASSURANCE REPORT OF THE BOARD'’S PARTNERSHIP
ARRANGEMENTS
Reports from the NWSSPC held on 18 March 2021 and the
Powys PSB held on 29 April 2021 were RECEIVED.

PTHB/21/50 REPORT OF THE BOARD’S LOCAL PARTNERSHIP
FORUM
The Director of Workforce and OD noted that as an
advisory committee of the Board the Local Partnership
Forum had reviewed a number of items recently including
the Organisational Development Strategic Framework, the
Renewal Priorities and Agile working.
The report of the Local Partnership Forum was RECEIVED.

OTHER MATTERS

PTHB/21/51 ANY OTHER URGENT BUSINESS:
There was no other urgent business

PTHB/21/52 DATE OF THE NEXT MEETING:
29 Sept 2021, 10:00 via Teams

0;29?
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Agenda item: 2.2a ‘

BOARD MEETING Date of Meeting:
29 September 2021

Subject : Commissioning Future New Services for Mid,
South and West Wales by Welsh Health
Specialised Services Committee (WHSCC)

Approved and Director of Planning & Performance

Presented by:

Prepared by: Transformation Programme Manager

Other Committees Appendices considered by WHSSC Joint Committee

and meetings on 7 September 2021

considered at: PTHB Executive Committee 15 September 2021

PURPOSE:

The purpose of this report is to inform the Board that the WHSCC Joint
Committee meeting held on the 7 September 2021 supported requests
received from the NHS Wales Health Collaborative (the Collaborative) for
WHSSC to:

e Commission Hepato-Pancreato-Biliary Services;

e Commission the Hepato-Cellular Carcinoma (HCC) MDT and;

e Develop a specialist orthopaedic paediatric service specification with a

view to future commissioning of the service.

This report seeks final Board approval for WHSSC to commission/develop the
services on behalf of the Powys population.

RECOMMENDATION(S):

The Board is asked to:
¢ Note the decision of the Joint Committee on the 7 September 2021
supporting the requests received from the NHS Wales Health
Collaborative Executive Group (CEG) requesting that WHSSC
% commissions Hepato-Pancreato-Biliary Services (HPB), the Hepato
F0%, Cellular Carcinoma (HCC) MDT and develops a service specification for

5; specialised paediatric orthopaedic surgery;
0.
2y
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e Approve the delegation of the commissioning responsibility for HPB
services and the HCC MDT services, with the required resource mapped
to WHSSC;

e Approve that WHSSC develop a service specification for specialised
paediatric orthopaedic surgery; and

e Approve the delegation of Paediatric Orthopaedic surgery
commissioning, if considered appropriate by the Joint Committee,
following development of the service specification, to WHSCC.

Approval/Ratification/Decision Discussion Information
v v x

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S):

Strategic
Objectives:

Focus on Wellbeing

Provide Early Help and Support
Tackle the Big Four

Enable Joined up Care

Develop Workforce Futures
Promote Innovative Environments
Put Digital First

Transforming in Partnership

DO IN|O AN =
IR VENENENEUEN

Health and
Care
Standards:

Staying Healthy

Safe Care

Effective Care

Dignified Care

Timely Care

Individual Care

Staff and Resources

Governance, Leadership & Accountability

QO INO U1 AN =
AYANENENENENENEN

EXECUTIVE SUMMARY:

The purpose of this report is to inform the Board that the Joint Committee
meeting held on the 7 September 2021 supported requests received from the
NHS Wales Health Collaborative (the Collaborative) for WHSSC to:
e Commission Hepato-Pancreato-Biliary Services;
e Commission the Hepato-Cellular Carcinoma (HCC) MDT and;
e Develop a specialist orthopaedic paediatric service specification with a
view to future commissioning of the service.
”%A copy of the report to the Joint Committee 7 September 2021 is attached at
v%@unex A.
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This report seeks final Board approval for WHSSC to commission/develop the
services on behalf of the Powys population.

DETAILED BACKGROUND AND ASSESSMENT:

BACKGROUND

WHSSC is responsible, on behalf of the seven Local Health Boards, for
commissioning a range of specialised services for the population of Wales. In
recognition of this expertise, WHSSC has received correspondence to formally
request that WHSSC consider adopting commissioning responsibility for:

1 Hepato-Pancreato-Biliary (HPB) Services

Currently the commissioning arrangements for Hepato-Pancreato-Biliary (HPB)
Surgery in South Wales are split between Health Boards and WHSSC. WHSSC
commissions hepatobiliary surgery service at the University Hospital of Wales,
Cardiff, providing liver resection surgery for patients with suspected malignant
disease of the liver and biliary tree. All other services, including other
hepatobiliary surgery or staging procedures, and pancreatic surgery, are
funded by the Health Boards and pancreatic surgery is delivered at Morriston
Hospital, Swansea.

[For reference, the North Wales / North & Mid Powys service is delivered by
Gastroenterologists who have established links with Liverpool & Birmingham
for specialist or tertiary care liver services including for HCC MDT].

In 2015, WHSSC published a report on hepato-pancreato-biliary surgery in
South Wales, which recommended that a commissioning plan should be
developed for a single hepato-pancreato-biliary service for South Wales.

In parallel, in 2015, the first phase of a planned two-phase investment in
tertiary Hepatology services was implemented, including WHSSC block funding
into Cardiff and Vale to support a consultant, medical secretary and non-pay.
The second phase, to include Specialist Registrar, Specialist Nurse, Dietician
and Outpatient support was initially provided for but never progressed.

Over the last year, the NHS Wales Health Collaborative Executive Group (CEG)
commissioned the Wales Cancer Network to develop a model service
specification to inform the future commissioning of these services.

Across the UK, it is accepted practice for liver and pancreatic surgery to be
based together as part of a comprehensive hepato-pancreato-biliary service.
Typically, these centres will provide specialist care for patients with benign and
malighant diseases of the liver, biliary system and pancreas. The model service
specification developed by the Wales Cancer Network is clear that there needs

0% to be much closer integration between the two services. However, as HPB
V’@Tgsurgery is already commissioned by WHSSC, it was proposed by NHS Wales

‘QEG that the responsibility for pancreatic surgery, should also be delegated to

V\ff‘l%SC - see the Letter to the Chair of WHSSC at Appendix 1.
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Work undertaken on the specification also highlighted the fragility of the
Hepato Cellular Carcinoma (HCC) MDT at Cardiff and Vale, (i.e. fragmented
MDT set-up and lack of key appointments of a Clinical Lead Hepatologist & HCC
Specialist Nurse) and it was agreed that as there is an established
interdependency with HPB surgery, and that this would also benefit from being
commissioned through WHSSC - see Letter to Chair of WHSSC at Appendix
1.

2 Paediatric Orthopaedic Surgery

Noah’s Ark Children’s Hospital for Wales in Cardiff has, over the years, become
a de-facto specialist centre for most complex paediatric orthopaedic conditions
in South and Mid Wales. The current service is now underfunded for what it is
expected to deliver and sustainability issues identified within paediatric
orthopaedic surgery services in South and West Wales has led to the NHS
Wales Health Collaborative requesting WHSSC’s assistance to develop a
service specification in this area.

There are a number of paediatric services already commissioned by WHSCC
that impact on paediatric orthopaedics at C&VUHB without any associated
funding, e.g. paediatric rheumatology, where all work resulting in procedural
interventions, are carried out by the paediatric orthopaedic surgeons. In
addition, the advent of the Major Trauma Centre to C&VUHB in September
2020 brought an additional workload to the paediatric orthopaedic team
without any uplift in funding for the infrastructure to deliver it.

The absence of a clear commissioning strategy, means that paediatric
orthopaedic services in South Wales have developed in a piecemeal and
uncoordinated manner, which ultimately impacts on service sustainability.
Reduced access to, and delays in treatment are likely to result in a greater
impact at a primary and community care level, as children require a greater
level of support with activities of daily living, and may not be able to achieve
their developmental milestones. Gaps in provision in some health boards have
resulted in an increased flow of secondary care activity to SBUHB and C&VUHB.
It is of note that a significant proportion of the consultant workforce will be
approaching retirement age within the next five years. These fragilities across
the region are an area of concern to the future sustainability and deliverability
of the service.

The request asks for WHSSC to support the development of a service
specification for specialised paediatric orthopaedic surgery. See letter to the
Managing Director, WHSSC at Appendix 2.

These services provide a mixture of specialised and non-specialised
procedures.

09@5 It will therefore, be necessary to have service specifications that span the

”sentlre range of procedures.

Oe%

TI’?@ CEG has agreed to commission two complementary service specifications:
. edNon specialised - currently commissioned by Health Boards; and
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e Specialised - also currently commissioned by Health Boards, but
included in the WHSSC signal of commissioning intent for the 2022/23
Integrated Commissioning Plan.

It is proposed that the non-specialised paediatric orthopaedic surgery which is
currently commissioned by Health Boards will be supported by the Welsh
Orthopaedic Board. The proposal for the specialised aspect of paediatric
orthopaedic surgery is for a service specification to be developed and
supported by WHSSC.

Ian Langfield, Associate Programme Director for Tertiary and Specialist
Services Planning Partnership, has been asked to liaise with both WHSSC and
the Welsh Orthopaedic Board to support the development of these documents,
and to ensure that the respective processes for approval are fully aligned.

The CEG asked that this work be completed by December 2021.

It is relevant to note that whilst WHSSC has not been asked to commission
this service at present, once the work has been concluded the service could be
delegated to WHSSC.

GOVERNANCE AND RISK
The terms of reference for the NHS Collaborative Executive Group (CEG),
stipulate that:

"Decisions made by the Collaborative Executive Group that would have
a material impact on services delivered by health boards, trusts or
special health authorities, on the content of the Collaborative Team work
programme will be advisory to the Collaborative Leadership Forum and
will be referred back to that Forum for agreement. Where necessary,
such recommendations may need to be agreed by individual boards.

The Collaborative Executive Group has no specific delegated authority
from statutory health bodies, although Chief Executives may make
commitments via the Collaborative Executive Group within the normal
limits of their delegated authority”.

The request for WHSSC to commission a new service specification could have
a material impact on existing service models, therefore the Committee
Secretary at WHSSC has liaised with the Board Secretaries at Cardiff and Vale
UHB and at Swansea Bay UHB to confirm the most appropriate governance
pathway. It was agreed that the decision needs to be formally taken through
the Joint Committee to seek support for the change but that final approval is

o, required from each of the commissioning health boards.
59
T>cSJ/t‘\o

/T)‘?I?J‘ze Joint Committee considered the requests on the 7 September 2021 and

ac_fu?%ed to support the proposals. This report now seeks final approval from
each<f the commissioning health boards.
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NEXT STEPS:
The Board is asked to:

Note the decision of the Joint Committee on the 7 September 2021
supporting the requests received from the NHS Wales Health
Collaborative Executive Group (CEG) requesting that WHSSC
commissions Hepato-Pancreato-Biliary Services, the Hepato Cellular
Carcinoma (HCC) MDT and develops a service specification for
specialised paediatric orthopaedic surgery;

Approve the delegation of the commissioning responsibility for HPB
services and the HCC MDT services, with the required resource mapped
to WHSSC;

Approve that WHSSC develop a service specification for specialised
paediatric orthopaedic surgery; and

Approve the delegation of Paediatric Orthopaedic surgery
commissioning, which has been considered appropriate by the Joint
Committee, following development of the service specification, to
WHSSC.
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IMPACT ASSESSMENT

Equality Act 2010, Protected Characteristics:

No impact
Adverse
Differential
Positive

Age

x

Disability

Gender
reassignment

Pregnancy and
maternity

Race

Religion/ Belief

Sex

Sexual
Orientation

XXX |X| X

Marriage and
civil partnership

x

Welsh Language

WHSSC will undertake relevant equality impact
related work as part of developing the service
specifications detailed above.

For children and young people, there is likely to
be a positive impact through WHSSC
commissioning specialised paediatric

orthopaedics.

The proposals above are unlikely to
disproportionately affect any of the other
Protected Characteristics.

Risk Assessment:

Level of risk

identified
[}
) ®| o
S| 3 3|2
Z| - 8| T
=
Clinical X
Financial X
Corporate X
Operational X
Reputational X

The proposals set out are likely to lower risks
for the reasons set out above and summarised
below:

Clinical: The proposals are likely to result in a
lowering of clinical risk due to specialised
commissioning expertise in WHSSC and more
coordinated services and pathways.

Financial: At this stage, the financial risk from
these proposals is not clear and would be dealt
with via existing WHSSC processes.

Corporate, Operational & Reputational: risks in
these areas are likely to reduce through
WHSSC addressing risks as set out above.
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Corporate Governance Manager

Executive Lead
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Managing Director

Public / In
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Public

Purpose

commission:

service.

and West Wales.

The purpose of this report is to consider requests received from
the NHS Wales Collaborative (Collaborative) for WHSSC to

e Hepato-Pancreato-Biliary Services;

e The Hepato-Cellular Carcinoma (HCC) MDT and;

e to develop a specialist orthopaedic paediatric service
specification with a view to future commissioning of the

Also to consider a request from the CEOs of Swansea Bay and
Cardiff and Vale University Health Boards on behalf of the
Collaborative to commission a spinal services operational delivery
network (ODN) on behalf of the six Health Boards in Mid, South

RATIFY

X

APPROVE SUPPORT

X L

ASSURE

[

INFORM

X

Sub Group
/Committee

Choose an item.

Meeting
Date

Click here to
enter a date.

Recommendation(s)

Members are asked to:

e Note the requests received from the Collaborative Executive
Group (CEG) requesting that WHSSC commissions Hepato-
Pancreato-Biliary Services, the Hepato Cellular Carcinoma
(HCC) MDT and develops a service specification for
specialised paediatric orthopaedic surgery;

e Support the delegation of the commissioning responsibility
for HPB services and the HCC MDT services, with the

1/7

0&@ required resource mapped to WHSSC;
9%?(. e Support that WHSSC develop a service specification for
v’zg specialised paediatric orthopaedic surgery;
0.
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Support in principle the delegation of Paediatric Orthopaedic
surgery commissioning, if considered appropriate by the
Joint Committee, following development of the service
specification, to WHSSC;

Support a request to commissioning health boards for
approval of delegated commissioning authority to WHSSC as
described above;

Note that the required deadline for completing the
development of the Paediatric Orthopaedic Service
Specification is December 2021; and

Approve that WHSSC commission a spinal services
operational delivery network (ODN) on behalf of the six
Health Boards in Mid, South and West Wales. With the
required funding identified and invested in through the
2022/25 Integrated Commissioning Plan.

\ Considerations within the report (tick as appropriate)

Strategic Objective(s) YES NO Link to Integrated YES NO Health and Care YES NO
9 J v Commissioning Plan v Standards v

YES NO YES NO i YES NO
Principles of Prudent IHI Triple Aim g:t?tla-l;{ Safety &
Healthcare v P v Experience v

YES NO YES NO YES NO
Resources Implications v Risk and Assurance v Evidence Base v

YES NO YES NO Legal YES NO
Equality and Diversity v Population Health v Imgplications v
Commissioner Health Board affected
Aneurin Betsi Cardiff and Cwm Taf Swansea
Bevan v Cadwaladr v Vale v Morgannwg v Hywel Dda v | Powys v Bay v

Provider Health Board affected (please state below)

Cardiff and Vale UHB and Swansea Bay UHB

2/7
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COMMISSIONING FUTURE NEW SERVICES FOR MID, SOUTH
AND WEST WALES

1.0 SITUATION

The Chairman and Managing Director of WHSSC have received correspondence
from the NHS Wales Collaborative (Collaborative) for WHSSC to commission:
e Hepato-Pancreato-Biliary Services;
e The Hepato-Cellular Carcinoma (HCC) MDT and;
e to develop a specialist orthopaedic paediatric service specification with a
view to future commissioning of the service.

Also to consider a request from the CEOs of Swansea Bay and Cardiff and Vale
University Health Boards on behalf of the Collaborative to commission a spinal
services operational delivery network (ODN) on behalf of the six Health Boards
in Mid, South and West Wales.

2.0 BACKGROUND

WHSSC is responsible, on behalf of the seven Local Health Boards, for
commissioning a range of specialised services for the population of Wales. In
recognition of this expertise, WHSSC has received two letters from the Chair of
the NHS Wales Health Collaborative Executive Group (CEG), to formally request,
that WHSSC consider having commissioning responsibility for:

2.1 Hepato-Pancreato-Biliary (HPB) Services

Currently the commissioning arrangements for Hepato-Pancreato-Biliary (HPB)
Surgery in South Wales are split between Health Boards and WHSSC. WHSSC
commissions hepatobiliary surgery service at the University Hospital of Wales,
Cardiff providing liver resection surgery for patients with suspected malignant
disease of the liver and biliary tree. All other services, including other
hepatobiliary surgery or staging procedures, and pancreatic surgery, are funded
by the Health Boards and pancreatic surgery is delivered at Morriston Hospital
Swansea.

Over the last year, the CEG commissioned the Wales Cancer Network to develop
a model service specification to inform the future commissioning of these
services.

The model service specification is clear that there needs to be much closer
integration between the two services. However, as HPB surgery is already
g@mmlssmned by WHSSC, it was proposed by CEG that the responsibility for
ﬁa&ﬁgreatlc surgery, should also be delegated to WHSSC - see the Letter to the
Ché’%@f WHSSC at Appendix 1.

9
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Work undertaken on the specification also highlighted the fragility of the Hepato
Cellular Carcinoma (HCC) MDT at Cardiff and Vale, and it was agreed that as
there is an established interdependency with HPB surgery, and that this would
also benefit from being commissioned through WHSSC - see Letter to Chair of
WHSSC at Appendix 1.

2.2 Paediatric Orthopaedic Surgery

Sustainability issues identified within paediatric orthopaedic surgery services in
South and West Wales has led to the NHS Wales Health Collaborative requesting
WHSSC's assistance to develop a service specification in this area. As WHSSC has
a well-established process for developing comprehensive and detail specialised
service specifications, the request asks for WHSSC to support to develop a service
specification for specialised paediatric orthopaedic surgery. See letter to
Managing Director at Appendix 2.

These services provide a mixture of specialised and non-specialised procedures.
It will therefore, be necessary to have service specifications that span the entire
range of procedures.

The CEG has agreed to commission two complementary service specifications:
e Non specialised - currently commissioned by Health Boards; and
e Specialised - also currently commissioned by Health Boards, but included
in the WHSSC signal of commissioning intent for the 2022/23 Integrated
Commissioning Plan.

It is proposed that the non-specialised paediatric orthopaedic surgery which is
currently commissioned by Health Boards will be supported by the Welsh
Orthopaedic Board. The proposal for the specialised aspect of paediatric
orthopaedic surgery is for a service specification to be developed and supported
by WHSSC.

Ian Landfield, Associate Programme Director for Tertiary and Specialist Services
Planning Partnership, has been asked to liaise with both WHSSC and the Welsh
orthopaedic Board to support the development of these documents, and to ensure
that the respective processes for approval are fully aligned.

The CEG asked that this work be completed by December 2021.

It is relevant to note that whilst WHSSC has not been asked to commission this
service at present, once the work has been concluded the service could be
delegated to WHSSC.

2.3 Spinal Services Operational Delivery Network (ODN)

?@gﬁgwing the reorganisation of neurosurgery in South Wales, there have been a
m?ngj;ogr of attempts to improve the organisation and delivery of spinal surgery
serwﬁ@s. Unfortunately, for a variety of reasons, none of these initiatives were

o,
2
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successful, and there remains a lack of clarity around the pathway for elective
and emergency spinal care.

The establishment of an interim network (funded by CVUHB and SBUHB) to take
forward the work of the project, and to support the establishment of the ODN
(funded by the six Health Boards in Mid, South and West Wales) were approved
by members of the CEG at its July 2021 meeting.

CEG that WHSSC be asked to commission the ODN on behalf of the networks, as
WHSSC has significant expertise commissioning complex and specialised
services. A copy of the recent correspondence and information is attached at
Appendix 3.

3.0 GOVERNANCE AND RISK
The terms of reference for the NHS Collaborative Executive Group, stipulate that:

"Decisions made by the Collaborative Executive Group that would have a
material impact on services delivered by health boards, trusts or special
health authorities, on the content of the Collaborative Team work
programme will be advisory to the Collaborative Leadership Forum and will
be referred back to that Forum for agreement. Where necessary, such
recommendations may need to be agreed by individual boards.

The Collaborative Executive Group has no specific delegated authority from
statutory health bodies, although Chief Executives may make commitments
via the Collaborative Executive Group within the normal limits of their
delegated authority”.

The request for WHSSC to commission a new service specification could have a
material impact on existing service models, therefore the Committee Secretary
at WHSSC has liaised with the Board Secretaries at Cardiff and Vale UHB and at
Swansea Bay UHB to confirm the most appropriate governance pathway. It was
agreed that the decision needs to be formally taken through the Joint Committee
to seek support for the change but that final approval is required from each of
the commissioning HBs.

Therefore, subject to the Joint Committee supporting the proposal at the Joint
Committee meeting on 07 September 2021 the WHSS Team will submit a report
to the Board Secretaries for inclusion on the agendas for September Board 2021
meetings for a final decision to be made.

)
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4.0 RECOMMENDATIONS
Members are asked to:

¢ Note the requests received from the Collaborative Executive Group (CEG)
requesting that WHSSC commissions Hepato-Pancreato-Biliary Services,
the Hepato Cellular Carcinoma (HCC) MDT and develops a service
specification for specialised paediatric orthopaedic surgery;

e Support the delegation of the commissioning responsibility for HPB
services and the HCC MDT services, with the required resource mapped to
WHSSC;

e Support that WHSSC develop a service specification for specialised
paediatric orthopaedic surgery;

e Support in principle the delegation of Paediatric Orthopaedic surgery
commissioning, if considered appropriate by the Joint Committee, following
development of the service specification, to WHSSC;

e Support a request to commissioning health boards for approval of
delegated commissioning authority to WHSSC as described above;

¢ Note that the required deadline for completing the development of the
Paediatric Orthopaedic Service Specification is December 2021; and

e Approve that WHSSC commission a spinal services operational delivery
network (ODN) on behalf of the six Health Boards in Mid, South and West
Wales. With the required funding identified and invested in through the
2022/25 Integrated Commissioning Plan.

5.0 APPENDICES / ANNEXES

Appendix 1 - Letter from the Chair of the NHS Wales Health Collaborative to
Kate Eden, 29 June 2021

Appendix 2 - Letter from the Chair of the NHS Wales Health Collaborative to
Sian Lewis, 29 June 2021

Appendix 3 - Letter from Mark Hackett and Len Richards to Sian Lewis dated 02
August 2021
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Link to Healthcare Objectives

Strategic Objective(s)

Governance and Assurance
Choose an item.
Choose an item.

Link to Integrated
Commissioning Plan

Not linked to plan

Health and Care
Standards

Effective Care
Safe Care
Governance, Leadership and Accountability

Principles of Prudent
Healthcare

Care for Those with the greatest health need first
Reduce inappropriate variation
Choose an item.

Institute for HealthCare
Improvement Triple Aim

Improving Patient Experience (including quality and
Satisfaction)

Improving Patient Experience (including quality and
Satisfaction)

Choose an item.

Organisational Implications

Quality, Safety & Patient
Experience

WHSSC has a well-established process for developing
comprehensive and detail specialised service
specifications, which include ensuring effective quality,
safety and patient experience.

Resources Implications

Resource implications will be considered as part of any
agreed discussions.

Risk and Assurance

Risk assessments are undertaken as part of the
programme management process for developing new
service specifications, and when commissioning new
services.

Evidence Base

The evidence based for proposing that WHSSC take on
responsibility for commissioning new services is outlined in
the letters from CEG.

Equality and Diversity

No adverse implications relating to equality and diversity
have been identified.

Population Health

No adverse implications relating to population health have
been identified.

Legal Implications

The governance framework for the NHS Wales Health
Collaborative stipulates that if a new service specification
could have a material impact on existing service models,
the HB’s need to be consulted.

o, Report History:
S -
Presented at: Date Brief Summary of Outcome
as /' .
Chodsg an item.
Commissioning Future New Page 7 of 7 WHSSC Joint Committee

Services for Mid, South and West

Wales.
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Email * Ebost: teri.harvey@wales.nhs.uk

Kate Eden

Chair

Welsh Health Specialised Services Committee
Via Email: kate.eden2@wales.nhs.uk

29 June 2021
Dear Kate

I am writing in my capacity as the chair of the NHS Wales Health Collaborative
Executive Group (CEG), to formally request that WHSSC take on the commissioning of
Hepato-Pancreato-Biliary (HPB) Surgery in South Wales.

As you will be aware, the commissioning arrangements for these services in South
Wales are split between Health Boards and WHSSC, whereas, in NHS England, these
services are all commissioned directly as specialised services.

At present, WHSSC commission the hepatobiliary surgery service at Cardiff to provide
liver resection surgery for patients with suspected malignant disease of the liver and
biliary tree. All other services, including other hepatobiliary surgery or staging
procedures, and pancreatic surgery, are funded by the Health Boards. Furthermore,
these services are currently split and located on separate sites:

e Hepatobiliary surgery at the University Hospital of Wales, Cardiff
e Pancreatic surgery at Morriston Hospital, Swansea

Over the last year, the CEG commissioned the Wales Cancer Network to develop a
model service specification to inform the future commissioning of these services. This
was partly in response to a letter from the Deputy Chief Medical Officer, in which he
sought advice on the potential to bring the pancreatic and liver surgical teams together
into one service, on one site. The model service specification was approved in principle
at the May meeting of the CEG.

The model service specification is clear that there needs to be much closer integration
between the two services, and in response I will be writing to the Chief Executives of
Cardiff and Vale UHB and Swansea Bay UHB, to request that they establish a inter
organisation multidisciplinary task and finish group to make recommendations on an
appropriate service model which complies with the model service specification.

However, it is also clear that HPB surgery is a specialised service, and as such it would
lﬁfé’*more appropriate for it to be commissioned through WHSSC. Following discussion at
Cg%ﬁ(was agreed that the responsibility for commissioning the services in Cardiff and
Swan‘ée’oé, should be delegated to WHSSC. The work undertaken on the specification
also higﬁ@hted the fragility of the Hepato Cellular Carcinoma (HCC) MDT at Cardiff and
Vale, and itswas agreed that as there is an established interdependency with HPB
surgery, this would also benefit from being commissioned through WHSSC.
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In order to progress this in a timely and structured manner, I would be grateful if the
WHSSC team could prepare a detailed proposal, with timeline, for taking on the
delegated responsibility for commissioning HPB surgery and the HCC MDT, for
consideration at the next available Joint Committee meeting.

Please let me know if you have any queries, I look forward to hearing from you.
Yours sincerely

Judith Paget

Chair - NHS Wales Health Collaborative

Copy to: Sian Lewis, Managing Director, WHSSC

43/790



1/1

Llawr 1af / 15t Floor

. ; Ty Afon / River House

Q G [G I(:y(;lwc?lg?(raecélad Llys Ynys Bridge / Ynys Bridge Court
~7o ecny ymru Gwaelod-y-Garth / Gwaelod-y-Garth
b NHS | NHS Wales Health CAERDYDD / CARDIFF
Collaborative CF15 9SS / CF15 9SS

Email * Ebost: teri.harvey@wales.nhs.uk

Sian Lewis

Managing Director

Welsh Health Specialised Services Committee
Via Email: sian.lewis100@wales.nhs.uk

29 June 2021
Dear Sian

I am writing to request the support of the WHSSC team in the development of a service
specification for specialised paediatric orthopaedic surgery.

At the May meeting of the NHS Wales Health Collaborative Executive Group (CEG),
members received a paper (attached), from the Regional and Specialised Services
Provider Planning Partnership (RSSPPP), on the current sustainability issues within
paediatric orthopaedic surgery services in South and West Wales. Following discussion,
it was agreed that service specifications were needed in order to inform the
commissioning of these services.

As these services provide a mixture specialised and non-specialised procedures, it will
be necessary to have service specifications that span the entire range of procedures.
Therefore, the CEG has agreed to commission two complementary service
specifications:

¢ Non specialised - commissioned by Health Boards

e Specialised - currently commissioned by Health Boards, but included in the
WHSSC signal of commissioning intent for the 2022/23 Integrated
Commissioning Plan

As WHSSC has a well-established process for developing comprehensive and detail
specialised service specifications, I am writing in my capacity as chair of the CEG, to
request your support to develop a service specification for specialised paediatric
orthopaedic surgery. In parallel to this, I will be writing to the chair of the Welsh
Orthopaedic Board to request their support to develop a service specification for non-
specialised paediatric orthopaedic surgery. I have asked Ian Landfield, Associate
Programme Director for Tertiary and Specialist Services Planning Partnership, to liaise
with both teams to support the development of these documents, and to ensure that
the respective processes for approval are fully aligned.

Please can you confirm that WHSSC team would be able to take this work forward, in
order to ensure that there are service specifications in place for these services by the

é@?@ f this year.
%

>0,

Your§«§§gcerely
Juditte P%et

Judith Paget
Chair - NHS Wales Health Collaborative
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Date of Meeting:
29 September 2021

Programme Business Case for the
reorganisation of localised Vascular Services
into a ‘Hub and Spoke’ model Vascular Network
for the South East Wales Region

Approved and
Presented by:

Hayley Thomas, Director of Planning and
Performance

Prepared by:

Programme Director, Strategic Clinical Redesign &
Chair of the Network Engagement Group on behalf of
the South East Wales Vascular Programme Board
Adrian Osborne, Assistant Director (Engagement and
Communication), PTHB

Other Committees
and meetings
considered at:

The engagement approach was approved by PTHB
Board on 27 January 2021

The draft outcome of engagement was considered by
Executive Committee (5 May 2021) and by Executive
Strategic Planning and Commissioning Group (12
May 2021), and the engagement process was
considered by Powys CHC Executive Committee (11
May 2021).

The outcome of engagement was received and noted
by PTHB Board on 26 May 2021

An update on the development of the Business Case
was presented to the Executive Committee on 15

September 2021

PURPOSE:

The purpose of this paper is to update the Board on the future shape of
vascular services in South East Wales and to seek approval of the Network

Business Case.
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RECOMMENDATION(S):

The Board is asked to:

e APPROVE the South East Wales Vascular Network Business Case which
includes establishing UHW as the hub, and supporting the
establishment of the Network, the host of which is yet to be
determined.

e NOTE that the business case does not have a direct revenue

consequence for PTHB.

e NOTE that a separate capital business case is in development for the

hybrid theatre at UHW.

e NOTE the readiness assessments due to be completed in October, and

subject to the outcome of this, and Board approval of the business

case, support implementation from 31st October 2021 (subject to the
assessment of operational pressures by provider health boards).

Approval/Ratification/Decision Discussion

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING

v

Information

STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S):

Strategic

Objectives:

Health and
Care
Standards:

2/8
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Focus on Wellbeing

Provide Early Help and Support
Tackle the Big Four

Enable Joined up Care

Develop Workforce Futures
Promote Innovative Environments
Put Digital First

Transforming in Partnership

Staying Healthy

Safe Care

Effective Care

Dignified Care

Timely Care

Individual Care

Staff and Resources

Governance, Leadership & Accountability
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EXECUTIVE SUMMARY:

Collectively, Aneurin Bevan University Health Board, Cardiff and Vale
University Health Board, and Cwm Taf Morgannwg University Health Board
provide vascular services in South East Wales.

This includes the provision of vascular surgery services for those residents of
South Powys for whom their main acute hospital services are provided in
Aneurin Bevan University Health Board (previously Nevill Hall Hospital,
currently The Grange) and Cwm Taf Morgannwg University Health Board.

The current configuration of services across separate hospital sites is spread
too thinly to meet the quality and safety standards set out by the Royal
College of Surgeons and the Vascular Society of Great Britain and Ireland.
The reorganization of localized vascular surgery into a Vascular Network
(South East Wales Vascular Network) is essential in providing a 24/7 high
quality, consultant led vascular service that maintains proper clinical
outcomes and patient care.

The South East Wales Vascular Programme Board, comprising each of the
affected Health Boards, agreed to run an 8 week engagement from February
to April 2021. More information is available from the health board website at
www.pthb.nhs.wales/find/sewalesvacular

The engagement proposed that a Hub and Spoke Network model of care be
established for the populations of South East Wales. With a vascular surgery
hub formed at University Hospital Wales, Cardiff, with main spoke hospital
services maintained at Royal Gwent Hospital, Grange University Hospital,
Royal Glamorgan Hospital, University Hospital Llandough. The hub and spoke
service model offers the opportunity for non-surgical care to be maintained
closer to home at the spoke sites, whilst the creation of a centralised surgical
hub site will offer the benefits of a high-volume arterial Centre congruent
with the clinical operating standards set out by the Vascular Network of Great
Britain and Ireland.

The outcome of engagement was presented to the Board on 26 May 2021.
The outcome paper Reorganisation of localised Vascular Services into a ‘Hub
and Spoke’” model Vascular Network for the South East Wales Region: A
Report on Engagement 2021 outlined the engagement process that was
undertaken between 19+ February 2021 and 16+ April 2021 and set out:
e A summary of the rationale for a Vascular Network for South East
Wales
e An overview of the work that has been undertaken to develop
recommendations for a vascular network for the region

0;39@ e A summary of the resulting recommendations from an options
59 . .
T’cp/:foo appraisal from the 3 provider Health Boards
Oe;‘és e A description of the process used to engage on the

Py recommendations
<o An analysis of the engagement responses

Page 3 of 8
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e A programme team response to the issues raised
e Conclusions drawn from the engagement

At its meeting on 26 May 2021, the Board:

e NOTED the content of the Reorganisation of Localised Vascular
Services into a ‘Hub and Spoke’ model Vascular Network for the
South East Wales Region: A Report on Engagement 2021, and,

e CONSIDERED the views of the Community Health Councils,
submitted directly by the CHC, and,

e APPROVED the use of the engagement feedback to inform the
implementation of the South East Wales Vascular Network.

Powys Community Health Council considered the proposal at a meeting of
their Executive Committee on 11 May 2021 and concluded:

"Having undertaken a comprehensive analysis of both the data
provided and the responses received, the Executive Committee of
Powys CHC unanimously supports the proposed changes to Vascular
Services in South East Wales.”

In supporting the proposal the CHC made the following observations:

"Members observed (and raised concern) that all the “"spokes” are
positioned along the M4 corridor and that PtHB should continue
discussions with CTM to consider a “"spoke” being situated at Prince
Charles Hospital.

"The continued issue re. parking at UHW

"That consideration of travel time/ public transport times should be
taken into account when arranging appointments for patients travelling
from Powys

"Consideration must be given (and opportunities maximised) for pre-
hospital/ rehabilitation/ care closer to home (including the use of
Powys facilities eg Brecon Hospital)”

The recommendation was also endorsed by Cardiff & Vale, Cwm Taf
Morgannwg and Aneurin Bevan University Health Boards.

Following the meetings in May 2021, a full business case has been developed
collaboratively for endorsement by Health Boards.

The case seeks approval to reconfigure and invest in vascular services across
adult pathways of care within the South East Wales region covering four

0%( Health Board populations: Aneurin Bevan University Health Board (ABUHB),

o %g:wm Taf Morgannwg University Health Board (CTMUHB), Powys Teaching
*’ctﬁeglth Board (PTHB) and Cardiff and Vale UHB (CAVUHB). The aim is to
erYsure a unified and integrated service which will underpin the creation of a

<9,
<®
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safe, sustainable, equitable service for the population that is in line with the
rest of the UK.

There has been a multi-professional and multi-disciplinary approach used to
formulate this case. All stakeholders have been engaged and there has been
a clear steer to ensure that this process has been clinically led with
facilitation from managerial teams. A Peer Review of the full case with
colleagues from across SE Wales and external expert reviewers from NHS
England took place in August of this year.

A capital business case for the provision of a hybrid theatre at the proposed
Major Arterial Centre (University Hospital Wales) to ensure VSGBI (Vascular
Society of Great Britain and Ireland) recommendations are met is also being
considered by Welsh Government.

PROPOSAL:

The proposed reconfiguration of Vascular services across South East Wales
will centralise the provision of all elective and emergency surgical procedures
alongside the out of hours emergency vascular surgery service to a network
‘hub’ at University Hospital Wales (UHW). This includes the transfer of
services currently provided at the Grange University Hospital (GUH) as well
as making permanent the previous urgent, interim transfer of vascular
surgery services from the Royal Glamorgan Hospital (RGH) to UHW. This
interim service change was made as an urgent step due to sustainability
challenges within Cwm Taf Morgannwg University Heath Board (CTM). This
interim service change has been welcomed by the clinical teams and has
enabled the service to be stabilised for patients from the RGH catchment.

A critical component of the provision of an effective network model is the
provision of the local ‘spoke’ services to ensure that:

- Patients can be effectively and appropriately directed for surgery at the
hub from their local health board.

- Patients can be appropriately repatriated for rehabilitation and/or
ongoing medical care and/or post-surgical outpatient follow up in their
local health board’s spoke.

This proposed model of care provides an enhanced level of local medical and
rehabilitation support with the aim of improving outcomes for patients,
ensuring patients receive care as close to home as possible and maintaining
capacity at the hub for acute surgical patients.

o The aim of this reconfiguration is to ensure that:
0%
903;%— workforce and service standards can be maintained by providing the
OS?QQ vascular surgical service with appropriate critical support services 24/7
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- enabling a viable rota to be maintained across consultant and training
grades in vascular surgery and interventional radiology now and in the
future

- to ensure that co-location with critical services is maintained

- to improve outcomes for patients through the provision of local,
medically-led rehabilitation services as part of the vascular surgery
network pathway.

There is an overall, total, net investment cost to deliver this proposed
network model of £3.5m but with no net effect for Powys Teaching Health
Board.

The implementation of the proposed network model will be taken forward
pending:
- Approval by all partner UHBs’ Boards in September (CTM, C&V, Powys)
and October (AB)
- Completion of a formal operational readiness assessment - to be
undertaken in October.

The performance and delivery of the network model will be undertaken
quarterly in the first year to:
- ensure that any operational issues are effectively addressed
- monitor the improvement in outcomes for patients and other benefits
- identify any opportunities to improve efficiency and Value for Money

The performance and delivery of benefits will be routinely measured and
reported thereafter.

IMPLEMENTATION RISKS
The following implementation risks are identified in the business case:

e Workforce: Given that there are a limited number of staff transferring,
this puts pressure on CAVUHB. Even with additional recruitment there
is a risk to the local population given should staff need to transfer from
other specialties to support the hub. This may also lead to additional
costs such as agency, and international recruitment.

e Engagement and culture: Bringing together of three existing units as a
part of a network has already led to strained relationships. It is critical
to work together proactively to be open, transparent, and honest when
tackling these issues

e Impact: Impact of transferring patients to a centralised centre for their
surgery means they will potentially be further from home for a small

oﬁ% but important period of their care. This is balanced by the need for the
“5%, best care possible leading to the best option.
0\_;(/
o,
2y
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Financial: Cost implications of delivering an Operational Delivery
Network in line with other services in the UK. Challenges for Health
Boards in releasing costs to support the transfer of activity to another
provider.

Estate: CAVUHB is under significant pressure presently due to
unscheduled demand and COVID-19 demand. This has led to an issue
with finding suitable ward space for the centralisation. This is not
insurmountable but again does put pressure on the surgical footprint
within UHW.

Management of these risks will be addresses through delivery of the
Programme (see case for change, section 19 of the business case and
Appendix G).

NEXT STEPS:
Subject to the views of the four health boards, the next steps will include:

Staff engagement and consultation in provider health boards
Approval of Network clinical policies and SOPs

Governance arrangements

Readiness Assessment and Decision on go live

Go Live

Post Go Live Review

Page 7 of 8
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IMPACT ASSESSMENT

Equality Act 2010, Protected Characteristics:

Tl o -E 0
8|l 2|2
E| 9| 2%
o|S|E|8
Z < [=)
Age X
Disability X
Gender X
reassignment
Pregnancy and X
maternity
Race X
Religion/ Belief X
Sex X
Sexual X
Orientation
Marriage and X
civil partnership
Welsh Language

Statement

These proposals have a broadly positive impact across
all equality groups for the residents of Powys, as most
services are either being provided at the same location
or closer to home than was previously the case and/or
there are opportunities through a network approach to
strengthen the provision of pre-hospital and post-
hospital care closer to home.

Risk Assessment:

Level of risk

identified
[}
) ®| o
S| 3 3|2
Z| - 8| T
=
Clinical X
Financial X
Corporate X
Operational X
Reputational X

Statement

A moderate to high clinical risk will be mitigated
through the development of a network hub-and-spoke
approach to strengthen the foundations of safety and

effectiveness for vascular services. The implementation
of the model is not expected to have a direct financial
impact on PTHB as services are funded through
existing commissioning relationships. There may be
some operational impact through the development of
new pathways, including opportunities for
strengthening care closer to home.
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Abbreviations

AAA | Abdominal Aortic Aneurysm
ABHUB | Aneurin Bevan University Health Board
AC | Arterial Centre
AKA | Above Knee Amputation
ALAS | Artificial Limb and Appliance Service
BEVAR | Branched Endovascular Aneurysm Repair
BKA | Below Knee Amputation
BMS | Biomedical Scientist
CAVUHB | Cardiff and Vale University Health Board
CEA | Carotid Endarterectomy
CEPOD list’ commonly denotes a dedicated theatre list for emergency cases (see:
CEPOD | NCEPOD)
CHC | Community Health Council
CNS | Clinical Nurse Specialist
CLTI | Chronic Limb-Threatening Ischaemia
CLI | Critical Limb Ishcaemia
CTMUHB | Cwm Taf Morgannwg University Health Board
COTE | Care of the Elderly
COWER | Combined Open with Endovascular Revascularisation
DH | Department of Health
DVT | Deep Vein Thrombosis
EASC | Emergency Ambulance Services Committee
EVAR | Endovascular Aneurysm Repair
FEVAR | Fenestrated Endovascular Aneurysm Repair
GIRFT | Getting It Right First Time
GVI | Gwent Vascular Institute
HEIW | Health Education Institute Wales
HQIP | Healthcare Quality Improvement Partnership
IR | Interventional Radiology
ITU | Intensive Therapy Unit
IVC | Inferior Vena Cava
LOS | Length of Stay
MAC | Major Arterial Centre also referred to as the ‘hub’
MAU | Medical Assessment Unit
MDT | Multi-Disciplinary Team
MHRA | Medicines and Healthcare products Regulatory Agency
NCAPOP | National Clinical Audit and Patient Outcomes Programme
NCEPOD | National Confidential Enquiries into Perioperative Deaths
5, NICE | The National Institute for Health & Care Excellence
Joe\}(é NHH | Nevill Hall Hospital
U‘?pn NVR | National Vascular Registry (national audit)
“@BC | Outline Business Case
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ODN | Operational Delivery Network

PESU | Protected Elective Surgery Unit

POVS | Provision of vascular services (document)

PREM | Patient Reported Experience Measure

PROM | Patient Reported Outcome Measure
PTHB | Powys Teaching Health Board
RCS | The Royal College of Surgeons
RCR | The Royal College of Radiologists
RGH | Royal Glamorgan Hospital

SAU | Surgical Assessment Unit
SEWVN | South East Wales Vascular Network
TIA | Transient Ischaemic Attack
UKAS | United Kingdom Accreditation Service
VS | Vascular Society
VSGBI | The Vascular Society of Great Britain and Ireland
WAAASP | Wales Abdominal Aortic Aneurysm Screening Programme
WAST | Welsh Ambulance Service Trust
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WTD | Working Time Directive
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YYF | Ysbyty Ystrad Fawr
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1.0 Executive Summary

1.1 Overview

This programme business case seeks approval to redistribute and invest in vascular
services across adult pathways of care within the South East Wales region covering four
Health Board populations: Aneurin Bevan University Health Board (ABUHB), Cwm Taf
Morgannwg University Health Board (CTMUHB), Powys Teaching Health Board (PTHB) and
Cardiff and Vale UHB (CAVUHB). The aim is to ensure a unified service which will underpin
the creation of a safe, sustainable, equitable service for the population that is in line with
the rest of the UK.

The case sets out the challenges currently facing services across the region and describes
the model of care underpinned by a network specification and standards of care needed to
deliver a fit for purpose, sustainable regional service. It articulates current and predicted
demand, the transfer of activity and sets out requirements to support centralisation and
meet recognised standards which will deliver a sustainable service for the region and
improve patient outcomes.

There has been a multi-professional and multi-disciplinary approach used to formulate this
case. All stakeholders have been engaged and there has been a clear steer to ensure that
this process has been clinically led with facilitation from managerial teams. Where
necessary external bodies have been asked to inform the business case.

1.2 Case for change

Vascular disease accounts for 40 per cent of deaths in the UK and is as common as both
cancer and heart disease. Vascular services aim to prevent death from aortic aneurysm,
prevent stroke from carotid artery disease and prevent lower limb amputation from
peripheral arterial disease and diabetes. The total number of patients likely to need a
vascular procedure across South East Wales is approximately 1250 each year and there are
a number of factors which indicate that this will increase. These include:

e An ageing population
e Anincrease in obesity
e Anincrease in diabetes

It is recognised that services within the South East Wales region are fragile. This is driven

e Workforce constraints
%, e Population needs

{;ﬁo Replicated services across the health system
9.
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This picture is reflected across the UK and in order to meet these challenges the Vascular
Society of Great Britain and Ireland (VSGBI) and NCEPOD set out recommendations for the
way in which services should be organised and delivered, to deliver safe and sustainable
care for patients and staff.

The fundamental rationale for the changes set out within this business case are to ensure
we create a service that is safe, sustainable and in line with national recommendations and
the rest of the UK.

Theregion is already seeing the impact of fragile services and the consequence of managing
these challenges in extremis. Indeed, the risk to patients requiring emergency surgery and
interventional radiology was deemed too great to be delivered out of hours by the three
individual units in the region and therefore a centralised out of hours emergency service
was put in place in 2001 at the University Hospital of Wales.

In September 2020 CTMUHB lost its interventional radiology service. As a result, an urgent
temporary change was put into place and patients requiring interventional radiology and
vascular surgery transferred to University Hospital of Wales. This led to a change in care
model without robust appropriate process, public engagement and financial governance.

Both the Vascular and IR workforce is at risk with a number of staff nearing retirement. In
addition to this the workforce is becoming more specialised and there is a shortage
nationally. It is highly likely that a system without a centralised model will not attract high
quality candidates to the area.

Whilst the two remaining units do not perform poorly, services in their current
configuration are not sustainable and do not meet the minimum population
recommendations for improved outcomes. Therefore, if this business case is not approved
it is highly likely that vascular services will fail to deliver the safe quality of care our
population has come to expect.

This case very clearly tries to address these issues through clinical and corporate
partnership between the Health Boards within the region. The aim being to protect both
patients and staff. Clearly it is important to plan and implement the vascular network
before further services start to fail. This is even more important given the impact of the
pandemic.

1.3 Proposed Model of Care

The business case sets out a proposal to deliver a model of care in line with national
recommendations and the rest of the UK through the implementation of a high volume
vascular surgical service at the Major Arterial Centre (the hub) located at the University
Hospital of Wales, whilst delivering appropriate local care for assessment and rehabilitation
through local non-arterial centres (the spokes).
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This will ensure the service meets the national recommendation outlined by GIRFT (2018)
and the VSGBI (as set out in POVS) which includes:

e Optimal populations for improved patient outcomes

e Hub and spoke models of care

e Speed of access to expert clinical teams

e Assessment of adequacy of care and outcome measures as captured in the
National Vascular Registry.

1.4 Benefits & Outcomes
The delivery of the new model and the investment to the service will ensure:

e A sustainable service that will be able to recruit the appropriate clinical workforce

e Improved patient outcomes through the delivery of a high volume Major Arterial
Centre that meet the minimum population recommendations (VSGBI, NCEPOD,
GIRFT, WAASP)

e Delivery in line with national standards and the rest of the UK

e Consistent achievement of all outcome measures to target levels (as defined by the
VSGBI) see section 19 of the case

e Creation of a more resilient, skilled and sustainable workforce

e Afocus on service development across care pathways

e Improved regional working

e Delivery of care in line with Health Board clinical strategies

e Improved opportunities in research and innovation

e Improved opportunities for training and education

e Improved patient experience

e Clear lines of accountability and clinical governance across the network with a core

The above benefits will be reviewed annually as a part of a regular network review and will
include measures as set out in the benefits section of the case and includes: staff vacancies
and turnover, PROMS and PREMS, performance against national measures, adherence to
agreed pathways. A number of these are measured currently, PROMS and PREMS will be
rolled out within the first year of the network to provide a baseline from which the service
can develop.

The investment in an Operational Delivery Network that puts clinicians and patients at the
heart of performance monitoring and service development will ensure the benefits and
outcomes set out are monitored and reported, with a key focus on the quality and equity
of access to service provision and care in the right place at the right time. The aim of the
Network will be to drive clinical performance and evidence the benefits of centralisation
through monitoring and review through regular Network Board meetings. It is proposed

2, that whilst an annual review will take place, a 3 and 6-month initial review of the network
OQ/Tg;n@@will take place to ensure early review of activity and operational efficiency.
—

O,
2,
09\} -
%
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ecgayVorkforce: Given that there are a limited number of staff transferring, this puts pressure

A,

South East Wales Vascular Network Programme Business Case

National measures

Nationally the performance of vascular services are captured and published by the National
Vascular Registry (NVR) and reported annually.

CTMUHB do not now deliver vascular services; however, the other two centres achieve
satisfactory results.

The National Vascular Registry have confirmed that they will work with the network to
produce a pre and post go live report at 6 months.

1.5 Risks
Do nothing service risks

There are several risks that must be considered if this business case is not supported, and
the model of care as set out is not delivered. These include:

Sustainability: This risk has already been realised in one of the three units in SE Wales and
with a fragile workforce in both Vascular Surgery and Interventional radiology there is an
impact on the wider sustainability of local and regional IR services.

Standards: Service in South East Wales will not meet national recommendations set out
by the VSGBI. There will also be a failure to meet the requirements by WAAASP
commissioners for a unit covering 800 000 patients minimum for screened aneurysms.

Safety: The above two risks impact directly on the ability of the region to deliver to a safe
and effective service that maintains acceptable patient outcomes across the three Health
Boards.

Equity: Services are not equitable with others in Wales and the wider UK.

Financial: There is already financial risk in relation to CTMUHB transfer of activity to
Cardiff without a robust and formal business case being approved. However, CAVUHB
expects that those revenue costs will be recovered effective 1%t April 2021 regardless of
the final decision on this business case. CAVUHB have already incurred costs at risk in
relation to the development of the Hybrid theatre business case.

Implementation risks

There are a number of risks to the implementation of the proposed model of care. These
include:

@p’&AVUHB. Even with additional recruitment there is a risk to the local population given
shduld staff need to transfer from other specialties to support the hub. This may also lead
to adpdiy'onal costs such as agency, and international recruitment.
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Engagement and culture: Bringing together of three existing units as a part of a network
has already led to strained relationships. It is critical to work together proactively to be
open, transparent, and honest when tackling these issues

Impact: Impact of transferring patients to a centralised centre for their surgery means
they will potentially be further from home for a small but important period of their care.
This is balanced by the need for the best care possible leading to the best option.

Financial: Cost implications of delivering an Operational Delivery Network in line with
other services in the UK. Challenges for Health Boards in releasing costs to support the
transfer of activity to another provider.

Estate: CAVUHB is under significant pressure presently due to unscheduled demand and
COVID-19 demand. This has led to an issue with finding suitable ward space for the
centralisation. This is not insurmountable but again does put pressure on the surgical
footprint within UHW.

These risks are being monitored as a part of the Programme these are detailed in both the
case for change section and section 19 of the case and Appendix G.

1.6 Public Engagement

In recognition of the proposed reconfiguration of vascular services across South East Wales,
the programme was committed to undertake a comprehensive engagement process with
the public and all key stakeholders, consistent with best practice and informed by advice
from the Consultation Institute. It has been important to adopt a consistent approach and
therefore an engagement group was established with the relevant stakeholders from each
Health Board. The plans were developed and agreed between each Health Board and their
respective Community Health Councils in line with policy.

Between Friday 19th March and Friday 16th April 2021, the four Health Boards: ABUHB,
CTMUHB, PTHB and CAVUHB, ran a public engagement event, describing the rationale and
benefits of the proposal.

The events raised a number of queries and concerns which were answered by the clinical
and planning teams. These, together with details of plans, processes and all responses
were collated into a comprehensive report which was submitted to all constituent CHCs for
review and approval.

CHC reviews took place in early May 2021, and a formal agreement was reached to move
forward to the implementation stage with a caveat to ensure that a parallel process
reviewing thematic issues raised continued through focused engagement.

T)Ct?f/ié:&a\ils of the engagement process and the outcome from CHCs was subsequently
pr@gsnted to each Health Board meeting, with approval reached in all Boards to proceed.
9.
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Engagement with the public and our staff will continue throughout programme delivery
and implementation to include the further information on a number of areas which were
raised as queries including: transport between sites, access and parking at the hub and
facilities and services provided at spoke sites.

1.7 Activity summary

The table below sets out the current and expected activity that has been used as a basis
for service planning. This was based on 4 years' worth of data from all three provider
health boards and was signed off at Executive Programme Board in March 2021.

Theatres & Interventional Radiology

The combined theatre demand for a typical year for the region is 1082 cases. With a total
of 826 cases modelled for the hub. This is a transfer of 595 cases per annum to UHW.

Total cases by provider Health Board:

Health Board Hub Spoke Total Cases
ABUHB 298 74 372
CTMUHW 231 65 296
CAVUHB 297 117 414

Sum of cases 826 256 1082

The below table splits the activity between the 19/20 baseline developed by the network
finance group and predicted demand and capacity modelling agreed and benchmarked. It
is expected that post COVID the number of patients requiring vascular surgery may well
increase. The below table sets out the additional modelled activity for each of the three
provider Health Boards.

Provider: ABUHB CAVUHB CTMUHB Total
C&V Baseline (Hub Activity) 286 286
CTM/AB Baseline Activity

Transfer 277 175 452
Additional Activity 21 11 56 88

Total Activity 298 297 231 826

The following assumptions have been made:

e Activity will be based on cross cover of leave over 50 weeks

e Throughput of 1.4 cases per session in line with current throughput in UHW
theatres

e Development of performance indicators and operational measures

e Review dates set at 3,6 and 12 months to assess activity assumptions and theatre
efficiency

9,
vgiﬁg/)apacity for the above demand will be provided through the provision of 6 dedicated all

%@’x@ sessions per week which includes IR. In addition, there will be access to 3 x weekly
ur@@t lists if demand is high. This will ensure we utilise the limited resource effectively.
This f&ghess than was currently available regionally but with improved utilisation in line

South East Wales Vascular Network Programme Business Case
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with UHW current throughput and access to urgent lists it is felt this is an acceptable
position for go live. This will be monitored closely in the first 12-18 months.

This plan has been developed in line with the modelling undertaken over a period of 4
years from 2015 to 2019. This has also been tested with clinicians and as part of the peer
review and has been benchmarked to ensure it is commensurate with other similar sized
units. At request of the Programme Board a review of assumptions made about LOS and
theatre throughput was undertaken following snapshot audit over 6 weeks - this changed
throughput assumptions from 1-1.2 cases per session to come in line with UHW current
throughout of 1.4 cases per session.

Note that activity figures are pre-COVID and allowance will have to be made in short to
medium terms planning both in terms of bed use and theatre time with new COVID

restrictions in place.

Bed requirements

The below table shows modelled ranges in both hub and spoke beds. These ranges allow
for clinical variation and reasonable occupancy levels of 85%-90%. The greater effect of
emergencies is reflected within the Cardiff figures. There is significantly more variation in
the spoke beds because of the disproportionate effect of longer stays for ongoing
rehabilitation.

Total recommended beds for the hub are 35 which is close to 90% variation in terms of
variation in bed use.

Health Board Hub beds Spoke
ABUHB 12-13 (12) 10
CTMUHB 8-9 (8) 10
CAVUHB 12-17 (15) 10%

*CAVUHB audits have showed consistent reduction in spoke bed days and with an
increased therapies provision it is estimated that activity should be managed though 8 beds
or less for CAVUHB spoke.

Benchmarking & Peer Review

A benchmarking exercise was undertaken in 2019 with similar Major Arterial Centres/Hubs
which shows a variation in provision of beds and theatres but that broadly Cardiff’s
proposals are in line with similar sized MAC’s.

The peer review of the business case supported the number of proposed hub beds as

2, appropriate for the population. There was challenge from both the South West and Wessex
X% -Network clinical leads around the number of theatre sessions. Both recommending not to
sume and efficiencies in theatres, noting that often an increase in cases as seen as the
nedzyvork develops.

\9‘
’V)d)
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It is therefore essential that an early review is in place to assess the use of CEPOD and the
urgent lists available at UHW. The details of the reviews are set out in section 19 of the
case.

1.8 Workforce summary

The workforce plan has identified a need to increase the establishment across several
professional groups in CAVUHB as the Major Arterial Centre to support the transfer of
activity as per demand and capacity modelling. It has also identified the need for several
posts that support the creation of the Operational Delivery Network, the development of
the network to meet standards/to bring the service in line with other UK vascular services.
There are also several posts that will improve the service.

Staff involved in the provision of activity that is transferring to the hub are not subject to
formal TUPE transfer arrangements and are free to remain within local Health Board
staffing establishments or to express a wish to apply for posts in the hub if desired. Any
staff who do take up these posts will be identified and progressed.

Each Health Board has committed to collaborate as part of a network to ensure that staff
are developed, educated, and supported to maximise opportunities within the network. As
part of the programme there is a network workforce group supporting development of
recruitment, training to develop the key skills needed. Where there are existing
arrangements to work across sites, staff will be invited to carry on with that arrangement.

The completion of the programme business case is based on the following workforce
principles:

e Existing workforce providing vascular care will be identified where possible
and included within the case.

e Staffing requirements that are a direct consequence of the creation of the
Hub due in line with demand assumptions, and the set-up of a network
should legitimately be included within the programme business case.

e Additional staffing bids that are considered to be service developments /
enhancements in line with national vascular standards or benchmarking
with other network services will be included within the case but clearly
identified.

e Additional staffing bids that are independent of the creation of the hub and
spoke model will not be included within the programme business case and
will be subject to the usual internal service planning and scrutiny processes
within the relevant Health Board.

Page 16 of 156
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Breakdown of workforce posts

The additional workforce required can be broken down to support 4 core areas: activity,
network, standards and service improvement. These are set out in tables below.

Workforce to support activity transfer into the Hub (CAVUHB):

Hub area WTE required
Ward 38.66
Nurse specialists 2.0
Wound healing 1.0
Pharmacy 1.5
Labs 2.0
Theatres 8.08
Radiology 12.3
Medical 3.47
Therapies 1.78
Total 70.79

Workforce aligned to Operational Delivery Network:

Role Business case Band Current | WTE required
section 8 WTE

Network Clinical Lead Benchmarking 0 0.2

Network IR lead POVS * 0 0.1

Network Nursing lead POVS* 7 0 0.2

Network Manager Benchmarking 8a 0 1.0

Network Coordinator Benchmarking 5 0 1.0

(administration)

Network Data Peer Review 5 0 1.0 (Fixed term

Coordinator 12 months)

Total 0 3.5

e Peer review have indicated these posts will be a key element of the next POVS
release and a recommendation these are included at the setup of the service

Workforce based in the hub aligned purely to vascular standards/benchmarking with

other networks:

Role Business case Band Current WTE
section/standard WTE required
Care of the Elderly 9.12 aligned to POVS 0 0.2
o Consultant sessions 2018 & Peers
09/5”@,3 Rehabilitation Aligned to Peers 0.1 for 0.2
cs><>§)”(:<c),nsultant sessions amputee
T?/@ HH
%% rehabilitat
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(WHSSC)
Secretary to To support above 4 0 0.2
Consultants
Podiatry pathfinder 9.14 POVS 2018 8a 0 1.0
Lead therapist (hub 9.14 Peer Review 7 0 0.7
rehab coordination)
Vascular trainees to 9.2 POVS 2018 & Peers 0 Sessional
support rota payments
Total 2.3

Workforce for the provision of acute rehabilitation in the hub to ensure service
Improvement in line with rehabilitation standards:

Role Band WTE
Dietician 6 0.81
Dietician 4 1.0
Dietetic support worker 3 2.24
Physiotherapist 6 1.12
Rehabilitation assistant 3 1.0
Occupational therapist 6 0.61
Pathway lead Psychologist 8b 1.0
Total 7.78

1.9 Financial summary

The centralisation of vascular services for South East Wales is predicated on a service,
workforce and financial plan that assumes no additional patient activity (inpatient
procedures) is delivered, but for a marginal cost increase a better quality, more
sustainable service and better patient outcomes are achieved.

The financial plan has been based upon the agreed demand and capacity modelling
approved by the Programme Board, this was based on 4 years work of data with robust
clinical and managerial involvement from the health boards and does show an increase
from the 2019/20 baseline.

There are both revenue and capital implications for the 3 health boards, including a stepped
future revenue cost associated with the opening of the new hybrid theatre.

The following financial analysis is based on service and workforce plans confirmed to date
for the ‘Hub’ element of the service, there remain certain elements to finalise, but they are
not expected to be material in value. Not all the ‘Spoke’ service and workforce plans are

A
Ogi%ﬁfinalised by each health board — but indicative values are identified where available, these

[S>

/g;egasfcs will be the responsibility of the relevant health board, to ensure the system operates

gctively for patient care and patient flow.
0.
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The table below presents the summary gross cost of the service shift and delivery of the
Hub and Spoke model of care:

Revenue Summary of the Planned Centralisation of Vascular Surgery

TOTAL REGION TOTAL REGION COS
ABUHB CVUHB CTUHB ACTIVITY TOTAL REGION COST Recurrent
Baseline Activity (2019/20) 277 286 175 738
Baseline Cost (2019/20 uplifted to 21/22) £2,508,067  £3,099,526  £1,482,375 £7,089,969
Cost of Activity transferring to the Hub
Expected activity to transfer 298 11 231 826
Bed Days £838,090 £279,363 £558,727 £1,676,180
Theatre Sessions £741,407 £92,224 £586,898 £1,420,528
Medical Staffing - Vascular surgeons £277,205 £10,232 £214,881 £502,318
Therapies £113,540 £4,191 £88,013 £205,744
Clinical Support Costs £223,365 £8,245 £173,145 £404,755
IR Support Costs £57,609 - £33,771 £91,380
Betterment/service enhancement identified £82,003” £81,728 £63,566 £227,297
National Standards-additional Revenue Costs £81,330.19” £81,057 £63,044.54 £225,432
Additional provider costs above 'top down' approach £25,686' £25,600 £19,911 £71,196
Provider Cost of Hub Activity Episodes £2,440,235 £582,640 £1,801,956 £4,824,831 £4,824,8:
LTA Impact Adjustment -£8,115 -£63,569 £71,684 £0
Health Board Impact- Cost of Hub Activity Episodes £2,432,120 £519,071 £1,873,640 £4,824,831
Intensive Care- Impact of activity transfer £70,876 - £34,216 £105,092 £105,0¢
Recurrent Centralisation Costs
Transport estimate £44,000 £44,000 £44,000 £132,000
Network Management £73,096 £73,096 £73,096 £219,289
Additional Hybrid theatre cost from 2024
Additional Maintenance £7,940 £7,940 £7,940 £23,820
£125,036 £125,036 £125,036 £375,109 £375,1(
Non Recurrent Centralisation Costs
Revenue Equipment set up costs £69,686 £69,686 £69,686 £209,058
Network Data Manager £11,333 £11,333 £11,333 £34,000
Advanced recrutment costs £45,903 £45,903 £45,903 £137,709
£126,922 £126,922 £126,922 £380,767 1
Additional Cost of Centralisation £2,754,955 £771,030 £2,159,814 £5,685,799 £5,305,03

1.10 Planning and Assurance Process

This case has been developed with involvement of all Health Boards and core specialities
involved in the care of vascular patients. In preparation for the business case, clinical
models have been developed and agreed, demand and capacity modelling undertaken and
Hub and Spoke planning templates developed.

The Network Specification, Clinical Models of Care and Clinical Pathways

The clinical model of care was approved following a review of the 2014 clinical options
appraisal by the Clinical Advisory Group in early 2021. Several surgical and rehabilitation
pathways were then developed following a public engagement process in March 2021.

A Network specification (Appendix D) for South East Wales has been developed which is in
0329( line with the NHS England service specification, which was published in 2013, the agreed
/e sg))oecmcatlon is updated to reflect the most recent recommendations and findings of

%g‘fevant published research, studies, and papers. This specification was approved at
Prggggmme Board in May 2021.

"T)d)
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This Network specification, the developed models of care and key pathways have also been
reviewed by Medical Directors from the three provider Health Boards.

Planning process for Hub and Spokes

Planning templates have been completed by each of the Spokes along with specialty level
templates for the key specialties involved in the care of vascular patients within the
hub including theatres, ward, radiology, therapies, laboratories. These have been
supported with face-to-face meetings at both a spoke and network level within the
programme. Benchmarking has been used, where available as well as discussions with
other Vascular Networks as a learning opportunity. This has supported the Health
Boards to review their current service and supported planning against:

1. The expected change in activity following Network ‘go live’.
2. The Network Service Specification & models of care.

Assurance and approval

To provide assurance to the Executive Programme Board that the planning templates
case have been internally scrutinised the following were agreed and have taken place:

1. Local Health Board sign off

Completed templates have been reviewed and signed off by the relevant Health Board. By
signing, the Board provided assurance that due diligence has been undertaken in
completion of the template, and that the revenue implications of the pathways
are understood and relate solely to Vascular Services.

In addition to the above, due to the number of supporting services within the Hub, each
specialty was asked to complete and submit specialty level planning templates following
sign off from their Clinical Board.

2. Peer Review of the business case
Colleagues in Bristol, Brighton and Southampton Vascular Networks have kindly agreed to
support a peer review of the business case alongside colleagues from across the South East
Wales region in order to provide subject matter expert review and challenge of the case.
3. Programme Scrutiny
Both the Network Steering Committee and Executive Programme Board will provide any

further challenge and scrutiny as well as discussions around assurance and risks to delivery
of regionalised vascular services.

02 4. Business Case Approval

%.
Finafsign off on business case at Health Boards.
&
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2.0 Introduction and Background

Vascular disease relates to disorders of the arteries, veins and lymphatics. The range of
vascular care extends from minor procedures (such as varicose vein surgery) to life saving
arterial repairs. The most complex care requires surgery and an inpatient stay in a specialist
centre where a wider range of supporting services are available. Vascular interventions are
provided by surgeons, interventional radiologists and nurse specialists supported by a wider
multidisciplinary team.

Conditions requiring specialised vascular care include: lower limb ischaemia; abdominal aortic
aneurysm (AAA); stroke prevention (carotid artery intervention); venous access for
haemodialysis; suprarenal and thoraco-abdominal aneurysms; thoracic aortic aneurysms;
aortic dissections; mesenteric artery disease; renovascular disease; arterial/graft infections;
vascular trauma; upper limb vascular occlusions; vascular malformations and carotid body
tumours. The scope of the specialised service includes deep vein reconstruction and
thrombolysis for deep vein thrombosis (DVT) but excludes varicose veins and inferior vena
cava (IVC) filter insertion.

Collectively, Aneurin Bevan University Health Board, Cardiff and Vale University Health Board,
and Cwm Taf Morgannwg University Health Board provide vascular services in South East
Wales. The populations affected are Blaenau Gwent, Caerphilly, Monmouthshire, Newport,
and Torfaen; Cardiff and the Vale of Glamorgan; Rhondda Cynon Taff and Merthyr Tydfil
(Bridgend is part of the South West Wales Network), and South Powys (other parts of Powys
served by South West/North Wales Networks as well as networks in England). The total
resident population of the Health Boards is approximately 1.5 million.

The total number of patients likely to need a vascular procedure across South East Wales is
1250 each year. In addition, there are currently an estimated 275,000 are living with diabetes
in Wales? and this prevalence is also increasing. 311,000 people in Wales could have diabetes
by 20303, with diabetic patients having a worse outcome as evidenced by the increasing rate
of lower limb amputation in this group.

The current configuration of services across separate hospital sites are not deemed
sustainable for the continued delivery of the quality and safety standards set out by the Royal
College of Surgeons and the Vascular Society of Great Britain and Ireland.

The development of a networked model of care with high volume centres for complex
vascular surgery is the first recommendation within the Getting it Right First Time (GIRFT)
report for vascular surgery published in 2018. Over the last few years most regions have
centralised  vascular units to improve clinical outcomes, equity, and efficiency, whilst
ensuring service sustainability, attraction and retention of staff and maximising training and
,education opportunities.
09/@5
diﬁ%\évever despite these national recommendations, concerns about sustainability of
sé)rgces and developments in the rest of the UK and other parts of Wales, the South East

WaIes@regnon remains one of a handful of regions in the UK without a formal networked
<
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arrangement of care for all vascular services. This, along with the fragility of the wider service
sustainability for the future has resulted in our clinical teams considering how this current

position can be improved, as well as developing the service to be an exemplar in Wales.

Initial work delivered by the Network Programme:

South East Wales Vascular Network Programme Business Case

Options appraisal and subsequent clinical review of network model and Hub
and Spoke designations in 2021.

Development and agreement of a network specification, including
performance measures and targets

Development of models of care and clinical pathways inclusive of key
surgical, rehabilitation and repatriation pathways

Development, review and agreement of demand and capacity modelling

Development of understanding of organisational changes to support the new
operational structure

Development of a programme governance structure including

an Executive Programme Board

Delivery of public and staff engagement to test the model and changes to the
existing pathways for Vascular patients requiring complex surgery

Delivery of a peer review of the draft programme business case
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3.0 Strategic Case

The development of the vascular network aligns itself with a number of national drivers
specific to Wales, as summarised below:

e A Healthier Wales: Our Plan for Health and Social Care (2018) The aim of this
national strategy is to provide health and social care services in the future that
include:

o Enabling the NHS and social care to deliver sustainable, seamless and
person centred pathways of care, use patient safety as a driver to reduce
variation, inequity and harm in care delivery and increase quality
improvement capacity and capability.

o When people need help work with them and their loved ones to find out what
is best for them and agree how to make those things happen - ‘person-
centred approach’.

o Using the latest technology and medicines to help people get better, or to
live the best life possible if they are not able to get better.

¢ NHS Wales Service Change Plans — NHS Wales is undergoing a series of changes
focusing on the reshaping of acute clinical services, with a view to changing the
delivery of some services. This includes centralisation of specialist care (e.g. for
patients who sustain cardiac arrests and regain a pulse), with the rationale of
delivering improved clinical outcomes and ensure services remain sustainable in
the face of challenges in the medical workforce. UHB specific examples
include the development of a single acute hospital in Aneurin Bevan University
Health Board.

More specifically, there are clear links between the establishment of aVascular
Network and Health Boards’ Strategic Goals.

Cardiff and Vale University Health Board

In its Shaping our Future Wellbeing Strategy 2015-2025 the Health Board sets out objectives
that link directly with the delivery of a regionalised Vascular service including:
e Reduce health inequalities
e Have an emergency care system that provides the right care, in the right place,
first time
e Be agreat place to work and learn
e Work better together with partners to deliver care and support across care
sectors, making best use of our people and technology
e Excel at teaching, research, innovation and improvement and provide an
environment where innovation thrives.
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Aneurin Bevan University Health Board

In its Building a Healthier Gwent Strategy and Annual Plan the Health Board sets out
objectives that align closely with the objectives of the Vascular Service proposals, including:

e To address and reduce the impact of health inequality amongst the population of
Gwent

e To deliver the right patient care, in the right way, at the right place and by the
right person

e To create an integrated research, innovation, improvement and value approach
to healthcare provision, bringing shared purpose to think and work in different
and more effective ways

e To be an organisation that people choose to work in and where they choose to
stay

e To work collectively across Health Boards and Trusts to deliver optimal pathways,
such that patients receive great care and continuity regardless of geography

Cwm Taf Morgannwg University Health Board

The Health Board’s Vision, Mission and Strategic Objectives align with the establishment of a
vascular network and have consistently cited its development as a key priority in the Annual
Plan and IMTPs.

Mission Building healthier communities together:

“Vision In every community people begin, live and end life well, feeling involved in their
health and care choices”

Strategic Well-being Objectives
e Work with communities and partners to reduce inequality, promote well-being
and prevent ill-health. Provide high quality, evidence based, and accessible care.
e Ensure sustainability in all that we do, economically, environmentally and
socially.
e Co-create with staff and partners a learning and growing culture.

Powys Teaching Health Board

Powys Teaching Health Board and Powys County Council have a joint ten-year strategy for a
Healthy, Caring Powys. The establishment of a vascular network aligns with the local
strategy including:

e Early Help and Support: for example, delivery of diagnostic services through
spoke services and ensuring appropriate pathways of pre-hospital care.
S e Tackling the Big Four: providing a safe and sustainable model of care to reduce
/90/2% the burden of ill health and mortality from circulatory diseases.
% *® Joined Up Care: working together in a network model, including identifying ways
<o, to provide more care closer to home.
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e Workforce Futures: ensuring a sustainable workforce, working together to meet

the latest standards for quality and outcomes.
e Transforming in Partnership: working together in a network model to provide

quality care in Wales.

There is commitment within all Health Board annual plans to the implementation of the SE
Wales Vascular Network.
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4.0 Case for Change

It should be recognised that vascular patients are already being managed across our
healthcare system; therefore, the development of a Vascular Network represents a significant
service change, but not a new service development or commissioned service. Thus, the
programme has been developed based on strengthening existing clinical services through re-
organisation, revised and new pathways and enhancing clinical and operational governance.
Furthermore, requirements for additional resources have been considered within the context
of enhancing existing services and improving the standard of care for all vascular patients in
line with other services across the UK and national standards. This has been clearly articulated
in the financial case. Whereas there is some uplift to be expected overall the redesign of
service firstly needs to be funded by the full cost of existing services within all Health Boards
within the region to ensure that the true additional costs are accurately reflected and
understood.

Key investment objectives defined by Welsh Government are referenced throughout this
business case with added value that could be delivered. These include:

e Health gain: improving patient experience and outcomes.

e Equity: where people of highest health needs are targeted first.

e Clinical and skills sustainability: reducing service and workforce vulnerabilities and
demonstrating solutions that are flexible and robust to a range of future scenarios.

e Value for money: demonstrating the least costly way of generating the anticipated
benefits.

4.1 Population health and prevalence of vascular disease

Age

Prevalence of vascular disease increases with age. The complexity, outcome and costs of
vascular intervention are age-dependant. Between 1998 and 2018, the proportion of the
population in Wales aged 65 and over has increased from 17.4 per cent to 20.8 per cent 1.
Although South East Wales most even distribution of ages among the three Welsh regions,
this can be partly attributed to the relatively high number of university students living in the
area, between 1997 and 2017, the proportion of the population aged 65 and over has
increased from 16 per cent to 18 per cent.

This presents a significant challenge to the NHS in Wales in its delivery of services for the
future. This factor alone suggests that demand for vascular services and the need for specialist
workforce to deliver these services is likely to continue to increase with time.

1 Summévr’zé) statistics for Wales, by region: 2020 (gov.wales)
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Diabetes

There are currently an estimated 260,000 people with living with diabetes in Wales, and
prevalence is increasing. Vascular disease is the major cause of morbidity in diabetes and the
risks of disease progression are higher, it is likely that the great increase in the number of
patients with diabetes over the next decade will have the biggest impact on vascular services.
Many of these patients present as an emergency and are at high risk of amputation.

Obesity

Public Health Wales report that the proportion of children and adults in Wales who are of a
healthy weight is reducing. Notably, between 2003 to 2015 there was a 4% increase in levels
of obesity among adults in Wales. Currently around 60% of the adult population are
overweight or obese with 10,000 more adults becoming obese each year. Startlingly, 1in 8
children aged 4-5 is obese.?

This epidemic is likely to have the biggest impact on the prevalence of diabetes in the next
decade and may well cause a dramatic rise. Childhood obesity has also been linked to the
development of diabetes and hypertension in later life. These factors contribute to the
development of hyperlipidaemia and hypertension, both potent risk factors for vascular
disease.

Smoking

Smoking is a major cause of vascular disease and over 80% of vascular patients in Wales are
current or ex-smokers. Around 20% of the population over 60 years of age have peripheral
arterial disease, with about a quarter of these affected being symptomatic. Approximately 2%
of men aged 65 have an enlarged aorta although not all go on to develop a significant
aneurysm. The Wales AAA Screening Programme (WAAASP) has been operational since
2012.

Socioeconomic factors

Vascular patients are often from socioeconomically deprived backgrounds. According to the
2019 report detailing Welsh Index of Multiple Deprivation figures South East Wales has some
of the least and most deprived areas in Wales, including small areas of deep-rooted
deprivation in Blaenau Gwent, Rhondda Cynon Taf, Merthyr Tydfil and Cardiff.3

With the development of the network the 4 Health Boards with be able to work more
collaboratively to ensure equality and equity of care (as per all three health board values) for
vascular patients.

0.
2 Qveriveight and Obesity - Public Health Wales (nhs.wales)
3 Welsh Iﬁ&ex of Multiple Deprivation (WIMD) 2019: results report (gov.wales)
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4.2 Service Sustainability

As many as 50 percent of patients with vascular disease present urgently or as an emergency,
and in the past have often been managed by a general surgeon. However vascular surgery in
the UK emerged as a separate specialty in 2013 from its background as a subspecialty of
general surgery and is a rapidly advancing field.

As the service becomes more specialised, and the demand is expected to rise, the scale of the
workforce challenge is highlighted. A 2014 survey of the UK Vascular Surgeon workforce
carried out by the VSGBI reported that “As we anticipate the changing demographics and
treatable disease patterns over the next 40 years, we consider it inevitable that our specialty
will be in short supply at a time when demand for our services is growing rapidly”. The same
survey also found that as much as 35% of the consultant vascular workforce intended to retire
in the next decade, by 2024. +

The same is also true in Interventional Radiology, where a shortage in staff in the UK is putting
services at risk. In 2019 the Royal College of Radiologists report that England had a shortfall
of 323 Interventional Radiology consultants (a shortfall of 36%) and highlighted that regional
variation was leading to inequitable care for patients. 5

It is accepted practice that Vascular Surgery Services must have a Vascular IR
Consultant service. In April 2020 CTMUHB was left without a Vascular Interventional
Radiology Consultant. Despite recruitment efforts the posts have remained vacant, this is
primarily due to the shortage of Interventional Radiology Consultants nationally. This
prompted temporary arrangements to be put in place to support CTMUHB whose vascular
service had become unsustainable.

There is a need to urgently develop more sustainable vascular services across
South East Wales through reconfiguration. This is the only way to ensure sufficiently large
catchment populations prescribed WAASP and recommendations from GIRFT, NCEPOD and
VSGBI and tackle fragility of the workforce.

4.3 Patient outcomes

Historically the UK had the highest mortality rates in Western Europe following elective
abdominal aortic aneurysm surgery (7.9% UK vs 3.5% Europe, Vascunet 2008) and was among
the slowest nations for uptake of new endovascular technology.

Following the introduction of mandatory reporting of vascular surgeon’s outcomes to the
National Vascular Registry (NVR) which is commissioned by the Healthcare Quality
Improvement Partnership (HQIP) as part of the National Clinical Audit and Patient Outcomes
Programme (NCAPOP), there has been a significant improvement in outcomes for indexed

S
cP//}"o,)
f&?}ﬂgjn, D. Beard, J.D. Shearman, C.P. Wyatt, M. The Vascular Surgery Workforce: A Survey of Consultant
Vascular Surgeons in the UK, 2014 European Journal of Vascular and Endovascular Surgery

2
5 CIinicaIvrzé?dioIogy UK workforce census 2019 report (rcr.ac.uk)
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vascular procedures. The latest published NVR results for all 3 units in South East
Wales Appendix B.

The Vascular Society of Great Britain and Ireland (VSGBI) recommend that high quality urgent
vascular care should be organised and delivered using integrated vascular networks. Ensuring
that local assessment, diagnosis, and rehabilitation of patients in non-arterial centres (spokes)
is optimised, whilst also delivering high volume interventions at Major Arterial Centres (hubs).
The goal being a service which balances the needs of patient access with the provision of
comprehensive safe vascular care and intervention that is, above all sustainable.

Factors that we know influence outcomes:

e Individual surgeons maintaining high volumes of surgery - Surgeons that maintain high
volumes of vascular surgery achieve mortality rates 2 - 4% lower than surgeons that
perform low volumes of vascular surgery each year. (VSGBI 2009)

e Hospitals performing high volumes of vascular surgery achieve significantly lower
mortality than hospitals performing low volumes. (VSGBI 2009)

e Modern surgical techniques - Some vascular procedures can be done using a modern,
minimally invasive surgical method called endovascular surgery. Evidence shows that
this type of surgery reduces length of hospital stay, reduces the risk of acquiring a
hospital infection and most significantly, reduces surgical mortality by around 3%
compared to traditional surgical methods

In South East Wales, the volume of cases performed in each individual unit is not in line with
the National Vascular Society recommendations of a minimum population of 800,000 (which
is also considered necessary for an AAA screening programme). This is based on the number
of patients needed to provide a comprehensive emergency service, maintain competence
among vascular specialists and nursing staff; the most efficient use of specialist equipment,
staff and facilities, and the improvement in patient outcome that is associated with increasing
caseload.

Whilst none of the units in South East Wales perform poorly at present there is considerable
evidence to show that a different model of care could lead to further improvements in care

over time.

High volume centres

Rapid access to diagnostics and interventions forms part of a high-quality service resulting in
improved patient outcomes. In other areas of the UK the need for this rapid access has been
an important driver for centralisation of surgery onto one hospital site as it requires 24/7
working. Larger units are most likely to provide this service in the medium to long term.

%{ Centralisation should allow for improved facilities for patient care (dedicated vascular wards),

e%vestlgatlon (larger radiology units with 24/7 interventional radiology) and treatment
‘(’Qasgular operating theatres and staff, vascular anaesthetists, improved facilities for

end%\éascular management, better critical care).

9,
.e&
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Performing all complex procedures at central units would ensure all patients have their
surgery at a high-volume hospital by an experienced vascular specialist, using the latest
technology and techniques

The centralisation of vascular services to large centres offers a number of potential benefits
that are unlikely to be achieved through any other model, including:

e High volumes of complex procedures per centre. Evidence for some procedures
indicates that the more procedures that are carried out the better the outcomes. For
example, significant reductions in peri-operative deaths have been proven to be
achieved through the centralised delivery of AAA repair. (Holt PJ, Poloniecki JD,
Hinchliffe RJ, Loftus IM, Thompson MM. Model for the reconfiguration of specialised
vascular services. The British journal of surgery 2008; 95(12):1469-74). A specialist
treatment centre for each vascular screening programme.

e Individual surgeon volumes are more likely to be maintained despite the predicted
shift away from open surgical techniques towards endovascular technologies.

e Improvement of the operating environment for vascular specialists, with the
increasing availability of theatres that incorporate radiological imaging equipment (
hybrid theatres) and dedicated daily vascular operating lists. Working within multi-
disciplinary teams has also become common practice .

e Centralisation of resources, with the potential to reduce overall costs and improve
efficiency.

e Dedicated vascular anaesthetic input.

e Training of junior staff would be facilitated with concentrated high-volume work.

e Potential cost savings in avoidance of duplication of complex equipment both within
and external to theatre.

e Provision of comprehensive and sustainable 24/7 vascular radiology services.

All clinical teams agree that services and the care they deliver can be improved by developing
and delivering a network model. The benefits are considerable with sustained or indeed
improved outcomes, with a richer and wider workforce to draw from, clinical standardisation
which can be evidence based, peer reviewed and monitored. However, the key driver for
change is to protect the region from local vulnerable services due to workforce constraints
and inconsistent clinical practise. The aim is to create a service that can stand up as an
exemplar across the UK against the standards set for the care of patients needing vascular
interventions.

Screening programmes

A minimum population of 800,000 is considered necessary for an AAA screening programme
and is often considered the minimum population required for a centralised vascular service.

This is based on the number of patients needed to provide a comprehensive emergency

0%5 service, maintain competence among vascular specialists and nursing staff; the most efficient

259

V’ﬁg;e of specialist equipment, staff and facilities, and the improvement in patient outcome that

T)?@ﬁsouated with increasing caseload.

%
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Currently South East Wales provision with three separate smaller units does not meet the
minimum population recommendations.

Benefits for Academia and Research

Central units would act as leading centres of research. This would mean greater opportunities
for surgeons and specialists who want to pursue a joint career in academia and surgery. It
would also help attract junior medical staff who will be the vascular specialists of the future.
It is hoped that ongoing research can help define future management and treatment
strategies for vascular diseases.

4.4 Evidence for a Hub and Spoke Model of Care

Despite the evidenced benefits that high volume centres can bring there is much evidence for
these centres as a part of a wider network that would provide a focus not only on the portion
of care within the specialist centre but equally ensure that care across a region is of good
quality and is provided wherever possible, closer to home.

In other complex specialities, Hub and Spoke working is well established and well proven to,
over time reduce length of stay and improve outcomes * 2. Research into health service
models also supports this model of care .

The National Vascular Registry performs a periodical organisational audit of vascular units
with the most recent being 2018. The 2018 audit shows the organisation of hospital vascular
services within the UK continues to evolve. Current advice from the Vascular Society of Great
Britain and Ireland (VSGBI) is that major vascular surgery in the UK should be provided by
organising vascular services into regional networks, consisting of a Hub hospital providing
arterial surgery and complex endovascular interventions, and Spoke hospitals providing
venous surgery, diagnostic services, vascular clinics, rehabilitation, and where appropriate,
day case angioplasty [VSGBI 2018].

Achieving this network organisation of services has led to a widespread reconfiguration of
vascular services within regions. The changes can be illustrated by looking at the number of
NHS trusts providing vascular surgery. In 2011, elective repair of infra-renal AAA was
performed in 114 NHS trusts. By 2017, 35 of the NHS trusts had stopped performing elective
AAA repairs, and in the remaining 79, the number of NHS trusts performing fewer than 30
operations had fallen to 18. There has been a similar change in the number of NHS trusts
performing carotid endarterectomy procedures: 120 organisations provided this service in
2011 but this had reduced to 84 in 2017.

4.5 Parity with the rest of Wales and the wider UK

v’/136|IOW|ng recommendations from the VSGBI, GIRFT and NCEPOD, NHS England published a

r?a}‘?enal service specification for vascular services in 2013 setting out standards of care as
desc{bed within this business case. Since this time English networks with high volume centres
have be@n established. In Wales, both North Wales and South West Wales have centralised
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their vascular surgical services onto single sites at Glan Clwyd and Morriston, respectively.
Although South East Wales became the first region in Wales in 2019 to have a 24/7
Interventional Radiology on-call based at the UHW and emergency out-of-hours vascular on-
call covering South East Wales has existed since 2001 and is also based at the UHW it is still
one of the only regions in the UK to not meet the national standards.
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5.0 Summary Current Service Provision

Cwm Taf Morgannwg University Health Board

Delivers vascular services for the population of Rhondda Cynon Taff Ely and Merthyr
Tydfil. There is also a South West Wales Vascular Network and the residents of the Bridgend
care is provided through these arrangements.

The Royal Glamorgan Hospital was historically the site of the Arterial Centre (AC) supported
by Prince Charles Hospital, Ysbyty Cwm Cynon and Ysbyty Cwm Rhondda until an urgent
temporary service change was put in place in September 2020 with patients now treated in
University Hospital of Wales.

Aneurin Bevan University Health Board

Delivers vascular services for the populations of Newport, Blaenau Gwent, Caerphilly,
Torfaen, Monmouthshire and parts of Powys.

The Grange University Hospital (GUH) in Llanfrechfa became the site of the Arterial Centre in
November 2020, with acute / inpatient services transferring from the Royal Gwent Hospital.
The arterial centre is supported by a network of local hospitals, comprising Royal Gwent
Hospital, Nevill Hall Hospital, Ysbyty Ystrad Fawr, County Hospital Pontypool, Chepstow
Community Hospital, St Woolos Hospital, Ysbyty Aneurin Bevan and Monnow Vale.

ABUHB vascular surgeons and interventional radiologists work jointly with cardiac surgeons,
cardiologists and interventional radiologists at UHW to deliver a regional thoracic aortic
stenting service. The service is established as a major training centre for Vascular Surgical
Trainees in Wales.

Cardiff and Vale University Health Board

Delivers vascular services for the population of Cardiff and Vale of Glamorgan covering a
population of over 500,000. The University Hospital of Wales is the Major Arterial Centre
and since 2001 the South East Wales Vascular Emergency on-call base. The SE Wales 24/7
Interventional Radiology has been based in UHW since its inception in 2019.

University Hospital of Wales is the Major Trauma Centre and a tertiary specialist centre
for several surgical and medical specialties.

UHW is supported by University Hospital Llandough, St Davids Hospital and Barry Community
Hospitals.
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Services provided by all three Health Board providers

e Avascular team that comprises vascular surgeons, vascular anaesthetists, vascular
interventional radiologists, clinical nurse specialists, podiatrists, tissue viability
nurses, physiotherapists, occupational therapists, social workers, pharmacists and
members of the prosthetics team. The teams are used to working across Health
Board boundaries.

e Dedicated vascular beds. There is a provision for inpatient facilities along with day
case access for various veins and minor day case surgery. Outpatient clinics are held
in each Health Board area. Access to Doppler ultrasound, Computer Tomography
(CT) and Magnetic Resonance (MR) Angiography.

e Vascular clinics within their area and weekly interventional radiology clinics in which
patients are consented for interventional radiology procedures.

e Aninterventional radiology suite with high-quality rotational fluoroscopic imaging, in
a room which is equipped for a full range of anaesthetics. The rooms can be used for
endovascular aneurysm repair, combined vascular surgery and interventional
radiography techniques.

e Day Case and Short Stay Facilities for minimally invasive varicose veins procedures
are performed under local anaesthetic.

e Operating theatres

e Vascular team access to a critical care unit

e Pathways in place for those patients presenting with critical limb ischaemia (CLI)

e In-hours interventional radiology

Emergency out of hours Vascular provision

A regional approach to out of hours emergency provision for patients in South East Wales
commenced in 2001. Since this time between 7:00 hours to 08:00 hours on weekdays, and
24/7 on weekends patients requiring emergency intervention are transferred to University
Hospital of Wales. Following assessment a referral is made to the on call vascular surgeon
who then decides whether the patient can remain in the admitting hospital, or if they
require transfer to the hub. In extremis and the patient is unable to be transferred, then the
vascular surgeon will travel to the admitting hospital

The scope of the out of hours service is summarised below:

e Emergency management of abdominal aortic aneurysms
e Traumatic dissection, ruptured peripheral aneurysms
e Haemorrhage arrest (traumatic, intraoperative iatrogenic)
e Acute peripheral and visceral ischaemia
e Venous trauma, and the sequalae of venous thromboembolism
. Emergent management of sepsis related to acute ischaemia, critical limb ischaemia,
09/@% diabetic related limb sepsis
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Exclusions:
e Emergent / urgent treatments which come under the remit of other surgical
specialities.
e Acute venous thromboembolism
e Venous access

Out-of-hours interventional radiology is also managed via an on-call rota, meaning that
outside of normal working hours, the patients are admitted by the on-call surgical team at
UHW and assessed. If emergency interventional radiology input is required, the case is
discussed with the vascular surgeon on for the region, who will in turn contact the on-call
interventional radiologist.

Tertiary services

Complex endovascular aneurysm repair (Fenestrated Endovascular Aneurysm Repair (FEVAR)
and Branched Endovascular Aneurysm Repair (BEVAR)) are referred to the Major Arterial
Centre based at Southmead Hospital in Bristol who provide a tertiary service.

Regional MDT

Due to the regional out of hours service that is already provided there is weekly a regional
MDT already in place. The MDT meeting includes the vascular surgeons, interventional
radiologists, vascular ultra-sonographers, specialist nurses, vascular physiotherapists and
trainees and can be access remotely.

National Audit

The outcomes of all patients undergoing arterial surgery or major lower limb amputation in
South East Wales are reported to the new National Vascular Registry (NVR).
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6.0 Demand and Capacity

In February 2020, the SEW Vascular Steering Group commissioned an analysis of the bed
and theatre sessions required to support the development of the network. A key
component being the activity transfer to one regional Major Arterial Centre. An analysis of
vascular procedures from all three provider Health Boards was undertaken with input from
clinicians and mangers across the three health boards to model future clinical pathways and
apply broad assumptions. Calculations are based on pre COVID-19 actual activity across all
provider Health Boards between 2015 and 2019. The full demand and capacity paper can be
found in Appendix C.

Following the overarching Network data modelling, further local data analysis was
undertaken to support planning. This used several data sources in use at UHW
including the local business intelligence system, TheatreMan (the theatre information
system) and several specialty specific clinical databases including ICNARC. Additional
specific clinical reviews of Vascular Registry data were also used.

A week's audit of ward activity inclusive of LOS undertaken in July 21 by teams at both

Cardiff and Vale UHB and Aneurin Bevan UHB and a review of 6 weeks of theatre data from
May —June 21.

6.1 Activity assumptions

6.1.1 Surgical cases transferring to the Hub
The combined theatre demand for the region is 1082 cases per annum. With a total of 826
cases modelled for the hub. This is a transfer of 595 cases per annum to UHW.

Total cases by provider Health Board:

Provider Hub Spoke Total Cases
ABUHB 298 74 372
CTMUHW 231 65 296
CAVUHB 297 117 414

Sum of cases 826 256 1082

The below table splits the activity between the 19/20 baseline identified by the network
finance group and predicted demand. It is expected that post COVID the number of patients
requiring vascular surgery may well increase. The below table sets out the additional
modelled activity for each of the three provider Health Boards.

0/0@( Provider: ABUHB CAVUHB CTMUHB Total
0%
v’<5§”¢gAV Baseline (Hub Activity) 286 286
Q?j(M/AB Baseline Activity Transfer | 277 175 452
Additional Activity 21 11 56 88
Total Activity 298 297 231 826

South East Wales Vascular Network Programme Business Case Page 36 of 156

36/156 88/790



The following assumptions have been made:

e Activity will be based on cross cover of leave over 50 weeks

e Throughput of 1.4 cases per session. There is no available benchmarking on theatre
efficiency for vascular specifically. Throughput is therefore in line with current
throughput in UHW for vascular cases (audit May — July 21 see table below)

e Development of performance indicators and operational measures

e Review dates set at 3,6 and 12 months to test activity assumptions and review
theatre usage and efficiency.

Capacity for the above demand will be provided through the provision of 6 dedicated all day
sessions per week which includes 1 all day session for IR. In addition, there will be access to
3 x weekly urgent lists if demand is high. This will ensure we utilise the limited resource
effectively.

This plan has been developed in line with the modelling undertaken over a period of 4 years
from 2015 to 2019. This has also been tested as part of the peer review and has been
benchmarked to ensure it is commensurate with other similar sized units. At request of the
Programme Board a review of assumptions made about LOS and theatre throughput was
undertaken following snapshot audit over 6 weeks. The results of which can be seen in the

table below.
[ ovacw [ £y T ey
Basis Throughput | Throughput Demand & Capacity Plan
. . per per
Audit Audit
week week
Planned 826 826 826
cases
Throughput |, 5 1.40 1.38 1.03 1.05
per session
Annual
Sessions 688.33 590.00 600.00 800.00 790
required
Annual All
day Sessions | 344.17 295.00 300.00 400.00 395.00
required
Weekly (50
weeks)all | ¢ gg 5.90 6.00 8.00 7.90
day sessions
required

Subsequently following agreement with operational leads and clinical leads throughput

, assumptions from 1-1.2 cases per session to come in line with UHW current throughout of
09/@&@}.4 cases per session. It was important to test the findings with the clinical team and the
‘?‘t%?@(yision has subsequently been supported however, a number of consultant vascular
sﬁ)r;@ons believe that there should be provision for 8 all day theatres. Therefore,

conf?&@]ation of access to urgent lists in addition to 6 all day theatre sessions has been
o
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included and it has been agreed that a review will be undertaken at 3, 6 and 12 months to
test levels of activity through theatre and efficiencies.

Note that activity figures are pre-COVID and allowance will have to be made in short to
medium terms planning both in terms of bed use and theatre time with new COVID
restrictions in place.

6.1.2 Regional Bed requirement
The combined bed requirement for the region is 65 in total which includes 35 beds within
the hub broken down as follows:

Health Board Hub Spoke
ABUHB 12 10
CTMUHB 8 10
CAVUHB 15 8*

*Note that CAVUHB spoke has been agreed at 8 rather than modelled 10-12 due to a
therapy led care model.

It is critical to ensure a safe and right sized environment is created to deliver the
appropriate clinical care. The overall bed recommendations are based on clear evidence
and aligned to other vascular network Major Arterial Centres.

The greater effect of emergencies which have currently shaped the service in Cardiff & Vale
has been reflected in the numbers.

The length of stay assumptions are based on both data taken from the demand and capacity
review 2015-19 and supported by a 19/20 activity review as a part of the financial case
development and a snapshot audit undertaken in July 21 which reflect an average LOS in the
hub of 13 days.

It is hoped that as the network develops, and the investment laid out within the programme
business case that this will impact positively on the quality of care for vascular patients
ensuring that a patients overall LOS will be reduced, and efficiencies realised in the future.

Furthermore, it is envisaged that patients are more likely to be discharged home, as opposed
to nursing care, from higher-volume hospitals and less likely to be readmitted as an
emergency. It may be possible to offset costs involved in the centralisation of Vascular
Services by reducing length as the network develops.

Capacity will be provided through the provision of 35 ward beds on B2 ward in UHW. Currently
vascular patients are cared for in one half of B2 ward (19 beds). This requires an expansion
and plans have been developed to ensure the release of capacity for go live, this includes the
provision for CAVUHB spoke patients in Lakeside Wing rather than B2.
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6.1.3 Benchmarking

A benchmarking exercise was undertaken in 2019 with similar Major Arterial Centres/Hubs
which shows a variation in provision of beds and theatres. Note this does not include
operational detail including: list start times, throughput, length of stay (LOS) etc. as the
programme team have been unable to obtain this level of detail.

Centre

Cambridge

Hull

Imperial/Charing Cross
Black Country
Leicester
Southampton

Bristol

Cardiff

Population
1.8m

1.8m

2m

1m

2m

2m

1.12m
1.5m

Theatres pw

6 all day

8 all day

7 all day

5 all day

10

9 all day

17 sessions, 8.5 (all day
6 all day

Beds

24

30

30 + rehab ward
30+ 4 HDU

40

35

32

35

Notes

No hybrid
No hybrid

inc 2 days access to hybrid
2/17 sessions dedicated for urgent + endovenous day case
Acess to 3 x weekly urgent lists

Cardiff propsals are comparable to similar sized Major Arterial Centres.

Note that where possible specific benchmarking has been undertaken (i.e. Vascular
Specialist Nurses were separately benchmarked and this is set out in section 9.3)

6.1.4 Peer Review feedback

The peer review of the business case supported the number of proposed hub beds as

appropriate for the population.

There was challenge from both the South West and Wessex Network clinical leads around
the number of theatre sessions. Both recommending not to assume and efficiencies in
theatres, noting that often an increase in cases as seen as the network develops.

It is therefore essential that an early review is in place to assess the use of CEPOD and the
urgent lists available at UHW. The details of the reviews are set out in section 19 of the case.
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7.0 Network Clinical Model & Service Specification

The Vascular Society of Great Britain and Ireland (VSGBI) advise vascular services and
surgeons on delivering the best possible care for patients presenting with vascular disease.
The Provision of Services for Patients with Vascular Disease is produced periodically by the
Vascular Society with the most recent iteration being published in 2018. These documents
give clear advice on how a vascular network is structured and delivered.

An options appraisal was undertaken locally in 2014 identifying a Hub and Spoke model of
care as the preferred option for South East Wales. This appraisal was subsequently reviewed
by the Clinical Advisory Group for the Programme. The public engagement process also tested
this model including changes to current services and benefits have developed a ‘Hub and
Spoke’ Model of care for delivering the vascular service in South East Wales.

Subsequently, using the recommendations from the VSGBI and the publication of a
specification for vascular services by NHS England the Clinical Advisory Group developed a
Network specification for South East Wales which was then approved at Programme
Board Appendix D.

This Network specification, the developed models of care and key pathways have also been
reviewed by Medical Directors from the three provider Health Boards.

The specification acts as a base line document setting out the Network Specialised
Vascular Service we aim to deliver based on:

e Recommendations

e Standards

e Metrics

Set out by several bodies including:

e VS

e RCS

e RCR

. DH

e NCEPOD
e NICE

The document is based on an NHS England Specification document (specialised-vascular-
services-service-specification-adults.pdf(england.nhs.uk)) updated to reflect local
context with newer recommendations. It describes the standard vascular pathology managed
as three units, but also the tertiary service we aim to deliver going forward. It also describes
the reasons why mandatory reporting of individual vascular surgeons was necessary through
the NVR and evidence for why vascular services have been centralised nationally and
internationally i.e. in order to improve service quality, efficiency and clinical outcomes. It
Gipennons we are the last region in Wales and one of the last in the UK to reorganise vascular
§g’}ylces The document also explains why a unit should have a minimum population of

8002900 but in reality this should be larger.
99&
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It goes on to explain vascular surgery became an independent specialty in 2013 and our first
cohort of vascular specialist are now emerging into consultant posts.

The document also describes the expected outcomes and specific metrics for indexed
procedures, which | hasten to add the three units already achieved but also the importance
of staff resilience and economy of scales when we reorganise vascular. It also stipulates the
minimum number of procedures that need to perform annually by the specialist and unit.

In aims and objectives we describe the need for the service to improve patient diagnosis
and treatment, and ultimately improve mortality and morbidity from vascular disease.

The service models are described and reasons why we chose a Hub & Spoke model and the
importance of supporting the spokes, as not to overwhelm the hub. We have clear written
arrangements for transfer and repatriation of spoke patients. The document also states
explicitly “To avoid any misunderstanding, all arterial surgery will be performed in the hub
unless the patient is in extremis”.

The team structure, infrastructure, care pathways are described as well as support for co-
located and interdependent services.

7.1 Hub Model of Care

Vascular units have high bed occupancies. The surgery is technically challenging with
significant demands on both theatre time and critical care. Readmission rates due to disease
progression are significant. Advances in endovascular treatment may offset some of this
expense, but many of these procedures are also technically demanding and time consuming
and require sophisticated and often expensive facilities and disposables.

Each of our vascular surgeons has knowledge of their own outcomes; this isa key
component of clinical governance and is mandatory for the individual surgeon’s revalidation.
The National Vascular Registry (NVR) is the focus of data collection with respect to index
vascular and endovascular procedures in the UK.

Following redesign of the vascular service in South East Wales all arterial surgery will be
performed in the University Hospital of Wales (Hub hospital). The vascular team at that point
will comprise ten vascular surgeons, vascular anaesthetists, seven vascular interventional
radiologists, four clinical nurse specialists, one surgical care practitioner (with another post
out to advert), podiatrists, tissue viability nurses, physiotherapists, occupational therapists,
pharmacists and members of the prosthetics team. All the vascular team are required to
attend the grand ward-round on Monday morning to review the new and existing in-patients.
The lunchtime departmental meeting agrees the patients to be admitted that week and agree
Og@%the order in which the patients will be listed. The imaging of in-patients requiring intervention

“>4are reviewed in the peripheral vascular MDT following on Monday afternoon.
T><5’/ 0,
%
@,
o,
2%
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7.1.1 Consultant Vascular Surgeon of the Week

The vascular surgeons are allocated to the consultant of the week (COW) and surgeon of the
week (SOW) on a one-in-ten basis. The COW takes all emergency and urgent referrals during
the working day (08:00-1700) excluding bank holidays and weekends, while the SOW
performs all the urgent / emergent vascular operating. Emergency referrals are made by
Consultant Connect or via the hospital switchboard. In-patient referrals are seen in a timely
fashion depending on the urgency, out-patients referrals are either seen in a scheduled clinic
(virtual / face-to-face) or in the vascular hot-clinic. There is a formal handover from the COW
team to the on-call team at 5pm daily.

7.1.2 Pathfinder Podiatrist

The inpatient management of the diabetic foot is of equal importance to outpatient
management as patients admitted for an acute diabetic foot condition are particularly
vulnerable to poor outcomes, with emergency management often necessary. The length of
stay for patients with diabetes can be prolonged, with various factors compounding the
difficulty in resolving foot complaints. If investigations, interventions, consultations and care
planning are not coordinated during an inpatient stay by appropriately skilled and
experienced health professionals, evidence shows that length of stay is extended, re-
admission is more likely, and poorer clinical outcomes expected. The inpatient Podiatrist will
be highly skilled practitioner aimed to bring together and enhance the performance of the
existing specialist team. NICE guidance advocates that an inpatient Podiatrist for acute
diabetic foot admissions supports reduced length of stay of diabetic foot
admissions, offering timely and appropriate discharge planning, which should in turn, prevent
future admissions and unnecessary major amputations.

7.1 3 Urgent / Emergent Vascular Surgery

The COW reviews all referrals and deems which require urgent / emergent surgery, and which
can be deferred or referred for other treatments (radiological, supervised exercise
programme etc.). Patients requiring surgery are either treated on the main theatre vascular
lists or on the CEPOD list, if deemed unable to wait for the scheduled list by the SOW.

7.1.4 Vascular Hot Clinic

Not all referred vascular patients need to be admitted, nor can they always wait for the next
available out-patient slot. Referrals to the COW can be made via Consultant Connect, the
dedicated handset or the generic email. The COW will determine where outpatient referrals
need to be seeni.e., ED, SAU, vascular hot clinic or in a scheduled outpatients clinic. The
vascular hot clinic is supported with slots in medical physics for Doppler ultrasound scanning
and in radiology with reserved slots for CT/MR angiography.

O
<

33
v)cﬁo;l,.S The Vascular Multidisciplinary Meeting
Theo%éjltidisciplinary team (MDT) meeting is an essential part of the functionality of the
vascularsservice. This is a key component in delivering quality outcomes. The format of the
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MDT takes the form of a single weekly meeting. The MDT meeting includes the vascular
surgeons, interventional radiologists, vascular ultra-sonographers, specialist nurses, vascular
physiotherapists and trainees. The MDT outcomes are documented live by the MDT
coordinatoronto the S-drive and then uploadedintothe patient’s notes
electronically via Myrddin, Welsh Clinical Portal and Clinical Work Station.

The meetingis in two parts; 1. regional aortic aneurysm MDT, and 2. Peripheral vascular MDT.
The AA MDT is principally concerned with aneurysmal dilatation of the aorto-iliac segment
(excluding the ascending aorta), in patients who have reached the recognised thresholds for
intervention. The AA MDT also reviews other pathologies of the aorta including: dissection /
mural haematoma, inflammatory and mycotic conditions, penetrating ulcers, fistula
formation, trauma and the sequaelae of previous interventions. The peripheral vascular MDT
reviews all other pathologies pertinent to the vascular surgeon.

7.1.6 Facilities and Infrastructure in the University Hospital of Wales

The Vascular Ward

On Ward B2, UHW there are thirty-six dedicated vascular beds. The nursing care of vascular
in-patients requires specialist skills, combining aspects of general surgical nursing, critical
care, limb and wound assessment, tissue viability, wound care, rehabilitation, care of the
disabled and care of the elderly.

Vascular Radiological Diagnostics
The Vascular Unit has ready access to duplex ultrasound scanning (including in-clinic Doppler
scanning) and high-quality CT and MR angiography.

Vascular Outpatient Clinics

Elective vascular clinics occur three times a week in the University Hospital of Wales, on a
Monday, Wednesday and Thursday. The vascular hot clinic runs daily but are limited to
urgent cases which would otherwise be admitted to hospital. The clinic nurses are able to
perform wound dressings and there is access to in-clinic duplex scanning. There is a weekly
interventional radiology clinic in which patients are consented for IR procedures.

Day Case and Short Stay Facilities
Minimally invasive varicose veins procedures are performed under local
anaesthetic in University Hospital Llandough, as well as the other spoke sites.

Operating Theatres

The Vascular team have access to five all-day operating sessions per week in Main
Theatre, UHW as well as a weekly all-day day endovascular list in the radiology department.
The vascular theatre stocks specialist grafts, haemostatic agents and embolectomy catheters.
There are numerous vascular trays and micro-instrument sets. There is also ready access to

»_ cell-salvage.
09/%@

<o
mferventional Radiology Suite

Th‘éqgnterventional radiology suite has high quality rotational fluoroscopic imaging (one of

whicﬁ)é?@as biplane imaging capabilities), in two dedicated vascular IR rooms which are
&
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equipped for a full range of anaesthetics. The rooms can be used for EVAR and combined
vascular surgery / IR techniques.

Critical Care Unit

A Critical Care facility is essential for the care of patients treated for a vascular emergency,
particularly those with a ruptured aortic aneurysm. However, most elective vascular patients
are managed in PACU / HDU, rather than ITU.

7.1.7 Out of Normal Working Hours Arrangements

Vascular Surgery

The South East Wales Vascular out of Hours Network was established in 2001. Currently,
there are eight vascular surgeons on the rota, with the on-call based in UHW. The service also
covers all the other hospitalsin South East Wales for patientsin extremis, or for
intraoperative iatrogenic injuries which cannot be transferred.

During normal working hours 08:00 - 17:00 Monday — Fridays (excluding bank
holidays), suspected vascular patients in the spoke hospitals are referred to the admitting
general surgical on call team and depending on the urgency, the patient is either assessed by
the emergency surgeon, or in extremis the patient is referred directly to the COW. Suspected
vascular patients admitted via the UHW ED / SDEC are initially assessed by the admitting
surgical team and then promptly referred to the COW team.

Outside these times the patients are admitted by the on call surgical team and assessed. If
emergency vascular surgical input is required the case is discussed with the vascular surgeon
on for the region, who can be contacted via the hospital switchboard. For
patients In extremis, the vascular surgeon will attend the admitting hospital, all other cases
requiring vascular surgical treatment will be transferred to the Vascular Hub.

Interventional Radiology

During normal working hours 08:00 - 17:00 Monday — Fridays (excluding bank holidays)
vascular related emergencies requiring interventional radiology are referred initially to the
vascular surgical team, who will liaise with the consultant interventional radiologist. The
Regional Out of Hours Interventional Radiology on call rota was established in February 2019.
Outside normal working hours, the patients are admitted by the on call surgical team and
assessed. If emergency interventional radiology input is required, the case is discussed with
the vascular surgeon on for the region, who will in turn contact the on call interventional
radiologist.

Vascular Assessment of the Diabetic Foot
Initial assessment will usually be carried out by a member of the diabetes team (consultant,
TVN or specialist podiatrist). This assessment may also be initially carried out by a Podiatrist

&%, 0r nurse working as part of the Foot Protection Team in the community. If there is significant
%(;@cggncern, the COW should be contacted. The vascular surgeon will decide if

?quéediate admission is required or be able to arrange review in the next vascular ‘hot’ clinic.
Wﬁ%g)the diabetic foot team in the spoke hospitals diagnose diabetic foot sepsis with no
9.
2
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arterial compromise, a local referral should be made to the vascular surgeon. This is currently
done by sending a referral to the vascular secretary in the respective hospital.

Critical Limb Ischaemia

Patients with critical limb ischaemia (CLI) will present with chronic ischaemic rest pain in the
foot or ulceration / gangrene. These patients may present in several different ways and may
be admitted under other specialties as in-patients or may be seen in the outpatient clinic or
emergency unit.

General surgeons and emergency physicians should have the necessary skills to assess and
triage patients presenting with CLI. Patients with severe ischaemia should be discussed with
the covering vascular consultant and transfer arranged. Inpatients should be seen and
assessed within 48hrs.

Leg ulcers are common in the elderly hospital population. A large proportion will be venous,
but some will be arterial or arterio-venous. Severely painful ulcers of the leg, with exposed
deeper structures or necrotic tissue and absent pulses should be considered for more urgent
management. Although ulcers with these features may not directly meet the criteria for CLI
they should be referred to the vascular service using the CLI pathway.

7.1.8 Collaborations with other Medical and Surgical specialties
Due to the global nature of vascular disease, the vascular team share close working
relationships with numerous vascular specialties including:

e Diabetology

e Nephrology

e Stroke medicine

e Acute medicine

e Cardiology

e General surgery

e Cardiac surgery

e Plastic surgery

The vascular team has a particularly close working relationship with the diabetology teams
and are part of the monthly diabetic foot MDTs.

7.1.9 Recommendations for Urgent Care

Many of the conditions presenting to vascular services are urgent in nature. They fall
between requiring immediate treatment as an emergency, but are not elective in the sense
that they can safely be added to a waiting list for treatment in turn. The degree of urgency
in each case is determined by the responsible consultant using their clinical experience and

0%( judgement. There are recommended timeline targets for the delivery of carotid procedures,

259

v’(paprtlc aneurysm repair and lower limb revascularisation designed to improve patient care
ébﬁ@utcomes. The 2018 GIRFT report called for vascular services to be reconfigured for
urg%h} care in order to reduce delays to treatment.

9,
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Recommended Timelines:
e Abdominal Aortic Aneurysms should be treated within 8 weeks of diagnostic
confirmation, in both screened and unscreened patients
e Carotid endarterectomy for symptomatic patients should be performed within
7 days from referral.
e (Critical limb ischaemia (CLI) is recognised as an urgent condition and,
depending on the clinical presentation, may require urgent admission.

7.1.10 Audit, Governance & Quality Improvement

Vascular surgeons in the UK are required to submit their figures to the NVR and are then
provided with risk-adjusted comparative outcomes for their procedures compared with
their peers in the UK. The VSGBI has a standard that all index vascular procedures should be
entered on the NVR. Consultants have identified time in their work programme through SPA
activity to ensure both adequate data entry into national clinical audit and to quality assure
the coding of vascular procedures.

Mortality and Morbidity Meetings

According to RCS Good Surgical Practice all surgeons will regularly attend morbidity and
mortality meetings, as a key activity for reviewing the performance of the vascular team and
ensuring quality. The Vascular Morbidity and Mortality (Vascular M&M) meeting is therefore
a central function in supporting services to achieve and maintain high standards of care. The
vascular team conduct monthly M&M meetings, in which all mortalities and relevant
morbidities are discussed. There are also opportunities to present outcomes from local and
national audits. The vascular team also attend a quarterly aortic aneurysm mortality and
morbidity meetings.

Quality Measures
The hub will work to and measure against the agreed Network key quality measures. The
vascular team have devised Standard Operating Policies to cover the following areas:

e Pre-operative pre-assessment

e Abdominal aortic aneurysm detection & surveillance

e Venous bypass graft surveillance

e Supervised exercise class
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7.2 Non Arterial Centres (Spoke) Models of Care

There is no single model that describes how vascular services should be provided at Non-
Arterial Centres, this will be subject to local factors such as geography and pre-existing service
configuration, but there are number of key factors that will be common to all. These include:

e Provision of outpatient clinics
e Timely review of inpatient referrals
e Day-case lists and supporting allied specialities such as Diabetic Foot Services.

Speed of access to urgent vascular assessment and investigation will not be dependent on
whether a patient enters at the Major Arterial Centre (hub) or Non- Arterial Centre (spoke).

The detailed clinical models for each Health Board are set out in Appendix J. Below are the
common standards that all Non-Arterial Centres

Vascular Surgeons

Vascular presence at Non-Arterial Centres will be retained to provide outpatient clinics,
perform day case lists, manage ward referrals on inpatients admitted under the care of
other specialties, support medical specialties and deal with patient related administration.
Each Non-Arterial centre will retain a minimum of two surgeons (this is dependent on size).

Vascular Specialist Nurses (VSN)

Vascular Nurses will remain within the spoke hospitals in order to support consultant
colleagues in out-patient clinics, facilitate management of inpatient referrals and act as a
link for patients being worked up for inpatient treatment at the Major Arterial Centre. It is
anticipated that VSNs will adopt a much more proactive role, acting as the patients
advocate and the principle point of liaison between the Major Arterial and Non-Arterial
centres.

Emergency provision

All Health Boards have planned systems in place for vascular cover. Emergencies deemed to
require admission or urgent assessment will be transferred to the Major Arterial Centre.
There will, however, be rare occasions in which it may be necessary for a vascular surgeon to
travel to the patient. In all circumstances the call for assistance will be directed to the Major
Arterial Centre and the on call vascular surgeon will determine the most appropriate way to
manage the case.

Diagnostics
The relevant diagnostic services will continue to be provided at Non-Arterial Centres within

the network.

2, Inpatient referrals
O,
%@Ihere is already a well described system for making referrals, the aim is that patients are

ge’é(n within 24hrs whenever possible.

.
oy
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Day case lists
These serve the dual purpose of maintaining a vascular presence as well as treating patients

locally and will form the bulk, if not all, of the operating at Non-Arterial sites.

Interventional Radiology

Vascular IR work to continue in Non-arterial centres. These include capacity issues in the
Arterial Centre, the commitment to treating patients closer to home and maintenance of non-
vascular IR services.

Diabetic Foot Services

Diabetic Foot Services at Non-Arterial Centres, will be fully supported by the vascular team
and be headed by diabetologists, with vascular involvement for MDT meetings and combined
clinics. Inpatients with diabetic foot disease will remain under the care of diabetolgists, with
vascular review provided as required.

Clinics
Outpatient Clinics will form one of the main components of the service at the Non-
Arterial centres, enabling patients to be seen closer to home.

Repatriation
If repatriation is deemed the most appropriate course of action for a patient following their

stay at Major Arterial Centre then care will be transferred to an appropriate nonvascular
specialist e.g. Stroke, Diabetes, Care of Elderly, General Surgery, Orthopaedic

Surgery. Earlier repatriation to Non-Arterial Centres ensures Arterial centres are able to
accept transfers and improves continuity for outpatient follow-up.

7.3 Network Surgical pathways

A number of key surgical pathways have been developed and agreed through the
programme Clinical Advisory Group and approved by the Steering committee. In addition to
this, Medical Directors of each provider Health Board have reviewed and signed off the
pathways. These can be found in Appendix E.

7.4 Rehabilitation

The Vascular Society (POVS 2018) state that ‘when planning and organising a new vascular
network the full patient pathway including plans for return for rehabilitation needs to be
clear’.

Aligned to the programme governance structure a regional vascular rehabilitation

and prehabilitation group was established. The group had representation from all the
Wofessmnal groups that will be involved in the rehabilitation pathways. Two regional
@bways have been agreed for rehabilitation and repatriation which are included

as Append/x F.

\9‘
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As region the network is committed that recovery and rehabilitation following major
vascular surgery, including lower limb amputation, delivered close to where patients live is
key for the success of this network model. Patients will be repatriated to the closest hospital
to their home that is able to provide high quality care appropriate to their needs.

The importance of recovery and rehabilitation to the network, and to patients, has been
recognised by the development of rehabilitation and repatriation principles below.

Outcomes

Network Provision

Improve patient outcome and
experience: Patient safety, quality of
care and experience is at the centre
of decisions made. This includes
listening to patients’ needs and
supporting them to go home with
good community support. It includes
good communication with patients
and what to expect from care and
what to do at home.

Therapy led rehabilitation team
delivering care to support the
outcomes that matter to the patient
at home or in the safest environment
close to their home.

Timely “step down” of patients from
the MAC to rehabilitation when
vascular surgical input to their care is
no longer essential.

Timely “step down” from the MAC
(once clinically appropriate) for
patients with diabetes who have
ongoing medical needs.

Effective communication: Clear 2-
way communication between MAC
and LHBs coordinators and
rehabilitation sites is paramount to
the success.

Agreement between providers over
the repatriation of patients who no
longer require specialist vascular care
to local community hospitals.
Handover documentation will include
details of named consultant
performing surgery, surgical follow up
arrangements, wound care and
patient management.

Act as one team with the same values
and ethos: Respect, Listen and trust
in the individual specialties for
patient safety, quality or care and
patient experience.

Successful recovery and
rehabilitation requires the early
involvement of local therapists for
patients likely to require long-term
support

This will be delivered through the
network MDT collaboration in hub
and spoke sites.

Work in collaboration: Encourage
network thinking with a
collaborative approach between the

Daily ongoing multi-specialty
discharge planning from point of
admission to the Hub this will ensure

0;2% LHBs with close MDTs and regular robust communication with the spoke
/vgftvoo (daily) board rounds. The Network clinical teams.
)09;% extends across the Hub, spokes,

0\9.9 Community and therapies. Through
Q;tj;is network and close collaborative
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working, patients’ clinical status,
repatriation and discharge s
discussed and confirmed.

Standardisation across the
network: Clear and standardised
procedures and protocols used by
the network is standardised
documentation across the network.
A clear escalation process within
LHBs is required.

Development of a network recovery,
rehabilitation and re-ablement (3 R’s)
policy.

Standard repatriation policy applied
across the network.

Standard discharge documentation
completed for all hospitals across the
network.

Optimal patient pathway: Patient
pathways defined to ensure equity
to care across the network and the
most efficient care for the patient
getting to the right bed, right time.
Automatic acceptance in both MAC
and LHBs.

For patients with diabetes, ongoing
infection requiring medical
management or needing stabilisation
and monitoring of diabetes, they may
be admitted to their local spoke
hospital under the care of a Diabetes
consultant.

If the patient is not diabetic and
requires medical management of
infection, blood monitoring; they can
be admitted to their local Spoke
hospital under COTE.

Where the patient is medically fit
(with or without Diabetes) but is
unable to be discharged home e.g. if
they need a package of care or
physio/ rehab they should be
discharged to their local community
hospital.

Improved Information access &
management: Use of digital
handover to allow transparency and
access of information between
clinicians and practitioners.

IT infrastructure to support electronic
document transfer between hub and
spokes.

7.4.1 Rehabilitation Standards and Performance measures

It is recognised that there is currently an under provision in some areas of the region in
» relation to rehabilitation when compared with national standards for rehabilitation and

0%

9/9(; oorkforce, most notable BSRM (British Society of Rehabilitation Medicine).
S

Th\f*@;u h the development of a rehabilitation group for the network workforce standards

and h%gsdg broadly, rehabilitation provision for patients can be assessed.
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For go live, the rehabilitation group have agreed a number of measures that will be
monitored by the Operational Delivery Network.

These are:

e The timely repatriation of patients from the Hub, within 48 hours. The discharge
destination will also be recorded to allow the network to review whether patients
have been transferred as close to home as possible

e All patients to be included as a part of a weekly MDT review

e All patients should have a completed rehabilitation prescription on discharge from
the hub and this should be provided to the ongoing care provider, GP and patient.
This should include a named contact or team who are responsible for the
coordination of the patients immediate ongoing care.
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8.0 Vascular Network Investment

8.1 Vascular Network team

The Vascular Network management team will be a newly formed team which will be
accountable to the SEW Vascular Network Board.

The team will perform a key role in ensuring collaboration and whole patient pathway
monitoring of performance and service development. They will ensure that appropriate
clinical and corporate governance structures are in place to realise the full benefits of
centralising vascular services and will be key in leading and developing services across the
adult vascular pathway including oversight of adherence to network specification within the
hub and monitoring of both activity and performance indicators and outcomes.

It is important to highlight that this team will not just support the inpatient stay but that it
has a key role in ensuring service and flow through the whole pathways, i.e. follow up,
repatriation, escalation, across specialties and organisational boundaries.

There is benchmarking to show that having a separate team for the management of

the Regionalised Vascular Service is consistent across Wales and England. There is also
benchmarking to show similar networks (e.g. Major Trauma, Burns) have a separate
network management team to this managing hub and spoke or centre and unit services.

Current

Currently in SEW vascular surgery is managed as a part of General Surgery across all three
Health Boards.

Despite a networked arrangement for out of hours emergencies there are no network
governance arrangements or clearly identified roles currently allocated in South East Wales
which is a national recommendation of the VSGBI.

There are currently sessional payments for surgical clinical leads identified for all three
services and it is estimated that at present that 0.3 WTE management time is allocated to
local vascular services across the three provider Health Boards.

There are currently existing surgical coordinator roles within CAVUHB 0.6 WTE band 4 &
ABUHB 1 WTE band 5.

There are at present no regional clinical leads for vascular surgery including surgical, IR,
Anaesthetics or Nursing. The Peer Review noted that the Provision of Vascular Services

national standard will shortly contain leadership for all of these areas and strongly
recommended these were included within the case.
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Proposed

Clinical Lead for the Network

It is proposed that 2 sessions are allocated for Clinical Leadership of the network whilst
retaining clinical leads for the Spoke sites and Hub. This is comparable to other vascular
networks.

Interventional Radiology Lead - to be added to costing table
1 session allocated for clinical leadership and to ensure links with wider Wales.

Lead Nurse - to be added to costing table

It is proposed that 0.2 WTE band 7 is supported to allow for a nursing lead within the region,
this role will be important for ensuring equity in nursing care, education and training across
South East Wales and will chair a network nursing group.

Network Manager

It is proposed that a 1WTE band 8a Manager is appointed to a network role. This role will be
key in overseeing the development of the networkincluding the development,
implementation and monitoring of effective and efficient systems, policies and
procedures. Alongside the Clinical Lead, Service Leads, Service Managers and Lead Clinicians.
The post holder will ensure that operational, financial, performance, service modernisation
and improvement, governance and activity targets are achieved across the Network. This role
is set at a lower band than the North Wales Network comparatively (1 WTE 8b) and takes into
consideration that this post will be supported bythe host organisations
Operational Management team and supported by a full-time coordinator role.

Data Coordinator

It is proposed that 1 WTE band 5 data coordinator is appointed on a fixed term 12-month
contract in the first instance to ensure the capture and reporting of vascular data across the
region as per the agreed Network specification and operational plan.

Coordination & Administrative support

Itis proposed that 1 WTE band 5 Network coordinator is appointed to provide support for the
coordination of patients between Hub and Spokes and provide support to both the Network
Manager, Clinical leads as well as leads within Hub and Spokes. This post will also ensure that
all meetings are set and run regularly, that key documentation including risk and issue
registers and work plans are kept up to date.
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9.0 Major Arterial Centre

9.1 Consultant Surgeons

Data from a survey by the VSGBI in 2009 suggested that one vascular surgeon is needed per
100,000 population, with an equivalent number of interventional radiologists. However, The
Vascular Clinical Advisory Group advocates 1 per 125,000 as this equates to a one in eight
rota for a site covering 1 million population.

The POVS 2018 document recommends one vascular surgeon per 100,000 population. For SE
Wales this requires 12 to 13 WTE surgeons.

Currently there are 10 WTE consultant vascular surgeons in SE Wales with a newly appointed
11t taking up post in December 2021. They participate in an established 1 in 9 out of hours
on-call rota.

The ABUHB service has identified the need for an additional consultant post. This is
referenced in the finance and ABUHB spoke sections of the case, and will be progressed
subject to local ABUHB case scrutiny arrangements.

It is not proposed for go live that additional consultant appointments will be required and the
daily timetable is being developed in line with the existing number of consultants.

Elective commitments will be agreed in individual job planning meetings and will be in line
with National Consultant Contract in Wales. A full-time contract will have as a minimum 2.5
theatre sessions and 2 out-patient clinics per week.

The vascular surgeons will be allocated to the consultant of the week (COW) on a one-in-
eleven basis. The COW will take all emergency and urgent referrals during the working day
(08:00-1700) excluding bank holidays and weekends. There be a formal handover from the
COW team to the on-call team at 5pm daily.

Each of the vascular surgeons will be allocated to the surgeon of the week (SOW) on a one-
in-eleven basis. The SOW will operate on all vascular emergency and urgent cases during the
working day (08:00-1700) excluding bank holidays and weekends. The SOW will be expected
to work closely with the COW team to ensure a clear management plan for patients requiring
urgent / emergent vascular surgery.

9.2 Junior Doctors

. Health Education and Improvement Wales (HEIW) via the Wales School of Surgery allocate
O

%fmon -consultant grade trainees to training posts in hospitals across Wales. These include
<E§a%ndat|on doctors (FY1 and FY2), Core Surgical Trainees (CT1, CT2 and ISTs) and Speciality
Suf§ca| Trainees (vascular ST3-8, but also including general surgical trainees ST3-4). In South

East \&ales we have FY1, FY2, CT2, general surgical ST3 and vascular ST3-8 rotating through
d)

South East Wales Vascular Network Programme Business Case Page 54 of 156

54/156 106/790



the vascular units. Other non-training grades are also in non-consultant posts including
fellows and clinical research fellows (CRFs). There are currently no Speciality and Associate
Specialist (SAS) doctors in vascular posts in South East Wales.

Current

The current allocation of non-consultant grade trainees are as follows:

AB CAV CTM
FY1 3 4 0
FY2 0 3 0
CT1 0 0 0
CT2 2 1 0
ST3-8 (vascular) 2 1t 0
ST3-4 (general surgery) 0 1: 0
Fellow (non-training) 0 1 0
Total 7 11 0
CAVUHB

# ST —x2 from ST5 and above on vascular on-call anything junior will be on EGS rota.
t CT — x1 covers EGS on-call, PESU and DSU

* FY2 - x3 covers EGS on-calls and PESU

* FY1 — x4 cover EGS on-calls and PESU

*HEIW/ Foundation school insists to maintain the integrity of GS rotas in AB and CTM the CT/FP2/FP1 are to stay
in based hospitals.
*agreement STs to re-locate. From August 2021 AB x2 CTM 0 (as part of Cardiff allocation).

Proposed

The Vascular Society (POVS 2018) notes that the provision of junior doctor support out of
hours is a particular challenge outside of larger units and is another driver for centralising
arterial services within networks.

To provide a 7-day a week working on the vascular unit 365 days a year, there is a requirement
for a vascular team. Other comparable vascular units have a vascular team comprising three
tiers (consultant, registrar, foundation / core surgical trainee) of on-call for weekend and out-
of-hours working i.e. North Bristol NHS Trust this was supported as a part of the peer review
of the business case. This structure is long established in other surgical specialties e.g.,
urology, neurosurgery, paediatric surgery, ENT.

09 . Currently at registrar level (ST) we have been allocated 3 STs and one fellow who cover the
/d%/eekend and out-of-hours vascular rota. Human Resources have advised that these doctors
Y&odé a maximum non-resident rota of 1:6 (inclusive), this therefore leaves two unfilled gaps
on ﬂge rota. We have requested Wales School of Surgery to allocate at least one more vascular
STin re years. Until then, however, for years 2021-22 there is a requirement for funding
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to cover the two unfilled gaps on the registrar on-call rota. The rota gaps would be filled by
fellows already appointed to research posts working in UHW. Having a fully staffed registrar
rota will ensure the vascular surgeon would have a vascular trainee available to assist with
complex surgical procedures, in addition to supporting the weekend consultant ward rounds.

Risks

Without a fully staffed middle grade rota there is a risk to patient safety in these complex
patients undergoing advanced specialist operations. It is not appropriate to rely on the
general surgical registrars as they are already fully tasked managing the general surgery take
and because they may lack the necessary skills and experience as they are no longer required
to train in vascular surgery.

The junior tier doctors (FY1 to CT2) participate in the general surgical on call in each UHB.
Those duties can leave the vascular wards with minimal or no cover at times. This is unsafe.
Arrangements need to be made to ensure a minimum safe level of junior doctor staffing on
the vascular ward, without destabilising the general surgical on calls.

The issue of registrar cover out of hours is particularly acute. Currently when slots are unfilled
on the vascular registrar rota, the general surgical middle grade is expected to cover vascular
admissions and surgeries, therefore making them unavailable to manage the emergency
general surgical intake, inpatients, and surgeries. The general surgery rota is currently fragile
with them frequently borrowing from vascular to cover daytime unfilled slots.

General surgical trainees are no longer required to train in vascular surgery and therefore
frequently lack the experience and skills necessary to assess and manage these complex

patients.

Without this additional on-call cover the vascular service out of hours becomes unsafe, which
would have a detrimental impact on patient care.

9.3 Vascular Nurse Specialists

The Vascular Society of Great Britain and Ireland (VSGBI) endorse the role of the vascular
nurse specialist and specialist roles, in both the Major Arterial Centre and non-arterial
centre (Spokes) as detailed in POVS (VSGBI 2018). It the ‘Top tips form reconfiguration
‘produced by the VASGI (2018) the changes to the role of specialist nurses, and the
subsequent challenges are acknowledged.

Current

There is a total of 4 WTE Vascular specialist nurses across the three providers in SE Wales. In

%ddition, there are a total of 1.8 Surgical Nurse Practitioners across the three providers in SE

[
es.
qg@@
%

.
2%
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Current provision is as follows:
2 AB WTE specialist nurses
e VNS x2 WTE band 7
2 CAV WTE specialist nurses
e SCPx0.8 WTE band 7
e VNSx1.0WTE band 7
2 CTM WTE specialist nurses
e SCPx1.0 WTE band 7
e VNSx1.0 WTE band 7

Proposed

Hub services will be supported by Vascular Nurse Practitioners from across the 3 health
boards. Primarily covering consultant of the week duties and also spoke responsibilities in
their parent health boards. In addition to this, it is also necessary to expand the Vascular
Nurse Practitioners to include a weekend service.

It is therefore proposed that 2 WTE additional band 7 Vascular Nurse Practitioners are
recruited into the hub to meet the increased demand in activity and complexity. This
would create a total of 7.8 WTE band 7 nurses across the network.

Benchmarking

Specific benchmarking has been undertaken with nursing leads within similar
networks Inc. WTES and banding and are set out below.

Brighton - 8.6 WTE total for network plus 1 WTE lead nurse:
e Lead VNS 8A 1WTE for the Network
e Band 7 VNS x 8WTE
e Band 6 JVNS x 0.6 WTE

Manchester - 11 WTE total band 7 for the network

Bournemouth - 10 WTE total for network:

e Hub:1WTE Band 8, 1 WTE Band 7, 2 WTE Band 6.

e Spokel: 1 WTE Band 8, 1 WTE Band 6.

e Spoke2: 2 WTE Band 6. 2 WTE Band 7.
Cambridge - 10 WTE total for the network

e Hub1WTE band 7 & 6 WTE band 5.

e Spoke 1l: 1 WTE band 7.

e Spoke 2: 2 WTE band 7.
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9.4 Vascular Ward

The proposed dedicated vascular ward will be situated on Ward B2 at UHW and provide 35
beds.

This is currently a 19 bedded dedicated vascular unit caring for patients requiring vascular
surgery and treatment. The service is supported by 3 Vascular Surgeons, a dedicated
Vascular Nurse Specialist and a Surgical Care Practitioner. There are limited Occupational
Therapy and Physiotherapy Services.

Currently the split between hub and spoke is 11 and 8 beds respectively. In line with the
demand and capacity modelling the below has been developed based on an increase of 24
beds in total for the hub activity.

9.4.1 Nursing

Current
The provision for the current 11 hub beds are as follows:

e Ward Sister Band 7 x 1 WTE
e Ward Deputy Band 6 x 2wte
o Registered Nurses 9.37 WTE
e HCSW 7.46 WTE

Proposed

To reflect increased number of patient admissions, patient pathways and anticipated clinical
indications in accordance with Nurse Staffing Levels (Wales) Act 2016: statutory guidance
(version 2) : https://gov.wales/sites/default/files/pdf-
versions/2021/3/5/1614936011/nurse-staffing-levels-wales-act-2016-statutory-guidance-
version-2.pdf#page=1

The proposed staff provision is a determinant of safe staffing levels made in accordance
with patient acuity, quality indicators and professional judgement.

Kit and Equipment

The measurement of toe systolic pressure improves the relevance and reliability of
diagnosis especially in diabetic patients and allows effective follow up of peripheral arterial
disease.

2 It is proposed that a Toe pressure machine is purchased for use by the vascular team on the
Oé’éf%/ard for the assessment of patients during their stay in the hub.
O,
/<>0/2(/
Machine cost: £2,922.00 including VAT.
=,
2%
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9.4.2 Wound Healing

Current

The Wound Healing Service at UHW currently delivers weekly visits to the vascular ward and
the team prioritise those patients with either complex amputation sites or requiring wound
care for significant pressure areas, larvae therapy and VAC dressings. It is estimated that
currently the input to this patient cohort is less than 0.5 WTE per week.

Currently there is not the establishment to support the MDT or Vascular clinics.

Proposed

It is proposed that an additional 0.5 WTE band 6 is supported to increase capacity for the
additional proposed activity and acuity, it is expected that there will be in increase in
patients with complex amputation sites. The role will be key in enabling the team to;
participate in the MDT and be present at weekday daily ward rounds.

It is proposed that 0.5 WTE band 6 is supported to ensure appropriate ward level education,
optimisation of care for this cohort of patients in pressure ulcer prevention/treatment and
lower limb treatment including compression therapy. Optimising WHS input on the ward
would lead to more timely and effective management leading to a reduction in infection
and deterioration leading to Stage 3 pressure areas and above, reportable to Welsh
Assembly Government.

9.4.3 Pharmacy

The current pharmacy service for the vascular hub at UHW is currently 0.3 band 6
pharmacist, 0.35 band 5 technician and 0.25 band 2 ATO. It is proposed that the following
posts are:

e Pharmacist Band 7 x 0.5
e Pharmacist Band 5 x 0.5
e Pharmacy ATOBand 2 x0.5

The requested increased resource in order to provide the increased centralised service is
based upon the expansion and increased activity of the vascular ward with patients
requiring the more complex vascular surgery now being undertaken in UHW. The greatest
pharmaceutical attention is usually required during the peri-operative period, with many of
these patients having diabetes and/or are anticoagulated, and the management of these
medications requires careful attention. Currently Pharmacy use B2S as a training ward but
,,asthe demand & patient complexity will increase with the expansion of the ward, there will
Opj%pe a need to employ a band 7 pharmacist there instead of utilising a band 6 Pharmacist.
< 'jgjin Surgery this is one of the most complex polypharmacy area and a significant number
of%;eir discharges require blister packs — hence the requested additional technical

resoufges.
S
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9.5 Critical Care

The Adult Critical Care Service in Cardiff is the busiest in Wales, caring for around 1500
patients a year. It supports a number of regional tertiary services including neurocritical
care, spinal injuries, major trauma, haem-oncology, maxillo-facial, vascular, thoracic and
upper gastro-intestinal surgery.

Critical Care currently has 32 staffed Level 3 equivalent beds (on the assumption that WG
non-recurrent investment in 2018/19 in 6 beds at UHW becomes recurrent), with 28 at
UHW and 4 at UHL. The units provide Secondary Care to Cardiff and Vale patients and
Tertiary Care to patients across South Wales.

Centralisation of the service will require uplift of 0.27 beds. The Directorate have confirmed
there will be no additional workforce or kit requirements in order to launch the service. This
will be reviewed as a part of the post implementation review at 3 and 6 months.

9.6 Theatres
For ‘go live’ core activity will be provided through 6 all day sessions split as follows:

e 4 all-day sessions within the amber theatre stream including 1 all day session
supported

o 1 all-day session within the green theatre stream

o 1all-day session in the IR department for EVAR.

In addition to the above sessions, if necessary, there will be access to 3 x weekly urgent
lists if demand is high, using a 48-hour window as the target access time for urgent cases.
This will ensure we utilise the limited resource effectively.

A C-arm image intensifier will be available all times in hours, with an agreed provision for
out of hours to ensure availability for fluoroscopy skills as required. The staff to support this
have been included within this business case.

The following assumptions have been made:

e Activity will be based on cross cover of leave over 50 weeks

e Throughput is in line with the current service in UHW 1.4 cases per session

e Areview at 3, 6 and 12 months will be undertaken to include key quality
metrics including access times for urgent surgery. These will be used to
inform decisions regarding longer term core vascular theatre capacity

Hybrid Theatre

Vascular Society recommends at least one endovascular theatre or theatre
O35 peee .. o . e Y .
sp?egiflcatlon endovascular suite is required, with high quality imaging, advanced
apprfcgtions, and a dedicated X-ray table (compliant with MHRA guidance). At present this
is not available at the UHW site and endovascular cases are done within an IR room which
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does not meet Theatre operating standards. Therefore, a series of business cases have
been developed to deliver a new hybrid theatre at UHW from December 2023 to ensure
that Vascular cases can be treated safely in a timely and to meet agreed national
standards.

The Overarching Business Case has now been submitted for review at Welsh Governments
Infrastructure and Investment Board on the 215t September 2021. The work to develop the
Full Business Case has already commenced and is due for submission in December 2021.

Accepting that Capital and Estates timelines for delivery of a new Hybrid Vascular Theatre
are not aligned to an Autumn 2021 ‘go live’ of the Vascular Network, an assessment of
alternative solutions for operational readiness has been discussed at the Clinical Advisory
Group and the procurement of a C-arm image intensifier in Theatres has been supported by
both the Network Steering Committee and Programme Board.

Kit and Equipment

Below is an equipment list for both anaesthetic procedures, and the surgical procedures
required (including the provision of the c-arm image intensifier) and has been scrutinised to
minimise cost as much as possible. It is inevitable as the service develops a Phase 2 financial
spend will be necessary as the service grows. It is hopeful this will coincide with the Capital

development of the Hybrid Theatres.

Theatre Equipment Requirements

Total Price i
Description Product Code Company UOM  Price Each/Pack = w::rne ine
Phillips monitoring block and leads Phillips 2 £ 7,500.00 £ 18,000.00
Bair Hugger machine 1£ 2,750.00 £ 3,300.00
Warming Matress plus control unit Inspiration healthcare 1E£ 2,052.00 £ 2,462.40
Bean Bag full body 1E£ 360.00 £ 432.00
Consumables Werfen 1 £ 25,000.00 £ 30,000.00
£ 54,154.40
Total Price i
Description Product Code Company UOM  Price Each/Pack = w:rne the
Major Vascular Set (Tray) Mercian 3£ 9,555.50 £ 34,399.80
Peripheral Vascular Set (Tray) Mercian 3£ 10,703.25 £ 38,531.70
Vascular Omnitract Set Integra 5 £ 10,956.73 £ 65,740.38
Ring Tip forceps Mercian 4 £ 375.00 £ 1,800.00
Headlamp MC6E Chrome KLS Martin 1£ 1,594.22 £ 1,913.06
Headlamp Recharging station KLS Martin 1E£ 255.08 £ 306.10
Headlamp spare battery (pack of 2) KLS Martin 1£ 159.43 £ 191.32
Intra Operative Doppler Huntliegh 1£E 604.00 £ 724.80
Intra Operative doppler starter pack Huntliegh 1€ 885.00 £ 1,062.00
Probes for above Huntliegh 15 £ 21467 £ 3,864.00
Lead aprons thyroid protectors 10 £ 284.00 £ 3,408.00
£ 151,%41.16
0 Total £ 206,135.56
9,
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9.7 Resuscitation service

The Resuscitation Council (UK) Quality Standards recommend one whole-time-equivalent
Resuscitation Practitioner (RP) for every 750 members of clinical staff. The total submission
for this business case is around 75 staff, a requirement of 0.10WTE is proposed.

9.8 Pain
Current

The service is predominantly nurse led by a team of Clinical Nurse Specialists (CNS).
Medically the cover is provided by the duty obstetric anaesthetist in UHW with out of hours
and weekend cover being provided by the general on call anaesthetist in UHL. The team is
comprised of 8.44 WTE CNSs (x2 WTE Band 6s and 6.44 WTE Band 7s). CNS service provision
in UHW is 08.00-08.00 Monday to Friday, 08.00-06.00 Sat and 08:00-08.30 Sun. The majority
of complex vascular patients require Pain Service review with subsequent timely
management and appropriate intervention. Management includes neuraxial blockade and
an available anaesthetist will therefore be sought to facilitate such treatment. Around 10%
of the workload within the pain service is for the Vascular hub patients (reviewed pre move
of CTM) which equates to approximately 1 WTE and due to their complex needs actually
accounts for over 10% in terms of APS time allocation.

Proposed

An additional 1 WTE band 6 pain CNS uplift would be required to meet both the expected
uplift in activity and acuity of patient and will allow the Pain Service to attend the MDT ward
rounds and vascular morbidity and mortality meetings. They will also be able to support
facilitation of appropriate and innovative pain management practices (popliteal nerve
blocks, sciatic nerve catheters, epidural analgesia) plus to support governance and safe
delivery of high-risk infusions in the ward area.

9.9 Radiology

Interventional Radiology is recognised as a discipline within radiology, although not all
Interventional Radiologists work in the vascular field. Vascular surgical specialists work closely
with their radiology colleagues.

Interventional radiology for both vascular patients and others was previously covered within
the three provider organisations in South East Wales. This was the case until the point that
recruitment to vacant posts became a significant challenge, most notably in Cwm Taf
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Currently there are the following establishments of consultants in the three organisations.

CAV - 4 WTE Consultant IRs
AB - 3 WTE Consultant IRs
CTM - 0 WTE Consultant IRs

Cwm Taf Morgannwg UHB have been unsuccessful in filling the vacant posts in their Health
board which has resulted in the service provision pre-centralisation to change to
accommodate this. All interventional work excluding urology has transferred to Cardiff and
Vale University Health Board.

Key issues for interventional radiology model linked to vascular centralisation

With centralisation there are a number of key elements to be considered to ensure that
each organisation is appropriately resourced to deliver their element of the model:

1. MDT requirements

2. Cover of EVAR lists

3. Backfill of lists linked to EVAR cover

4. Additional work transferred to the Hub

For the purposes of assessing the change in each organisation this has been broken into
three components

1. Unavoidable additional time commitments linked to centralisation

2. Backfill requirements as a result of centralisation

3. Additional work requirement

In Cardiff and Vale Radiology currently have 3 vascular lists over 5 days along with

one outpatient clinic for vascular intervention providing a 24 hour on call service for
interventional radiology and cardiac radiology which is staffed by radiologists, radiographers
and qualified nurses. The team of radiographers are committed to 2 on call systems
(cardiology and vascular) with 3 being on call per night.

There is currently no vascular theatre provision within current establishments. Whilst the
service has room capacity to deliver vascular centralisation it does not have the workforce
Radiology services, along with the rest of the UK experience difficulties in recruiting
radiographers and qualified nurses. Training can take up to 6 months to achieve the relevant
competences to ensure safe practise.

Current staffing provision at UHW includes:

e 15.4 WTE qualified nurses 3.8 unqualified nurses
o Radiographers 13.6 WTE who also support cardiology services.
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Proposal for Consultant Interventional Radiologists

The following tables detail the required changes (sessions) on an annualised basis for each
organisation:

Aneurin Bevan Health Board

MDT 15 (3 +1.5 0 1.05 | +1.05
attendance

MDT Prep | O 0.54 | +0.54

Travel 0 1 +1
MDT
Travel 0 0.54 | +0.54
EVAR
Total 3.58 1.05
Combined 4.63
Total

Cardiff and Vale University Health Board

MDT 2 4 +2 0 1.4 +14 IR cases 0 2.31 | +2.31
attenda
nce
MDT 0 0.72 | +0.72 Imaging 0 1.5 +1.5
Prep
Clinic/Ward | 0 1.5 +1.5
/Admin
Total 2.72 1.4 5.31
Combin 9.43

ed total

For the purposes of the business case the additional burden of MDT’s and travel is an
'%(?unavoidable consequence of the centralisation totalling 5.25 consultant sessions. It is
e(%ggommended that this is included in the business case.

A
The%gckfilling arrangements will need to be considered by individual Health Boards through

job pléoﬂ@ing.

\
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As part of the business case there needs to be agreement on the transfer of resources to
support the additional workload to be delivered in the Hub. The process for this should be
done on a pro-rata basis linked to the number of cases that are predicted for transfer. The
total predicted case numbers to transfer on current workloads is 194 cases per annum, with
this being split between CTMUHB (114 cases) and ABUHB (80 cases). These cases represent
all of the inpatient and emergency angioplasty work. Therefore, of the 5.31 sessions
required in the Hub there would need to be a transfer of 3.2 sessions from CTMUHB and
2.11 from ABUHB.

Proposal for Radiographers and Radiology Nursing

To ensure the service is able to support the expansion within the IR suite and the additional
interim theatre, supporting the C-arm (image intensifier), whilst the hybrid theatre business
cases are developed, the nursing service needs to move to a 4-shift work pattern increasing
the hours but still providing a 5-day work pattern with elongated hours. This will reduce the
recruitment issues and provide a far more productive workforce in line with the hours
worked with the associated service (perioperative directorate). This should also improve
communications with the other areas.

9.10 Doppler Service

Current

The service undertakes approximately 2,000 scans a year for vascular surgery. The current
vascular hub service is supported by 5.0 WTE Clinical Scientists, and 1.0 WTE currently in
training. All have split roles across scientific and a number of clinical services to ensure
resilience in each of the areas. The approximate staffing split towards the Clinical Doppler
service totals 2.9 WTE. This includes: Band 8d: 0.3/0.4 WTE Band 8b: 0.5 and 0.7 WTE Band
8a: 0.5 WTE Band 7: 0.8 WTE. Work for Vascular Surgery is mainly performed by Band 8
members of staff due to scan and clinical complexity, and in line with the HSS (Higher
specialist scientific) training levels. The current service operates on a Monday to Friday
basis, with no on-call cover.

Proposed
With the transfer of activity there will be some additional capacity for scanning required,

including the availability of ultrasound scanner equipment to meet the centralisation needs.
The additional workforce requirement are as follows: 1.0 WTE Band 8a Clinical Scientist and
0.5 WTE Band 2 HCA/Administrative support. 1.0 WTE Band 8a Clinical Scientist is necessary
to cover and ensure resilience towards the additional scan requirements, including the
urgent and unplanned complex scan demands. The important consideration in the increase
in complex cases is that due to scan complexity and ergonomics (for example for portable
scans), many scans/sessions require two Band 8 members of staff to perform the
» scan/session together. The increased clinical workload will need to be supported by a
OQj”fs;ongruent increase in the level of administrative support, and in particular increased HCA
<port A 0.5 WTE Band 2 post is therefore required to provide this additional support to

thé@erwce
o
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9.11 Laboratories

At present the BTL currently processes over 185 Blood Groups and Antibody Screens daily,
using 1 WTE during core hours. Additionally, 30 crossmatches for blood transfusion are also
carried out by additional members of the team (averaging 120 units of blood).

There are 4 Biomedical Sciences staff who work on the restocking, cross-matching and
blood grouping benches and deal with 10,695 test sets per month. Over the 24/7 period,
this work is divided by 4 members of staff in the core hours, 2 between 17:15 and 20:00 and
then 1 until 08:00. Each individual WTE member of staff will handle over 2000 tests each
during the month in the BTL. The Automated Haematology Laboratory will handle over
65,000 samples per month. The individual WTE BMS will handle over 10,000 samples per
month each. The BMS will be expected to work as part of the shift team and are essential
for the safe working of the laboratory, ensuring quality of results leaving the department .

The vascular hub service is currently supported by 4 WTE band 5 biomedical scientists.
It is proposed that 1 WTE Band 5 Biomedical scientists is required to take the total to 5.

It was queries during the peer review whether this increase would be enough to meet the

predicted demand and therefore, impact on laboratories will be a part of the 3 and 6
months review post implementation.

9.12 Care of the Elderly

There is currently no identified provision for vascular hub patients across the region.

It is a recommendation by the Vascular Society (POVS 2018) that input from elderly care
will be central to providing the best care in all units of the network due to a number of
associated co-morbidities. Noting that routine daily input from medicine for the care of the
elderly should be available to appropriate patients undergoing vascular surgery.

It was strongly recommended by colleagues in other network during peer review that
consultant sessions be considered within the hub from go live. Comparatively, mature
MAC’s such as Bristol have the input of 6 consultant sessions.

It is proposed that the service commence with 2 sessions of a COTE consultant for go live. In
order to accommodate this a reduction in proposed rehabilitation consultant sessions has
taken place from 4 to 2 for go live. The two consultants will work closely together and as a
part of the MDT.

Consultant sessions 2 to be added based on peer review feedback and a reduction from 4 to

A, .
o,%2 rehab consultant sessions.

>,
5%
If’rﬁféproposed that secretarial support of 0.1 WTE is approved to support the additional

O, .
consultant sessions.
9,
2
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9.13 Rehabilitation Medicine

There is currently 1 session of rehabilitation medicine consultant time allocated to support
the artificial limb and appliance service. This is a WHSSC funded session.

It is proposed that 2 rehabilitation medicine consultant sessions support the surgical and
therapy teams in assessment and management of any patient requiring specialist
rehabilitation input. They will support the interface with the other health boards and ensure
that ongoing management of specialist rehabilitation needs are clear and provide a point of
specialist advice for the network.

This will be a supportive service with no on call or overnight cover. The support will focus
on ward rounds, MDT and family meetings and support for network repatriation. They will
work closely with the COTE consultant to provide a blended approach as a part of the MDT.

This investment benchmarks with similar networks including Bristol who have provision for
1 session of rehabilitation consultant time for the MAC, but confirmed they have found
these posts hard to recruit to.

It is proposed that secretarial support of 0.1 WTE is approved to support the additional

consultant sessions.

9.14 Therapies

It is recognised that there is minimal acute therapy input for vascular patients across the
region at present and the current number of WTE therapists is challenging to define across all
three units.

Through the development of the case relevant standards have been applied including; British
Society of Rehabilitation Medicine, British Association of Chartered Physiotherapists in
Amputee Rehabilitation, The Vascular society (POVS 2018) and NICE exemplar of best
practice, Calculating Qualified Staffing Requirements for the Physiotherapy Profession in
Wales, The British Dietetic Association Safe Staffing Safe Workload Guidance.

The provision for therapies included within this business case has been ratified and
scrutinised by the Network rehabilitation group and also peer reviewed as a part of the
Network Programme Business Case Peer Review.

For ease, the table below summaries the therapies and breaks down the posts in WTE against
vascular standards/network specification, service improvement/rehab standards and activity

(this is based on what is current provided for Hub patients at UHW as a baseline where others
have not been obtainable).
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2

Service Improvement/other | Band WTE
rehab guidance/standards

Dietician 6 0.81
Dietician 4 1.0
Dietetic support worker 3 2.24
Physiotherapist 6 1.12
Rehabilitation assistant 3 1.0
Occupational therapist 6 0.61
Pathway lead Psychologist 8b 1.0
Total 7.78
Vascular standards &

network specification

Podiatry pathfinder 8a 1.0
Lead therapist (hub rehab 7 0.7
coordination)

Total 1.7
Activity

Total 1.78
Grand Total 11.26

Physiotherapy

<®

The below sections describe provision for all therapies disciplines in detail.

South East Wales Vascular Network Programme Business Case

The current Physiotherapy service for hub patients at UHW equates to 0.41 WTE and is
provided from the wider team of staff supporting surgical patients at UHW.

Vascular patients are prioritised alongside the needs of the wider cohort of surgical patients.
Deteriorating patients with acute postoperative respiratory needs, will be prioritised above
patients requiring acute rehabilitation.

Patients currently receive Physiotherapy two to three times a week. This is not delivered to
the level recommended within “Enhanced Recovery after Surgery” or for patients undergoing
amputation the “Clinical Guidelines for the Pre and Post- operative Physiotherapy
management of Adults with lower limb amputations” BACPAR 2016.

To meet not only the proposed uplift in activity but also expected acuity it is proposed that
1.89 WTE Band 6 Physiotherapist and 1 WTE band 3 rehabilitation assistant is appointed.

The proposed uplift in staff enables the provision of daily specialist rehabilitation, as identified
within SEWVN “Rehabilitation pathway” and the guidelines above. This uplift supports a ratio
o%g%of 1 WTE band 6/ 15 patients which is recommended for surgical rehabilitation by “Calculating
“oQualified Staffing Requirements for the Physiotherapy Profession in Wales” Surgical
Fféﬁabilitation and ‘A consensus approach’ produced by: The All-Wales Physiotherapy
I\/Iaﬁi%ers Committee — Dec 2006.
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The rehabilitation assistant will work alongside the Physiotherapist, Occupational Therapist
and Nursing staff to encourage and support the integration of rehabilitation into the
patient’s daily ward care. This will optimise the patient’s functional independence reducing
the dependency on nursing staff.

These complex vascular patients often require two staff during their early rehabilitation to
ensure safe therapeutic handling. These staff enable the qualified therapy staff to deliver
specialist care to a wider cohort of patients.

Dietetics
Current

The dietetic service has approximately 0.17 WTE band 5 dietitian allocated. This covers the
38 bed B2 ward at present in entirety including any non-vascular surgery patients. Due to
the limited resource, the service is currently reactive i.e. patients are identified as requiring
intervention by nursing teams. This is often due to a high nutrition risk score, poor appetite
post-operatively, issues with gastroparesis post-operatively, wound development, surgical
wound healing concerns or issues with co-morbidities e.g. glycaemic control, management
of renal diets. The reactive service represent activity against a deterioration in nutrition for
these patients at the point of referral. Within our current service prioritisation criteria, we
aim to see new referrals with a high nutrition risk score within 72 hours, patients with poor
glycaemic control may not be seen during admission but referred onto community services
post-discharge. Analysis of activity over the past 12 months indicates an average of 33
contact per month specifically for vascular surgery patients. The remainder of the activity
across B2 ward is for other clinical specialities.

Proposed

An uplift to the resources indicated below would support a new model of care and uplift
activity in response to both the increased volume and complexity of the centralised service
and right size the service to deliver a higher quality nutrition and dietetic service that better
meets the needs of the patients by minimising nutritional deteriorations and preventing co-
morbidities such as poor wound healing and uncontrolled Blood glucose levels which
ultimately increase length of stay.

The centralised Hub service would benefit from a pro-active model. Patients will ideally
have been pre-assessed in the relevant vascular spoke. All patients will be reviewed on
admission, information from the pre-assessment will be utilised to identify individual
patient’s risk and necessary intervention. With rates of malnutrition of 60-90% in vascular
surgery plus further nutritional need from diabetes, specialist renal diets and micronutrient

o, deficiencies, a blanket referral approach is most appropriate. If patients have not been pre-

0 &
/vzgagsessed in the spoke this will occur as soon after admission as practicable.
;eZBand 4 dietetic resource will take the lead for obtaining handover at the hub from
spo%e;js and/or undertaking a thorough pre-assessment for the patient where this has not

occurrgeeg)due to the often-urgent nature of these admissions. The band 4 will provide first
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line advice for less complex patients to ensure nutrition is maximised in the post-op period
and additionally monitoring and adjusting care for the less complex patients whilst referring
more complex patients to the band 6 dietitian allowing more time for them to engage with
the MDT through board rounds/ward rounds, shared goal setting and focus on the most
nutritionally challenging patients.

The benefits of this model would be:

e Early identification of risk

e Accurate assessment of risk

e Highlighting patients that will require aggressive nutritional support e.g. artificial
feeding to see them through the peri-operative period.

e Provides an opportunity to take an anthropometric measurement, for example grip
strength, of patients pre-operatively.

e Supports patient preparation for procedure and helps to manage patient
expectation post-operatively.

The British Dietetic Association Safe Staffing Safe Workload Guidance has been utilised to
calculate the required resource. A safe inpatient caseload is defined as 29 contacts per week
is a ‘safe’ caseload, with more than 33 contacts per week as definitively ‘unsafe’. This figure
is adjusted by 20% absences, based on a generic caseload and does not reflect the
complexity and nutritional challenges of arterial vascular patients i.e. complex wound
healing, poorly controlled diabetes, renal disease, frailty. For a 35-36 bed vascular surgery a
safe caseload permits less than 1 contact per bed weekly to remain below the ‘unsafe’
threshold and the service would require more than 1.0wte dietitian. The current 0.3wte
band 5 allocated is grossly inadequate for the service need. The expectation is that the
majority of these patients would require review 2-3 times during a 5-day period or 70-105
contacts per week.

The required resource of 2.0wte could be skill mixed with band 4 and 6 to maximise
efficiencies.

Required resource for 5-day service:
1.3 WTE band 6 Dietitian (incorporating existing 0.3wte)
0.7 WTE band 4 Dietetic Support worker

The unit would benefit from dietetic support workers. These are additional ward-based
support worker roles that focus specifically on day to day nutritional care of patients. They
liaise with nursing teams, the facilities teams and dietetics to ensure patients receive the
most appropriate nutrition and support the nursing team to perform nutritional risk
screening, weighing and nutritional monitoring of patients. They will additionally ensure
patients receive supplementary nutrition in the form of snacks, milkshakes and fruit to

A,

o,z increase nutritional intake, support patient engagement in physical therapy and improve

259

V’jecovery and outcomes.

,&ence from an RCT undertaken in CAV UHB in unscheduled orthopaedic surgery
derr&nstrated that these support worker roles can reduce mortality. Comparisons may be
drawn ‘e@ncerning frailty and co-morbidities.
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The required resource for a 7-day service aligned to nursing shift patterns is:
2.24 WTE band 3 Dietetic Support Worker.

Occupational Therapy

The current service is only able to provide minimal Occupational Therapy intervention
including rehabilitation to patients on B2. The service primarily is able to ensure a safe
discharge with requirements for aids and adaptations and wheelchairs a priority. Vascular
patients currently have access to 0.7 WTE band 6 Occupational Therapists.

There is specific guidance for vascular rehabilitation including the need for specialist support
from Occupational Therapy and Physiotherapy.

In order to meet the activity uplift, it is proposed that an additional 1.8 WTE band 6
therapists are supported to ensure adequate cover over a 5-day period.

It is proposed that a band 7 is recruited to provide leadership for the regional vascular hub.
The post will also provide specialist clinical knowledge for the teams across the pathway, to
ensure smooth transition between acute and rehab settings and support repatriation to
spokes or direct discharge home.

It is proposed that this post supports the service across the regional Hub and CAV spoke
sites, it is proposed that the post is therefore split with 0.7 WTE provision for the regional
Hub and 0.4 WTE to provide leadership and specialist rehabilitation in the CAV spoke as well
as to begin to scope prehab and preoperative input.

This role was supported by the peer review and will also act as the lead coordinator for
rehabilitation within the hub and the main point of contact for the spoke lead
therapists/coordinators.

Podiatry

There is currently no commissioned inpatient service, all inpatient referrals are responded
to regardless of location, the activity on the wards comes from the commissioned
community services.

Podiatry currently provide an in-reach service and are dependent on the number of referrals
received from the wards. Within the proposed centralisation this type of model would be
unsustainable and would have consequences on providing appropriate management of the
. lower limb foot disease, potentially leading to delays in safe discharge or repatriation.
09/@5
%nagement of foot disease during admission requires a Multidisciplinary approach with
écﬁ specialism having its own role to play, but key to ensuring the person sees the right
perso@> at the right time requires orchestrated co-ordination with a Podiatry pathfinder role

being hfghllghted as such an example of best practice. This type of role is often missing and is
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of equal importance as that of outpatient management as patients admitted for an acute
diabetic foot condition are particularly vulnerable to poor outcomes, with emergency
management often necessary leading to long lengths of hospital admission. Evidence shows
that if investigations, interventions, consultations and care planning are not coordinated
during an inpatient stay by appropriately skilled and experienced health professionals, then
length of stay is extended, re-admission is more likely, and poorer clinical outcomes expected
including unnecessary major amputations.

The Vascular society (POVS 2018) and NICE exemplar of best practice has identified the role
Podiatry has to play by implementing a Podiatry pathfinder. The project, established in the
Royal Free Hospital also a Vascular Hub, demonstrates the improvements that can be made
in reducing amputations, length of stay, patient outcomes, offing timely and appropriate
safe discharges which in turn can prevent future admissions and further surgical
interventions.
https://www.nice.org.uk/sharedlearning/ambulatory-acute-foot-service-royal-free-london-
nhs-ft

The importance of this type of role was also highlighted at the recent Malvern Diabetic Foot
Conference 2021, where both Newcastle Upon Tyne Hospitals (Figure 1) and Oxford (Figure
2) demonstrated how such Podiaty roles can have significant impact on reducing these length
of stays and prevent re-admission.

Figure 1. The Malvern Diabetic Foot Conference 2021 - Online Material Access

Nicola Leech - Setting up a foot service in the UK: lessons from the North-East - YouTube

Impact of an inpatient podiatrist on Average LOS and
Emergency re-admission rates

I T T R
Ary minor amputation

Spells in hospital a4 34

Average LOS | nights) 39 1n

Emergency readmission % 27 12
Diabetes minor amputation

Spells 6 24

Average LOS [ nights ) 56 22

Emergency readmission % » 17

Figure 2. The Malvern Diabetic Foot Conference 2021 - Online Material Access
Jodie Buckingham - The expanding role of the podiatrist - YouTube
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MDFT

No of pts Average
admitted with | length of Total bed days
foot disease | stay (days)

Cost (assuming
£200 per bed day)

July 2016 to June
2017

July 2018 to June
2019

Change

1 WTE Band 8a extended scope Podiatry practitioners proposed to work at the front door
SAU / MAU and on admission to the hub to support early diagnostics, management planning
and referrals. The Podiatrist would be working at an advanced level of decision making, with a clear
remit of bringing this MDFT together, to build on and enhance the performance of the existing
specialist team. This role would support front door access, diagnostics, early interventions and
referrals to meet the recommendations within NICE Guideline NG19. The Podiatrists are very
familiar with lower limb diagnostics, carrying out Toe pressures to support use of classification
systems such as the WIFI which supports decision making and management planning. The
Podiatrist will also be the link between the hub, spokes and into the community, with
treatment often starting within the acute setting and further management supported
seamlessly into the spokes and on discharge to community settings. Communication will be
significantly enhanced across the network between Podiatry, Diabetic foot services and hot
clinics, an area that has previously been deficient due to lack of coordination. This post would
sit within Podiatry to ensure cover is provided when the post holder is not available.

Risks

The model of hub and spoke is heavily dependent on consistent flow through the system to
stop bed blocking and increasing length of stays. It has already been highlighted UHW and in
particular ward B2 has had significant prolonged length of stays for patients with Diabetic foot
disease. This has also been identified by the new data coming out of the Diabetes Insights of
Variation Atlas examining lower limb amputations. Cardiff and Vale UHB length of stay was
the highest in Wales in 2018-19, with average length of stay as 49 days (Compared to CTUHB
at 20 and ABUHB at 17). By nature of requiring an amputation most would have been due to
vascular disease and would have been managed on B2. This raises concerns and demonstrates
increased risk on flow through the system validating the urgent need to provide Podiatric
support to the hub.
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9.17 Psychology

There is currently no Psychology service available to patients withinthe Vascular
Network. There is a WHSSC funded post for patients who have had to have an amputation in
SE Wales. This post is part of the multidisciplinary prosthetic rehabilitation service at ALAS.

Over the years attempts have been made to provide in-reach service from ALAS to the
Vascular Unit at UHW. This was unsustainable due to low staffing and has not been available
for many years. The absence of Psychology is a major gap in the vascular hub multidisciplinary
service and along care pathways.

There are clear risks associated with the lack of psychological expertise and a clinically
governed psychological care model. This includes: unaddressed psychological morbidity,
unachieved behaviour change, and in particular the inappropriate use of medical resources,
and a negative impact on medical outcomes.

The relevance of psychological morbidity to vascular disease has been established as a key
element of focus for vascular services and initiates. This has led to a “call for action” from
vascular professionals to become more engaged in innovative solutions for the identification
of mental health aspects of vascular care (Vascular News, 2019). A helpful perspective is taken
by Ramirez and Grenon (2018) - examples of where systematic psychological approaches are
needed include depression, as well as behavioural factors associated with vascular disease,
including tobacco use, physical inactivity, and medical non-adherence (Ramirez et al. 2018).
In essence recognising depression and psychological elements as an important risk factor for
poor outcomes in patients in Vascular Services is essential to providing the highest quality
care. Diabetic foot problems: prevention and management NICE guideline [NG19] Published:
26 August 2015 Last updated: 11 October 2019 The multidisciplinary foot care service should
have access to rehabilitation services......, psychological service.... Further evidence and
details are available if required

This is an opportunity for biopsychosocial innovation in Vascular services and to align with
other medical specialities within the S.E. Wales area and design and deliver a Visible
Psychological Care Model for the Vascular Hub. This would include all the psychological
factors likely to be relevant operationalising them into a systematic model of delivery. This
would include direct patient work, and training and supporting other staff in delivering
psychologically-informed care ensuring appropriate clinical governance. Key elements: the
relevance of psychological factors to medical outcomes; the identification and treatment of
psychological morbidity; design of a signposting and care pathways out of the unit to local
services. There is an opportunity to include ward-based staff well-being approaches and
reflective processes. There is an opportunity for contributing to research, audit and service
improvement utilising the psychologist’s research skills.

o It is proposed that new post development at 1.0WTE Band 8b Practitioner Psychologist
%%fgr patients within the Hub working as a part of the multidisciplinary team.
— O/)
@,
o,
2%
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10.0 Spoke services — Aneurin Bevan University Health Board

10.1Current and Future Service Activity Projections

Current Service
Annual (2019/20)

(Pre

Future service
Annual figures
(Post

Change +/-
Annual figures

centralisation)

centralisation)

Vascular surgery activity | 375 arterial cases | 0 arterial cases -375 arterial cases
100 vv cases 100 ( VV cases,
increasing
annually)
Theatre sessions 400 based on 2 DC angio - 400 sessions
sessions per week | procedures to
per surgeon with [ remain in spoke
internal cover
over 50 weeks
30—-40wv
sessions 30 - 40 sessions (vv
interventions)
Bed days 5710 (based on 0
June 18 — May 19
local bed day
audit) 0
Ward 0
ICU 2700 - 3500
Rehab depending on LOS
Outpatient
appointments
e Preop 456 458 +2
assessment (based on D&C
assumption
2021/22)

e New 1521 1488 -33
(based on D&C
assumption
2021/22)

e FUP 1417 1535 +118
(average of last 4

% years attendances)
gf‘@
S,
=
RS
%.
<o,
2%

South East Wales Vascular Network Programme Business Case

Page 75 of 156

127/790



10.2 Outpatient Appointments
The change in outpatient activity is due to a number of factors as outlined below:

During the COVID-19 pandemic, interim measures were put in place in order to manage a
vulnerable and urgent category of patients to ensure that their ongoing care and needs were
being met. To this end, an MDT clinic was established in Cwmbran in conjunction with the
Vascular Nurse Specialists, Podiatrists and Tissue Viability teams, as well as Vascular Wound
Clinics. A significant proportion of patients who would have previously be seen in a Vascular
Consultant Clinic are now being seen in the Vascular MDT clinics, as well as the wound clinics.
Furthermore, new clinical pathways and ways of working have been adopted to manage
conditions such as intermittent claudication and varicose veins which has led to a reduction
in new outpatient demand.

CONSOLIDATION AND SUSTAINABILITY OF THE ANEURIN BEVAN UHB SPOKE SERVICE
In preparing for the establishment of the vascular hub and spoke network model, ABUHB
have drawn a distinction between the following workforce implications:-

e Investment required as a direct result of the creation of the revised model, and
hence directly relevant to the programme business case.

e Desirable investment to strengthen and develop existing services beyond their
current baseline, and which would therefore be subject to local scrutiny and decision
making separately from the programme business case

DIRECT WORKFORCE IMPLICATIONS
Consultant Vascular Surgeons

Spoke activities within ABUHB currently require 14.5 sessions per week divided between the
4 consultants; 4.5 DCC sessions are allocated to this work which, after allowing 0.87 sessions
for annual and other leave, equates to 3.63 DCC sessions per consultant per week. After
centralisation, certain hub duties, including Consultant of the Week, Surgeon of the Week and
On Call Consultant, will be protected from annual and study leave. Prior to the creation of
the network, this work is backfilled by colleagues as the current ABUHB hub is the Grange
University Hospital (GUH). This will not be possible after a move to UHW. This means that the
impact of annual, study and other leave will fall disproportionately on the Spoke service. This
will amount to 1.3 sessions of spoke activity lost per ABUHB Consultant per week as a direct
result of the centralisation model, leaving 3.2 sessions per week available.

A significant amount of Consultant time is currently spent reviewing in-patient ward referrals,
for example urgent referrals for carotid surgery. The future pathways (see the spoke model
document) involve transferring this work from hub to spoke activity. This has been measured

O%chis as 1.4 sessions per week, based on a 2 month sample time. The total requirement for
%g’sgoke activity will therefore be 15.9 sessions. With 3.2 sessions per consultant available, this

“reguires 5 WTE.
%.

9.
oy
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The direct effect of these two changes, disproportionate impact of annual leave and transfer
of work from current hub to future spoke duties, is the requirement to increase from 4 to 5
consultants to maintain the spoke services at the current level.

One additional Consultant Vascular Surgeon is therefore required as a direct result of the
move to a centralised service with the hub in UHW, Cardiff.

Summary of Consultant job plan calculations

Calculation of distribution of leave between hub and spoke activities.
Assumptions:
1) 11 consultants on equal 11 week rotation
2) 9 DCC contracts, split 50-55% hub, 45-50% spoke
3) CoW, SoW, On Call duties all protected — leave cannot include them
4) 42 productive weeks per year
5) 8 all day operating lists per 11 week cycle; 2 sessions per list.

Per Consultant per 11 weeks:

9 * 11 * 50% = 50 sessions of hub activity per 11 weeks

8 * 2 =16 sessions of elective operating

50 — 16 = 34 sessions protected from leave — roughly one third of total time.
(9 * 11) — 50 = 49 sessions of spoke activity.

16 + 49 = 65 sessions available for leave, allocated 16:49 hub : spoke

9 *11 *(10/52) = 19.04 DCC sessions leave.

19.04 * (49 / 65) = 14.4 sessions leave from spoke activities per 11 weeks
14.4 / 11= 1.3 DCC sessions per week leave from spoke activity.

Current activity:

Sessions * proportion spoke * allow for leave * number of consultants

9 *50% * (42 / 52) * 4 = 14.5 sessions spoke activity delivered.

Future activity:

(9 * 50%) - 1.3 sessions for leave = 3.2 spoke sessions available per consultant per week
14.5 / 3.2 = 4.54 Consultants needed to deliver same activity.

Plus 1.4 session of CoW time currently spent on ward referrals and hot clinics, e.g. Carotid
referral pathway. This will transfer to spokes.

(14.5 + 1.4) / 3.2 = 4.97 consultants needed.

Research Fellow

The current ABUHB vascular team includes one research fellow, who undertakes clinical
duties for the vascular service and participates in the general surgery out of hours on call rota.
No changes to this are proposed as a result of the establishment of the new network.

2 Consultant Anaesthetists / Interventional Radiologists

2 f”ﬁ%ewsed rotas for senior anaesthetic and radiology staff are being compiled within Cardiff &
%@@ UHB to support the additional theatre and IR lists. Final details will be agreed as part of
the@peratlonal readiness programme planning phase, and will inform the final accompanying
progr%)?g&me financial plan.
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Specialist Nurses
The current ABUHB vascular team includes 2 WTE specialist nurses and 1 assistant
practitioner. The direct implications for these staff will be:-

e Removal of duties associated with acute inpatient care, as this element of the service
will transfer to the new vascular hub at UHW in Cardiff.

e Increased requirement for local on-site spoke presence to respond to queries, ward
referrals and to provide additional support for clinics and urgent need for pre and
postoperative assessment/monitoring of ABUHB patients on ABUHB sites e.g. “the
diabetic foot”, post minor and major amputation etc.

It is therefore proposed that the capacity released from acute inpatient service duties be
redirected to the requirement for increased spoke site presence and liaison as described
above. No change is therefore proposed to the current establishment as a result of the
establishment of the new network.

Vascular Service Coordinator

The post of service coordinator was established on a pilot basis in 2019 (via the secondment
of an existing medical secretary) to ensure a smooth pathway for patients around the service
within the new ABUHB Clinical Futures clinical model. This post was quickly embedded as
central to the safe and successful running of the spoke service, and will become critical in the
new network in liaising closely with the ‘hub coordinator’ in UHW. They will manage urgent
and routine referrals to the service, the investigation and transfer of acute patients to UHW,
the step down and regular review of patients transferred out of UHW post-surgery and ensure
their ongoing regular review as needed whilst they remain as inpatients and after final
discharge. It is therefore proposed that this post now becomes substantive in the new
network model.

Administrative / Medical Secretaries

The secondment of one of the two existing medical secretaries into the coordinator role has
left the remaining secretary and the typist with an excessive workload. With a reduced
consultant presence on the spoke sites in the new network model making communication
critical, the current position is not considered safe or sustainable. There is therefore a need
to appoint to the vacant secretarial post, with this also providing support to the fifth
consultant surgeon described above and improved cross-cover generally within the team.

There are no other changes proposed to the administrative team.

It is intended to establish a vascular service directorate in Cardiff to provide management
oversight of all hub activity. Management of the vascular spoke service in the Health Board
ey will continue to be through the General Surgery Directorate and hence to the Scheduled Care
9/9(; rvices Division.
$0,
D24
5%
@,
%
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Therapy Staff

A variety of therapy services provide support to the vascular service, including physiotherapy,
occupational therapy, dietetics and podiatry. Currently there are few therapy staff wholly
dedicated to vascular patients, with resource shared with other surgical specialties. Whilst
the strengthening of vascular therapy resource is a strategic objective for ABUHB, the spoke
rehabilitation model within the new network will essentially operate in a similar way to the
existing model, with acute patients now transferring to spoke hospitals for rehabilitation from
the hub in UHW instead of from the existing ABUHB hub at GUH. No change is therefore
proposed to the current therapy establishment as a result of the establishment of the new

network.

Vascular Scientific Staff

The service is currently supported by 3.8WTE vascular scientific staff.

proposed as a result of the new vascular network.

Other Staff Groups

A number of other staff groups provide support to the vascular service, including pharmacy,
pathology and HSDU. These staff are not wholly dedicated to vascular patients, with resource

shared with other surgical specialties. No changes are proposed to the relevant staffing

establishments as a result of the new vascular network.

SUMMARY OF WORKFORCE IMPLICATIONS

Current

Establishment

Proposed Future

Establishment

4 Consultant 5 Consultant 1 Consultant
Surgeons (12 PA) | Surgeons (12 PA) Surgeon

1 Research Fellow | 1 Research Fellow | No change

2 Vascular 2 Vascular No change
Specialist Nurses | Specialist Nurses

1 Assistant 1 Assistant

Practitioner

Practitioner

1 ABUHB 1 ABUHB
Coordinator coordinator
(pilot) (substantive)
1 Secretary 2 Secretaries 1 Secretary
1 Typist 1 Typist
Therapy staff No change to
Vascular scientists current
o%(; Pharmacy establishments
%)/%OPathology
)Q%SJQU
%.
C)
2%
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The additional workforce requirements are referenced in the finance section of the case,
and will be progressed subject to local ABUHB case scrutiny arrangements.

10.3 Cost Mitigation
The Scheduled Care Division will undertake the following costs mitigations in respect of the
additional costs envisaged as a result of the centralisation of inpatient vascular care.

Recharge of Consultant sessions
Where AB consultants are undertaking clinical commitments within the hub at UHW, these
will be recharged to C&V UHB as mitigation against the cost of each AB case performed there.

Equipment and Consumables
Some cost mitigation will be achieved through the cessation of local purchasing of higher
value vascular equipment and consumables.

Ward Beds / Staff

The removal of acute inpatient vascular care releases an average of eight inpatient beds at
GUH. These beds will be redeployed to other surgical specialties, improving patient flow,
supporting the Division’s recovery programme and reducing the potential requirement for
additional capacity provided via premium cost bank and agency workforce.

Theatre Capacity / Staff

The removal of vascular operating activity releases four all-day theatre sessions at GUH.
These sessions will not be redeployed initially, with staff redeployed into vacancies within the
operating theatre service. Future business cases will be invited and considered for the use of
this capacity, subject to identified funding streams.

FUTURE SERVICE REVIEW AND ASSESSMENT / DESIRABLE FUTURE INVESTMENT

The information above reflects the centralised service as planned as on the day of submission
of this template in June 2021. The service will be reviewed regularly both before and after
implementation of the network, through formal three month, six month and 12 month review
workshops. Any significant change to the calculations or assumptions in the business case,
and in particular relating to workforce requirements, will be reported back to the Programme
/ Network Board and Executive Boards.

It remains a strategic objective of ABUHB to strengthen and enhance the capacity and quality
of vascular services as envisaged within this programme business case. This will take the form
of ongoing review and monitoring of spoke service delivery, with business cases prepared by
the relevant service Directorates / Divisions for local scrutiny and prioritisation if / as required.
Priorities for this process are likely to include the following:-

e |t is recognised that following the establishment of the new network, the unit will

oﬁ% retain the same responsibility for covering ABUHB patients at ABUHB spoke hospitals
/vzgﬁvo/) i.e. outpatient assessment, inpatient assessment, varicose vein treatments, staff
909\;% supervision, staff training, quality assurance, education, hospital management,
0\?.9 working with sister specialties and covering emergencies. The establishment of a
é?ﬁégurther additional Consultant Vascular Surgeon should be considered in accordance
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with UK best practice recommendations. National guidelines demand one vascular
surgeon per 100,000 — 120,000 population (VSGBI: The Provision of Services for
Patients with Vascular Disease, 2018 & VSGBI: Vascular Surgery Workforce Survey
2018). At ABUHB this equates to a minimum of 5 — 6 vascular surgeons, compared to
4 as at August 2021.

Consideration of appointing an additional Vascular Nurse Specialist to ensure optimal
care for pre and post-operative patients within the evidence based clinical guidelines
spelt out by the VSGBI (VSGBI: The Provision of Services for Patients with Vascular
Disease, 2018; VSGBI: A Best Practice Clinical Care Pathway for Peripheral Arterial
Disease, 2019). Failure to achieve this in the longer term will bring the risk of
increased morbidity and mortality in a frail vulnerable group of elderly patients with
multiple co-morbidities.

Review of current spoke therapy resources and consideration of additional / dedicated
appointments in physiotherapy, occupational therapy, dietetics, speech & language
therapy and podiatry. It is envisaged that this may be undertaken collaboratively on
a network wide basis to ensure future equity of service provision e.g. for the
development of pre-habilitation.
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11.0 Spoke Services — Cwm Taf Morgannwg University Health Board

11.1 Activity

Vascular surgery
activity

Current Service

Annual (2019/20)

(Pre centralisation)

526 Inpatient Admissions

Future service

Annual figures

(Post centralisation)

Change +/-

Annual figures

Theatre sessions

of the 526 Inpatient
Admissions, 370 patients
had a procedure
undertaken in Theatres

appointments

Beddays
Total 3565 bed days
which includes 137 ITU
bed days

\Ward

ICU

Rehab

Outpatient

See table below

° Pre op
assessment
° New

° FUP

)
0%,
e a
Apﬁg:)ntment Total
Status’ New Appointments Follow Appointments |Appointments
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Attendances 1151 1117 2268
Patient

Cancellations 103 153 256
DNAs 106 115 221
Hospital

Cancellations 237 302 539
Total Appointments (1597 1687 3284

Uplift in services

NICE guidelines recommenda MDT approach to conservative

habilitation and rehabilitation programmes.

treatments, pre-

Vascular patient per annum (Rhondda Cynon Taf and Merthyr)

Number of  Number of vascular Number of | Number of major limb
vascular  procedures conducted patients amputations per
patients currently annum

referred to referred for

vascular MDT supervised

exercise
programme
+/- 500 355 200 30
Therapies Attendance | Support secondary |Deliver primary| Support secondary
requirement | atthe MDT | prevention. Deliver |preventionvia| prevention. Deliver
and overall rehabilitation and lifestyle rehabilitation and
co-ordination facilitate interventions facilitate

of vascular |repatriation/discharge |and evidenced |[repatriation/discharge
therapy based
services supervised

exercise
programme

There is a negligible therapy resource dedicated to vascular patients. This resource currently
delivers the supervised exercise programme and previously attended some of the
multidisciplinary meetings (MDM). Since the vascular service relocated to Cardiff there has
been no attendance at the MDM and opportunities for prevention have been missed.
In-patient and domiciliary/community rehabilitation is delivered by generalist therapists
usually in the community hospitals or in a person’s own home. The capacity of these
therapists is very limited and there is little opportunity to offer meaningful rehabilitation.
People may only receive therapeutic input onve or twice a week.

QCTM therapies therefore recommend enhancing the small vascular physiotherapy service to
C&gpeate a sustainable CTM Vascular multidisciplinary team (CTM Vascular MDT) to wrap
ar’ag’nd the patient wherever they present in the pathway. This service will:

eg. e Attend and engage in the regional MDM
2%
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Actively identify people who would benefit from a conservative lifestyle
programme to prevent deterioration or surgery

To optimise patients for planned surgery where possible

Co-ordinate services between the hub and spoke hospitals

In-reach to the hub hospital to facilitate repatriation or discharge home at
the earliest opportunity

Provide expert advice to support core rehabilitation services both in in-
patient and home settings.

Maintain awareness of all vascular patients ensuring their therapeutic needs
are met and follow up appointments are coordinated

The CTM Vascular MDT would comprise

A Clinical Lead: Responsible for delivery and governance of the
whole therapies pathway. Ensure participation in the MDT Cardiff.

Enhanced Physiotherapy to deliver conservative interventions and support
rehabilitation

Enhanced Occupational Therapy to deliver peri-operative pre-assessment
and support repatriation & rehabilitation

Podiatric services to support lifestyle interventions, specific vascular foot
management and support wound care pre and post surgery

Dietetic services to support lifestyle interventions, deliver nutritional
optimisation perioperatively and specific nutrition and dietetic interventions

during the rehabilitation phase.

Rationale

Change +/-

Current Service Future service

Annual Annual figures  Annual
(2019/20) (Post figures
(Pre centralisation)
centralisation)
Bed days Rehabilitation [|Earlier Vascular specific data
for vascular repatriation of not collected for
\Ward patients higher risk therapies
ICU delivered by patients requires
Rehab generalist increased
therapists. therapy resource
and robust
governance
arrangements
Therapy Clinical 0 1 WTE Clinical [0.8 WTE 8a [Responsible for
Lead Vascular Lead delivery, development
Services £52,012 and governance of the
whole pathway.
:&% Providfa clinical
LARTN expertise
0\9.9 Ensure participation in
Doy MDT Cardiff.
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And consumables

co-ordinator

£12,944

Physiotherapy. 0.4 WTE band 6.|1.0 WTE band 6 [0.6 WTE To support prehab- and
Delivers band 6 PT  |rehabilitation in all
supervised settings
exercise £28,413
programme
early in the
pathway.

Occupational 0.4 WTE band 6 |1.0 WTE band 6 [0.6 WTE To support pre-

Therapy used to support band 6 OT |assessment and
IP rehabilitation rehabilitation in all

£28,413 settings

Occupational 0 3 sessions x 52 |Band 7 To deliver pre-

Therapy weeks assessment and

£16,749 facilitate repatriation

Podiatry Core service 6 sessions x 52 [band 7 To
only (linked to |weeks support prehabilitation,
diabetes and £33,499 vascular foot
wound care management and
service) wound care

Dietetics Core service 0.2 WTE band 6 0.2 WTE To support prehab- and
only (linked to band 6 rehabilitation in all
diabetes settings and
service) £9,471 perioperative

optimisation

Therapy technicians|none Support dietetic |1.5 WTE To support all members

(includes dietetic interventions; |band 4 of the Therapies MDT.

requirements complex Delivering prehab- and

rehabilitation; [£44,628 rehabilitation in all
equipment settings
provision;
compliance with
programmes
Admin support none 0.5 0.5 band 3  [Support the MDT,

QAppointments co-
ordinations and data

collection.
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12.0 Spoke Services - Cardiff and Vale University Health Board

Current Service Provision

The Cardiff Regional Vascular Unit prior to September 2020 comprised three consultant
vascular surgeons, four consultant vascular interventional radiologists, five vascular
anaesthetists, a vascular clinical nurse specialist, surgical care practitioner and a supporting
team from occupational therapy, physiotherapy, podiatry, dietetics, and pharmacy.

The vascular service has three all-day vascular operating lists, as well as access to the
interventional radiology suite which has high quality rotational fluoroscopic imaging (one of
which has biplane imaging capabilities), in two dedicated vascular IR rooms which are
equipped for a full range of anaesthetics.

The vascular spoke service is currently provided on B2 at UHW and is combined with the hub
service. The resources supporting vascular rehab services are as follows:

Vascular surgeons provide the surgical input to all patients on B2. It is estimated one session
of vascular surgeon time currently supports the spoke. Junior doctors support the surgeons
on B2.

Nursing
Current provision of nursing on B2 is 1 Registered Nurse Band 5 per shift for 7 patients and 1

Health Care Support Worker (HCSW) per shift based on 1 HCSW to 9 patients. By night the
B2 Vascular ward works on 1 RN for 10 patients and 1 HCA for 19 patients.

AHP’s

There are currently 0.7 WTE physiotherapist, 0.3 WTE dietitian and 0.7 WTE Occupational
therapist supporting the B2 hub. Other therapies do not have a ward based team but provide
an in-reach service supporting patients on a referral based need.

Proposed service provision

As an interim solution for the first 6 to 12 months of the network being established, the spoke
vascular service for Cardiff and Vale patients will be incorporated within the Lakeside Wing
Unit (LSW) on the UHW site led by the care of the elderly team with the relevant clinical
support from the vascular team. There will be a plan subsequently developed to create an
appropriate rehabilitation service in Llandough Hospital over this time. This interim model
has been agreed by the Clinical Board Director for Medicine, the Clinical Board Director for
Surgery and the UHB Major Trauma Centre Rehab Lead.

There is an assumption that a maximum of 8 vascular rehab patients will be cared for in the

% Lakeside Wing (LSW) footprint. This is based on a therapies model reducing the number of
9
/e%gds required from 10-12 to 8. This would change the capacity of LSW from 50 frail elderly

/Qommlssmned beds to 42 frail elderly un-commissioned beds and 8 commissioned
vas€a$ar rehab beds. The 8 beds would be used for vascular rehab step down patients from
B2. o
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Workforce requirements

Lakeside Wing is currently Un-commissioned capacity, funded through non-recurrent COVID
response monies. Lakeside Wing does not have a substantive workforce and the current
workforce is provided by temporarily moving staff from Clinical Boards (MCB, SCB & SpCB)
and using bank, agency and locum staff to supplement.

Currently, these patients could be cared for through the un-commissioned Medical and
Nursing rosters for Lakeside Wing (with the uplift of a HCSW). However, should the final site
for these patients be away from Lakeside Wing, then a new, substantive and commissioned
Medical and Nursing resource would need to be funded.

Figure in (brackets) are the net increase once staff transfer B2 for nursing and currently
support LSW for medical.

Medical
Consultant - Requirement 0.30 WTE (Additional 0 WTE)
Junior Doctor - Requirement 1.00 WTE (Additional 0 WTE)

The current medical workforce within LSW is provided to cover the additional capacity open
within MCB. Whilst temporarily located on LSW, the medical team can flex to cover the
vascular rehab beds, however, if the LSW additional capacity is removed or when the model
is moved to UHL an investment in consultant sessions and junior doctors would be required.
This would be a minimum of three consultant sessions and one junior doctor at SHO level.

Nursing

Registered Nurse — Requirement band 5, 5.68 WTE (Additional 0 WTE)

Current registered nursing will be provided by existing Lakeside Wing, which is unfunded and
mostly agency nurses. However, there is an additional training requirement for these staff to
care for vascular patients. A training plan has been drawn up and is currently being rolled
out. It will be essential that this training is completed prior to patients being transferred to
the Lakeside wing.

HCSW - Requirement band 2, 5.68 WTE (additional 2.09 WTE)

The HCSW role is vital to the safe care of Vascular Rehab patients. HCSW will be providing
patients basic care needs as well as assisting with rehabilitation and activities of daily living.
The workload for vascular rehab patients expected to be increased from the other patients
ggff@on LSW so an uplift is required in order to safely care for these patients in an appropriate
/v’(%g@ovironment. An uplift of 5.68 WTE is required for safe staffing.
<0

/é
%
2
®
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CNS Diabetes — Requirement band 6, 0.2 WTE (additional 0.2 WTE)

The uplift of 0.2 WTE Diabetic CNS will have huge medical and holistic benefits to the patients.
There are a multitude of studies (Lawler et al, 2019; Flanagan et al 2007) that evidence having
increased diabetic nurse CNS input into these rehab patients will provide a better outcome,
reduced readmission rates and shorter length of stay. This post will not require external
recruitment but will need additional hours to be agreed with existing staff.

Discharge Liaison Nurse — Requirement band 5, 0.2 WTE (additional 0.2 WTE)

The uplift of 0.2 WTE DLN will provide vital input from full MDT working for vascular patients
and those requiring rehabilitation, and the subsequent benefit in all clinic outcomes, length
of stay, mortality, morbidity etc. Their surgical intervention is only the start of their
journey and will allow full holistic care, from surgery through to discharge. This will allow for
MDT planning and prompt discharge of vascular rehab patients. It will allow for safe planning,
safe facilitation and safe selection of the most appropriate place of care for discharge as well
as liaison with family members. This post will not require external recruitment but will need
additional hours to be agreed with existing staff.

Therapies

Physiotherapist — Requirement band 7, 1.0 WTE (additional 1.0 WTE), Band 6, 1.0 WTE
(additional 0.71 WTE)

Physiotherapy will require additional staff to provide rehabilitation to vascular patients within
the Cardiff and Vale Spoke beds. The service currently has 0.7 WTE for the vascular ward at
UHW. This resource is part of the wider physiotherapy team, delivering acute post-operative
care to patients, across a broad range of surgical specialties within the general surgery wards
at UHW. The creation of the Vascular Hub will increase the acuity of patients within this ward.
Physiotherapy requires an uplift in staffing to provide the appropriate level of postoperative
respiratory care and early rehabilitation. This uplift has been identified within the Hub
business case. The Physiotherapy service will therefore be unable to transfer this existing
resource to the Cardiff and Vale Spoke unit. As a stand-alone unit the Spoke will require a
Band 7 Physiotherapist with specialist vascular rehabilitation skills to provide the
physiotherapy component of the SEWVN Rehabilitation Pathway. They will provide clinical
interventions which will form 70% of their job plan. Safe therapeutic handling during
rehabilitation often requires 2 therapists. The Band 6 Physiotherapist will be required to
support the delivery of rehabilitation and also provide service continuity. This is key in the
short term if the Rehabilitation assistants are not recruited at risk.

The staffing levels proposed (1 WTE: 5 patients) are guided and supported by “Amputee and
Prosthetic Rehabilitation -Standards and Guidelines” BSRM —2018 and the “Clinical Guidelines
for the Pre and Post-Operative Physiotherapy Management of Adults with Lower Limb

». Amputations” BACPAR 2016.
ff

%

ﬁje experienced vascular physiotherapists will support the Lakeside nursing staff to develop
the%peuallst handling skills required for vascular patients, whilst they undergo a more formal
progr%)?g&me of training and education.
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Physiotherapists will provide daily rehabilitation to vascular patients, including those patients
have undergone amputation. This will include where appropriate early gait re-education in
preparation for a prosthetic limb. Rehabilitation is key to improving clinical outcomes and
maximizing functional independence. Physiotherapy interventions which are designed to
improve strength, balance and mobility will optimize discharge destinations and may, if
patients can be successfully discharged home, reduce the dependency upon community-
based services.

Occupational Therapist — Requirement band 6, 1.0 WTE (additional 0.71 WTE) Requirement
Band 7, 0.4 WTE (additional 0.4 WTE)

The additional staff are required for the new spoke rehabilitation element of the vascular
network with the expectation of providing an improved evidence-based service and to
manage the change in the patient pathway including the split of the service from the hub at
UHW. The spoke will be a new stand-alone unit and requires the leadership and specialist
clinical skills and knowledge provided by a band 7 post, (this post is separated into separate
hours across the hub and spoke business cases). Providing a staff ratio of 1WTE:5 patients
will enable each patient to receive daily rehabilitation as per the BSRM guidelines. These
patients are likely to have complex clinical rehabilitation needs and will also require in depth
discharge planning requiring an MDT approach. Therapists will deliver daily direct patient care
and rehabilitation, in addition to indirect patient related duties (daily ward rounds, MDMs,
supervision, training etc.) A high proportion of these patients will require 2 staff for each
treatment session. Comprehensive home assessments may take several hours and require
two staff members.

These patients are often complex and any surgery often leads to significant housing needs
and arrangements for discharge. As part of the person’s holistic care, the Occupational
Therapist will support safe discharge with requirements for any aids and adaptation and
wheelchairs being a priority with Home Assessment being central to this. They will work with
the patient and their family to ensure that the person’s functional abilities are improved
through rehabilitation as appropriate and will sign post the patient and their family onto
relevant services in the community. Not recruiting to these posts will mean that patient’s
rehabilitation will be delayed with reduced opportunity for intervention required. It is also
likely to severely impede patient flow through the service and impact negatively on length of
stay.

Dietitian - Requirement band 6, Total 0.7 WTE (additional 0.57 WTE)
Requirement Band 4, 0.3 WTE (additional 0.3 WTE)

The dietetic resource required for CAV spoke will deliver a pre-assessment service and
support the initial rehabilitation phase and provide secondary prevention care. The resource

=y requirement is 0.7WTE band 6 and 0.3WTE band 4.

%QSng expected benefits of this model would be:

/9037(% Disease prevalence: Identification of malnutrition through pre-screening to prevent
% known complications of poor nutrition peri-operatively e.g. infection, wound

'%?Q@reakdown. Underweight patients undergoing vascular surgery have higher mortality
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rates and this should be corrected ideally pre-operatively. Delivery of secondary
prevention advice in the spoke to address vascular risk factors — obesity, diabetes,
lipids.

e Health gain: Integrated MDT with dietetic presence for care planning ward rounds,
board rounds. Smooth transition of care from hub to spoke with suitably resourced
service to meet the complex needs of vascular patients.

e Equity: Pre-assessment enables the dietetic service to identify those with the highest
health needs and support them appropriately through their inpatient journey, e.g.
those requiring artificial nutritional support for wound healing or to enable them to
engage with physical therapy services and achieve timely outcomes. Early
conversations and prompt planning can prevent complications that would extend
LOHS.

¢ Clinical and skills sustainability: Appropriate resourcing of service to ensure adequate
knowledge and skills set to manage these patients. Registered dietitians who require
skills in nutrition support, complex diabetes, renal therapeutic diets and behaviour
change achieve this through several years of post-graduate experience.

e Value for money: Skill mixing resource to utilise the skills set of the registered staff
for more complex patients and bringing in cost-efficiencies with dietetic support
workers. Early & accurate identification of nutritional risk, and appropriate nutritional
care planning through pre-assessment has been shown to reduce costs in a variety of
surgical specialties as part of an enhanced recovery approach.

Rehabilitation

The 0.5WTE band 6 dietitian allocated to the spoke rehabilitation beds will work in
collaboration with the patient and MDT to ensure nutritional needs are met adequately to
achieve rehabilitation goals. Malnutrition is prevalent in patients undergoing vascular surgery
with reported rates of 60-90% and is associated with poorer outcomes. Frailty in this patient
group is associated with a 4-fold increased risk of 30-day mortality after major vascular
surgery. Adequately nourishing these patients and aggressively managing nutritional
problems will support their outcomes holistically.

The 0.5WTE band 6 for the rehabilitation beds will additionally deliver secondary prevention
advice or refer onto to appropriate community services to ensure this need is met. Secondary
prevention and lifestyle management advice is fundamental and should be incorporated as
part of the rehabilitation model. Diet and weight management are key modifiable risk factors,
the Vascular Society of Great Britain and Ireland advocate attainment and maintenance of a
healthy body weight to help maintain healthy arteries. Dietetic delivery of secondary
prevention and weight management education post-operatively should be included in a
comprehensive dietetic service model.

Pre-Assessment

The band 6 0.2WTE will be allocated to pre-assessment and the 0.3WTE band 4 will be
c%*blpcated to pre-assessment.

Ifrb—assessment should be undertaken to identify risk and permit pre-operative optimisation,

|deaﬂy 1-2 weeks beforehand. This service will primarily be delivered by band 4 support

workerﬁmth 0.2WTE band 6 dietetic resource available for the most complex patients e.g.
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patients with uncontrolled diabetes on insulin, patients with chronic kidney disease or severe
malnutrition.

Potential for existing staff to increase their hours to cover this requirement initially.
Podiatrist — Requirement band 7, 0.5 WTE (additional 0.5 WTE)

The CAV spoke will require 0.5WTE to lead the assessment and management of patients with
foot wounds, lower limb amputations or surgical debridement who will be stepped down into
the spoke from the hub after vascular intervention. It has been identified within the hub that
a high proportion of the current caseload are patients with active diabetic foot disease. The
Podiatry service through current resource is only able to support inpatient care as an in-reach
service, reliant upon the e-advice and comms system to identify and refer patients that
require specialist podiatric intervention. This system often results in delays in timely
appropriate assessments and care. The role of the podiatrist within the MDT in the acute
setting is essential to facilitate the capacity flow through the hub and spoke. The podiatry
team are well placed to direct the ongoing care and support earlier safe discharges from the
spoke into the community thus allowing flow throughout the system, ensuring best outcomes
for the patients.

The existing inpatient podiatry provision for patients with foot ulceration / peripheral arterial
disease requiring Podiatry intervention is not fit for purpose or sustainable. Investment into
the new proposed clinical model will demonstrate improvements reducing the number of
amputations, length of stay and patient outcomes as identified as best practice by NICE
evidence https://www.nice.org.uk/sharedlearning/ambulatory-acute-foot-service-royal-
free-london-nhs-ft . Without this role there is a risk the throughput within the spoke will
significantly affect the hub. Extended length of stay and delays to discharge and poorer
outcome for the patient. The 0.5wte Podiatrist will initiate treatment plans such as topical
negative pressure, larvae therapy and pressure redistribution/avoidance prior to discharge to
aid rehabilitation and expedite discharge. Without the 0.5wte referral to community Podiatry
for an in-reach appointment would be required which on average takes 72 hrs.

Band 7 - Coordination role

Major Trauma has developed a Rehabilitation Coordinator role to coordinate vascular
rehabilitation across the whole vascular pathway. Vascular surgery has a robust multi-
disciplinary team and it is acknowledged that this specialty differs from Major trauma in size
and complexity. It is therefore proposed that the Band 7 Therapy leads will take the
responsibility for initial coordination of CAV patient and rehabilitation. They will evaluate and
develop the requirement for a similar role within the first year of the Hub and Spoke model
for it to be reviewed at 12 months. It is not currently envisaged this would be an additional
role as per Major Trauma Service.
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Therapy rehab assistants — Requirement band 3 2.0 WTE (additional 2.0 WTE)

Working alongside therapists and nursing staff, rehabilitation assistants encourage and
support the integration of rehabilitation into the patient’s daily ward care, optimising the
patient’s functional independence and reducing the dependency on nursing staff.

Cost
The cost to care for these vascular rehab patients in eight beds on Lakeside Wing, offset by

the assumed resource transfer from B2 spoke beds and medical resource currently on LSW is
shown in the table below:

LSW Net Net
Staff type Position Band (e Estab Net WIE |nvest.ment |nve5t.ment Comments
transfer N Increase | required - | required -
required
PYE21/22 | FYE22/23
WTE WTE WTE £ £
Consultant 0.30 0.30 o No_ |:vest:1\;n;q|3ulrledt:¢fr;llstm LSW -
Medical rewm' mgt t o ef:! h'?gt' LSW
Junior Dactor 100 L0 o o| N investment required whilstin -
existing LSW Medical staffing
Medical Total 0.00 1.30 1.30 0 0
. Assumption that B2 will only release
Registered Nurse Band 5 -5.68 5.68 0.00 0
8/19ths of current budget
As tion that B2 will onl |
HCSW Band2 | -3.59 5.68 2.09 26,756 64,1573 UMPHON taL B2 WITl only release
Nursing 8/19ths of current budget
CNS Diabetes Band & 0.20 0.20 3,962 9,509
Discharge liaison Band 5 0.20 0.20 3,182 7,637
Nurse
Nursing Total -9.27 11.76 249 33,900 81,361
. Band 7 1.00 1.00 23,356 56,054
Physiotherapist
Band & -0.29 1.00 0.71 13,971 33,531
Occupational Band 6 -0.29 1.00 0.71 13,971 33,531
Therapist Band 7 0.40 0.40 9,342 22,421
Therapies Band 6 013 0.70 0.57 11,365 27,275
Dietidian
Band 4 0.30 0.30 3,733 8,960
Podiatnist Band 7 0.50 0.50 11,678 28,027
Th Rehab
erepyRena Band 3 2.00 2.00 21,661 51,986
Assistants
Therapies Total -0.72 6.90 6.18 109,077 261,785
GRAND TOTAL -9.99 19.96 997 142,977 343,145

Assumptions

e The vascular rehab patients are currently cared for on B2. The current medical and
nursing workforce resource sits within Surgery Clinical Board. The assumption is that
this resource (staff and financial) for CAVUHB spoke patients will transfer with the
patients upon the move to Lakeside Wing. N.B the medical resources will not transfer
in the interim as LSW has temporary medical resource available. The transfer will be
required for the final rehabilitation service at UHL.

e The therapies input is based upon a 5-day working model.
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13.0 Transport

The critical provider of pre-hospital care and secondary transfers for vascular patients is the
Welsh Ambulance Service NHS Trust (WAST), which is commissioned by the Emergency
Ambulance Services Committee (EASC).

WAST will be a critical enabler in the success of the Regional Vascular Network, providing
clinical conveyance in the following phases:

e Responding to emergency / urgent calls from the community, providing any
urgent care required at scene and conveying to an emergency department.

e Providing secondary transfers of patients from spoke sites to the major
arterial centre / hub at UHW

e Maintaining system flow through the provision of timely discharges from the
hub; either taking patients home following acute care or conveying to a
spoke site for ongoing medical care and vascular rehabilitation.

An analysis of projected WAST conveyance requirements as a result of the service
reconfiguration has been undertaken, with the main additional demand assessed as:

e New requirement for secondary transfers of vascular patients presenting to
spoke sites and requiring onward transfer to the hub following clinical
assessment

e New requirement (where applicable) for post-treatment transfer of CAVUHB
patients from the acute hub at UHW to the spoke site at University Hospital,
Llandough

e Some additional journeys or Increased journey length for ABUHB and
CTMUHB patients transferred from the acute hub at UHW, either to a spoke
site or discharged home

On the basis of the revised activity and associated acuity projections, WAST have prepared a
transport plan to provide additional conveyance capacity consistent with timely patient flow
around the regional network. The updated financial modelling based on the new activity
levels and model has provided a financial implication of £132,000

Initially existing services will provide the transfers and discharges with additional investment
to support, in the longer term EASC are planning to develop an All Wales Transfer and
Discharge service to enable a timely and quality service for patients specific to the new

A, . . .
o5 %Service requirements of developing models of care such as the Vascular Network.
-
9‘9/:5%
03¢
e
%
o,
2
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14.0 Informatics and data

A review of requirement for the transfer of information across the network has

been assessed. It is agreed that there are no unmet informatics requirements that would
prevent the launch of the network including the centralisation of additional surgery to UHW
from CTM UHB or AB UHB.

It has been agreed that there will be a requirement for a transfer of operation notes and
associated information between current CAV and AB systems.

It has been agreed that the current process and system used for the sharing of information
at the point of repatriation from UHW will remain, although systems and ways of working
are likely to develop post launch.

The requirements and processes maps are not yet at a sufficient detail to provide full
assurance/cost and continued engagement with the regions informatics departments will
need to persist beyond the launch of the network. Therefore, a funding contingency is
recommended of £50,000 cost is allocated for ‘set up’, based on known commercial vendor
(Theatreman) integration requirements, potential kit provision and access management to
different systems.

However, longer term the lack of integration between systems are undesirable and the
network wish to be assured that integration between local and national platforms are

prioritised and be delivered within 6 months of go live.

Activity, performance and outcomes data collection

The informatics group have reviewed the requirement for tracking activity post go live and
in addition capturing key operational performance inclusive of LOS and time to transfer.

Information will be tracked through a number of platforms which would include, Patient
Management System , Clinical Workstation and Theatreman , Data is then pulled through
into our Business Intelligence System providing data on:

e Referring HB

[ ) LOS

e Procedure Codes

¢ Readmission data

e Repatriation timelines

The network data coordinator will be responsible for ensuring accurate data collection and
entry into Cardiff and Vale’s Patient Management System (PMS), Theatreman, and
. the National Vascular Registry. The Network manager will have overall responsible for
OSf%;nsurlng data quality and this will be reviewed on a monthly basis at the network vascular
ﬁ:ﬁeptmg The Network manager will also develop a plan for the roll out of PROMS and
P&E&IS with support from the Vascular Clinical Lead during year 1.
9.
2
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15.0 Public Engagement

In recognition of the proposed reconfiguration of an acute surgical service across South East
Wales, the vascular service programme was committed to a comprehensive engagement
process with the public and all key stakeholders, consistent with best practice and informed
by advice from the Consultation Institute. During October 2020, a report was shared with the
Vascular Programme Board which outlined a potential approach to engagement and
consultation on the proposals for the service. This was supported and a two-stage process of
engagement followed by consultation agreed, subject to appropriate engagement with
Community Health Council colleagues.

To ensure a consistent approach was adopted across the region, an engagement group was
established comprising engagement, communications, workforce, clinical and planning leads
from each of the affected Health Boards. Plans for local engagement activity, to be
undertaken in line with the overall plan, were agreed between each Health Board and the
respective CHC.

Recognising the limitations of undertaking this work during the pandemic, which prevented
the use of face-to-face mechanisms for engaging with the public, the Health Boards worked
closely with Community Health Councils (CHCs) to develop a blended approach to
engagement. This was designed to draw on the learning and mechanisms for reaching people
virtually which have evolved over the last year including advice from intermediary Third
Sector organisations who have been finding ways to reach different communities.

Between Friday 19th March and Friday 16th April 2021, the four Health Boards, Aneurin
Bevan University Health Board, Cwm Taf Morgannwg University Health Board, Cardiff and
Vale University Health Board and Powys Teaching Health Board, ran a public engagement on
a proposal for the reorganisation of localised vascular services into a ‘hub and spoke’ model
Vascular Network for the South East Wales Region. The key outcomes from the exercise were
as follows:-

e 110 people responded to the engagement via an online survey.

e There were 7 virtual public meetings, 1 Third Sector meeting and the proposals
were discussed at a range of internal stakeholder meetings.

e Ofthose who replied via the online survey, 72% agreed with the national evidence
and recommendation from the clinical option appraisal that a hub and spoke
model would improve vascular services and patient outcomes in South East
Wales.

A number of common themes emerged from the feedback received in response to the
engagement questions and in other formats including comments made at the public and
stakeholder events. These included:

A,
%%, L
<% e General support for the network model in principle
%) . . . .
<0<, e General desire for services to be provided as close to home as practical

/<>
%. e Some queries and concerns regarding capacity and facilities at the hub to
">, accommodate the regional service
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e Accessibility and transport

e General suggestions regarding how overall care could be improved
e Queries regarding the nature of the engagement process

e Queries and concerns regarding workforce availability and skills

e Impact on other interdependent services

e Costs and value for money

e Contact and communication between staff, patients, and families

Responses to all of the queries and concerns raised were provided by the clinical and planning
teams. These, together with details of plans, processes and all responses were collated into
a comprehensive report which was submitted to all constituent CHCs (South Glamorgan,
Aneurin Bevan, Cwm Taf and Powys) for review and approval.

CHC reviews took place in early May, and formal agreement was reached to move forward to
implementation but with a request for a set period of parallel running focused engagement

on the thematic issues raised in the stage 1 engagement period.

Details of the engagement process and the outcome from CHCs was subsequently
presented to each Health Board meeting, with approval reached in all Boards to proceed.
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16.0 Finance

The centralisation of vascular services for South East Wales is predicated on a service,
workforce and financial plan that assumes no additional patient activity (inpatient
procedures) is delivered, but for a marginal cost increase a better quality, more
sustainable service and better patient outcomes are achieved.

The financial plan has been based upon the agreed demand and capacity requirements
approved by the Programme Board, this does provide for some growth from the 2019/20
baseline.

There are both revenue and capital implications for the 3 health boards, including a stepped
future revenue cost associated with the opening of the new hybrid theatre.

The following financial analysis is based on service and workforce plans confirmed to date for
the ‘Hub’ element of the service, there remain certain elements to finalise, but they are not
expected to be material in value. Not all the ‘Spoke’ service and workforce plans are finalised
by each health board — but indicative values are identified where available, these costs will
be the responsibility of the relevant health board, to ensure the system operates effectively
for patient care and patient flow.

Summary Financial assessment

Vascular Centralisation AB ca&v M Total
Forecast Cost fm fm fm fm
Patient Delivery 2.5 0.5 1.9 4.9
Centralisation 0.1 0.1 0.1 0.4
Set up Mon recurrent costs 0.1 0.1 0.1 0.4
Total Gross Cost 2.7 0.7 2.1 5.6
Potential Mitigation:

Wascular Surgeons recharge 0.3 0.2 0.5
Theatres & Wards releasable costs 1.1 0.5 16
Total Potential Mitigation 1.4 0.0 0.7 2.1
Total Net HUB business case cost 13 0.7 14 3.5
Additional Spoke Costs 0.2 0.3 0.3 0.8
System Business Case Costs 1.5 1.0 1.7 43

Appendix 1 provides the detailed net cost schedule & Appendix 2 provides the 3 year plan.

The details of this summary are described below.
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16.1 C&VUHB ‘Hub’ Revenue Implications

The ‘Hub’ revenue impact has been calculated on the following basis:

Current CAVUHB costs used to calculate the cost of the planned activity to transfer to the
hub, whilst funding the level of dedicated beds and theatre sessions as per the agreed project
demand and capacity (D&C) plan.

Costs related to theatre throughput and ward length of stay are based on the agreed D&C

plans.

The assumptions

e An additional 540 Hub treatment cases to be delivered (total of 826) at C&VVUHB (this
includes a shift from ABUHB and CTMUHB and a future uplift of 88 cases to match the

include:

expected D&C plan (11 C&V, 56 CTM, 21 AB),

e An additional 88.3wte for the Hub (total 158.7wte) - see appendix 2,

e An additional 24 beds (total of 35),

e An additional 116 theatre sessions (total of 600 sessions), plus 2 Cepod theatres

available if required,

e Additional Hub 1912.5 vascular surgeon sessions -1,100 shift from AB and 812.5 shift

from CTM (Total for Hub 3662 vascular surgeon sessions), and
e Additional 10 interventional radiologist sessions.

Activity Plan assumptions for resource costing, summarised and presented below:

Hub Activity Ward Beds Theatre Sessions
D&C Plan- revised
Provider D&C Plan D&C Plan b sessions
Aneurin Bevan 258 12 (3,723 days) 205
Cardiff 297 15 (4,654 days) 228
Cwm Taf 231 8 (2,482 days) 167
[REGION | | 826| | 35 (10,859days)| | 600|
|Inflow (CT and AB)| 529| | 20 (6,205days)| | 372|
o *+11Ca&V
W%
Q@/@O
903(/

Urﬂjﬁed 2019/20 Cardiff costing returns have been used to assess the impact of transferring
the a&ixity to the Hub as a benchmark (using a weighted activity approach to the case-mix
&
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costing). This has been adjusted to reflect the ‘bottom up’ service and workforce costing
which has added additional costs due to ‘betterment’ and additional posts deemed
necessary to operate to vascular standards and a larger service. These costs have been
developed to include the 2021/22 pay uplift rates.

There are also additional costs identified due to the centralisation of the activity that were

not previously incurred:

e New transport requirements to and from the Hub

e Network management costs (recurrent & non-recurrent)
e Future Hybrid theatre costs — net costs to be applied to the tariff

Based on the most up to date information as at the 24th August 2021, the table below
presents the summary gross cost of the service shift and centralisation:

TOTAL REGION TOTAL REGION TD5T-
ABUHB CYUHB CTUHB TOTAL REGIDN CO5T -t
Baselre Acwiy (D19A) 77 =i IT 738
Baselre Cost (DI wpltec o 2127} £3 508 DT £3 098, S ELABT 3T £7,ES. 565
Cigt of Actyiby Eprsterine bo b B
Expected aciviy o mnsfer 11 o}
Becl Ooys £375, 363
Theate Semiom £, T
Mecical Siaifing - Vasoubr sugeors £I0, 12
Thempies H, 5l
Circal Suppoet: Costs £ HE
1R Suppaodt Cogts -
Beftenm ant 5 ervice enhoncamant Cenkfies £Ez 0" B, TE 63, S0 I IS
Matioral Sancards-accliond Revanue Costs £81,330.15" £81, T EE3MLE EIEATT
Acidtioral provicer costs above 'iop cown' 2proach £25 eEET £55, &0 £159,911 £71,1596
Proes bder Dost of Hub Acliwity Episodes £2.440,235 ESB2 640 E1801.956 £4,824.831 £4 B34, 531
LTA Impact Acjustmant 48 115 -£Ed, 5 ETL B8 £0
Hes ith Boar d Impact-Cost of Hub Actie ity Eplsodes £2 43213 £515071 E1B73.640 £4 514831
Inenshvee Care- Impactofaclvity transfer £70,876 = E£34.216 £105.092 105, 050
[Rescur rent Central sation Costs
Trosmet estimaie 4, 000 £, 00 44,000 E1IF 000
Mebwork Marmgement £73.096 £73, 56 £73096 frdicie ]
Acikional Hybnicl theatre sk from 2024
Acdtioral Mainieronce £7 540 £ .50 £7 50 £13 B3
£125.036 E125036 E125036 E3IT5.109 ET5, 109
Won Reourment Genbral sation Costs
Reverse Equprment sefup cosis £S5 R 5B, BB EE5 EES f iR
v e b D0l el e 11,333 £11, 33 11333 £34,000
Acvanced recnabment costs £45,5900 .93 £45.503 £137 109
£126,922 E126922 E126,922 E3ZBO.7&T 0
Budd ithoral Cost of Centralistion E£2,754,955 EFF1030 £2,159.814 £5,685.793 E£5305032

Appendix 3 presents the detailed C&VUHB provider investment plan.

The above cost plan has the following points to note:

>
X%
v)cP//‘\S‘o
2
s . . .
% subject to recruitment risks.
9.
2%
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recharged on an actual basis to the responsible commissioner health board.
An additional 10 sessions for Interventional Radiology consultants is included, but is
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e ltis agreed that any additional net revenue costs of the Hybrid theatre will need to
be included in the tariff in the future.

e Additional network costs and any advanced recruitment costs will be allocated
equally across the 3 Health Boards.

e Staff employed in ABUHB and CTMUHB who provide services in the Hub at C& VUHB
will be cross-charged at cost to C&VUHB, these are expected to be the vascular
surgeons, plus other staff to be confirmed.

Appendix 1 presents a November 2021 to March 2024 3 year financial plan, presenting the
recurrent and part year figures in more detail.

Additionality due to Centralisation

The revenue summary table provides analysis of the additional costs of the programme
including:

e Betterment £227k

e Meeting National Standards £225k

e Additional C&V operational costs £71k

e Recurrent centralisation & management costs £375k

e The case proposes to deliver an additional 88 treatment cases above current

baselines £706k.
e Non-recurrent set up costs £381k

Betterment analysis:

Betterment Band wte £

Dietician 6 0.81 36,182
Dietician 4 1.00 25,392
Dietician 3 224 58,607
Physiotherapist 6 112 50,320
Rehabilitation Assistant 3 1.00 25,365
Occupational Therapist 6 0.61 27,431
Totals 6.78| £227,297

Meeting National Standards Analysis:

National Standards-additional
Band wte £
Revenue Costs
Consultant-Care of the Eldery 0.2 23,999
Medical Secretary 4 0.1 2,763
Consultant-Rehabilitation 0.2 23,999
Medical Secretary 4 0.1 2,768
Pathway Lead Psychologist 3b 10 72,569
/% Podiatrist 8a 10 61,313
0\9/(((% Ocupational Therapist 7 0.7 38,011
T> P
[ 0.,
Totals 3.3] £225432
%
o,
2
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Cost Benchmarking
As part of establishing a ‘value for money’ assessment the following costs per case
(excluding high cost stents and ITU) have been assessed as follows:

e Average Baseline costs are £8.7k per case
e Combined future tariff average cost is £9.5k per case
e PBR cost comparators are between £8k and £10k per case

16.2 Spoke Revenue Implications

Each Health Board is responsible for assessing their requirements for the ‘spoke’ services
they will need to establish, to support the system of care for patients requiring vascular
treatment and pre and post- operative care and rehabilitation. The estimated net increased
costs are presented below:

e C&VUHB

The estimated CAV spoke costs are circa £340k full year. This cost is for nursing, therapies
and Psychologist staff in a standalone 8 bedded ward. The cost is after consideration of
releasable budget from the existing location. This has not yet been approved through the
C&VUHB governance process, so remains a risk.

e ABUHB

The estimated costs are circa £200k full year, related to additional vascular consultant cover
with admin support and replacement backfill for an IR session. This has not yet been
approved through the ABUHB governance process, so remains a risk. The service has
confirmed the vascular position will not be required for go live.

e CTMUHB

The estimated costs are circa £250k full year, related to additional rehabilitation service
requirements. This has not yet been approved through the CTMUHB governance process, so
remains a risk.

16.3 Potential Revenue Mitigation

Whilst the revenue impact for the region is estimated at £5.7m for the Hub and £0.8m for
R Spokes, in order to commission the activity and resources as per the agreed D&C plan, there
OijnGare offsetting factors in the spoke Health Boards to take into account. The Vascular Finance
di§<r>p(up has analysed costing return data to ascertain the extent of releasable costs from the
cu!r‘ént service spending. The group has jointly reviewed this analysis and agreed the

releasgble elements which may contribute to the affordability of the case and have also
<
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agreed the retained costs for spoke activity in the future and agreed the costs relating to
fixed overheads that are not releasable in the short or medium term:

e Opportunity for direct cost release for ABUHB and CTMUHB to release the current
costs associated with the service activity transferring into the Hub. Fixed costs and
overheads are not considered in the financial assessment within this opportunity
potential as they are not considered releasable in the short or medium term.

e Recharge of ABUHB and CTMUHB vascular consultant sessions that will be

undertaken in the Hub in the future.

e Reduction of Anaesthetists sessions where activity is no longer performed at spokes.
e Releasable ward costs associated with reduced lengths of patient stays at spokes.
e Releasable theatre costs associated with reduced operations being performed at

spokes.

e Draft estimates indicate approximately £1.4m for ABUHB and £0.7m for CTMUHB.

The table below presents the potential mitigation that could be achieved related to a shift in

the vascular surgery services to C&VUHB:

Vascular Service ABUHB CTMUHB
Releasable costs due to activity transfer to Hub £ £

Recharge of Vascular surgeon hub sessions 288,915 213,403
Releasable Aneasthetists costs 123,808 54,896
Releaseable Theatre costs (including IR) 429,334 176,250
Releasable Ward/Bed costs 596,848 301,619
Total Potential Mitigation 1,438,905 746,168

The above costs will only be releasable by health boards with positive action, the recharge
of surgeons has been agreed and is presented in green, the other potential releasable
resources will require health boards to consider their options and are presented in amber,
but can provide resources to fund the vascular centralisation investment requirements as a
direct result of the shift in these services to C& VUHB.

The assessment of current costs incurred, using costing return analysis, has been confirmed
by the Vascular Finance Group and includes the releasable elements, the costs retained to
maintain pathway work in Spokes and the un-releasable residual fixed costs (premises,
capital charges, infrastructure, overheads) previously deployed to support local vascular

services, presented below:

HB Baseline ABUHB cTm
09‘;@% £m £m
<w(Releasable 1.4 0.7
57
Qg;t’a,ined 0.4 0.3
Fingzi)l._lnreleaﬁble 0.7 0.4
Total "2 2.5 1.4
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The recurrent net C&VUHB commissioner ‘additionality’ investment for the HUB of £3.1m is
described in the following table:

Breakdown of Vascular Recurrent Investment Plan £k £k
Additional Gross Cost of centralisation in C&V Hub 5,305
Mitigation Opportunity (AB & CTM Risk) -2,185

Potential Net Cost impact 3,120
Represented by:

Additional 88 Cases 706
Betterment/service enhancement 284
Additional provider costs for standards 225
Centralisation Costs 375
Additional Bed requirement (D&C) >L05 = 3 beds above current practice 280
Additional theatre requirement (D&C) =14 sessions above current practice 41

AlCU stepped investment 105
Additional CEV service costs to provide HUB services not transferred:

Radiography 308

Estates & Facilities 238

Ward and other core services 206
Pharmacy, Pathology, Vascular and Wound specialists 357
Additional Hub 5tep investment per agreed service model & D&C plans 3,120

16.4 Capital Requirements

In order to ensure that UHW complies with the recommendations made by the VSGBI and
GIRFT a series of capital business cases are being developed, alongside a programme of
work for Major Trauma services, to deliver a new hybrid theatre at UHW from December
2023. This will deliver a dedicated operating space to ensure that Vascular cases can be
treated safely in a timely and to meet agreed national standards.

Accepting that Capital and Estates timelines for delivery of a new Hybrid Vascular Theatre
are not aligned to an Autumn 2021 ‘go live’ of the Vascular Network, an assessment of
alternative solutions for operational readiness has been discussed at the Clinical Advisory
Group and the procurement of a C-arm image intensifier in Theatres has been supported by
both the Network Steering Committee and Programme Board.

Along with this agreement, other Capital equipment costs have been identified, and
together these are detailed in the table below. The project assumption is that the 3 Health
Boards will split the cost equally and provide for these in local discretionary Capital spend
plans (noting that allocation adjustments to C& VUHB will be required).

Capital Summary of the Centralisation of Vascular Surgery - Hub

£'000
Centralisation Capital Equipment Costs
0/%{( C-Arm - Ziehm Vision RFD 3131 CMOS 25 kW 162
%‘c@{otem machine for IR 21
“Regprocating Saw (RECON) 15
ERA
Cai?l!sgl Cost of Centralisation 198
"T)d)
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<oFor planning purposes, the 50% share of associated Vascular Network revenue costs for this

Health Board Share

Health Board £'000
Cardiff and Vale UHB 66
Cwm Taff Morganwg UHB 66
Aneurin Bevan UHB 66
198

16.5 Hybrid Theatre costs
Expenditure £,000
Vascular Hybrid & MTC Theatre - | 33,500
full capital cost

It is estimated that 50% of the capital cost will be assigned to the vascular hybrid theatre.

The Overarching Business Case identified additional annual revenue costs for both Theatres
of £1.034m, which are summarised in the table below: -

Expenditure £'000

Equipment Maintenance | 800
Facilities Costs 234

Total 1,034

The equipment maintenance costs are at this stage an estimate and predominantly relate to
the Radiological equipment that will be integrated into these Theatres.

In terms of usage one Theatre will support Major Trauma, whilst the other Theatre will
support Vascular and as such an equal share of the revenue costs is considered appropriate
as set out below: -

Service £'000
Major Trauma 517
Vascular Network 517
Total 1,034

Q

>0
@@are shared across the Network based upon the Vascular Network Demand and Capacity

pIaror?@eatre session requirement. The estimated impact by Health Board is summarised in
the table below: -
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Health Board Theatre Revenue
Sessions £'000
Cardiff and Vale 6.0 196
Aneurin Bevan 5.4 177
Cwm Taf Morgannwg 4.4 144
Total 15.8 517

Timescales for submission of the case are:

e March 2021 —Overarching Business Case — submitted awaiting approval at Welsh
Government Infrastructure Board Sept 21
e December 2021-Full Business Case

e December 2023 - Construction completion

e April 2024 - Commissioning and handover

16.6 Commissioning - Funds Flow Arrangements

The proposed ‘commissioning’ mechanism will be a contract based on a specific set of
vascular tariff rates for the vascular activity delivered. C&VVUHB as the Hub provider will
charge other health boards for the activity delivered and ABUHB and CTMUHB will in turn
recharge for the costs of the staff and services that ABUHB and CTMUHB deliver at the HUB

(ie. surgeon sessions etc..). This is a tried and tested method.

The tariff will be based on the costs identified in this case divided by the activity expected to
be delivered as per the project D&C plan. There will be a mechanism established to adjust for
over or under delivery which fairly compensates for costs incurred or avoided to ensure the

service is sustainable.

The table below presents the new Vascular Hub tariff and the marginal rates proposed for
variation to planned activity.
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Elective /Emergency Procedure Category Category Code Deri\n:: ::[semix Marginal Price
Elective Carotid B £4,951 £2,229
Elective Evar AAA C £4,906 £1,820
Elective jac and Femoral Artery A £6,644 £2 557
Elective Open AAA D £9,759 £3,927
Elective Am putations X £7,824 £2 146
Elective Amputations DF £3,739 £1,215
Elective Other Artery F £1597 £373
Elective Subclavian Artery G £1481 £204
Eme rgency Carotid B £3,558 £1,137
Eme rgency Evar AAA C £5,066 £1,520
Eme rgency iac and Femaoral Artery A £11435 £2 850
Eme rgency Open AAA D £5,492 £3 836
Eme rgency Am putations X £13,867 £3 681
Eme rgency Am putations OF £5,038 £2 140
Eme rgency Other Artery F £3,483 £1,050
Eme rgency Subclavian Artery G £3,106 £1,318

Casemix tariff is indicative value based on the costing retum weighting of the derive d average tariff
Marginal Price has been supplied by the provider based on costing retumn intelligence

Historically commissioned Long Term Agreement (LTA) finance and activity levels have been
adjusted to ensure a cost neutral revised baseline is achieved, while enabling a consistently
priced Vascular tariff to be applied for all vascular activity delivered by the hub to all
commissioners. Appendix 4 presents the cost neutral commissioner rebased analysis.

Centralisation, Network team costs and any advanced recruitment will be funded equally as
a fixed cost by each health board (1/3rds).

Intensive Care bed days are not included in the costing of the procedure episode and these
will be recharged by the provider at the marginal cost of delivery through the existing contract
mechanisms.

High-cost consumables such as stents are also not included in the episode cost and will be
recharged by the Hub provider to commissioner health boards. The revenue impact of this
should be neutral as there will be an offset cost in the current provider (now spoke).

16.7 First 12 months of implementation

Given the uncertainty with the service assumptions, the proposed approach is to financially
operate the first 12 months of implementation at actual cost. This will ensure all Health
Boards costs are reflective of the actual centralisation project costs and cost shares are
applied based on a responsible commissioner basis for equity.

As part of the project’s 3, 6 and 12 month comprehensive reviews, the comparison of actual

/e%erwce delivery and performance and how that is impacting financial costs will be considered

égx@st the tariff mechanism proposed.

ThIS mgelllgence will then be used to confirm the future tariff going live from the following
flnanc@if‘year, expected to be 2023/24 on the basis of October 2021 implementation.
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16.8 Information Recording/Reporting

It will be imperative that patient activity data capture systems are established to support
corporate and clinical governance and performance and financial reporting, including data
feeds into the proposed patient outcome capture system and vascular registry.

Finance Appendix 1

Rewnue Summary of the Planned Centralisation of Vasaular Surgeny

ABUHB CWVUHB CTUHEB TOTAL REGION ACTIVITY TOTAL REGIONCOST
Bazelre Acfvity (I009/30) 77 IE8 175 B
Baseire Cost (01930 uplftes o ZVIT) £ 08 06T £3,055, 506 ELAEZITE £7 085,569
Cost of &y Tangferming o e Hub
Expecta advity o trensfer 58 11 1 =15
Becl Days £E3E 050 £375, 363 ESEE.TIT E15T6, 150
Thealre Sesmines ETALADT frrieal] 5B B9 ELAIOEIE
Mecizl Shaifing - Vs oler sugecrs o b rechames by empioyer EITT. IO EID 3T £XI4.EE1 facurddl-d
Thempes ELI3 540 £4,190 EEE L3 EI0E.TA4
Ciriczl Supprt Costs £33 365 IR IS E173,. 145 EADH, TS
IR Supgoet Costs £57 605 - £33.771 £91 380
Befermentsendce enfoncamert Denif e £EZ 003 EELTIE 63 SeE EIITIST
Matoral Starcancs acclioral Reverae Costs f ) £EL 330 EELIOET E63 M5 EIIS AL
Acctiordl pImwicer Cnis 2bove TP ownl AENCach | apportion over B2 Ccxmes frad £ GO0 £19,511 71196
P ider Cost of Hub Activ ty Episodes £2,440,.235 ES82 640 £1.801.956 E4. 824 8531
LTA Immct Acjustment -£8 115 53, 555 £T1EEA £0
Health Board Impact-Cost of Hub Activ ity Epsodes £2.432.120 E519.071 E1.B873.640 E4,824, 831
Intensihve Care- Impact of activ ity bransfer E70. 876 = £34.216 E105.092
R ourrent Contrall sation Costs
Trarmpat esimate £44.000 £44,000 £44,000 E1337. 000
Metwork Maragem ek 73096 £73 056 £73 056 219759
Acidticral Hybric Bheatre oost from 3024
Acdicrd Mantaane £7.540 £7.90 £7.540 £33 EI0
ELTE 005 E1I5 036 E175 005 £3TE 109
Mon ReosTent Centralmiion Costs
Reverise Ecupment sef up msts 55 6EE £S5 GRS EE5 GBS £I05 O
Metwork Dot Moroger £11,333 £11333 £11.333 £34 000
Acvances moulbment osts £45.5903 £45,503 £45,900 E137.T09
£ 507 E13% 900 E10% 907 £3E0.T&T
B diti ona | Cost of Centrallsation £2. 754,955 ETFLAO30 EZ 153,814 £5,685,.799
Agmec mciprge of conmulant Sageon hub sessnns -£IEE 915 £213 403 502 318
Net Additiona | Cost of Centralisation £2.466,040 ETFLAO30 EL1945.411 E5,183 481
Further MEigetion Dpporunbes
Rielmse of costs for becs asmertly usec for Hub acivity -E5596 BB -£301,619
Reimsefrechame of anoes et (est) -E173 EOE £51 E9e
Rilmze of costs forthestme seminns oamenty Lsec for Hub achvity 425,334 -£176 350
Mititzion Oppaoriuniy -1 '.'1“'“9‘30 £S5 TES -EL1, 682,754
Het Potential Add ftional Cost £1,316,050 ETFLAO30 EL 413,646 £3,500,.726
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Finance Appendix 2

Revenue Summary of the Planned Centr disation of Vasodar Surgery
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Finance Appendix 3

Cardiff And Vale UHB additional revenue costs to deliver Activity Transfer
Based on 6AD theatre sessions

Based on 24 additional beds [CAV 4, CTM 8, AB 12}

Revised post CAV BCAG 15th August

2021/22 Payscales AVPOS

Total

requirement

WTE [t

Current WTE | [support Additional
|CAV Hub Metwork Requirement for Hub - | CAWVHub Additional
HUB - Revenue Cast - Staff Band only) HUB} WTE Activity Cost Full Year
Medical I [ I I
Consultant Consulant 35 733 383 502,319
Medical Secretary 4 15 200 050 14,696
Consultant Ansesthetists Consulant | 123 270 147 130,481
Medial Toml 6.23 12.03 5.80 697 A55
Ward - Additional 24 beds [[11 beds [[35beds  [[24beds
‘Ward Sister 7 1 100 - -
Registered Murse band & 5 73 2930 2150 837,467
Ward duputy & 2 400 200 85,331
HCSW 2 494 19.90: 14.96 457,185
Patient erwironment co-ordinator Band 3
[was Band 2) 3 0a8 100 020 7,263
Ward Total 16.54 55.2 33.66 1,350,251
Vascular Nurse Specialist || || | |
Specialist Murse - Vascular Nurss
Practiticner band/Surgical Care
Practitioner 7 7 18 3.80 2,00 108,602
Vascular Nurse Specialist Total 1.8 3.30 2.00 108,602
Wound Healing Il I [l
Wound Healing Nurse 7 1 100 - -
Wound Hesling Nurse & 156 2.56 100 44 816
Wound Healing Total 2.56 3.56 1.00 44,816
Pharmacy I I Il
Pharmacist Band 7 7 0.5 100 050 27,150
Pharmacy Tech band 5 5 0.5 100 050 18,057
Pharmacy ATO Band 2 2 1) 0.50 050 11,940
Pharmacy Total 1 .50 1.50 57,147
Thesires | I I
Thestre Assistants 2 13 278 148 32,932
Theatre Porters 2 075 1325 050 12,141
Band & pain specialist nurse [ Pain) & 084 184 100 48,776
Band 7 Resus Practitioner 7 [t} 010 010 5,582
H5DU band 2 2 1 200 1.00 24,280
Clinical Lesder Thestres 7 [t} 100 100 57,506
Band & (1 Anzesthetics, 1 Serub) & 2.45 445 200 97,550
Theatre Practitioners Band 5 5 144 244 1.00 51,406
Theatres Total 7.78 15.86 3.08 330,173
Laboratory I [ Il
Biomedical Scientist Band 5 5 4 5.00 100 36,113
Specimen Reception MLA band 2 2 1) 100 100 23,881
laboratory Tom | 4 600 2.00 55,994
>
%o,
O
B
053¢,
%
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®
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South East Wales Vascular Network Programme Business Case

Radiology I I I
Radiographers band & & 4 6.40 240 123,070
Radiographers Band 5 (mon to fri 7.5
hours with standby ocfh 5 a 150 150 54,170
Radiology Porters band 2 2 a 2.40 240 57,314
Consultant IR Co 4 5.00 1.00 124,068
Radiology Admin - medical secretary 4 0.50 050 29,392
Band B3 lead nurse radiology - this isan
uplift from z band 7 to an 84 Bz 1 1.00 - 7425
Band & radiology nurss & 114 15.40 4,00 179,264
Band & radiology nurss 5 5 5.00 - -
Band 3 radiology HGSW 3 3 4.00 1.00 26,164
Radiology Total 284 4120 12,80 606,866
Medical Physics I I I
Medical Physics Clinical Scientists Ba EBa 1 2.00 1.00 651,318
Medical Physics Total 1 2.00 1.00 61,318
Therapies - Dietetics || || | |
Dietitizn Band & & 0.17 130 113 50,477
Digtitian support worker pre-op
gzsessment and optimisation Band 4 4 a 1.00 100 29,392
Distetic Support Worker Band 2 (ward
based) 3 0 2.24 224 58,607
Therapies - Dietetics Total 0.17 4.54 4.37 138476
Therapies - Physiotherapy || || | |
Physiotherapist Band & & 0.41 2.30 183 84,915
Rehabilitation Assistant Band 3 3 0 1.00 1.00 25,365
Therapies - Physiotherapy Total 0.41 3.30 2.89 110,280
Therapies - Podiatry || || | |
Podiatrist Ba EBa 0 1.00 1.00 651,318
Therapies - Podiatry Total 0 1.00 1.00 61,318
Therapies - Occupational Thempy | | | | | |
COwccupational Therapist Band 7 7 a 0.70 070 38,011

coupational Therapist Band & & 0.41 120 133 62,507

coupational Therapist Band 5 5 1] - - -
Therapies - Occupational Thermpy Total 0.41 2.5 2.09 100,517.30
Rehabilitation Consultants [l [] []
Consultant Cons 0.1 0.30 020 23,939
Medical secretary 4 1] 0.10 0.10 2,768
Rehabilimtion Consultants Total 0.1 0.4 0.3 26,767
COTE Consultants | | | | | |
Consultant Cons a 0.20 020 23,939
Medical secretary 4 a 0.10 0.10 2,768
0OTE Consultants Total 0 0.3 0.3 26,767
Psychologist I I I
Pathway Lead Psychologist Bb 0 1.00 1.00 72,569
Psychologist Total 0 1.00 1.00 72,569
Total Staff Cost | 70.39 || 155.19 | 84,30 | 3,393,357

&
\S\w
~Orjtical care cost | [ | | 105,092
<~ <
o
9.
<.
.e&
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Non Staff Costs I 1 I
‘Ward 267 226
Theatre 395,692
Laboratary 25,000
Therapies 5,000
Rehab 600
Estatesand Facilities 237956
‘Wound Hesling dressings TBC
Blood Producsts: TBC
Total Non Staff cost [ 331474
Centralisation Cost - Metwork
Management team
Clinical Lead session Consultant o 020 020 23,999
Clinical Lead session - IR Consultant o 010 0.10 12,000
‘“Wascular Surgical Trainees [Registrar or
STR) OOH Cover only 70,000
Netowrk Clinical Lead Murse 7 o 020 020 10,860
Network Manager Ba o 100 1.00 61,318
Network Coordinator 5 o 100 1.00 36,113
Network Data Manager 5 8] 100 1.00 34,000
Total Network Wana gement team o 3.50 3.50 243,285
Centralisation Costs - Recurrent [l [l [
Ongoing maintenance Ccosts associsted
with Capital requirements 23,820
Transport estimate 132 000
Network Team - Mon Pay 5,000
Informatics -
Total Centralisation costs - Recurrent | [ | | 160,220
Centralisation Costs - Non Recumrent Il [l 1 |
Theatre equipment [ Revenus) 206,136
‘Ward Equipment - TOE machine 2922
Total Centralisation costs - Non
Recurrent 209,053
Total Hub Cost for Additional Activ ity 70.39 || 153.69 23.30 | 5,518,090 |
Advance Recruitment 137,709
Total Cost for HuB | 5,685,799 |
S
09/ (}(&
50
%.
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Finance Appendix 4

Health Board Impact of Centralisation

AB CEV CTM Powys Swansea Bay TOTAL
(Commissioner Cost £2,472,216 £535,108|  £1,769,389]  £32,077 £16,039 £4,824,831
LTA Adjustmert for transfer=d actity -£40,096 -£16,039 £104,250]  -£32,077 -£16,039 -
Health Board Impact £2,432,120| £519,071] £1,873,640| £0 £0]£4,824,831
AICU [ £70,876 0 £34,216 - - £105,092
Recumert Centraisstion Costs £125,036 £125,036 £125,036] g - £375,103
Non Recument Centrafsstion Costs £126,322 £126,922 £126,323) - - £380,767
Health Board Impact £2,754,955| £771,030| £2,159,814 £0 £0| £5,685,799
naxs - before mitigation
Provider Impact £2,440,235| £582,640| £1,801,956| - -| £4,824,831
AICU £70,876 £0 £34,216 - - £105,092
Recumert Centrabsation Oosts £125,036 £125,036 £125,03] - - £375,109
Mon Recument Centraisstion Costs £126,922 £126,922 £126,922] - - £380,767
Provider Impact £2,763,070| £834,599| £2,088,130| - -| £5,685,799
Difference betvesn HE and Provider Impadt | £8,115] -£63, 555 £71,684] £0)

South East Wales Vascular Network Programme Business Case

Page 112 of 156

164/790



113/156

17.0 Impact on other services and Interdependencies

Given the range of services already in situ on the University Hospital Wales site, its position
as a specialist and tertiary provider, and the co-dependencies between them and the vascular
service, particularly major trauma, interventional cardiology and cardio-thoracic surgery, its
ideally placed to the be Major Arterial Centre. All spokes sites have consultant led A&E and a
general surgery emergency service and will need to maintain a service that fully recognises
the interdependencies with key clinical services.

17.1 Interventional Radiology

Interventional radiology plays a central role in the delivery of safe and effective patient
focussed care that aligns with the strategic objectives of Health Boards and the wider NHS.
Many surgical procedures have been replaced or enhanced by the provision of IR services.
The number and complexity of procedures continues to increase as the majority of hospital
specialties, both medical and surgical, are dependent on the provision of IR to run their
services.

The precarious position of this service within South Wales is illustrated by the
current position with only CAVUHB and ABUHB able to offer a service. The collapse of IR in
Cwm Taf Morgannwg in the past 12 months has led to wholesale transfer of the provision of
its IR services to UHW. Swansea Bay, the largest UHB west of Cardiff, is only able to offer a
limited service necessitating transfers of patients from west Walesto UHW for IR
treatments. Local arrangements for the delivery of this service differ in each Health Board.
With the expectation of CTMUHB there will be day case procedures taking place in spoke sites
due to interventional radiology consultant presence, however there will be no inpatient
vascular interventional radiology undertaken on the spoke sites.

The number of WTE consultant radiologists, even in South East Wales, is not commensurate
with the workload and lags behind England in terms of numbers per head of population. This
position is compounded by the age profile of current incumbents which will mean further
unfilled posts due to retirements in the near future. Recruitment is challenging as there are
insufficient numbers of trained IRs. This is compounded in Wales by the acknowledged
difficulties in attracting medical staff into the region. Indeed, recent advertisements from CAV
and AB for consultant IRs have either only attracted single local candidates or none at
all. Future recruitment of IRs will be key to the continued provision of services in South Wales.
In this competitive environment posts that are not attractive will fail to appoint. Candidates
will want to be part of larger units that are able to offer support, varied case mix and workable
rotas compatible with a healthy work/life balance. Vascular centralisation in South East Wales
helps to provide this environment
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17.2 Stroke Services

Patients who receive vascular services may have had a stroke and are at risk of having
further strokes. Stroke pathways are in place for each Health Board and these will recognise
the interdependency with Vascular services. Clinicians will foster good working relationships
and step down pathways recognise the need for input from Stroke physicians and stroke
rehabilitation.

17.3 Diabetic Services

Vascular disease is the major cause of morbidity in diabetes and the risks of disease
progression are higher, with an epidemic of diabetic foot disease expected in the next decade.
Diabetics pathways are in place for each Health Board and clinical parameters that identify
the requirement for intervention by Diabetic physicians. A pre-operative optimisation
pathways are in place those with diabetes undergoing elective surgery with Hbalc > 69
mmol/mol, and this will be utilised to reduce the length of stay for patients with diabetes.

17.4 Podiatry

This is a key service supporting the foot wound and rehabilitation pathway. All Health Boards
have undertaken a joint pathway review to ensure seamless care between podiatry and
vascular services. This includes the need for ongoing treatment through community podiatry
services.

17.5 Care of the Elderly

The typical age of Vascular patients means that symptoms can often present in the elderly
and patients will require input from Vascular consultants.

17.6 Rehabilitation medicine

Seamless repatriation of patients following rehabilitation care pathways particularly for post
amputation care will be vital to the success of the network.

17.7 Limb Fitting Service

The vascular service must ensure its patients have access to a local limb fitting service, which
meets the standards set by The British Society of Rehabilitation Medicine. This service is
commissioned through Welsh Health Specialised Services and provided for the South East
Wales Region from UHW.

South East Wales Vascular Network Programme Business Case Page 114 of 156

114/156 166/790



115/156

18.0 Outcome and performance measures
The following section describes outcomes and measures as agreed in the Network service
specification. The tables within this section outline the various measures and the targets

(where identified) as well as the baseline in all 3 units (again where collected).

18.1 Key Quality measures

A number of key quality measures were agreed as a part of the South East Wales Network
specification. These are aligned with NHS England Vascular service specification and by
mirroring these it will allow the South East Wales Vascular Network to assess its performance
against other networks across the UK and highlight areas for improvement.

The measures include known complications such as stroke following carotid intervention as
well as standards set by the National Aortic Aneurysm Screening Programme. In the majority
of cases the measures are captured in the National Vascular Registry, which is a clinical audit
that vascular specialists use to monitor their practice.

The NVR measures currently collects information on five vascular surgical procedures:

e Repair of abdominal aortic aneurysm (AAA)
e Carotid endarterectomy

e Lower limb angioplasty

e Lower limb bypass

e Lower limb amputation

The NVR publishes a report annually which provides a comparative analysis on the 5 key
procedures. A full report for SE Wales units for 2019 can be found in Appendix B. The NVR
have agreed to support the development of the SEW Vascular Network with a pre and post
go live report.

The below table sets out the current measures, targets that are set nationally in NHS England
and are a part of the agreed measures for the SEW Vascular Network. Where available, the
2019 baseline performance for the three vascular units is provided. It is anticipated that
nationally these agreed measures is likely to change in the next 12 months and the data
capture likely to evolve. The SEW Vascular Network will work closely with the Vascular
Society and the NVR to ensure alighment line with UK peers and the QIF. Performance
against the national measures will form part of the annual review of the service.
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Abdominal Aortic Aneurysm

South East Wales Vascular Network Programme Business Case

2019 NVR data
Metric Agency | Definition | Target | Acceptable | ABUHB | CAVUHB | CTMUHB
Mortality NVR Unit overall | <3.5% <6% 1.6 5.6 1.8
elective AA (includes
in hospital complex
mortality cases)
Length of NVR LOS for <7d <10d 9 9 9
stay elective AA (includes
repair complex
cases)
Number of NVR Number of >60 >50 44 40 15
AA repairs AAA repairs (21
per arterial (total - Standard +
centre elective 19
and Complex)
emergency
Timeto | WAAAS % of >80% >60% 67 days 68 111
treatment P subjects days days
with AAA 2
5.5cm
deemed fit
for
interventio
n operated
on by
vascular
specialist
within eight
weeks (56
days)
;@%
e%;o?«
RS
%.
9.
2%
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Carotid Intervention

Stroke
rate

NVR*

Stroke rate
30 days
after
surgery

<2%

<3%

3.4%

1.4%

Mortality

NVR

Death rate
30 days
after
surgery

<1%

<2%

Not recorded on NVR

Referral

National
Stroke
Strategy

Delay from
symptom
to
treatment
for suitable
patients
(by 2013)

<7
days

<14 days

12
days

days

days

Peripheral Arterial Disease — Lower Limb Bypass (PAD)

South East Wales Vascular Network Programme Business Case

Mortality NVR Death 30 <5% <10% 2.2% 3.2% 1%
days after
surgery
Amputati NVR Amputatio <5% <10% Not currently recorded on NVR,
on free n free captured locally at present.
survival survival 1 Confirmed as 0% for all Units
year post
surgery
<
59
0%,
%
%.
o,
'ecp
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Lower Limb Amputation

Metric

Agency

Definition

Target

Acceptable

2019 NVR data

ABUHB

CAVUHB

CTMUHB

Mortality

NVR

In hospital
mortality

5%

<15%

5.4%

3.8%

4.0%

Procedure

VSGBI
QlF*

Patients
should
undergo
surgery on
daytime
lists
(between
0800 and
2000)

90%

75%

Procedure

VSGBI
QlF

Ration of
below to
above
knee
amputatio
nin unit

>1

Outcome

VSGBI

QIF Rate of
amputatio
n revision
to higher
level

<10%

<12%

Not currently reported by NVR.
Report to be provided prior to

go live.

N.B. To be confirmed by CAG as additional measures sept 21

Amputation: Time from decision to operate to surgery, divided up for those managed as IP
(target 48hrs) and OP (no explicit target)

Chronic Limb Threatening Ischemia: Time from referral to treatment, divided up for those
managed as IP (target 5/7) and OP (target 2/52)

Readmission rates
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18.2 Network measures

In addition to the national measures there are a number of agreed measures for the network
to monitor, these include measure that have been developed by the programme groups for
rehabilitation, the clinical advisory group and the network operational group. All of the
below measures have been agreed for review after 3 & 6 months of go live. A review
frequency is then suggested below.

Metric Agency Target if applicable Review frequency
NVR data completeness NVR 100% Annually
Time to transfer to Hub Network 48hrs (unless urgent Monthly
repatriation <24hrs) or emergency -
database (acute limb ischaemia,
severe diabetic foot
sepsis or ruptured AAA
- immediate)
Time to transfer to spoke Network <48 hours Monthly
repatriation
database
Discharge location — Network None Monthly
distance from usual place of | repatriation
residence database
Length of stay Hub CAV local No published target Monthly
database
Length of stay Spokes CAV/AB/CTM | No published target Monthly
local
database
Hub theatre measures to CAV Local Current to be used as Monthly
include: database baseline
No of DOSA cases
CEPOD usage
Urgent list usage
Scheduled list usage
Time to theatre all lists
Late starts
Early finishes
Cancellations *
% of cases with a vascular
team
Time from referral to CAV local Current to be used as Monthly
imaging database baseline
Rehabilitation passport CAV local 100% Quarterly
O;@z completed upon discharge | database
/V)cs;:%)ll patients to be included CAV local 100% Quarterly
G0'the weekly hub MDT database

119/156

reg?@y for rehabilitation

*inc cameellations due to existing comorbidities which may highlight pre assessment issues
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18.3 Patient reported outcome measures
Currently Patient Reported Outcome Measures (PROMS) and Patient Reported Experience
Measures (PREMS) are not collected for patients undergoing vascular surgery in the region.

There are no national PROMS/PREMS for Vascular outside of varicose veins. Therefore, it is
the intention of the Network to develop this and roll out a validated PROMS and PREMS
measurement within the first 6 months of the network to provide a baseline. This will allow
the service to measure value in relation to outcomes and experience. It is suggested that a
target completion rate is benchmarked with similar networks.
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19.0 Benefits

Throughout the life of the programme a number of benefits have been captured for both
patients and staff and have been categorised and presented in the table below. Key benefits
are as follows:

Continued improved patient outcomes through the delivery of a high volume Major
Arterial Centre that meet the minimum population recommendations. None of the
3 provider units currently meet the minimum requirement. Individual surgeon
volumes are more likely to be maintained

The release of capacity within current provider Health Boards

sustainable specialist workforce; consultant surgeons, IR consultants, specialist
nurses and the wider multi disciplinary team.

Improved research and innovation opportunities

Improved training and educational opportunities

Improved attraction and retention of staff

Clear lines of accountability and clinical governance across the network that puts
clinicians and patients at the heart of performance monitoring and service
development

Sustainability

Objective [Group (Benefits Measures
e Improved services to meet current and
future patients’ needs o Mortality, Stroke Rate,
Patients e Maintains higher standards of care and Time to
therefore outcomes treatment (NVR)

e LOS (hub and spoke)

e Ability to recruit to more attractive and
sustainable rotas in specialised services —
essential for sustainable consultant and
middle grade rotas in vascular surgery
and interventional radiology.

o Standardisation of operational policies

Vacancy rates
Turnover

Staff and protocols Education take up
e Improving training Staff satisfaction
e Recruitment & Retention survey
o Staff morale
e Education and learning opportunities
o Enhancing prevention & rehabilitation Activi
« Improving mortality and morbidit * Activity
proving mortatity ¢ y o Mortality (NVR)
| . e Reduced clinical incidents « Discharae to home
MProving  |patients e Improving functional outcomes PROMSg/PREMS
< (Jltyoe:cnd e Higher patient satisfaction : Data completeness
Sear\f’@% ‘ e Improved data collection to continuously and quality (NVR)
Oi; improve service delivery
., |Staff « Maintain continuity of services * As above for
s sustainability
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Improvements in health and safety
(reduced incidents)
Improved staff satisfaction
Improved staff recruitment and retention
o Time to transfer to
Providi iat , | ¢ spoke
rc;w t|n’ghappropr|a e se.relllces as close ? « LOS in hub & spokes
' patients” homes as possible (assessment | Access times for AAA
Obtimisi Patients and rehabilitation in spokes) and other
Ap ImiSing Network coordination to improve flow planned activity (NVR)
ceess Equity of service provision y
Staff Devel.op.mentl of mtegrate'd teams As above
to optimise clinical capacity
e Clear understanding
of total costings to
Focussing the utilisation of high feeé'i‘(’;r gfesgﬁf;g'st
cost equipment and facilities in single, centralization
specialised surgical hub . LOS
Effective use Patients Imprqved care and faster recovery « NVR & PROMS
allowing faster return to economic 0
of productivity Ef:cj_tgomgs (Theat
Resources ° Iciencies eatre
Reduced length of stay utilisation and LOS)
Coordinated network and dedicated hub
Staff reduces delays and cancellations &
maximises use of specialised staff
o
(o]
T)Oe;%
@,
o,
2%
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20.0 Management Case

The management case sets out the “achievability” of the programme. Its purpose,
therefore, is to build on the preceding chapters by setting out in more detail the actions
required to ensure the successful delivery of the network against the agreed investment
objectives and timeline. To achieve this, it sets out the programme management
arrangements and implementation plan.

This chapter also sets out the current programme management arrangements, handover
arrangements to the Operational Network and post programme assurance and evaluation.

Finally, it describes the arrangements for benefits realisations and risk management over
the programme timeline in detail.

20.1 Programme Management arrangements

Cardiff and Vale has hosted the programme working in close collaboration with all Health
Board partners, this includes which includes programme planning, public engagement and
preparation for delivery. It is anticipated that at the point at which the network becomes
operational, a collaboration between Health Boards will continue.

In order to successfully deliver this service change, it has taken the following approach in
the organisation and management of the programme:
e The programme has adopted the general principles of PRINCE-2 methodology
in managing the activities and outputs of the programme and will meet the
requirements of the WHC (2006): 001; Capital Investment Manual; NHS and
Treasury Guidance; and any subsequent guidance, which may be issued during
the programme’s lifespan.
e The programme has sought to benefit from experience and best practice
from other NHS programmes.
e Specialist professional advisers were employed for those activities where the
necessary skills and experience are not otherwise available within the
programme.

The above approach will continue to be utilised as the programme progresses. In managing
the programme, the aims are to:
o Deliver the programme on time and to budget.
e Ensure effective and proactive lines of accountability and responsibility for
the programme deliverables.
e Establish stakeholder involvement at all stages.
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20.2 Programme Structure and Reporting

20.2.1 Vascular Executive Programme Board

The Executive Programme Board was established in 2019 and meets at least bi monthly with
additional meetings when required. The chair of the programme board is Ann Lloyd, Chair,
Aneurin Bevan University Health Board. The Programme Board is made up of Executive and
senior clinical and managerial representation from all provider Health Boards.

Terms of reference for all programme groups, committee and board and full list of
membership for the network board are in Appendix F.

In summary, the network board is responsible for the following agree the overall project
approach, expected outcomes, operational and clinical models and finance model. It will
also oversee and receive reports from readiness assessments for the network inclusive of
hub, spokes and network structures and processes ahead of implementation.

The figure below illustrates the governance arrangements of the programme:

Vascular Programme Board (Chair: Anne Lloyd)
Z N

[ rcporiwarn ]

Vascular Steering Committee (Chair: Alun Tomkinson & Stuart Hackwell )
Objective: The effective and safe delivery of a regionalised Vascular Hub and Spoke Network service for SE Wales

Objectives:
= Completion of robust demand and capacity modelling to inform planning and financial model
= Delivery of a Clinical model and agreed pathways

= Delivery of an Operational model inc governance and management structures
= Accompanying SOPs covering Hub, Spokes and WAST

Reparts * Improvement of case ascertainment to the NVR to obtain a robust pre centralised baseline
every 2 Reports
weeks every 2
weeks
Group can establish time limited T&F Group can establish time limited T&F groups | | Deliverables:
groups to support Deliverables: to support Deliverables: *  Timeline for engagement & consultation
+ Define scope of engagement & stakeholder
+  Metwork Clinical Model & pathways *  Regional Demand and capacity modelling map o
*  Clinical SOPs & guidelines = Acceptance and repatriation policy & = Generatz? planned prugramme of :fn:wmes
+  Audit & Quality Improvement to include accompanying SOP's *  Preparztion & wransiation of materials
outcome measures induding baseling = Owerarching Operational plan to inc = Liaison with Exec Board, HB's & CHC to
Bi Weekly +  Clinical Governance structure to include: Governance & Management structure ensure review & sign off
+  Structure & ToR for relevant Hub and spoke capacity plans approach/timelines/materials/ approval to Meeting
‘groups/mestings within the structure Workforce plans mave 1o consultation ) .
(M&M, MDT Informatics plan = Ensure translation & ordering of all materials
+  Clinical Training and Education plan Commissioning/financial model,/SLA *  Analysis of all feedback
*+  Data submission and quality (NVR) (in *  Report feedback and outcomes to
conjunction with the Operational Group) programme groups/boards/CHC's

Pre/Rehabilitation Finance Group Arterial Centre
Deliverables: Development of Deliverables: Revenue Deliverables: Ward Deliverables: Deliverables: Deliverables:
prehab & rehabilitation Business cases for agreement aperational model Spoke operational Spoke operational Spoke operational
pathways and model within by the commissioning UHB's Theatres operational model maodel model
the region Commissioning model Workforce model Workforce model Workforce model
Development of network agreement/contracting Radiological disgnostics
rehabilitation workforce model | |structure. Warkforce model
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20.2.2 Steering Committee

The Steering Committee oversees the delivery of the programme including approval of the
overall programme approach, clinical & operational models and finance model as well as
provide oversight of the Network Clinical Advisory and Operational groups as well as the
programme risk register and controls.

More specifically they:
e Oversee the programme arrangements and ensure they are fit for purpose
e Oversee the timely delivery of the programme of work and associated
deliverables within the required timeframe and to the required quality
e Ensure that risks are identified and managed escalating to the SW Joint
Planning forum and Executive Board as appropriate
e Ensure the delivery of an effective engagement and consultation with the
public and staff
e Ensure effective communication is maintained (both within and outside of
the LHBs).
e Receive regular reports on progress from Engagement, Operational and
Clinical Groups and any of the working groups as appropriate.
o Effectively link with WAST as pre-hospital providers

The steering committee has provided oversight of the development of the programme
business case.

20.2.3 Network Groups

A number of programme groups have been created led by respective network leads. The
groups draw upon the experience of clinicians and managers from across the regions and
chairs are nominated leads from across the three provider Health Boards.

There is representation from both Powys Teaching Health Board and the Welsh Ambulance
Service Trust on the groups where appropriate.

20.3 Principles of Organisational Governance

20.3.1 Overview of proposed structure

The organisational governance structure must ensure clear lines of accountability and
responsibility across the pathway in order to achieve the best possible outcomes and
experience for patients.

The arrangements must create an environment in which all components of governance are
dellvered openly and transparently. In addition, all providers must contribute equally and
ﬁgs’g(,lvely to the governance activities of the network. Whilst some aspects of the

orgngll)satlonaI governance arrangement are clear, others present a level of complexity,

9.
.e&

69

(‘
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which will challenge the effectiveness of the network to deliver as a whole and across the
vascular pathway.

It is proposed that an Operational Delivery Network (ODN) is established upon go live of the
Network hosted by an agreed organisation, underpinned by a Memorandum of
Understanding.

The term ‘ODN’ was developed in NHS England in 2012, to reflect the shift in the function of
some clinical networks to focus on coordinating patient pathways between providers over a
wide area to ensure access to specialist resources and expertise.

In NHS England, provider organisations host ODNs to ensure optimal delivery of the service
specification. The ODN represents a collaboration between all providers commissioned to
deliver clinical services.

Any of the provider organisations within the network could host the Network. It is often the
Specialist Centre (Major Trauma Centre, Major Arterial or Burn Centres for example)
however, this is not always the case. The Major Trauma Network is South Wales is Hosted
by Swansea Bay UHB, a Trauma Unit with Specialist Services.

The role of the ODN ‘host’ is to enable, oversee and performance manage the formal
establishment of the ODN by way of establishing a facilitative, supportive framework to
ensure clear lines of responsibility and reporting arrangements to provide assurance.

The host provider has a dual role as host and as a member of the ODN internal governance
processes. The host is not accountable for the compliance of other ODN member

organisations, accountability for this rests with the ODN Board.

Proposed Operational Delivery Network governance structure:

SEW Vascular
Network Board

Network
rehabiliation,
nursing and

Informatics groups

Network Clinical

Hub and Spoke

Governance operational groups

/
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As the network moves from its planning phase to implementation and operational delivery
the programme board will become the SEW Vascular Network board, with a review of its
membership given its change of function to operational delivery. The SEW Vascular ODN will
to be accountable to the organisations represented on its Board.

It is proposed that the chair for the SEW Vascular Network Board will come from outside the
Hub (i.e. CAVUHB).

The Network board will have a role in both operational delivery and overseeing the
continuation of the programme, as its development will continue over many years. It is
proposed that an independent chair is appointed.

Feeding into the Network board will be number of groups responsible for overseeing the
clinical & operational delivery of the network as well as developments in services and
pathways.

In relation to Clinical Governance, whilst the primary responsibility for clinical governance
and accountability remains that of each individual Health Board. It is acknowledged that
there are numerous lessons and outcomes that should be shared and utilised for reporting.
A clinical governance group for the network would allow clinical teams to come together
regularly to share best practice.

It is proposed that the current Hub and Spoke groups will transition into local Operational
groups. A nominated LHB executive or Clinical Board/Locality Group/Divisional Lead should
chair.

There will be several elements of the network that will require further focus and
development beyond launch, it is recommended that both the Rehabilitation and

Informatics groups remain as discreet groups to support delivery in the first year.

20.3.2 Network management team

The SEW Vascular management team will be accountable to the Network Board. The team
will be hosted by the host organisation of the ODN where clinical operational line
management support will be provided.

The management team will consist of the following:
o Network Clinical Lead
e Network IR Lead
e Network Nursing lead
o Network Manager
e Network Coordinator

o e Network Data Coordinator
0%
SR
RS
@,
%
"T)d)
South East Wales Vascular Network Programme Business Case Page 127 of 156

127/156 179/790



It is proposed that lead roles remain within Hub and Spokes to ensure the effective
management of these services. It is proposed that the substantive contracts for these posts
remain LHB’s. These roles include:

e Spoke Clinical and Managerial leads
e Hub Clinical and Managerial lead

e Vascular Nurses

e Vascular Coordinators

Providers:
e WAST
e Hub—-UHW, CAVUHB.
e Spokes, local hospitals and community-based rehabilitation — CAVUHB,
ABUHB, CTUHB.

Providers will be responsible to the Network Board. However, clinical and managerial
accountability will be held within each organisation’s structure.

20.3.3 Challenges with the proposed structure

There are a number of key challenges for the Network in relation to the above
organisational structure that the Executive Programme board will need resolve before it
transitions into an Operational Network Board. Several hypothetical scenarios that could
arise shown below help to illustrate the challenges and the role of the Network board within
the proposed organisational structure:

1. Delay in transfer of care
Delayed discharges of care to one or more Spokes. Several patients at the Hub have been
waiting in excess of two weeks for transfer from the time of completion of specialist care.
This is causing considerable pressure on beds for new patients at the Hub. Despite the
presence of a repatriation policy agreed by all LHBs, patient flow is becoming an increasing
problem. The Network Manager and Clinical Lead discusses the issue with the Chief
Operating Officer in the Spoke/s and learns that there are no appropriate beds available and
as such, the hospital is no longer unable to accept patients back. In the proposed structure,
the Network is unable to resolve the issue and the problem continues, with a detrimental
impact on patients and their families.

2. NVR data Quality and completeness
3. Community rehab and ongoing care

The above scenarios, hypothetical and not exhaustive, represent a sample of issues that are
likely to arise, with an impact on the effectiveness of the network and on vascular patients.
They provide a compelling case for optimising organisational structure from the outset.
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The following issues have been identified throughout the development of the programme
and through discussions with other Networks:

e Complex commissioning arrangements with multiple bodies involved, leading
to fragmented accountability and difficulty in (a) visualising the entire patient
pathway, (b) maintaining ‘operational delivery’.

e Sub-optimal effectiveness of the SEW Vascular Network Board if acting solely
in a facilitative/advisory capacity in relation to clinical and operational
governance issues.

e The design must recognise the lack of incentivisation and internal market
forces in NHS Wales. If incentivisation and internal market forces are not
utilised as part of the establishment of the network, other mechanisms will
need to be explored to ensure accountability across the pathway.

20.3.4 Network Review Process

It is proposed that an annual review of the network and its component parts is undertaken
for the following reasons:

e Driver for service development and quality improvement.

e Afocus on coordination within and across organisations, following the
patient pathway.

e Clinically led with user and carer involvement from the outset.

The first review of the Hub, Spokes and WAST as pre hospital provider is expected to be
undertaken at the end of year 1, with a full report provided to the Network Board to include

providers and commissioners. Further reviews should be guided by the results of the first.

An intermediate review should take place in the first three months to ensure that there are
no urgent operational issues that are having an adverse effect on the network.

20.4 Implementation plan

Following agreement of the indicative timeline, the network board set out a critical path in
relation to the development of the programme business case and associated LHB business
case information alongside an implementation milestones. A snapshot is shown below and
includes a readiness assessment of all elements of the network in Mid-September 2021 with
an estimated ‘go live’ date for the network as 315 October 2021.
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Post go live review (Hub capacity, Acceptance & Repatristion, Recruitmenttransfer)

Whilst this is an ambitious timeline, the programme board recognises the importance of
moving forward with the establishment of the network given that many years have elapsed
since discussions related to its development had begun.

In relation to the network working groups, detailed implementation plans are being
developed, in keeping with the above timeline. As the programme moves into the next
phase of implementation, the programme team will work closely with all LHB programme
teams to develop implementation plans as part of the assurance process before the
network is operational. This will also help the network board understand the cumulative risk
and undertake a collaborative approach to mitigating this.

20.5 Critical enablers for go live & Programme assurance of readiness

Network - Management and governance structures, policies inc repatriation policy
Transport- Availability of additional clinical conveyance capacity as agreed with WAST

Spokes - Clear communication and protocol for repatriation into local hospitals and
community services. Clear arrangements for local assessment for the assessment of vascular
patients presenting in an acute basis and appropriate transfer to the hub on that basis.

Hub - Appropriate operational capacity delivered inc.: workforce, kit, equipment, and
footprint delivered. Effective operational clinical policies delivered and effective job plans
agreed

Informatics - Effective transfer of and timely access to patient information inc. operation
notes in all parts of the region. Confirmed process and systems for the collection of activity
& performance data.

d’/;ﬂa;e SEW Vascular Network currently planned to go live operationally at the end of October

2 gf LHB services are currently finalising the requirements of their own spoke
servu;g,s The final decision to ‘go live’ will require any operational risks to be identified and
m|t|gat§el as a pre-requisite and confirmed by the SEWVN Implementation Board.
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There are three key elements to providing robust assurance so that the service can launch.
These are:
e Programme Business Case — as a blueprint for implementation and a record
of the decision making process and governance (planning diligence).
e Network/Hub and Spoke state of readiness for launch and testing of
any contingency arrangements
e Finalisation of Network Operational Policy and associated SOP’s.

Based on the outputs of these elements, the network board will report to Health Boards, to
seek the authority to go live.

20.6 Post implementation review

Operational Service reviews

The Programme Board has agreed that a post implementation review should take place at
both 3 and 6 months after ‘go live’. This is to assess the operational impact of the service
against the predicted activity and demand and capacity modelling and to ensure operational
effectiveness of the systems. The measures for the 3 and 6 month reviews were discussed
and agreed at the programme Clinical Advisory and Operational Groups and will include the
following:

3 & 6 months - initial service reviews:

e Activity (inc case mix within activity) analysed by commissioner (inc of bed days and
theatre session usage). CEPOD usage

e Analysis of actual costs incurred (on a quarterly basis) based on the parameters we
used for the business case and activity usage triangulation

e Time to theatre from decision time to getting into theatre

e LOS (across the pathway, broken down hub and spokes)

e Delays in transfer for treatment into hub and back out to spoke (as per agreed
policy)

e Patient discharge destination and impact on WAST assumptions

12 months full service review:
It is proposed that a full review of the Network takes place at 12 months. To include:
e A review visit and assessment of ODN, Hub, Spokes.

e Assessment against Network agreed performance indicators as per the Network
specification (NVR measured performance against other services).
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20.7 Post Programme Assurance and Evaluation

The outline arrangements for post implementation review (PIR) and project evaluation
review (PER) have been established in accordance with best practice and are as follows.

Post-project evaluation is a mandatory requirement for all NHS bodies who are undertaking
a project of this scope and scale.

A thorough and robust post-project evaluation (PPE) should be undertaken at key stages in
the process to ensure that positive lessons can be learnt from the programme that will be of
value for wider system learning. The lessons learnt will be of benefit to:

e LHB’s in using this knowledge for future projects.

e LHBs, pre-hospital services and commissioners — to inform their approaches
to regional programmes.

e The NHS more widely — to test whether the approaches used in this
programme have been effective.

PPE also sets in place a framework within which the agreed benefits can be tested to
identify which benefits have been achieved and which have not.

e NHS guidance on PPE has been published and the key stages, which are
applicable for this programme, are:

e Evaluation of the various processes put in place during implementation.

e Evaluation of the project in use shortly after the development is operational.

e Evaluation of the project once the developments are well established.

It is proposed that the network team draw up detailed plans for evaluation at each of these
stages in consultation with its key stakeholders.

20.8 Risk Management Plan

Programme risks are managed through each Programme Executive Board where an updated
risk register is presented. As the programme transitions towards go live, the processes of
testing business continuity and the business case assurance process.

Programme risks with mitigations are outlined in Appendix G which describes in detail all
current programme risks and status.
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20.8.1 Future Risk Profile and Plan

There are a number of sources of risk identification as a consequences of the activities of
programme planning for implementation. Once the service has a way forward for financial
sign off, a number of key activities will follow the submission of the case to Health Board
Boards. These are:

Risk plan to manage non delivery or underachievement of benefits realisation plan

It is imperative that the benefits undergo a full risk assessment. That risk assessment will
then be signed off by network board and shared with commissioners and will be formally
logged as a handover document to the Network.

Risks emerging from readiness assessments

Network, Hub and Spoke readiness is essential to the maintenance of effective patient flow
and achievement of benefits and improved outcomes. Executive Programme Board will
receive a report on the escalation of additional risks identified through the assessments.

20.9 Communication/Stakeholder Engagement Plan

A comprehensive communication/ stakeholder engagement plan was developed as part of
the planning for engagement indicating key stakeholder groups. This will now be developed
to reflect how this will be managed both during the implementation and operational phases
of the programme. Integral to the plan is the responsibility for LHBs to ensure that local
stakeholders e.g. CHCs are kept informed of developments and progress.

Approval

Decision Date

Signature: Date:
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Appendix A: Breakdown of SEW Vascular Workforce

Table 1.Total vascular workforce for the South East Wales region

CTM Staff

AB Staff in | CAV Staff in post

post where | in post where TOTALSIP

able to where able | able to across Recruitment
Job title identify to identify | identify Network | requirements
Medical WTE WTE WTE WTE WTE
Consultant Anaesthetists 1.04 1.23 0.1 2.37 1.47
Consultant IR Radiographers 0.4 4 0 4.4 1
Secretary to Consultant IR 0 0 0 0 0.5
COTE Consultant 0 0 0 0 0.2
Secretary to COTE
consultant 0 0 0 0 0.1
Rehabilitation Consultant 0 0.1 0 0.1 0.2
Rehabilitation secretary 0 0 0 0 0.1
Vascular Consultant 4 3.5 2 9.5 0
Medical secretary to
Vascular Consultant 0 1.5 0 1.5 0.5
Vascular Surgical Trainees
(Registrar or STR) 0
TOTALS 5.44 10.33 2.1 17.87 4.07
Ward Staff
Ward Sister Band 7 0 1 1 2 0
Deputy Ward Manager Band
6 0 2 1 3 2
Staff Nurses band 5 5.2 7.8 10.37 23.37 21.5
Health Care Support
Workers Band 3 53 4.94 8.53 18.77 14.96
Patient environment co-
ordinator Band 3 0 0.8 0 0.8 0.2
TOTALS 10.5 16.54 20.9 47.94 38.66
Vascular Nurse Specialist
Specialist Nurse - Vascular
Nurse Practitioner band 7 2 1 1 4 2
Specialist Nurse - Surgical
Care Practitioner band 7 0 0.8 1 1.8 0
TOTALS 2 1.8 5.8 2
Wound Healing Service
Wound Healing Nurse Band

Y 6 0 1.56 1.56 1
09/%@ Wound Healing Nurse Band
%, 0 1 1 0

TOTALS 0 2.56 0 2.56 1
Phué?upacy
Pharmacist Band 7 0.25 0.3 0.55 0.5
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Pharmacy ATO Band 2 0.01 0.25 0.26 0.5
Pharmacy Tech band 5 0.1 0.35 0.45 0.5
TOTALS 0.36 0.9 0 1.26 1.5
Theatres
Clinical Leader Theatres 0 0 0 0 1
HSDU band 2 0 0 1 1 1
Theatre Assistants 0 1.3 0 1.3 1.48
Theatre Porters 0 0 0 0 0.5
Theatre Practitioners band 5 1.2 1.44 1.08 3.72 1
Resus Practitioner Band 7 0 0 0 0 0.1
Theatre Practitioners Band 6 2.7 2.45 0.36 5.51 2
Specialist Nurse Band 6 pain 0 1.84 0 1.84 1
TOTALS 3.9 7.03 2.44 13.37 8.08
Labs
Biomedical Scientist Band 5 0 4 0 4 1
Specimen Reception MLA
band 2 0 0 0 0 1
TOTALS 0 4 0 4 2
Radiology
Radiographers Band 5 C Arm 0 0 0 0 1.5
Radiographers Band 6 0 4 0 4 2.4
Radiology Band 3 HCSW 0 3 0 3 1
Radiology Lead Nurse Band
8a - uplift from a band 7 to
an 8A 0 1 0 1 0
Radiology Nurse Band 5 0 5 0 5 0
Radiology Nurse Band 6 0 11.4 0 11.4 4
Radiology Porters band 2 0 0 0 0 24
Medical Physics Clinical
Scientists 8a Dopler 0 1 0 1 1
TOTALS 0 25.4 0 25.4 12.3
Therapies
Dietetic Support Worker
Band 3 (ward based) 0 0 0 0 2.24
Dietitian Band 6 0 0.17 0 0.17 1.13
Dietitian support worker
pre-op assessment and
optimisation Band 4 0 0 0 0 1
Occupational Therapist
Band 7 0 0 0 0 0.7
Occupational Therapist
Band 6 0.7 0.5 2.2 1.39
Physiotherapist Band 6 0.1 0.7 0.5 1.3 1.89
0\;39% Physiotherapy

V’/:ggoehabilitation Assistant
Bagnd 3 0.1 0 0 0.1 1
Po@?gtrist 8a 0 0 0 0 1
TOTALS:, 1.2 1.57 1 3.77 10.35
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Psychology
Pathway Lead Psychologist
Band 8b 0 0 1
TOTALS 0 0 1
Network Posts
Consultant Clinical Lead 0 0 0 0 0.2
Network Manager 8A 0 0 0 0 1
Network Co-Ordinator B5 0 0 0 0 1
Network Data Manager B5 0 0 0 0 1
Consultant IR Lead 0 0 0 0 0.1
Nursing Lead 0 0 0 0 0.2
TOTALS 0 0 0 0 3.5
TOTAL 70.13 121.97 84.46
Table 2. Workforce related to hub activity transfer only
AB Staff in | CAV Staff | CTM Staff
post in post in post TOTAL
where where where SiP
able to able to able to across Recruitment
Job title identify identify identify Network | requirements
Medical WTE WTE WTE WTE WTE
Consultant Anaesthetists 1.04 1.23 0.1 2.37 1.47
Consultant IR Radiographers 0.4 4 0 4.4 1
Secretary to Consultant IR 0 0 0 0 0.5
Vascular Consultant 4 3.5 2 9.5 0
Medical secretary to Vascular
Consultant 0 1.5 0 1.5 0.5
Vascular Surgical Trainees
(Registrar or STR) 0
TOTALS 5.44 10.23 2.1 17.77 3.47
Ward Staff
0'%5 Ward Sister Band 7 0 1 1 2 0
%gﬁvgeputy Ward Manager Band 6 0 2 1 3 2
~Staff Nurses band 5 5.2 7.8 10.37 23.37 21.5
H(e%{IIh Care Support Workers
Band 3, 5.3 4.94 8.53 18.77 14.96
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Patient environment co-
ordinator Band 3 0 0.8 0 0.8 0.2
TOTALS 10.5 16.54 20.9 47.94 38.66
Vascular Nurse Specialist
Specialist Nurse - Vascular
Nurse Practitioner band 7 2 1 1 4 2
Specialist Nurse - Surgical Care
Practitioner band 7 0 0.8 1 1.8 0
TOTALS 2 1.8 2 5.8 2
Wound Healing Service
Wound Healing Nurse Band 6 0 1.56 1.56 1
Wound Healing Nurse Band 7 0 1 1 0
TOTALS 0 2.56 0 2.56 1
Pharmacy
Pharmacist Band 7 0.25 0.3 0.55 0.5
Pharmacy ATO Band 2 0.01 0.25 0.26 0.5
Pharmacy Tech band 5 0.1 0.35 0.45 0.5
TOTALS 0.36 0.9 0 1.26 1.5
Theatres
Clinical Leader Theatres 0 0 0 0 1
HSDU band 2 0 0 1 1 1
Theatre Assistants 0 1.3 0 1.3 1.48
Theatre Porters 0 0 0 0 0.5
Theatre Practitioners band 5 1.2 1.44 1.08 3.72 1
Resus Practitioner Band 7 0 0 0 0 0.1
Theatre Practitioners Band 6 2.7 2.45 0.36 5.51 2
Specialist Nurse Band 6 pain 0 1.84 0 1.84 1
TOTALS 3.9 7.03 2.44 13.37 8.08
Labs
Biomedical Scientist Band 5 0 4 0 4 1
Specimen Reception MLA band
2 0 0 0 0 1
TOTALS 0 4 0 4 2
Radiology
Radiographers Band 5 C Arm 0 0 0 0 1.5
Radiographers Band 6 0 4 0 4 2.4
Radiology Band 3 HCSW 0 3 0 3 1
Radiology Lead Nurse Band 8a
- uplift from a band 7 to an 8A 0 1 0 1 0
Radiology Nurse Band 5 0 5 0 5 0
:Radiology Nurse Band 6 0 11.4 0 11.4 4
)@%@iology Porters band 2 0 0 0 0 2.4
Mgﬂigal Physics Clinical
Scientists 8a Dopler 0 1 0 1 1
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TOTALS 0 25.4 0 254 12.3
Therapies
Occupational Therapist Band 6 1 0.7 0 1.7 0.78
Dietician band 6 0.32
Physiotherapist Band 6 0.1 0.7 0.5 1.3 0.77
TOTALS 1.1 1.4 0.5 3 1.87
TOTAL 118.1 70.88
Table 3. Workforce associated with Network set up
Recruitment
Job title requirements
Network Posts WTE
Consultant Clinical Lead 0.2
Network Manager 8A 1
Network Co-Ordinator B5 1
Network Data Manager B5 1
Consultant IR Lead 0.1
Nursing Lead 0.2
TOTALS 3.5
Table 4. Workforce associated with Service Improvement
AB Staffin | CAV Staff in | CTM Staff
post where | post where | in post TOTAL
able to able to where able | across Recruitment
Job title identify identify to identify | Network | requirements
Dietetic Support Worker
Band 3 (ward based) 0 0 2.24
Dietitian Band 6 0.17 0.17 0.81
Dietitian support
worker Band 4 0 0 0 0 1
Occupational Therapist
Band 6 1 0.7 0 1.7 0.61
Physiotherapist Band 6 0.1 0.7 0 0.8 1.12
Physiotherapy Rehab
Assistant Band 3 0.1 0 0 0.1 1
TOTALS 1.2 1.57 0 2.77 6.78

A,

Osf%l'able 5. Workforce associated with delivery of National Standards/in line

/a@gph other UK networks

"’9,
oy
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CAV Staff | CTM Staff

AB Staff in in post in post

post where | where where TOTAL SIP

able to able to able to across Recruitment
Job title identify identify identify Network requirements
COTE Consultant 0 0 0 0 0.2
Secretary to COTE consultant 0 0 0 0.1
Rehabilitation Consultant 0 0.1 0 0.1 0.2
Rehabilitation secretary 0 0 0 0.1
Occupational Therapist Band 7 0 0 0 0 0.7
Podiatrist 8a 0 0 0 0 1
Pathway Lead Psychologist
Band 8b 0 0 0 1
TOTALS 0 0.1 0 0.1 3.3

;;%(@,\
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%
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Appendix B: SEW Data analysis from: National
Vascular Registry November 2020 Annual Report.

Abdominal Aortic Aneurysms (AAA)

69 UK Vascular units performing AAA repair

emedian assessment to repair typically 50 - 90 days

*84.8% were discussed at MDT meetings

*90.5% had preoperative CT/MR angiography

*94.7% underwent a formal anaesthetic review

*83.2% had documented formal fitness assessment tests.

In 2019, the in-hospital postoperative mortality was 2.3% after open repair and 0.4%
after EVAR. Between 2017-19, the risk-adjusted in-hospital mortality rates for all NHS
vascular units were within the expected range of the national average (1.4% for 2017-
19).

AAA Resource Utilisation

AB C&V CTM National
Open LoS 9 (6— 15) 9 (8- 9(7-11) 7 (6-10)
(days) 16)
EVAR LoS 1(1-1) 3(3-5) 2(2-4) 2 (1-3)
(days)
Case Ascertainment
AB C&V CTM
Elective AAA 2019 44 21 15
Ruptured AAA 2017 — 2019 21 20 13

[[] Fulldatasubmission
[ ] Incomplete datasubmission
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AAA Outcomes — 30 day mortality

0
% In hospital¢ 2 hs
S
p et
<
=
@
o

C&V

________

Carotid Endarterectomy (CEA)

200

Number of operations

¢ |[n 2019, the NVR received details of 4,141 CEAs. The number of CEA has decreased
markedly since 2011 when nearly 6,000 procedures were performed.

* NICE NG128 - the delay from symptom to carotid surgery is recommended to be
within 14 days to reduce the risk of patients developing a stroke.

 Nationally 1.9% of patients died and/or had a stroke within 30 days (95% Cl 1.7-2.2)

CEA Resource Utilisation

Op within 7 days of
referral
LoS (days)

Case Ascertainment

CEAs 2019
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1(1-
4)

AB
49

CAV CTM National
XXX 73% 51%
7(4- 2(2- 2(2-5)
8) 3)

C&V CTM

. -

[ Fulldatasubmission
B Low data submission®

" PEDW 2018 CAVUHB submitted 17 CEAs
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CEA Outcomes — 30 Day stroke or death

e
.....

Lower Limb Interventions for Peripheral Arterial Disease

©2017 - 19, 18,090 bypass procedures performed in the UK.
¢55.9% were admitted with chronic limb-threatening ischaemia (CLTI).
ePatients admitted non-electively with CLTI should have a revascularisation procedure

within five days.

Bypass Resource Utilisation

AB
Bypass LoS (days) 9 (6— 15)
CLTI wait (days) 5(2-7)
CLTI % treated in 5 55%
days
Case Ascertainment
AB
Bypasses 2017 — 2019 206

C&V
9(5-
19)
7(4-9)

29%

C&V
209

CT™M National
9(4-16) 7 (4-15)
7(4-9) 6(2-9)
35% 50%
CTM
82
[ ] Fulldatasubmission
|:| Incomplete datasubmission
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Bypass Qutcomes — in hospital mortality

CTM

C&V

Major Lower Limb Amputation

e All patients undergoing elective major lower limb amputation should be admitted in

a timely fashion.

*Major amputations should be undertaken on a planned operating list during normal

working hours.

eVascular units should aim to have an above knee amputation (AKA): below knee

amputation (BKA) ratio below one.

Amputation Resource Utilisation

AB C&V CTM
Assessment to Op 8 (4— 28) 10 (4 - 37 (19 -
(days) 25) 117)
LoS (days) 29 (16 — 40 (23 - 27 (14 -
48) 77) 43)
AKA : BKA ratio 0.78 0.74 0.62
% Consultant in 92% 99% 100%

theatre
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Case Ascertainment

Major Amputations 2017 — 2019

Amputation Outcomes — in hospital mortality

hospital deaths
[

% 30day in
-

%
L]
-

g
.
.

CT™m
86

100 15

Number of operations
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Appendix C: SEWVN Demand and Capacity Modelling

South East Wales Vascular Centralisation Demand and Capacity Modelling
Recommendations for bed days and theatre sessions September 2020

Introduction

Following the input of clinicians and managers across the three health Boards, realistic modelling has
been carried out based on actual activity for a period of over four years. During that time there has
been a clear reduction in bed use, without any reduction in activity. Whilst this has been taken
account of in the recommendations, an allowance for risk and variation to ensure that sufficient
beds are allocated to the new Regional Centre.

An estimate of theatre sessions is possible at this point but will be confirmed, allowing the additional
TU/PACU requirements to be calculated.

1 Methodology

The following calculations are based actual activity from 2015 to November 2019 for Aneurin Bevan,
Cardiff and Vale, Cwm Taf Morgannwg University Health Boards. All admissions and theatre cases
associated with identified vascular consultants and for identified vascular procedures were included
to reduce general surgery activity down into specifically vascular activity.

The split between hub and spoke activity was based on a division of activity agreed by consultants
and updated to make all in-patient amputations hub activity. The identified vascular activity was
further split into clinical relevant groups to enable further analysis. Information on how procedures
were identified is included as Appendix One.

In terms of bed calculations, theatre cases which related to a single admission were combined to
produce a single length of stay, which was then split between hub and spoke, where there was a
realistic possibility that such patients might be repatriated to their host health board during their
stay. The proportionate split was different for different groups of procedures, but only represents an
average as opposed to a prediction for individual patients, recognising the fact that very unwell
patients would not be transferred at risk.

The overall prediction of bed numbers is based on actual variation and not theoretical percentages.
It therefore takes all of the activity relating to the cohort and seeks to ensure that the bed
complement will be sufficient to accommodate the variation in activity. The necessary bed
complement is however based on the total bed use across health board areas — combining peaks
and troughs for individual health boards would produce more variation (and a higher bed
complement) than happens in practice when all activity is brought together in one place.

Two areas have been identified for further sensitivity analysis
e Average hub/spoke split for revascularisation
e Average hub/spoke split for major amputations

It is expected that this will make slightly increase the number of hub beds, as it will not affect all

©. stays for patients in this category.
0%

>3

%%

?Fﬁé@tre cases have been analysed by the agreed clinically relevant groups, and an initial calculation
o \fbf:gatre sessions, based on historical theatre allocations at UHW. More detailed analysis involving
actuakaverage theatre time for these groups will be undertaken, which will be more accurate and

inform ﬂ%fé CEPOD/allocated theatre split.
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All figures are pre-COVID and allowance will have to be made in short to medium terms planning
both in terms of bed use and theatre time with new COVID restrictions in place. This may necessitate
planning for separate elective stream beds and longer theatre sessions.

2 Bed Compliment
2.1 Aneurin Bevan, Cardiff and Vale, and Cwm Taf Health Boards Hub requirement

Total Overnight Stays in Hub

50
45
40
35
30
25
20

Number of Beds

15

10

5 ) %
\& Q»\N’ @S\’ Q"\:\N d‘:‘a 6\3‘6 @'\Q o 4 @P Q\'\ Q'¢\ Q\’\Q @’\h?

Percentage Distribution Overnight Beds Required in Hub
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25
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10

Number of Beds

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

The bed requirement for the combine hub is shown above. There is a clear reduction in beds used
from the beginning of 2019, mainly associated with CAVUHB and CTUHB, which may relate to
o s( pathway management and ward processes. 35 beds is close to 90 percentile in terms of variation in
e@%gd use, but this total is almost 100 percentile for the later period. 35 is therefore regarded as a very
T’qw(ésk bed compliment, with the possibility that with effective processes actual use could be lower.

It |s@so comparable with other Regional Centres.

o,
2
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2.2 Cardiff and Vale, and Cwm Taf Health Boards Hub requirement

Total Overnight Stays in Hub

35
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5
0
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Percentage Distribution of Overnight Beds Required in Hub
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€
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When only CAVUHB and CTUHB are considered once a combined total of 25 beds covers almost 100
percent of the bed use in the later period.

Because moving to a two health board centre will take place first it is recommended that 20
beds are set up immediately rising to 25 beds if required as COVID becomes less of an issue for
the admission of patients. Given the potential delay in presentation of some patients with
chronic conditions it may be that 25 beds are required earlier. It should be borne in mind that
only CAVUHB and CTUHB have seen significant reductions in bed use in the most recent
4. period, with CAVUHB requirements reducing consistently to around 20-22 (12 hub on B2 and
0%?@10 spoke on B2 and 2-3 patients elsewhere for rehab) from August 2019. A longer term of 20

Ry
@ivg/g?tal for the CAVUHB/CTUHB hub is realistic.
&%
%3

<.
oy
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2.3 Health Board contributions to hub
The following is based on each health board’s individual hub requirements.

Aneurin Bevan 12-13 beds
Cardiff and Vale 12-17 beds
Cwm Taf Health Board 8-9 beds

These do not total to the overall figures above as a result of how the peaks and troughs combine and
issues with rounding. The greater effect of emergencies is reflected in the figures for Cardiff and
Vale, who are already managing this variation in their bed base.

Recommended hub beds (ABUHB) 12
Recommended hub beds (CTUHB) 8

The overall bed recommendations are for providing and safe clinical service, which accommodates
variation. In terms of resource use however these totals would have to be monitored closely for
financial purposes based on a baseline of activity for health board of origin (not yet calculated as
figures are based on where care currently takes place, with some CTUHB and ABUHB patients
already treated in Cardiff)

2.4 Spoke bed requirements

Spoke bed requirements are significantly more variable than hub bed requirements as a result of the
disproportionate effect of longer stay patients with complex rehabilitation and re-ablement needs.

Interestingly the spoke bed requirements for all three health boards to reach over 90 percentile in
terms of variation are similar. As the calculations are based on splitting episodes, these do not
reflect current bed use, rather how patient pathways are managed, access to community support, or
differences in patient needs for rehabilitation.

Recommended spoke beds (ABUHB) 10
Recommended spoke beds (CAVUHB) 10-12
Recommended spoke beds (CTUHB) 10

Aneurin Bevan UHB

Overnight Stays in Spoke

16
14
12
10

Number of Overnight Stays

L= T (ST S = I 4]
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Cardiff and Vale UHB

Total Overnight Stays in Spoke

% % 9 ) o o
o S &

S SN @ H &
N ™ 6‘:‘ 6‘\'\

Cwm Taf UHB

Total Overnight Stays in Spoke

Number of Beds

3 Theatre Use

Theatre cases have been analysed according to the clinical categories in Appendix One.

As a guide the Clinical activity delivered by Cardiff and Vales Health Board was carried out in 6

sessions a week, without leave cover with some CEPOD theatre use, but many same or next day
o;%cases carried out on scheduled lists. A more detailed analysis will be carried out using actual time in

>

V’ﬂ@eatre (with the caveat that this may have changed permanently as a result of COVID).
e‘/e
Theckavples below show a typical year for each health board (four full years data is available).

9.
®
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The figures shown are for individual visits to theatres and are based on the primary recorded
procedure. Sum of procedures total includes non-vascular procedures.

Actual theatre use will be significantly lower than the estimates because a Vascular Centre
would fully utilise every session by running a leave cover rota for theatres.

3.1 Aneurin Bevan UHB Theatre Use

2019 Hub Spoke Grand Total
sum of No of 366 261 765
Procs
Sum of A lliac and
Femoral 100 62 162
Artery
Sum of B Carotid 29 0 29
Sum of C EVAR AAA 29 0 29
Sum of D Open AAA 17 0 17
Sum of E Operations on 3 0 3
Vena Cava
Sum of G Subclavian 5 0 5
Artery
Sum of X Major . 45 0 45
Amputations
Sum of DF Amputations 42 0 42
Sum of other Other Artery 19 0 19
Artery
Sum of Other | Subclavian 9 12 2
Artery/Spoke | Artery
298 74 372
Estimated theatre sessions 5.4 sessions per week without leave cover
(Only for illustration — based on CAVUHB usage, not actual time in theatre)
3.2 Cardiff and Vale UHB Theatre Use
2018 Hub Spoke Grand Total
sum of No of 332 440 1191
Procs
Sum of A lliac and
R Femoral 97 81 178
09/%\ Artery
& :*S,ym of B Carotid 17 0 17
S of C EVAR AAA 24 0 24
Sum-of D Open AAA 37 0 37
®
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Sum of E Operations on 3 0 3
Vena Cava
Sum of G Subclavian 9 0 9
Artery
Sum of X Major ' 16 0 16
Amputations
Sum of DF Amputations 37 0 37
Sum of other Other Artery 19 0 19
Artery
Sum of Other | Subclavian
Artery/Spoke | Artery 8 36 a4
297 117 414
Theatre sessions 6 sessions a week without leave cover (plus some CEPOD)
(Only for illustration — based on actual theatre allocation, and therefore historical
throughput)
3.3 Cwm Taf UHB Theatre Use
2018 hub Spoke Grand Total
sum of No of 249 410 722
Procs
Sum of A lliac and
Femoral 44 59 103
Artery
Sum of B Carotid 16 0 16
Sum of C EVAR AAA 17 0 17
Sum of D Open AAA 18 0 18
Sum of E Operations on ) 0 )
Vena Cava
Sum of G Subclavian 4 0 4
Artery
Sum of X Major ' 38 0 33
Amputations
Sum of DF Amputations 51 0 51
Sum of other Other Artery 38 0 38
Artery
Sum of Other | Subclavian
3 6 9
| Artery/Spoke | Artery
%% 231 65 296
T)d)/go

o
Estirﬁ%ed theatre sessions 4.4 sessions per week without leave cover
(Only forsillustration — based on CAVUHB usage, not actual time in theatre)
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3.4 Combined Health Board Activity

hub

Spoke

Grand Total

826

256

1082

Appendix One
Clinical categories for procedures and episodes

Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS D Elective - HUB HUB SPOKE SPOKE Exclude Procedure Category Code
L16-
L28 Aorta L16 Extra-Anatomic Bypass Of Aorta v v Open AAA D
Emergency Replacement Of Aneurysmal
118 Segment Of Aorta v v Open AAA D
Other Replacement Of Aneurysmal Segment
L19 Of Aorta v v Open AAA D
v v Open AAA D
L21 Other Bypass Of Segment Of Aorta v v Open AAA D
122 Attention To Prosthesis Of Aorta v v Open AAA D
v v Open AAA D
v v Open AAA D
L26 Transluminal Operations On Aorta v v EVAR ARA [
Transl.Insertion Of Stent Graft For
127 Aneurysmal Smt Aort v v EVAR AAA [
—_ v 4 EVAR AAA c
Carotid
cerebral and
L23- subclavian
L39 arteries L29 Reconstruction Of Carotid Artery v v Carotid B
L30 Other Open Operations On Carotid Artery v v Carotid B
131 Transluminal Operations On Carotid Artery v v Carotid B
L33 Operations On Aneurysm Of Cerebral Artery v Exclude Exclude
L34 Other Open Operations On Cerebral Artery v Exclude Exclude
L35 Transluminal Operations On Cerebral Artery v Exclude Exclude
Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS Description Elective - HUB HUB SPOKE SPOKE Exclude Procedure Category Code
L37 Reconstruction Of Subclavian Artery v v Subclavian Artery G
Other Open Operations On Subclavian
L38 Artery v v Subclavian Artery G
Transluminal Operations On Subclavian
L39 Artery v v Subclavian Artery G
Abdominal
L41- branches of
La7 aorta L41 Reconstruction Of Renal Artery v v Other Artery F
L42 Other Open Operations On Renal Artery v v Other Artery F
L43 Transluminal Operations On Renal Artery v v Spoke Spoke
Reconstruction Of Other Visceral Branch Of
L45 Abdominal Ao v v Open AAA D
Other Open Ops On Other Visceral
L46 Branch/Abdominal Aorta v v Open AAA D
Transluminal Ops On Other Visceral
L47 Branch/Abdominal Aor v v EVAR AAA C
Iliac and
L48- femoral Emergency Replacement Of Aneurysmal lliac lliac and Femoral
L63 arteries L48 Artery v v Artery A
Other Replacement Of Aneurysmal lliac lliac and Femoral
L49 Artery v v Artery A
liac and Femoral
Ls0 Other Emergency Bypass Of lliac Artery v v Artery A
lliac and Femoral
Ls1 Other Bypass Of lliac Artery v v Artery A
lliac and Femoral
L52 Reconstruction Of lliac Artery v v Artery A
lliac and Femoral
L53 Other Open Qperations On lliac Artery v v Artel A
liac and Femoral
% L54 Transluminal Operations On lliac Artery v v Artery /Spoke A
O, Emergency Replacement Of Aneurysmal lliac and Femoral
/. Ls6 Femoral Artery v v Arte A
A ’
%
<o
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Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS Description Elective - HUB HUB SPOKE SPOKE Exclude Procedure Category Code
Other Replacement Of Aneurysmal Femoral lliac and Femoral
L57 Artery v v Artery A
lliac and Femoral
L58 Other Emergency Bypass Of Femoral Artery v 4 Artery A
lliac and Femoral
L59 Other Bypass Of Femoral Artery v v Artery A
lliac and Femoral
L60 Reconstruction Of Femoral Artery v v Artery A
lliac and Femoral
L62 Other Open Operations On Femoral Artery v v Artery A
lliac and Femoral
L63 Transluminal Operations On Femoral Artery v v Artery /Spoke A
L65- Other
L72 arteries L65 Revision Of Reconstruction Of Artery v v Other Artery F
Other Therapeutic Transluminal Operations
L66 On Artery v v Other Artery/Spoke F
L67 Excision Of Other Artery v v Spoke Spoke
L68 Repair Of Other Artery v v Other Artery F
Operations On Major Systemic To
L69 Pulmonary Collateral Ar v Exclude Exclude
L70 Other Open Qperations On Other Artery v v Other Artery F
Therapeutic Transluminal Operations On
L71 Other Artery v v Other Artery/Spoke F
Diagnostic Transluminal Operations On
L72 Other Artery v v Other Artery/Spoke F
Veins and
L73- other blood Mechanical Embolic Protection Of Blood
L99 vessels L73 Vessel v v Spoke Spoke
L74 Arteriovenous Shunt v Exclude Exclude
L75 Other Arteriovenous Operations - Exclude Exclude
Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS Description Elective - HUB HuB SPOKE SPOKE Exclude Procedure Category Code
L76 Endovascular Placement Of Stent v v Spoke Spoke
Connection Of Vena Cava Or Branch Of Vena
L77 Cava v Exclude Exclude
Operations on Vena
L79 Other Operations On Vena Cava v v CavalSpoke E
L80 Operations On Individual Pulmonary Veins v Exclude Exclude
L81 Other Bypass Operations On Vein v Exclude Exclude
L82 Repair Of Valve Of Vein v Exclude Exclude
L83 Other Operations For Venous Insufficiency v v Spoke Spoke
Combined Operations On Varicose Vein Of
La4 Leg v v Spoke Spoke
L85 Ligation Of Varicose Vein Of Leg v - Spoke Spoke
L86 Injection Into Varicose Vein Of Leg v v Spoke Spoke
L87 Other Operations On Varicose Vein Of Leg. v v Spoke Spoke
Transluminal Operations On Varicose Vein
L8g Of Leg v v Spoke Spoke
L89 Other Endovascular Placement Of Stent v v Spoke Spoke
Operations on Vena
L90 Open Removal Of Thrombus From Vein v v Cava E
L91 Other Vein Related Operations v v Spoke Spoke
L92 Unblocking Of Access Catheter v Exclude Exclude
L93 Other Open Operations On Vein v v Spoke Spoke
Therapeutic Transluminal Operations On
L34 Vein v v Spoke Spoke
L95 Diagnostic Transluminal Operations On Vein v v Spoke Spoke
Percutaneous Removal Of Thrombus From
196 Vein v v Spoke Spoke
L97 Other Operations On Blood Vessel v v Spoke Spoke
Lag Operations On Microvascular Vessel v Exclude Exclude
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Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS Description Elective - HUB HuB SPOKE SPOKE Exclude Procedure Category Code
Other Therapeutic Transluminal
199 Operations/Vein v v Spoke Spoke
T76-
T83 Muscle T76 TRANSPLANTATION OF MUSCLE - Exclude Exclude
T77 Excision Of Muscle - Exclude Exclude
T79 Repair of Muscle v Exclude Exclude
T80 Release Of Contracture Of Muscle - Exclude Exclude
T81 Biopsy of Muscle v Exclude Exclude
T83 Other Operations On Muscle v Exclude Exclude
Operations
covering
X01- multiple
xX27 systems X01 REPLANTATION OF UPPER LIMB v Exclude Exclude
X02 REPLANTATION OF LOWER LIMB v Exclude Exclude
X03 REPLANTATION OF OTHER ORGAN v Exclude Exclude
X04 TRANSPLANTATION BETWEEN SYSTEMS v Exclude Exclude
X05 IMPLANTATION OF PROSTHESIS FOR LIMB v Exclude Exclude
X07 AMPUTATION OF ARM v v Amputation X
X08 Amputation Of Hand v v Amputation X
X09 Amputation Of Leg v v Amputation X
X10 Amputation Of Foot v v Amputation DF
X11 Amputation Of Toe v v Amputation DF
X12 Operations On Amputation Stump v v Amputation X
X14 CLEARANCE OF PELVIS v Exclude Exclude
OPERATIONS FOR SEXUAL
X15 TRANSFORMATION v Exclude Exclude
X17 SEPARATION OF CONJOINED TWINS v Exclude Exclude
CORRECTION OF CONGENITAL DEFORMITY
X139 OF SHOULDER OR UPPER - Exclude Exclude
CORRECTION OF CONGENITAL DEFORMITY
X20 OF FOREARM v Exclude Exclude
Emergency - Elective - Emergency - Category
OPCS Procedure Block OPCS Code OPCS Description Elective - HUB HUB SPOKE SPOKE Exclude Procedure Category Code
CORRECTION OF CONGENITAL DEFORMITY
x21 OF HAND - Exclude Exclude
CORRECTION OF CONGENITAL DEFORMITY
x22 OF HIP - Exclude Exclude
CORRECTION OF CONGENITAL DEFORMITY
X23 OF LEG v Exclude Exclude
PRIMARY CORRECTION OF CONGENITAL
X24 DEFORMITY OF FOOT v Exclude Exclude
OTHER CORRECTION OF CONGENITAL
X25 DEFORMITY OF FOOT v Exclude Exclude
CORRECTION OF MINOR CONGENITAL
X27 DEFORMITY OF FOOT v Exclude Exclude
Total Count 28 46 26 22 34
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Analysis logic

How the data has been analysed

a. All spoke patients to be counted as spoke beds (CAV to also have spoke and hub beds)

b.  All Hub patients with stays of up to seven days to be counted as Hub days

c. Category A (Ischaemic limb revascularisation) — first seven days to be Hub, then 50% or remaining
time to be Hub and 50% to be spoke (recognising that longer lengths of stay indicate patients requiring
further recuperation and rehabhilitation)

Category B (Carotid) — all bed days to be in Hub

Category C (EVAR) — all bed days to be in Hub

d
e
f. Category D (AAAs) —all bed days to be in Hub
g
h

Category E (Vena Cava) — all bed days to be in Hub

Category F (catch all for other operations) — no strict rule so assume all days in hub initially

i Category G (Subclavian artery) — all bed days to be in the hub

j All in-patient amputations X07-X12 are Hub patients whether emergency or elective

k. All amputations are categorised as “X” except amputation of foot and toe which should be
classified as “DF” Diabetic Foot (this is of course a generalisation)

. Category X (major amputations) — first seven days in the Hub then the remaining days in a spoke
hed

m. Category DB (minor amputations/diabetic feet) — first seven days to be Hub, then 2/3 of
remaining time to be Hub and 1/3 to be spoke (recognising that longer lengths of stay indicate patients
requiring further recuperation and rehabilitation).
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The following appendices are available on request:

Appendix D: SEWVN Service Specification
Appendix E: SEWVN Surgical Pathways

Appendix F: SEWVN Rehabilitation Pathways
Appendix G: SEWVN Programme Terms of Reference
Appendix H: SEWVN Programme Risk Register
Appendix I: SEWVN Business Case Peer Review

Appendix J: SEWVN Non Arterial Centre (Spoke) Models of Care
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b NHS | Powys Teaching
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Agenda item: 2.2c ‘

BOARD MEETING Date of Meeting:
29 September 2021
Subject : South Wales Thoracic Surgery Service
Programme
Approved and Hayley Thomas, Executive Director for Planning and
Presented by: Performance.

Dr Kate Wright, Executive Medical Director

Prepared by: Dr Jeremy Tuck, Assistant Medical Director

Other Committees Executive Committee 15 September 2021
and meetings
considered at:

PURPOSE:

The purpose of this paper is to advise the Board on the development of the
Strategic Outline Case (SOC) for a proposal to transform the South Wales
Thoracic Surgery Service moving from a twin site model to a single site
model centred on the Morriston Hospital.

RECOMMENDATION(S):

It is recommended that the Board ENDORSES the SOC to develop a new site
option at the Morriston Hospital in Swansea in order to deliver a wider range
of treatment options with greater capacity and improved patient outcomes
that will be of benefit to the residents of South Powys.

Approval/Ratification/Decision Discussion Information
v v %
o
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THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S):

Strategic 1. Focus on Wellbeing v /%
Objectives: 2. Provide Early Help and Support v/x
3. Tackle the Big Four v
4. Enable Joined up Care v
5. Develop Workforce Futures v /%
6. Promote Innovative Environments v
7. Put Digital First v /%
8. Transforming in Partnership v
Health and 1. Staying Healthy v[x
Care 2. Safe Care v
Standards: 3. Effective Care v
4. Dignified Care v
5. Timely Care v
6. Individual Care v
7. Staff and Resources v
8. Governance, Leadership & Accountability v

EXECUTIVE SUMMARY:

The current thoracic surgery service for South Wales is unsustainable and, at
present, the people of South Wales experience poorer access and outcomes
from thoracic surgery services compared to the rest of the UK.

A SOC (attached) has been completed that recommends a proposal to
transform the thoracic surgery service in South Wales from a twin site model
to a single site model based at the Morriston Hospital. The proposal has been
developed, supported by external review, benchmarking and consultation.

The numbers of Powys residents who will be affected by the proposition to
develop a single site thoracic surgery unit at the Morriston Hospital are low
(in the region of 120-140 referred to outpatients of whom some 30 will go for
surgery with over 85% Moving through the current Morriston pathway.)
DETAILED BACKGROUND AND ASSESSMENT:

Background.

Thoracic surgery covers conditions affecting the contents of the chest
(excluding the heart, the great blood vessels and oesophagus). Most thoracic

O‘jfz@ surgery is performed on patients with lung cancer, although thoracic

rgeons also operate on patients with other types of thoracic malignancies,
ﬁ@éumothorax various forms of thoracic sepsis and a large group of

mm@gllaneous conditions which fall outside the remit of other specialties.
&
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Wales operates two different thoracic surgical models: Patients living in North
Wales access this service from Liverpool Heart and Chest Hospital NHS
Foundation Trust. This is one of the largest thoracic surgical centres in the
United Kingdom, with six consultant surgeons, serving a catchment area that
spans the north west of England and North Wales (patients in northern
Powys access the thoracic surgery service at Heartlands Hospital,
Birmingham, which has recently become part of the University Hospitals
Birmingham NHS Foundation Trust).

In contrast to North Wales and most of the rest of the UK, South Wales
operates two small services, which are based at Morriston Hospital, Swansea
and the University Hospital of Wales (UHW), Cardiff. The service at Morriston
has two consultant surgeons, and the service at the University Hospital of
Wales has three consultant surgeons. Patients from South East Wales and
parts of mid Wales have their surgery at UHW

The population of Wales in general and South Wales in particular, experience
health outcomes and patient experience that are below UK national rates and
fail to meet the needs of South Wales’ population which has a legacy of
heavy industry and coal mining which contribute significantly to the incidence
of lung cancer/disease.

In terms of numbers of people affected by the change, the population of
South Wales, South Powys and West Wales is in the region of 2.2 million. The
number of patients requiring thoracic surgery (both cancer and non-cancer
reasons) over the 5 years up to and including 2019/20, patients admitted for
surgery averaged at 425 episodes at Morriston Hospital and 628 episodes at
UHW, a combined average of approximately 1053 p.a.

For Powys, these numbers are in the region of 120-130 referrals to
outpatients with 30 patients being admitted for surgery per annum (equating
to ~3% of the total South Wales CASEMIX) with over 85% of these going
into the Morriston pathway.

An assessment undertaken by the Royal College of Surgeons in 2017
concluded that this level of activity under the current two site model is not
sustainable and so represents a future risk of service failure although no
illustrative time line was given concerning when the service would fail. The
review also concluded that future service delivery should be concentrated on
one site in order to deliver better patient outcomes through standardisation
of pathways. In addition to improved patient outcomes, there would be
opportunities to deliver service efficiencies, improve research output and
onward service development and improve recruiting, retention and

09@5 professional development across the range of healthcare professionals who
sgl((ahvery the multi disciplinary care model.
e
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A Thoracic Surgery Review Project Board (‘Project Board’) was established to
identify recommendations on the future provision of adult thoracic surgery in
South Wales and an Independent Panel recommended that Morriston Hospital
should be the location for the proposed single-site adult thoracic surgery
centre. This was followed by a two-stage WHSSC led consultation exercise in
which the views of service users and other stakeholders were sought to make
a recommendation on the future provision of thoracic surgery services in
South Wales.

WHSSC'’s Public Consultation on the Future Shape of Thoracic Surgery
services in South Wales: Involving our Stakeholders (November 2017),
confirmed that thoracic surgery services in South Wales should be provided
on one site. A Public Consultation - Location of the Single Site Thoracic
Surgical Centre (January 2018), agreed the new centre should be based at
Morriston Hospital in Swansea. On 29 January 2018 the WHSSC Joint
Committee approved the recommendations following public consultation that
thoracic surgery should be provided from a single site for South Wales
(covering SBU, Hywel Dda, Cwm Taf (Cwm Taf Morgannwg from
01.04.2019), Aneurin Bevan, Powys Teaching Health Board and CV UHBSs).
The Panel’s conclusion that the new unit should be based at Morriston
Hospital in Swansea was also agreed.

A Programme board was established in 2019. Throughout the development of
the SOC, the health board has been represented to ensure the needs of the
people of Powys who will use the service advocating to ensure that the new
service will not adversely impact on Powys residents and enable a “one stop
shop” approach to the thoracic surgery pathway thus reducing the number of
journeys a Powys citizen might need to take in order to access the service.

Indicative costs for the Programme options range from £3.4million for a do
nothing option (not recommended) through £17 million for the least cost do
minimum option through £26million for the medium option up to £29million
for the do maximum option requiring a new build within the Morriston

Hospital Campus. The SOC will be submitted for NHS Wales capital funding.

Conclusion

The change in organisation and delivery represents a small inconvenience to
a small number of residents from South East Powys while bringing
considerable potential benefits in terms of the patient outcome and other
quality and capacity improvements that will be delivered through this
Programme as well as convenience when accessing the one stop shop
service.

NEXT STEPS:

V’@ @a'he detailed proposition will progress through the Welsh Health Specialised

‘Sérwces Joint Committee for onward submission to Welsh Government. The

Bo%vgd is asked to ENDORSE the submission of the Strategic Outline Case.
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IMPACT ASSESSMENT

Equality Act 2010, Protected Characteristics:

ol 8| o
whd

RIEE:
E| S| t| %
°o|2|E|8
2| "4

Age X

Disability X

Gender x

reassignment

Pregnancy and

. X

maternity

Race X

Religion/ Belief X

Sex X

Sexual x

Orientation

Marriage and

.. . X

civil partnership

Welsh Language | x

Statement

The new build will design in enhanced disability
access.

Risk Assessment:

Level of risk

identified
[}
)] TU. -
S| 3 3|2
Z 2| 8| T
=
Clinical X
Financial X
Corporate X
Operational X
Reputational X

Statement

The risks that will accrue to PTHB, at present
are all deemed to be low. There will be higher
level risks concerning the Programme
(affordability (both in terms of project viability
from the start and cost overrun in the future)
and the ability to recruit being the most
immediate.)

Should the Programme not go ahead, then
there will be risks associated with future
operational unsustainability, known poorer
access and outcome for the people of South
Wales which will have a reputational impact at
the strategic level.
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Executive Summary

Introduction

This Strategic Outline Business Case (SOC) seeks support from Welsh Government (WGov) for strategic
capital investment of between £24.07m - £42.236m (including non-recoverable VAT and Optimism Bias)
to develop a single Thoracic Surgery Centre in South and West Wales and South Powys (referred to as
‘South Wales’) at Swansea Bay University Health Board’s (SBUHB’s) Morriston Hospital, Swansea.

Background

Thoracic surgery is an operation or series of operations for conditions affecting the chest, including
lungs, mediastinum, pleura, diaphragm, the sympathetic nervous system the chest wall, the contents of
the chest, and the lungs. Most thoracic surgery is performed on patients with lung cancer, although
thoracic surgeons also operate on patients with other types of thoracic malignancies, pneumothorax,
various forms of thoracic sepsis and a large group of miscellaneous conditions which fall outside the remit
of other specialities. Thoracic surgery is also performed on non-cancerous conditions such as punctured
lungs or complications from pneumonia, and biopsies on people with certain types of lung disease to help
get a diagnosis. It does not include the surgery on the heart and great blood vessels, which is undertaken
by Cardiac Surgeons; or surgery of the oesophagus, which is undertaken by Upper Gastrointestinal
Surgeons.

Wales operates two different thoracic surgical models: Patients living in North Wales access this
service from Liverpool Heart and Chest Hospital NHS Foundation Trust. This is one of the largest thoracic
surgical centres in the United Kingdom, with six consultant surgeons, serving a catchment area that
spans the north west of England and North Wales (patients in northern Powys access the thoracic
surgery service at Heartlands Hospital, Birmingham, which has recently become part of the University
Hospitals Birmingham NHS Foundation Trust). In contrast to North Wales and most of the rest of the UK,
South Wales operates two small services, which are based at Morriston Hospital, Swansea and the
University Hospital of Wales (UHW), Cardiff. The service at Morriston has two consultant surgeons, and
the service at the University Hospital of Wales has three consultant surgeons. Patients from South East
Wales and parts of mid Wales have their surgery at UHW.

The Strategic Case
A. Strategic Context

The population of South Wales, South Powys and West Wales is 2.2 million. The number of patients
requiring thoracic surgery (both cancer and non-cancer reasons) Over the 5 years up to and including
2019/20, admitted patients care has averaged at 425 spells at Morriston Hospital and 628 episodes at
UHW, a combined average of approximately 1053 p.a. This level of activity per centre is unsustainable.
Health outcomes and patient experience are below national rates and fail to meet the needs of South
Wales’ population, which has a legacy of heavy industry and coal mining; both of which contribute
significantly to the incidence of lung cancer/disease. This SOC is the culmination of a lengthy
collaboration between South Wales’ six Health Boards and Welsh Ambulance Service NHS Trust, by the
specialist commissioner Welsh Health Specialised Services Committee (WHSSC) and key stakeholders.

B. The Case for Change

There has been concern for a number of years that whilst both Morriston and UHW Hospital sites have
good standards, their small services are unsustainable and may not fully meet the future needs of the
population of South Wales. These concerns have been highlighted in several external independent
reviews, reports and public consultations between 2013-2018, which have been commissioned by Health
Boards and WHSSC:

In July 2013 Abertawe Bro Morganwyg University Health Board (‘SBUHB’ from the 1St April 2019)
commissioned an external independent review of the cardiac services at Morriston Hospital. The

/9(9//:90 ‘Ramsden Report’ (reported Sept. 2013) identified key issues with the cardiac services service

Oe;dglorriston Hospital a (follow-up visit reported in November 2014);
o
9.
Insdanuary 2017 Welsh Health Specialised Services Committee’s (WHSSC's) Invited Review by the
Royatl College of Surgeons of England review of thoracic surgical services thoracic surgery in

Vv
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South Wales recommended that in order to provide sustainable and high-quality thoracic surgery,
there should only be one hospital delivering the adult service. A Thoracic Surgery Review Project
Board (‘Project Board’) was established to form recommendations on the future provision of adult
thoracic surgery in South Wales, and an Independent Panel recommended that Morriston Hospital
should be the location for the proposed single adult thoracic surgery centre.

There followed a two-stage WHSSC led consultation exercise in which the views of service users and
other stakeholders were sought to make a recommendation on the future provision of thoracic surgery
services in South Wales:

WHSSC’s Public Consultation on the Future Shape of Thoracic Surgery services in South
Wales: Involving our Stakeholders (November 2017), which confirmed that thoracic surgery
services in South Wales should be provided on one site.

WHSSC'’s Public Consultation - Location of the Single Site Thoracic Surgical Centre (January
2018), which agreed the new centre should be based at Morriston Hospital in Swansea.

On 29 January 2018 the WHSSC Joint Committee approved the recommendations following public
consultation that thoracic surgery should be provided from a single site for South Wales (covering SBU,
Hywel Dda, Cwm Taf (Cwm Taf Morgannwg from 01.04.2019), Aneurin Bevan, Powys Teaching Health
Board and CV UHBs). The Panel’s conclusion that the new unit should be based at Morriston Hospital in
Swansea was also agreed. This ‘one-site’ ‘Swansea model’ is supported by all five South Wales HBs’
and by Powys Teaching HB.

This business case supports development of a single thoracic surgery centre in South Wales, ‘fits’ with
SBU HB’s Organisational Strategy: Better Health, Better Care, Better Lives 2019 - 2030, Clinical Services
Plan 2019-2024 and Annual Plan. It fits’ with Hywel Dda, Cwm Taf Morgannwg, Aneurin Bevan and CVU
HBs’ clinical strategies. It supports key national and regional strategic drivers for investment. The
potential service scope for this investment is as follows:

Figure — Potential Service Scope Options

Option 2 RELE

Option 1
Business as Usual

Continue with a two centre
service model (UHW, Cardiff &
Morriston Hospital, Swansea)

Do Minimum
Hub & Spoke service model

Moarriston Hospital provides
single site surgery (pre-
operative, pre-assessment &
pre-habilitation services are
decentralised to other HBs)

Do Maximum

Centralised ‘one centre’
service model

Morriston Hospital provides
single site surgery, in-
patient/ICU/HDU beds,
outpatients, pre-assessment
& pre-habilitation services

SBUHB has recently begun a public engagement programme on changes to the role and function of the
three main hospitals in Swansea Bay to support implementation of its Clinical Services Plan and Annual
Plan 2021/22. The health board is proposing to create three centres of excellence with each hospital
specialising in different aspects of healthcare. Morriston Hospital will become the centre of excellence for
URGENT AND EMERGENCY CARE, SPECIALIST CARE AND REGIONAL SURGICAL SERVICES,
f(gncludlng complex medical interventions. This is a general principle which has already been outlined and

v)cgaiggeed in past public consultations. To facilitate this, most planned care services currently provided at

rriston Hospital will be transferred to other sites, enabling capacity to be freed up to support urgent
andcgemergency care services, and more specialist services. These changes are set out in the Health
Boardésggngagement document Changing for the Future (July 2021).
®

Vi
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The development of a single thoracic surgery centre will standardise the delivery of thoracic surgery
services in South Wales; improve long term sustainability; standardise quality standards and patient
pathways; improve equity of access and the patient experience, and; improve health outcomes by
providing the population of South Wales with a fit for purpose single site Thoracic Surgery centre, in
accordance with best practice and the recommendations of the above reviews and consultation
processes.

Under this arrangement all thoracic surgery will be undertaken at the ‘Hub’ (Morriston Hospital) in
dedicated theatres, with access to the right equipment and the right staff, and other Health Boards’ local
hospitals will provide ‘spoke’ services, unless clinical facilities are required which are not available at a
local site or in exceptional clinical circumstances. An alternative approach to a fully staffed HDU (level 2)
is a Thoracic Enhanced Care Unit or T-ECU (level 1+). Following their surgery patients will be recovered
in the theatre recovery area (thoracic anaesthetic team). Once appropriate, a majority of patients who
have undergone a routine thoracic surgical procedure will then be transferred to the T-ECU under the
admitting thoracic surgical team for ongoing close observation, monitoring and care, which will be
provided by the thoracic surgical on-call team and advanced critical care practitioners (ACCPs) with
support from the anaesthetic on-call team.

The key benefits include:
e providing capacity to deliver 1,300 cases p.a.;

e providing a best practice dedicated thoracic surgery hybrid theatre that supports improved health
outcomes for patients;

e supporting equitable provision of care across Wales for, e.g. resection rates, variability of surgical
procedures, timely care;

e supporting a more sustainable medical and nursing staffing model; and;

e meeting unmet service need, especially for benign work and supports MDTSs.

The Economic Case
The spend objectives were agreed as follows (please see Section 1.12):

To provide a fit for purpose single site Thoracic Surgery Clinical Network service for the South Wales
population.

To increase the capacity of thoracic surgical services to meet planned need.

To improve the quality of South Wales’ thoracic surgical services.

To improve the efficiency, effectiveness and economy of South Wales’ thoracic surgical services.

The public consultation on the optimum configuration of the Thoracic Surgery Unit for South Wales
concluded there should be one Centre at Morriston Hospital. A long list of framework options were
developed to deliver this solution.

Each long list option was compared against the spend objectives and Critical Success Factors (CSFs) for
the project and four options were shortlisted for detailed appraisal at Outline Business Case stage
(please see Appendix | — Framework Options). Options 2 — 6 all allowed for a development at
Morriston Hospital with Health Board delivery and capital funding from WGov):

Vi
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Figure — Shortlist Options

Option 1 - Business as Usual - Continue with two centre service
model (UHW, Cardiff & Morriston Hospital, Swansea)

Option 2 - Do Minimum (1) - Refurbish existing accommodation to
create a Thoracic Enhanced Care Unit — utilise existing theatres &
provide ITU beds in existing facility (involves relocation of existing
services to create a developable footprint)

N ~ 7

Option 3 - Do Minimum (2) - Develop a new build Thoracic
Enhanced Care Unit — utilise existing theatres & provide ITU beds in
existing facility (involves relocation of existing services to create a
developable footprint)

Option 4 - Intermediate1 - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 2 Theatres (with link
| corridor)

Option 5 - Intermediate2 - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 3 Theatres, one is shell
& core (with link corridor) & 2 shell and core floors

y

Option 6 — Do Maximum - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 3 Theatres, one is
Robotic (with link corridor) & two shell and core floors

The Commercial Case

This project’s procurement strategy will follow the Designed for Life; Building for Wales3 procurement
route and be publicly funded. The required services include enabling works at Morriston Hospital as
required, including the supply of essential infrastructure services, road works and car parking;
development of a compliant and future proofed Thoracic Surgery Centre, and; technical commissioning.

Funding and Affordability

The indicative financial implications of the proposed investment for each shortlisted option are as follows:

Figure — Capital Requirements (£000 incl. VAT and excluding Optimism Bias)

Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel | Intermediate2 Do
Usual Minimum1 Minimum2 Maximum
Departmental Costs 2,014 23,400 14,097 16,187 23,401 23,817
On Costs 994 569 437 437 471
Less Location -60 -731 -440 -498 -715 -728
Adjustment
Works Costs Total 1,954 23,663 14,226 16,126 23,123 23,560
Fees 316 4,300 2,772 3,071 4,170 4,238
Non Works Costs 1,236 687 588 689 689 701
Equipment Costs 101 1,868 1,066 1,334 1,216 3,311
Planning 541 3,052 1,865 2,122 2,919 3,181
Contingency
Total, 4,148 33,570 20,517 23,342 32,117 34,991
Lesstgeoverable -53 -716 -462 -512 -694 -706
VAT <=
Base Pré’fb&t Cost 4,095 32,854 20,055 22,830 31,423 34,285
éf%)
Vil
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Figure — Capital Requirements (£000 incl. VAT and including Optimism Bias)

Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel Intermediate2 Do
Usual Minimum1 Minimum?2 Maximum
Capital Outturn 3,456 27,975 17,098 19,452 26,765 29,159
OB Adjustment 813 6,479 3,960 4,505 6,198 6,753
Sub Total 4,269 34,454 21,058 23,957 32,963 35,912
Plus VAT 854 6,891 4,211 4,791 6,593 7,182
Total 5,123 41,345 25,269 28,748 39,556 43,094
Less Recoverable -65 -882 -569 -622 -844 -858
VAT
Project Costs 5,058 40,463 24,700 28,126 38,712 42,236
(adjusted for OB)
The overall revenue affordability of each shortlisted option are as follows:
Figure — Revenue Impact (£000’s)
Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel Intermediate2 Do
Usual Minimum1 Minimum?2 Maximum
Pay 7,958 12,509 12,509 16,190 16,190 16,190
General Non-Pay 2,508 2,518 2,480 2,528 2,514 2,765
Hotel Services 283 218 218 282 497 494
Estates 205 158 158 189 345 343
Total 10,953 15,404 15,366 19,189 19,546 19,791

A full assessment of capital and revenue affordability shall be made at Outline Business Case (OBC)
stage.

The Management Case

To ensure successful project delivery a robust project management reporting structure has been
established. The Health Board’'s experience of developing and delivering complex projects in a Prince2
environment ensures diligent management and thorough clinical involvement throughout all parts of the
development. The indicative milestones are set out below:

Figure — Key indicative milestones

Activity Due Date
Implementation Board signs off SOC Aug. 21
WHSSC Management Board endorse SOC Aug. 21
WHSSC Joint Committee endorse SOC Aug. 21
Health Boards scrutinise and endorse SOC Aug. — Oct. 21
Submit SOC to WGov for approval Oct. 21
WGov approve SOC Dec. 21
Appoint Supply Chain Partner, Health Board Cost Advisor & Health Board March 22
Project Manager from Designed for Life Regional Framework
Implementation Board signs off OBC Nov. 22
WHSSC Management Board endorse OBC Nov. 22
WHSSC Joint Committee OBC Nov. 22
Health Boards scrutinise and endorse OBC Dec. 22
Submit OBC to WGov for approval Dec. 22
WGov approve OBC Feb. 22
0;% Implementation Board signs off FBC June 23
“2[WWHSSC Management Board endorse FBC June 23
AMWHSSC Joint Committee endorse FBC June 23
Health Boards scrutinise and endorse FBC July — Aug. 23
Submit FBC to WGov for approval Aug. 23
WGov dpprove FBC Sept. 23

10/61 223/790



Thoracic Surgery SOC

Mobilise on site Sept. 23
New build completed (subject to contractor’'s programme) Sept. 25
New build commissioning Oct. 25
New build operational Nov. 25
Technical Project Evaluation (approx. 3 months post new build handover) Jan. 26
Project Evaluation (12 months post operational status) Nov. 26

Please see Appendix N - Management Control Plan.
Recommendation

This SOC presents a compelling case for change and we recommend on this basis that WGov approve
this SOC and that this project progress to Outline Business Case (OBC) stage. This scheme can be
undertaken as a separate contract and building services could start in 3rdQtr/2023, subject to funding
approval.

Mrs Sian Harrop-Griffiths, Executive Director of
Strategy

Signed & Dated: Senior Responsible Owner, SBU HB
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1 The Strategic Case

1.1 Introduction

This Strategic Outline Business Case (SOC) seeks support from WGov of between £24.07m - £42.236m
(including non-recoverable VAT and Optimism Bias) for capital investment to develop a single Thoracic
Surgery Centre for South and West Wales and South Powys (referred to as ‘South Wales’) at Swansea
Bay University Health Board’s (SB UHB’s) Morriston Hospital, Swansea.

1.2 Background

Thoracic surgery is an operation or series of operations on any part of the chest, including the chest
wall, the contents of the chest, and the lungs. Most thoracic surgery is performed on patients with lung
cancer, although thoracic surgeons also operate on patients with other types of thoracic malignancies,
pneumothorax, various forms of thoracic sepsis and a large group of miscellaneous conditions which fall
outside the remit of other specialities. Thoracic surgery is also performed on non-cancerous conditions
such as punctured lungs or complications from pneumonia, and biopsies on people with certain types of
lung disease to help get a diagnosis. It does not include the surgery on the heart and great blood vessels,
which is undertaken by Cardiac Surgeons; or surgery of the oesophagus, which is undertaken by Upper
Gastrointestinal Surgeons.

Wales operates two different thoracic surgical models: Patients living in North Wales access this
service from Liverpool Heart and Chest Hospital NHS Foundation Trust. This is one of the largest thoracic
surgical centres in the United Kingdom, with six consultant surgeons, serving a catchment area that
spans the north west of England and North Wales (patients in northern Powys access the thoracic
surgery service at Heartlands Hospital, Birmingham, which has recently become part of the University
Hospitals Birmingham NHS Foundation Trust). In contrast to North Wales and most of the rest of the UK,
South Wales operates two small services, which are based at Morriston Hospital, Swansea and the
University Hospital of Wales (UHW), Cardiff. The service at Morriston has two consultant surgeons, and
the service at the University Hospital of Wales has three consultant surgeons. Patients from South East
Wales and parts of mid Wales have their surgery at UHW.

1.3 Part A - The Strategic Context

The population of South Wales, South Powys and West Wales is 2.2 million. The number of patients
requiring thoracic surgery (both cancer and non-cancer reasons). Over the last 5 years up to and
including 2019/20, admitted patient care has averaged at 425 spells at Morriston Hospital and 628
episodes at UHW, a combined average of approximately 1053 p.a. This level of activity per centre is
unsustainable. Health outcomes and patient experience are below national rates and fail to meet the
needs of South Wales’ population by;

e Patients in Wales with lung cancer have waited longer than they should have for surgery;

e Patients in Wales with lung cancer have some of the lowest survival rate in Europe, although we
know we have expert surgeons who produce very good outcomes’

e Patients who need surgery but do not have lung cancer have very long waiting times, and our
doctors and nurses tell us this is affecting the quality of care they can provide;

e Thoracic surgery is becoming increasingly specialised and better outcomes come from larger
centres (elsewhere in the UK and Europe, services are being reorganised into larger centres)
and;

e Changes the way surgeon practice mean we cannot continue to staff the two units in the way we
have done in the past.

South Wales has a legacy of heavy industry and coal mining; both of which contribute significantly to the

0%, incidence of lung cancer/disease.

RN
9@/30%1 Business Strategies

(/' . . . . .
Tﬁis;SOC supports the following national, regional and local strategies plans and drivers for change and
delivg% of the main benefits:

<®
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Figure 1 — Business Strategies

NATIONAL & REGIONAL STRATEGIES & PLANS: MAIN BENEFITS
¥ Supports new Service Model - provides an

» The Wellbeing and Future Generations (Wales) Act 2015 integrated service and environment that
» Prudent Healthcare — Securing Health and Well-Being for Future supports effective delivery of thoracic

Generations (Wales) Act 2015 surgical services in line with best practice,
» 1000 Lives Improvement and supports more effective pre and post-
» The National Cardiac Benchmarking Collaborative (NCBC) ELEEINE SR
» The Society of Cardiothoracic Surgeons (SCTS) annual activity ¥ Provides the population of South Wales with

T o ey —— ] access to a networked, high quality, single-
> The quality standards are outlined in the NICE Quality Standard > S GHIE 0T SERlEEE TIEEEE S
L e E Unit at Morriston Hospital with appropriate
clinical adjacencies.
» The British Thoracic Society (BTS) guidelines on the radical o ! )
management of patients with lung cancer (2010), o v Meets South Wales’ population’s current and
» The British Thoracic Society guidelines on pulmonary g future thoracic clinical needs through the
rehabilitation (accredited by NICE 2013) E ‘g’h_?c:? ‘“Ofrac'dc pa"l‘_;'_"a‘f- Frees up obsolete
» ESTS Guidelines for enhanced recovery after lung surgery (Jan 2 uiidings for demattion.
2019) o v Supports improved outcomes and quicker
» The National Standards for Rehabilitation of Adult Cancer 3 IEELE
Patients o ¥ Improves equity of access for patients in
» Pre-habilitation for People with Cancer guidance p South Wales and reduces inequalities in
» National Lung Cancer Audit and in peer reviews of lung cancer E health.
Services 5 ¥ Improves waiting times for surgery for
» Welsh Health Specialised Services (WHSSC) policies and patients with lung cancer: & patients with
service specifications: benign disease.
The Thoracic Surgery Service Specification and Clinical ¥ Improves survival rates for patients with lung
Standards EEE

Commissioning policy for Stereotactic Ablative Body
Radiotherapy for the Management of Surgically
Inoperable Non-Small Cell Lung Cancer in Adults

v Improves safety and quality.

This business case fits’ with SBU HB’s Organisational Strategy: Better Health, Better Care, Better Lives
2019 - 2030, Clinical Services Plan 2019-2024 and Annual Plan 2021/22. It fits with Hywel Dda, Cwm
Taf Morgannwg, Aneurin Bevan and CV UHBs’ clinical strategies. It supports the outcomes of public
engagements.

SBUHB has recently begun a public engagement programme on major changes to the role and function
of the three main hospitals in Swansea Bay. SBUHB has recently begun a public engagement
programme on changes to the role and function of the three main hospitals in Swansea Bay to support
implementation of its Clinical Services Plan and Annual Plan 2021/22. The health board is proposing to
create three centres of excellence with each hospital specialising in different aspects of healthcare.
Morriston Hospital will become the centre of excellence for URGENT AND EMERGENCY CARE,
SPECIALIST CARE AND REGIONAL SURGICAL SERVICES, including complex medical interventions.
This is a general principle which has already been outlined and agreed in past public engagements. To
facilitate this, most planned care services currently provided at Morriston Hospital will be transferred to
other sites, enabling capacity to be freed up to support urgent and emergency care services, and more
specialist services. These changes are set out in the Health Board’s engagement document Changing for
the Future (July 2021).

12
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1.5 Key Interdependent Projects
The following projects are interdependent with this investment:

Figure 2 — Interdependent Projects

Beds to Morriston
Hospital from
Singleton Hospital

Planning stage

Medical Intake

1.6 South Wales Thoracic Service

Morriston Hospital, Swansea

SB UHB’s Morriston Hospital is responsible for delivering thoracic surgery services to residents of SBU,
Hywel Dda and Bridgend area of CTM UHBSs plus patients from Powys who access respiratory services in
those health boards. Morriston provides thoracic surgery to a population of 380,000.

Thoracic surgery forms part of Morriston’s larger cardiothoracic department, which is staffed by five
cardiothoracic surgeons and two thoracic surgeons and one vacant locum post. The consultant cardiac
surgeons are responsible for providing the majority of on-call cover for patients, with two thoracic
surgeons providing on-call cover on their operating days. WHSSC have approved funding for a third
thoracic surgeon in Swansea but there is not the capacity to provide an on-call rota staffed solely by the
thoracic surgeons at a consultant level, and nursing levels are constrained due to the number of unfilled
vacancies. This potentially poses a delay to ‘Go Live’ if critical posts are not recruited to in time for the
centre opening.

Morriston’s thoracic surgeons have access to one theatre and each surgeon operates once a week,
typically performing resections, biopsies and lobectomies and chest surgery. Morriston’s two MDTs are
predominantly undertaken by video-conferencing due to the geographical areas being covered.
Attendance is usually high, with the lowest rate being 88%. The two MDTs are SB UHB (patients from
Morriston, Singleton and Neath Port Talbot); and; West Wales patients from Hywel Dda.

Swansea Bay UHB is currently commissioned by WHSSC to deliver mobile PET scanning service 2
days/week, and a business case has recently been approved for submission to WGov for a permanent
scanner at Singleton Hospital as part of the South West Wales Cancer Service.

In response to the Pandemic, both Swansea & Cardiff services implemented a bi-weekly MDT to review

all patients identified for treatment across South Wales, to agree relative prioritisation and ensure that
capacity on both sites is used to greatest effect.

Cardiff University Hospital of Wales

CVU HB’s UHW provides thoracic surgery to patients served by Cwm Taf Morgannwg, Aneurin Bevan,

» Powys and CV UHBs. This service covers patients being referred from Llandough, Royal Gwent, Nevill
Osff‘zgjall, Royal Glamorgan and Prince Charles Hospitals. In total, UHW provides thoracic surgery to a
"%o,pulation of 1.5 million people.

A
%3
<o,
2y

13

227/790



15/61

Thoracic Surgery SOC

Similar to Morriston, the thoracic team in Cardiff is part of the wider cardiothoracic surgery service
consisting of five consultant cardiac surgeons and three consultant thoracic surgeons. WHSSC approved
a 4 operating surgeon to support the thoracic on call linked to the establishment of the major trauma
centre at Cardiff in 2020. Consultant thoracic on-call is provided by the thoracic surgery consultants
working a 1 in 5 rota, the 5™ slot currently being covered as locum cover.

UHW'’s thoracic surgeons have access to 5 theatre days per week and use VATS approach for 80% of
the range of procedures, including lobectomies, mastectomies and pleural biopsies. They also provide
airway stenting, Chest wall stabilization after multiple rib fractures. CV UHB provide specialised surgery to
all South Wales population in relation with VATS thymectomy, Pectus surgery, Lung Volume Reduction
Surgery (1) surgical lung volume reduction, (2) endobronchial or endoscopic lung volume reduction,
which includes endobronchial valve implantation, its replacement and coil insertion. (LVRS)
Endobronchial Valve Replacement (EBVR). Cardiff currently house the only permanent positron
emission tomography (PET) scanning facility for the whole of South Wales.

UHW contributes to 5 MDT meetings per week. Attendance has improved in recent years, since the
appointment of a third thoracic surgeon, and now a fourth, with rates consistently above 90% and
approaching 100%. The MDTs are held at the Royal Glamorgan Hospital, University Hospital Llandough,
Royal Gwent Hospital, Nevill Hall Hospital, and Prince Charles Hospital. Pre-habilitation is part of the
Cardiff pathway, where all routine checks and assessments are done via pre-assessment.

1.7  Current Activity

The following table shows activity reported outturn against the LTA for both current services over the last
5 years.

Figure 3 - Activity Outturn (all procedures): Thoracic surgery outturn by centre over five years

Year SBUHB - Spells C&VUHB - Episodes [Total Activity

2015/16 407 591 998
2016/17 421 615 1036
2017/18 474 646 1120
2018/19 414 672 1086
2019/20 408 627 1035

Source: provider contract monitoring returns to WHSSC.

In order to illustrate the casemix currently managed by the 2 centres the activity reported by the 2 centres
in 2019/20 has been re-stated on a spell basis and a consistent categorisation applied as follows

14
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Figure 4 — 2019/20 Activity

2019/20 Outturn
SBU C&V Grand Total
Cancer Resection 156 175 331
Complex 1 2 3
Major 8 5 13
Intermediate 13 18 31
Other - No Proc 2 4 6
Cancer Total 180 204 384
Non Cancer Resection 13 45 58
Complex 26 81 107
EBVR 17 17
Major 17 47 64
Intermediate 59 94 153
Other - No Proc 14 16 30
Non Cancer Total 129 300 429
PNCO PNCO 31 18 49
Trauma No Procedure 41 41
Procedure 27 27
Exc 87 87
Trauma Total 68 87 155
Grand Total 408 609 1017

Part B - The Case for Change

There has been concern for a number of years that whilst both Morriston and UHW Hospital sites have
good standards their small services are unsustainable and may not fully meet the future needs of the
population of South Wales. These concerns have been highlighted in several external independent
reviews, reports and public consultations between 2013-2018, which have been commissioned by Health
Boards and by the specialist commissioner WHSSC:

%%
95&

In July 2013 ABM UHB (now SBU HB), commissioned an external independent review of the
cardiac services at Morriston Hospital. The ‘Ramsden Report’ (reported Sept. 2013) identified key
issues with the cardiac services service Morriston Hospital. In September 2014 ABMU HB
commissioned a follow-up external independent review of cardiac services at Morriston Hospital. The
findings from this return visit were reported in November 2014.

In January 2017 WHSSC’s Invited Review by the Royal College of Surgeons of England review
of thoracic surgical services thoracic surgery in South Wales recommended that in order to provide
sustainable and high-quality thoracic surgery, there should only be one hospital delivering the adult
service — “It is the review team’s recommendation that WHSSC adopts a single site thoracic surgery
service model for South Wales. The review team considered that this reconfiguration was in the best
interests of patient care and was the most sustainable option for thoracic surgery going forward. It
was considered that changes to cardiac and adult thoracic surgery would mean there would not be a
staffing resource that could adequately sustain a two site model in the future...” Following the
(above) Royal College of Surgeons review of services a Thoracic Surgery Review Project Board
(‘Project Board’) was established to form recommendations on the future provision of adult thoracic
surgery in South Wales. An Independent Panel, comprising a range of clinical experts from North

90 » Wales and England, patients or their relatives, an equalities representative, representatives from the
<3 Shird sector (voluntary and charity organisations) and an Independent Chair, were asked to look at the

Gptions and make recommendations on the location for the single centre using the criteria developed

d ﬁrgg the consultation process and agreed by the Project Board. The Independent Panel

15

229/790



Thoracic Surgery SOC

recommended that Morriston Hospital should be the location for the proposed single adult thoracic
surgery centre.

There followed a two-stage WHSSC led consultation exercise in which the views of service users
and other stakeholders were sought to make a recommendation on the future provision of thoracic
surgery services in South Wales:

o WHSSC’s Public Consultation on the Future Shape of Thoracic Surgery services in South
Wales: Involving our Stakeholders (November 2017) first stage, which decided whether Morriston
Hospital, Swansea of the University Hospital of Wales, Cardiff should continue to provide two
separate thoracic surgical services, or whether one of those hospitals should provide a larger,
combined service for the whole of South Wales. This stakeholder consultation confirmed that
thoracic surgery services in South Wales should be provided on one site.

o WHSSC’s Public Consultation - Location of the Single Site Thoracic Surgical Centre
(January 2018) second stage, which agreed the new centre should be based at Morriston
Hospital in Swansea, conditional upon the detailed workforce model and medical rotas to provide
the 24/7 thoracic surgery cover being signed off by WHSSC, and to a number of mitigating
actions/assurances identified by stakeholder Health Boards and Community Health Councils
(CHCs).

On the 29" January 2018, WHSSC approved the recommendations to provide thoracic surgery for South
Wales from a single site, and that the new centre should be based at Morriston Hospital in Swansea.

In November 2018, the five South Wales UHBs and Powys Teaching Health Board, considered the
outcome of the WHSSC led public consultation and recommendations on the future of thoracic surgery in
South Wales.

Following conclusion of the Public Consultation on location of a single centre, an Adult Thoracic Surgery
Commissioning Plan was approved through WHSSC via its Management Group to Joint Committee
(Appendix B — Thoracic Surgery Commissioning Plan).

The Adult Thoracic Surgery Implementation Board received comprehensive reports from three South
Wales Thoracic Surgery Clinical Summits (Appendix H- Clinical Summits) held in March, and May and
November 2019, where Medical Directors’, Clinical Directors, Thoracic Surgeons, Pathologists,
Anaesthetists, Radiologist, Physiotherapists, Senior Managers from the 6 Health Boards, WAST, CHC
and commissioning participants were invited to inform development of the project, service model and
pathways (Appendix R — Service Model). SB UHB led on behalf of all the 6 Health Boards, an ‘in your
shoes’ patient engagement exercise. The outcome of which was presented at the last clinical summit and
further informed the service model.

A Thoracic Surgery Service Specification for Wales was agreed through a formal WHSSC process
including consultation on behalf of all the participating Health Boards (Appendix J — Service
Specification for full details).

On 29th January 2018 the WHSS Joint Committee approved the recommendations following public
consultation that thoracic surgery should be provided from a single site for South Wales (covering SBU,
Hywel Dda, Cwm Taf Morgannwg, Aneurin Bevan, Powys Teaching Health Board and CVU Health
Boards). The Panel's conclusion that the new unit should be based at Morriston Hospital in Swansea
was also agreed. This ‘one-site’ ‘Swansea model is supported by all five South Wales UHBs’ and by
Powys Teaching Health Board.

1.9 Needs Assessment

South Wales has a legacy of heavy industry and coal mining; both of which contribute significantly to lung
disease. Primary lung cancer, related to tobacco use is the commonest cause of cancer death in Wales.
However, the population in Wales has a poor survival rate for lung cancer compared to the UK?, the rest
of Europe and the USA.

)
Oéfff@
¢,

Y)CEtvégyear relative survival for lung cancer in men in England (8%) is below the average for Europe (12%). Wales (8%) and
Scdﬂgnd (8%) are also below the European average but Northern Ireland (11%) is similar to the European average. Across the
European countries for which data is available, five-year relative survival in men ranges from 5% (Bulgaria) to 15% (Austria); Five-
year relaﬁ%survival for lung cancer in women in England (10%) is below the average for Europe (16%). Wales (10%), Scotland
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Surgery is known to provide the best chance of survival. However, patients often present with advanced
disease making surgery less likely to be suitable or successful. It is essential that cases are detected
early in order to provide the best prognosis. Based on current referral pathways and practice WHSSC
confirms there has been stable total demand over the last 3 years of between 1,000 and 1,100 cases p.a.
in South Wales. Therefore, WHSSC will commission us to deliver 1100 cases plus 20% uplift totalling
1300 cases p.a.

1.10 Problems with Status Quo

Patients in Wales with lung cancer have some of the lowest survival rates in Europe (14%). South
Wales’ 5-year lung cancer survival is now over the 5-year target but our performance ‘gap’ is 25%. Our
patients wait longer than they should for treatment and would have better health outcomes if they
received their treatment at larger specialist centres. This can only be achieved if South Wales increases
its re-section rates 25-30% (NB. It is anticipated part of the ‘gap’ will be closed by early
diagnosis/screening following the introduction of National Lung Screening is currently at planning stage).

Practice in thoracic surgery is changing. Historically heart (cardiac) and chest (thoracic) operations
have been performed by the same surgeon - cardio-thoracic surgeons. These surgeons are now being
replaced by full time cardiac or thoracic surgeon with 24/7 emergency cover and thoracic surgery is
becoming increasingly specialised.

South Wales needs access to safe, sustainable and effective thoracic surgical services which can
offer the best experience for patients requiring thoracic surgery. The Royal College of Surgeons have
recommended that to ensure the future sustainability and quality of thoracic surgery in South Wales, there
should only be one hospital delivering the service. A larger single adult thoracic surgery centre will be
more resilient and more sustainable. A single site would be able to cope more effectively with
unpredictable changes such as episodes of staff sickness, vacancies and changes to national
government policy. Appendix L — Public Consultation documents details the consultation and decision
making process underpinning confirmation of the south Wales’ Thoracic Unit being developed on one site
rather than two site (i.e. ‘Business as Usual’) delivery model. Going forward, multi-disciplinary training will
be undertaken across two sites. The implementation of the Major Trauma Unit (MTU) in September
2020 involves involve surgeons who already work together, aligning more closely to support MTU.

There is no formalised regional rib fixation service? serving the population of South Wales, West
Wales and South Powys (compared to other trauma networks) Early estimates from other trauma
networks indicate a rib fixation rate of 20 (range 16-27)/year, although this likely to increase as
awareness improves and new evidence emerges. Whilst many patients can have rib fractures treated
conservatively, an increasing group of patients do benefit from early rib fixation to reduce the risk of
complications (e.g. pain, infection), reduced hospital length of stay and enhanced patient experience. The
South Wales Trauma Network went live on the 14t September 2020. Patients with significant chest
injuries in the presence or absence of multisystem trauma are largely transferred to the Major Trauma
Centre (UHW) and as part of their management maybe considered for rib fixation. This includes patients
who are ventilated for managing their chest injuries. Patients who fulfil the criteria for rib fixation who are
less acute, are discussed directly with the nearest thoracic surgery service (UHW or Morriston Hospital)
are considered for transfer/fixation on a case-by-case basis. The current approach does mean patients
who require early rib fixation may not be gaining access to this service in a timely manner. However, the
MTN network has issued clinical guidance as to which patients should be referred.

-
‘f@g)’/and Northern Ireland (12%) are also below the European average. Across the European countries for which data is available,
fivef-‘¥§ar relative survival in women ranges from 9% (Scotland) to 20% (Austria).

2 Rib\ﬁzg_ation involves surgical treatment of fractured ribs using titanium plates to stabilise the ribs while they heal and hold the ribs
in their CS%CI location
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The network recently met with thoracic services in South Wales and with support from external thoracic
surgeons are undertaking some benchmarking as to whether clinical standards set out are being followed
across the network and use TARN data to predict likely rib fixation activity. This will help determine which
pathways need to be made more robust and guide operational modelling for a regionalised rob fixation
service. Presently, the proposed plan for less acute referrals is to be referred to the nearest thoracic
surgeon available, to help with current delays. However, after centralisation of thoracic services takes
place, it is likely that rib fixation will continue to be undertaken at both UHW and Morriston Hospital sites,
and therefore some thoracic surgical presence will need to be maintained at the MTC for this purpose.
The group is scheduled to meet again in autumn 2021 to discuss further once the benchmarking and data
becomes available.

1.11 Benchmarking
Benchmarking visits and liaison with Guys & St Thomas’, Brighton, Manchester, Liverpool Chest & Heart
Hospital, and Nottingham and Norwich Thoracic Units during 2019 and Betsi Cadwalder informed the

case’s operational and functional requirements. These three Units have a similar population base and
would be a good comparison to South Wales:

Bristol

- - 5 Birmingham's 24-bedded ward Nottingham’s  24-bedded ward
.B”StOIS 2 b_edded UhereEms U thoracic surgical patients are has a 4-bedded HDU, which only
is shared with Head and Neck : .

) . 5 supported by a 4-bedded HDU supports post-operative patients.
services. Units 5  thoracic I . L -
5 5 with inclusion criteria, and a 5 It carries out approx. 1,000
surgeons carried out 880 thoracic . . 3
g g - thoracic surgeon team. It carried operations a year. It manages
operations in 2016/17 (mainly - " . X o
g out 1,052 in 2016/17 (including Thoracic daily in Pre-assessment
VATS). Their team approach . R . 3
. meso and pectus, mainly VATS). unit, with access to anaesthetic,
services a large catchment area . . . - . N N
i . This unit provides rapid access to medical physio and nursing
and provide pre-assessment with -

A . . cancer services and next support. It supports Day 4

patient's being admitted to y s y
i = - available appointments for discharge. A number of
surgical admussion unit day of - ot 3 A-q g
. 5 - Respiratory Clinic. It has a Pre- operational clinical good
surgery, with discharge directly . . S .
. habiltation service as part of the practices’ and services were
back to a dedicated ward, post- . - : - . N
X respiratory service and Pre- identified as being essential to the
operation. Enhanced recovery -
assessment with day of surgery success of the new South Wales
pathways, worked towards S - 2 . ,,

, - admission to surgical admission Centre, these included providing
discharge of day 4 post operation 5 . .

unit Its ward is post-surgery only a Pre-assessment service and a
with a 4-bedded HDU. Day of Surgery Assessment
service.

1.12 Spend Objectives
In accordance with NHS Wales’s guidance, the key spend objectives have been identified as follows:

Figure 6 — Spend Objectives

Spend Objective 1: To provide a
fit for purpose Adult Thoracic
Surgery service for the South
Wales population.

Spend Objective 2: To increase
the capacity of thoracic surgical
services to meet planned need.

Spend ijective 3: To improve Spend Objective 4: To improve
the quality of South Wales’ the efficiency of South Wales’
thoracic surgical services. thoracic surgical services.
Spend Objective 6: To i
0/% Spend Objective 5: To improve t:en jec |\:ces t(:\ |Vr;rl1plr0\’le
\9/(((‘& the effectiveness of South Wales’ € economy of South TVales
<S>/\“o/> thoracic surgical services. thoracic surgical services.
A
%.
2
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All of the above are to be achieved by the start of 2025 and evidenced by the start of 2026, subject to
funding and planning approvals (for detailed spend objectives’ baselines and targets see Appendix D —
Benefits Realisation Register). Locating a single site may prove a potential disbenefit and may result in
some patients have to travel further for their thoracic surgery. To mitigate against this, patient transport
arrangements, and possible overnight stay pre surgery is being considered

1.13 Business Needs

To achieve an improvement in the patient experience and in survival rates against UK standards, thoracic
surgeons will need access to new technology and modern infrastructure; Clinical and Nursing Teams’
working practices will need to change to ensure the new service we deliver the best possible care.
Patients will attend the Centre for their pre-operative assessment as this enables them to meet the staff
who will be caring for them when they have their operation and to introduce them to the Centre to improve
their overall experience and assist them in preparing for surgery. Patients will also attend the centre for
their operation. Where significant travelling for patients is involved family support and transport will be
provided. Facilities for relatives will also be provided on the ward while they are waiting for patients to
have operations. Patients will attend their post-surgery follow up locally with the thoracic surgeon.
Ongoing follow up and ongoing surveillance will be carried out by Chest Physicians in the local hospital.

Investment is required to support delivery of a new service model and patient pathways in compliance
with UK best practice. It will improve the quality of care, provide fit for purpose, dedicated and networked
thoracic surgical services to the population of South Wales. The new service should comprise a single
specialist thoracic surgical Unit in Morriston Hospital, as informed by lengthy formal and targeted patient
and carer engagement processes, which helped develop and refine the new a ‘hub and spoke’ service
model. Implementation arrangements will ensure timely access to surgery for benign and malignant chest
diseases.

Under this arrangement all thoracic surgery will be undertaken at the ‘Hub’ (Morriston Hospital) in
dedicated theatres, with access to the right equipment and the right staff, and other Health Boards’ local
hospitals will provide ‘spoke’ services, unless clinical facilities are required which are not available at a
local site or in exceptional clinical circumstances.

An alternative option to a fully staffed HDU (level 2) is the Thoracic Enhanced Care Unit or T-ECU (level
1+). Following their surgery patients will be recovered in the theatre recovery area (thoracic anaesthetic
team). Once appropriate, a majority of patients who have undergone a routine thoracic surgical procedure
will then be transferred to the T-ECU under the admitting thoracic surgical team for ongoing close
observation, monitoring and care, which will be provided by the thoracic surgical on-call team and ACCPs
with support from the anaesthetic on-call team. Hence, a T-ECU does not have to be sited close to the
ICU. It should not manage patients requiring multiple organ support or mechanical ventilation. These
patients will be managed in the ICU (elective thoracic surgical cases in the CITU. Trauma and emergency
transfers for example, empyema etc., in the general ITU). It is appropriate for the following categories of
patients (Appendix W — T-ECU Pathways):

Post-operative thoracic patients who need close observation or monitoring for longer than a few

hours.

Patients requiring support for a single failing organ system, but excluding those needing advanced

respiratory, cardiac or renal support.

Patients requiring a level of observation or monitoring not possible on a general ward.

Patients no longer needing intensive care, but who are not yet well enough to be returned to a

general ward.

Morriston will be staffed by a team of eight thoracic surgeons providing 24-hour emergency cover
supported by specialised MDTs and the implementation of a complex case MDT. Surgical practices and

2 services will be specialised and standardised. Design of practices and services will be based on an
Og’fsgvidence—based approach for optimising service delivery to patients and maximising survival rates

C%@\an,ghieving these standards will be critical to improving outcomes, diagnosis and interventions for the
pféiﬁ:ﬂation of South Wales). WHSSC'’s Service Specification details these arrangement.
o
0.
2%
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1.14 Infection Prevention and Control and Design Solution

The architectural design strategies for this development will include best practice infection prevention
measures for health-care facilities. This will include providing: fully compliant bed spacing; access to
isolation facilities for infection prevention and control towards curbing the spread of Covid-19 and other
infectious diseases; design which supports social distancing to ensure adequate spacing in waiting areas,
corridors, hallways, stair and entrance lobby to support social distancing; design which enhances natural
ventilation to maximise the movement of air within a space, and; and design which enhances daylight or
sunlight to support good fenestrations and daylight in structures can sway the spread of airborne
pathogens.

When services are relocated out of the Morriston Hospital site in the future, the released space will be
refurbished ensuring the areas are fit for purpose, improving bed spacing to meet HBN standards as well
as accommodating a high level number of single rooms. Overall, this will improve patient experience and
will have better outcomes, reduce the risk of infection, prevention and control issues

1.15 Forecast Activity

The detailed commissioning volumes will be subject to further refinement and validation but for planning
purposes an activity profile has been developed that reflects:
Combined activity of the current centres — approximately 1100 cases.
Provision of for growth in demand — up to 1300 cases.
A rebalancing of Cancer and Non Cancer procedures so that volumes of each are broadly aligned
and the in total over 600 non cancer procedures are undertaken.

The current and forecast volumes have been broken down by complexity (based on clinical coding) as

follows:
Figure 8 — Current and Forecast volumes
2019/20 Outturn Proposed
C&V UHB SB UHB Total

Category 1 Category 2

Cancer Resection 175 156 331 392
Complex 2 1 3 4
Major 5 8 13 15
Intermediate 18 13 31 37
Other — no procedure 4 2 6 7

Non Cancer Resection 45 13 58 97
Complex 81 26 107 177
EVBR 17 - 17 33
Major 47 17 64 102
Intermediate 94 59 153 250
Other — no procedure 16 14 30 48

PNCO PNCO 18 31 49 58

Trauma No procedure - 41 41 48
Procedure - 27 27 32
Exclude 87 - 87 -

Grand Total Admitted Patient Care 609 408 1,017 1.300

New Outpatients 468 304 772 987

FU Outpatients 1,000 531 1,531 1,956

1.16

>
%
CRON

Service Interdependencies

WHSSC'’s Service Specification identifies number of service interdependencies, which must be integrated
or co-located with the single site centre:

< . . . .
cg“o? Theatre & Recovery, Anaesthetic and Nursing Teams & Advanced Nurse Practitioners services

v}(Respiratory Medicine (this is the prime referring speciality for most conditions requiring thoracic

urgery. Respiratory physicians are core members of lung cancer and emphysema MDTS).
R giratory Pathology Laboratory.

Out-patient clinic space, including facilities for pre-op assessment and pre-admission.
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Support from all other hospital services including interventional radiology.

Support from Haematological, Biochemical and Microbiological laboratories and Cellular Pathology &
Molecular Services;

Endoscopic examinations by bronchoscopy and oesophagoscopy (including endobronchial
ultrasound and endoscopic ultrasound);

Radiological investigation by plain X-Ray, contrast studies, ultrasound needle biopsy, vascular
imaging and computed tomography (including PET-CT);

Dedicated Physiotherapy, Dietetics, Occupational Therapy, Pain Team, and Speech and Language
Therapy to deliver multimodal pre-habilitation and rehabilitation, and;

Support from all other hospital services especially Interventional Radiology and Pulmonary
Rehabilitation.

Pharmacy

Cardiac Surgery

Intensive Care

Emergency Provision

Appropriate Support into Major Trauma Centre

The following support services are also essential:

Pain Management and Specialist Palliative Care Service
Psychology and Psychiatric Liaison Service

Dietetics, Speech & Language

Pathology and Pharmacy

HSDU

Physiotherapy and Occupational Therapy

There will be links with approved clinical trials, educational links with University partners, and close links
with support services such as Social Workers, Psychiatrists, Chaplain, Bereavement support and the
Primary Health Care Team. WHSSC’s Service Specification supports the use of robotic assisted thoracic
surgery and the use of 3D imagery to support this service. Minimally invasive approaches (video assisted
thoracoscopic surgery VATS/Robotic Surgery relating to Option 5). Appendix T — SWOT Robotic
Surgery, however, at the present time, Health Technology Wales’ guidance with regard to robot assisted
thoracic surgery is that there is currently insufficient evidence to support routine adoption. It is therefore
not currently commissioned by WHSSC. This position will be reviewed as the evidence base develops
and further guidance is published during the completion of OBC and FBC.

1.17 Digital Technology

SBUHB has learnt from Covid and some of our optimum solutions will utilise modern digital technology to
provide, e.g. state of the art technology video assisted thoracoscopic surgery (VATS) in theatres to
support MDT working across multiple sites (enabling remote access to advice, e.g. from Morriston
Hospital's Respiratory consultants for local patients), allowing appropriate clinical advice to be provided
remotely without incurring onerous travel, and digital / Audio Visual solutions, which will enable
communications between sites and services that are distant to ensure efficient and effective service
delivery. The Digital Strategy for this project will be detailed at OBC stage.

1.18 Transport
The impact of travel and transport for patients and staff was concluded as part of the Public Consultation

process when re-location of the service to one site was raised during key stakeholder workshops. In
developing the Service Model the issues of mitigating transport issues has been addressed.

1.19 Transitional Arrangements

Services and consultant staff are already working more closely together to align practices and to support

0‘39f cross-cover working during Covid-19 pressures. As we move towards one centre working, MDT
%&%xrangements will be planned for and ongoing discussions between participating Health Boards will

T

ym the transitional process, informing the incorporation of outreach working and ‘spoke’ services
déiig%ry into individual Health Board’s IMTPs.
\9\_)9

"2
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There are elements of the new Service Model, which are not dependent on single site delivery,
specifically, those services which will continue to be delivered in remote Health Boards. These services
should be implemented in advance of the building works being completed.

1.20 Commissioner Support

WHSSC is a Joint Committee of the seven Local HBs (LHBs) in Wales. WHSSC propose to commission
the service of thoracic surgery in accordance with the criteria outlined in the agreed Service Specification
(28 March 2017), which was agreed through a formal WHSSC process including consultation. This
specification aims to provide a sustainable, high quality, equitable service that is patient centred and
optimises the quality of patient and family experience.

1.21 Potential Scope

This section describes the potential scope for the project in relation to the above business needs in terms
of modalities and service drivers. The potential scope has been assessed against a continuum of need.
The potential service scope options within these ranges are described in the figure below:

Figure 9 - Potential Service Scope Options

Option 2 Option 4
Option 1 Do Minimum LGl
. . Centralised ‘one centre’
Business as Usual Hub & Spoke service model service model

Continue with a two centre iz (e e Morriston Hospital provides

service model (UHW, Cardiff & smg_le site surgery (pre- 2 single site surgery, in-
Morriston Hospital, Swansea) operative, pre-assessment patient/ICU/HDU beds,

pre-habilitation services are i
: outpatients, pre-assessment
decentralised to other HBs) A .
& pre-habilitation services

1.22 Main Outcomes and Benefits

The main potential outcomes benefit to patients, the Health Board and the wider health community would
be classified in terms of cash releasing benefits (CRBs), non-cash releasing benefits (NCRBS),
quantifiable or quantitative benefits (QBs), and non-quantifiable or qualitative benefits (NQBS).

The key service and clinical benefits per Service Solution Option are detailed below:
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Figure 10 — Hi-level Comparison of each Service Solution Options’ - Service & Clinical Benefits

Service Solution Options
Business as Usual Morriston Hospital provides single site surgery
Key Service & Clinical Option Continue Do Minimum Option Intermediate Option Do Maximum Option
Benefits with a two centre Develop a Thoracic Develop a Thoracic Develop a new build
service model Surgical Unit (32 beds, Surgical Unit (32 stand-a-lone Thoracic
(UHW, Cardiff & 2 dedicated Theatres, 8 beds, 2 dedicated Surgical Unit with link
Morriston Hospital, HDU-style beds & Pre- | Theatres, 8 HDU-style corridor (includes: a
Swansea Assessment / Surgical beds & Pre- Surgical Ward & 3
Support or Develop a | Assessment / Surgical Theatres (one is
Thoracic Enhanced Support) plus 3rd Robotic), HDU-style
Care Unit (T-ECU) Theatre (shell and beds, ITU-style beds,
delivery (pre-operative, core) & two extra Pre-Assessment,
pre- assessment & pre- floors for future Surgical Support & 2
habilitation services are expansion shell and core floors)
decentralised to other
Health Boards)
Provides capacity to deliver X v v v
1,300 cases p.a.
Meets UK-wide Cancer: X v vV vV
Benign service delivery
50:50 ratio
Provides a future-proofed X v Vv Ve
facility
Provides a best practice X X X v
dedicated thoracic surgery
hybrid theatre that supports
improved health outcomes
for patients
Supports equitable X v v 22
provision of care across
Wales for, e.g. re-section
rates, variability of surgical
procedures, timely care,
etc.
Anaesthetics — supports X X v v
patients requiring OOHs
emergency thoracic surgery
Supports a more X v v v
sustainable medical and
nursing staffing model
Supports increase in X v v v
number of lung cancer
patients & their timely care
following implementation of
planned Lung Cancer
Screening
Meets unmet service need, X v v v
especially for benign work
and supports MDTs
Supports research X v vV VvV
opportunities
Supports training and X v Vv N2
teaching requirements
Promates policy making X v v Vv
and ‘efféctive management
Outcomig Fails to deliver Delivers nearly all the Delivers all the Optimises delivery of
any service & service & clinical service & clinical all service & clinical
clinical benefits benefits benefits benefits
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Appendix U - Comparison of Service Solution Options for a detailed comparison of each option’s
clinical and operational benefits.

Clinical performance and benefits will be evidenced under the agreed Thoracic Surgery Performance
Framework. Regular feedback will be sought from patients, carers and stakeholders sets out details of the
main benefits (this will be detailed at OBC stage). As a regional investment the economic gross value
added benefits of this project shall be broadly measured at Outline Business Case stage in terms of
supporting the wider-societal aims of the Future Generations Act and Additionality Guidance®. The
principal focus of this economic appraisal will be the direct and indirect health outcomes related benefits
the project is expected to deliver in the short, medium and long-term. The quantification of these benefits
will concentrate on the wider-NHS and Welsh economy rather than the UK generally, including improved
equity of access.

1.23 Main Risks

The main business and service risks associated with the potential scope across all the options for this
project are shown below, together with their counter measures, are detailed in Appendix P — Risk
Register. Appendix O — Option & Risk Appraisal Group Membership sets out details of the appraisal
team members.

1.24 Constraints
The key constraints are as follows:

Continued commitment of all Health Boards to implement the new Service Model.

The new service model must demonstrate measurable health outcomes for patients.

Ability to recruit and retain sufficient qualified and non-professionally qualified staff.

The solution must be located on the existing Morriston Hospital site, adjacent to diagnostic pathology
and Emergency Dept. services.

The solution must allow the service to meet planned local demand and regional targets.

Network delivery arrangements must work within local geographical constraints.

The solution must be affordable in capital and revenue terms and be delivered within project budget.

1.25 Dependencies

The success of this project is subject to the following dependencies:

Avalilability of capital funding from the Welsh Government and Commissioner support.
Releasing suitable capacity at Morriston Hospital with key clinical adjacencies.

9.
% AdditieRality Guide, 3rd Edition, English Partnerships - October 2008
o
(3
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The Economic Case

Introduction

In accordance with the Capital Investment Manual and requirements of HMT’s The Green Book: Central
Government Guidance on Appraisal and Evaluation (2018), this section of the business case
demonstrates the wide range of options that have been considered in response to the potential scope
identified in this SOC.

2.2

Critical Success Factors

The Critical Success Factors (CSFs) have been identified to allow evaluation of the potential options.
These are shown below:

2.3

Figure 11 — Critical Success Factors (CSFs)

CSF 1 Strategic fit and Business Needs -
How well the option provides a holistic “fit’
and synergy with other key elements of NHS
Wales’ national, regional and local

CSF 2 Benefits Optimisation - How
acceptable this solution is to users,
clinicians, management and finance?

strategies?

CSF 3 Potential achievability - The
organisation’s ability to manage the
required level of change and to deliver this
scheme on a timely basis without
compromising delivery of safe and effective
surgical services.

CSF 4 Potential affordability - The
organisation’s ability to fund the required
level of expenditure, viz, the capital and
revenue consequences associated with the
proposed investment.

CSF 5 Supply-side Capacity - The ability of
the marketplace and the potential suppliers
to deliver the required services and
deliverables.

Methodology

The Appraisal Group identified a range of framework options (as follows) in accordance with Treasury
Green Book and Capital Investment Manual and was informed by an Options Appraisal Workshop. A list
of participants is attached in Appendix O — Option & Risk Appraisal Group Membership.

>

O

2
&%

Potential Service Scope Options — what is the potential coverage of the service to be delivered
(the ‘what’);

Potential Service Solution Options — the potential clinical services’ which could be delivered under
the preferred service scope option (the ‘how’);

Potential Technical Solution Options — the potential technical (i.e. estates) options for delivering
the preferred service solution option (the ‘where’);

Potential Implementation Options — the potential timescales options for delivering the preferred
service scope, preferred service solution, preferred technical solution options (the ‘when’);

Potential Service Delivery Options — who will deliver the preferred service scope, preferred
service solution, preferred technical solution, preferred implementation options (the ‘who’);

Potential Finance Options — the potential funding and affordability options for delivering the
preferred service scope, preferred service solution, preferred technical solution, preferred delivery
options.

%2 . . . . . I .
'I%jé(serwce solution options were informed by WHSSC’s Service Specification. The technical (estates)

solutions were split-out from the service solution and were informed by Morriston Hospital's Masterplan,
and b§6?. e required clinical adjacencies identified within the above and by feedback from two South
Wales Adult Thoracic Surgery Clinical Summits held in March, & November 2019 respectively.
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2.4  Stakeholder Involvement

The key stakeholders involved in the planning process to date includes the following:

Figure 12 — Key Stakeholders

Hywel Dda
University
Health
Board

Community Powys

. Teaching
Health Council Health Board

Key

Stakeholders

it Cardiff & Vale
Services HUnllt\’/,egsﬁy g
Committee ea oart

Welsh
Cancer Ambulance
Network Service NHS

Trust

The key service scope and service delivery solutions were determined by independent expert panels and
by public consultation with stakeholders as follows:

A single site thoracic surgery service solution was supported by WHSSC’s Invited Review by The
Royal College of Surgeons of England (January 2017) of thoracic surgical services thoracic
surgery in South Wales.

A one site thoracic surgery services solution in South Wales was supported by WHSSC'’s Public
Consultation on the Future Shape of Thoracic Surgery services in South Wales: Involving our
Stakeholders (November 2017).

WHSSC'’s Public Consultation to determine the most appropriate location for development of a
single Site Thoracic Surgical Centre (29" January 2018) approved the recommendations to
provide thoracic surgery for South Wales from a single site, and that the new centre should be based
at Morriston Hospital in Swansea.

From the outset there was wide stakeholder consultation across six Health Boards, WAST, SB
UHB - CHC, WHSSC via three Clinical Summits.

On behalf of the six Health Boards, SBU led a series of patient engagement ‘in your shoes’ sessions
to engage with patients who have undergone thoracic surgery, (Sept-November 2019).

2.5 TheLong Listed Options

The long list of options was generated using the Scoping Options framework. The sections below
summarise the assessment of each scoping option as they were assessed against the Investment
Objective and CSF criteria to determine their short list suitability. The framework options findings are
summarised in Appendix | — Framework Options. The possible solutions were carried forward into the
short list for further appraisal and evaluation. All the ‘discounted’ options were excluded at this stage.

09?@.6 Summary of Short List Options Framework
¢50,
Eé}(ed on hi-level non-financial analysis the short list is as follows:
o
9.
o,
2%
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Figure 13 — Short List Options

Option 1 - Business as Usual - Continue with two centre service
model (UHW, Cardiff & Morriston Hospital, Swansea)

create a Thoracic Enhanced Care Unit — utilise existing theatres &
provide ITU beds in existing facility (involves relocation of existing

) Option 2 - Do Minimum (1) - Refurbish existing accommodation to '
services to create a developable footprint)

Option 3 - Do Minimum (2) - Develop a new build Thoracic
Enhanced Care Unit — utilise existing theatres & provide ITU beds in
existing facility (involves relocation of existing services to create a
developable footprint)

Option 4 - Intermediate1 - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 2 Theatres (with link
| corridor)

Option 5 = Intermediate2 - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 3 Theatres, one is shell
& core (with link corridor) & 2 shell and core floors

Option 6 — Do Maximum - Develop a stand-a-lone new build
Thoracic Surgical Unit with a 32 bed Ward & 3 Theatres, one is
Robotic (with link corridor) & two shell and core floors

A preferred way forward option has not been identified at this stage.

The current conditon of the Morirston Hospital site means that backlog maintenance is a significant
factor, and whenever refurbishment of existing facilties is undertaken, these issues need to be
addressed as part of these works, so providing fully HTM / HBN compliant and apppropriate facilities but
also contribuing to significant additiaonal capital costs.

In relation to the new option,assumptions have been made that a whole set of service reconfigurations
planned within Swansea Bay UHB will be undertaken and that these will release facilities within the
Morriston site which could be repurposed to provide the required Thoracics facilities. However these
service changes are currently the subject of public consultation which may or may not result in these
changes being implemented. Proposed is the transferral of significant levels of planned care activity not
requiring critical care facilities to other hospital sites, which will release space in Morriston Hospital.
However, the relative priorities for the use of this space will need to be taken into account, assuming that
the proposals are agreed following public consultation. As a result complex discusisons around bed
reconfiguration/modelling will be developed as part of the OBC development for Thoracics where
confirmation that sufficient space has been released for the thoracic and other priorities to be
implemented on the Morriston Hospital site.

2.7 Indicative Capital and Revenue Costs of each Short Listed Option

Capital Costs

The project’s cost advisor, AECOM, has prepared indicative SOC stage capital costs based on the
agreed Schedules of Accommodation (please refer to Appendix Q — Schedule of Accommodation for
hi-level Schedules of Accommodation for Option 2 & 3, and for Options 3, 4 and 5). The indicative capital
costs (excluding VAT and Optimism Bias) for each shortlisted option (please see Appendix E — Cost
Forms) are as follows:

0\;%0( Figure 14 — Indicative Capital Costs (excl VAT £000s and Optimism Bias above baseline)
S

v'd)/vf\o’? Option 1 Option 2 Option 3 Option 4 Option 5 Option 6

223N Business as Do Do Minimum2 | Intermediatel | Intermediate2 | Do Maximum
"on Usual Minimum1
Departmentab, 1,678 19,500 11,747 13,490 19,501 19,847
Costs ~®
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On Costs - 829 474 364 364 393
Less Location -50 -609 -366 -415 -596 -607
Adjustment

Works Costs 1,628 19,720 11,855 13,439 19,269 19,633
Total

Fees 263 3,583 2,310 2,559 3,475 3,532
Non Works Costs 1,030 572 490 574 574 584
Equipment Costs 84 1,557 888 1,111 1,014 2,759
Planning 451 2,543 1,554 1,769 2,433 2,651
Contingency

Total 3,456 27,975 17,097 19,452 26,765 29,159

Option 1 (BAU) includes an estimate of full backlog costs for the current cardiac estate on the Morriston
Hospital and Cardiff bases but these costs cannot be avoided through adoption of one of the new build
option as the existing accommodation will continue in operation.

The key assumptions underlying the development of the capital costs are:

Capital Cost include works, non-works, abnormals allowances, equipment costs (a detailed
equipment list will be provided at OBC stage) and planning contingency.
VAT is at 20% except for the professional fee and other vat recoverable elements.

The BISPUB SEC indices at this stage is Q3/2021 (272). The location factor is 97%.
This SOC excludes a Generic Economic Analysis (GEM) at this stage.

There are no capital requirements in other Health Boards.

The indicative capital costs (excluding VAT and including Optimism Bias) for each shortlisted option
(please see Appendix V — Optimism Bias Mitigations) are as follows:

Figure 15 - Capital Requirements (E000 excl VAT £000s and including Optimism Bias)

Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel | Intermediate2 Do
Usual Minimuml | Minimum2 Maximum
Capital Outturn 3,456 27,975 17,098 19,452 26,765 29,159
OB Adjustment 813 6,479 3,960 4,505 6,198 6,753
Sub Total 4,269 34,454 21,058 23,957 32,963 35,912
Figure 16 — Indicative Works Programme per Option
Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel | Intermediate2 Do
Usual Minimum1 | Minimum?2 Maximum
Start on site June 2022 | Sept 2023 | Sept 2023 Sept 2023 Sept 2023 Sept 2023
Handover May 2023 | Sept 2025 | Sept 2025 Sept 2025 Dec 2025 Feb 2026
Commissioning June 2023 | Oct 2025 Oct 2025 Oct 2025 Jan 2026 Mar 2026
Operational July 2023 | Nov 2025 Nov 2025 Nov 2025 Feb 2025 Apr 2026

Revenue Costs
The baseline and indicative future revenue cost for each shortlisted option are outlined in the figure

29/61

below:
Figure 17 — Revenue cost impact of the Shortlisted Options (£000’s)
Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel Intermediate2 Do

Usual Minimum1 Minimum?2 Maximum
Ray 7,958 12,509 12,509 16,190 16,190 16,190
Geﬂé’ﬁél Non-Pay 2,508 2,518 2,480 2,528 2,514 2,765
Hotef@é(gices 283 218 218 282 497 494
Estates” o, 205 158 158 189 345 343
Total 'V’Q, 10,953 15,404 15,366 19,189 19,546 19,791
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The revenue costings include the following assumptions:
Costed at 2020/21 prices.

Recurrent costs include the following recurring staff and non-staff costs:

o Thoracic Consultants o Radiologists and Radiographers
o Anaesthetists o Pathology
o Intensivists o Maintenance
o Ward Staff o Theatre and ward clinical
o Theatre Staff consumables
o Specialist nursing including pain, ACCPs, o HSDU
SCPs o Hotel Services
o Therapists o Administration
o IT support
%%
20,
.0
\—)O/Z(.
%
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3 The Commercial Case
3.1 Introduction

This section of the SOC outlines the proposed ‘deal’ as outlined in the Economic Case. The SOC is
seeking to secure public funding from the WGov’s ‘All Wales Capital Programme’.

3.2 Required Services

The required services include enabling works at Morriston Hospital as required, including the supply of
essential infrastructure services, development of a compliant Thoracic Surgery Centre, and technical
commissioning.

3.3 Key Appointments & Contract Arrangements

A number of key appointments will be made via the WGov’s Building for Wales Framework to ensure
delivery of this project:

Supply Chain Partner (construction and design team services).
Health Board Project Manager (HBPM).

The following will be appointed through an appropriate framework procurement route:
Health Board Cost Advisor (HBCA).

Supervisor and other technical services are to be provided by the Health Board.

3.4 Required Facilities and Compliance

The South Wales Thoracic Surgical Unit will be in compliance with the following Health Building
Note/Welsh Health Building Note (HBN/WHBN) & Health Technical Memorandum/Welsh Health
Technical Memorandum (HTM/WHTM) NHS design guidance: WHBN 01-01 Cardiac Facilities; WHBN
04-04: Adult In-Patients*; HBN 26: Facilities for Surgical Procedures; HBN 12: Out-Patients dept., and;
WHBN 04-02: Critical Care Units.

The operation of the Unit must comply with the European Guidelines on Thoracic Surgery 2014.
Appendix Q — Schedule of Accommodation sets out high level Schedules of Accommodation for
Option 2 & 3, and for Options 3, 4 and 5. The estates solution and site location of the thoracic surgical
unit on the Morriston site will be confirmed at OBC stage, Appendix F — Drawings sets out indicative
footprint and location options.

3.5 Potential for Risk Management

A risk register has been compiled and costed relative to risks that apply over the whole of the project
lifecycle at this stage (Appendix P — Risk Register). The planning contingency has been assessed by an
independent cost advisor. The planning contingency is 10% of works, fees, equipment and non-works.
This assessment of risk and complies with NHS Wales Shared Services Partnership — Specialist Estates
Services (NWSSP - SES) guidance at this planning stage.

3.6 Indicative Timescales

The indicative milestones are set out below (Appendix N — Management Control Plan):

2
* minimum 50% ratio of single beds
o
[
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Figure 18 — Key indicative milestones

Thoracic Surgery SOC

Activity Due Date
Implementation Board signs off SOC Aug. 21
WHSSC Management Board endorse SOC Aug. 21
WHSSC Joint Committee endorse SOC Aug. 21
Health Boards scrutinise and endorse SOC Aug. — Oct. 21
Submit SOC to WGov for approval Oct. 21
WGov approve SOC Dec. 21
Appoint Supply Chain Partner, Health Board Cost Advisor & Health Board March 22
Project Manager from Designed for Life Regional Framework

Implementation Board signs off OBC Nov. 22
WHSSC Management Board endorse OBC Nov. 22
WHSSC Joint Committee OBC Nov. 22
Health Boards scrutinise and endorse OBC Dec. 22
Submit OBC to WGov for approval Dec. 22
WGov approve OBC Feb. 22
Implementation Board signs off FBC June 23
WHSSC Management Board endorse FBC June 23
WHSSC Joint Committee endorse FBC June 23
Health Boards scrutinise and endorse FBC July — Aug. 23
Submit FBC to WGov for approval Aug. 23
WGov approve FBC Sept. 23
Mobilise on site Sept. 23
New build completed (subject to contractor’'s programme) Sept. 25
New build commissioning Oct. 25
New build operational Nov. 25
Technical Project Evaluation (approx. 3 months post new build handover) Jan. 26
Project Evaluation (12 months post operational status) Nov. 26
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4 Funding and Affordability

4.1 Introduction

The purpose of this section is to set out the indicative financial implications of the proposed investment
(as set out in the Economic Case) and proposed Deal (as described in the Commercial Case).

4.2

Capital

A capital cost assessment of the shortlisted options has been undertaken by AECOM, Cost Advisors
based on NHS Departmental Cost Allowances (DCAGs) applied to the proposed schedules of
accommodation. The high level capital costs of the shortlisted options (incl. VAT and excluding Optimism
Bias) are as follows (Appendix E — Cost Forms):

Figure 19 — Capital Requirements (£000 incl. VAT and excluding Optimism Bias)

Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel Intermediate2 Do
Usual Minimum1 Minimum2 Maximum
Departmental Costs 2,014 23,400 14,097 16,187 23,401 23,817
On Costs 994 569 437 437 471
Less Location -60 -731 -440 -498 -715 -728
Adjustment
Works Costs Total 1,954 23,663 14,226 16,126 23,123 23,560
Fees 316 4,300 2,772 3,071 4,170 4,238
Non Works Costs 1,236 687 588 689 689 701
Equipment Costs 101 1,868 1,066 1,334 1,216 3,311
Planning 541 3,052 1,865 2,122 2,919 3,181
Contingency
Total 4,148 33,570 20,517 23,342 32,117 34,991
Less recoverable -53 -716 -462 -512 -694 -706
VAT
Base Project Cost 4,095 32,854 20,055 22,830 31,423 34,285
The key assumptions underlying the development of the capital costs are:
Capital Cost include works, non-works, abnormals allowances, equipment costs (a detailed

equipment list will be provided at OBC stage) and planning contingency.
VAT is at 20% except for the professional fee and other vat recoverable elements.
The BISPUB SEC indices at this stage is Q3/2021 (272). The location factor is 97%.
This SOC excludes a Generic Economic Analysis (GEM) at this stage.
There are no capital requirements in other Health Boards.

Figure 20 — Capital Requirements (£000 incl. VAT and including Optimism Bias)

Option 1 Option 2 Option 3 Option 4 Option 5 Option 6
Business as Do Do Intermediatel Intermediate2 Do
Usual Minimum1 Minimum?2 Maximum
Capital Outturn 3,456 27,975 17,098 19,452 26,765 29,159
OB Adjustment 813 6,479 3,960 4,505 6,198 6,753
Sub Total 4,269 34,454 21,058 23,957 32,963 35,912
Plus VAT 854 6,891 4,211 4,791 6,593 7,182
Total 5,123 41,345 25,269 28,748 39,556 43,094
Less Recoverable -65 -882 -569 -622 -844 -858
VAT,
Proj Costs 5,058 40,463 24,700 28,126 38,712 42,236
(adjusted.for OB)
%
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The indicative capital costs (excluding VAT and including Optimism Bias) for each shortlisted option
(Appendix V — Optimism Bias Mitigations) are as follows:

4.3

Income and Expenditure Analysis

The hi-level revenue analysis is below and details the impact on Income and Expenditure is as follows:

Figure 21 — Revenue Impact £000’s above baseline

Option 2 Option 3 Option 4 Option 5 Option 6
Do Minimum1 Do Minimum?2 Intermediatel Intermediate2 Do Maximum

Pay 4,551 4,551 8,232 8,232 8,232
General Non- 31 i 27 20 6 257
Pay
Hotel Services - 64 - 64 - 1 214 211
Estates - 47 - 47 - 16 140 138

Total 4,471 4,412 8,236 8,592 8,838

The revenue costings include the following assumptions:
Costed at 2020/21 prices.

Recurrent costs include the following recurring staff and non-staff costs:
o Radiologists and Radiographers

Thoracic Consultants

O O O O O O

o

Anaesthetists
Intensivists
Ward Staff
Theatre Staff

Specialist nursing including pain, ACCPs,

SCPs
Therapists

O O O

o O O O

Pathology
Maintenance
Theatre
consumables
HSDU

Hotel Services
Administration
IT support

and

ward clinical

Additional revenue implications that may be associated with the preferred option, once this is agreed,
would be managed through the development process for the WHSSC Integrated Commissioning Plan
which is agreed each year by Health Boards through the WHSSC Joint Committee.

Attached at Appendix M are Letters of Support from each Health Board to the SOC.
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5 The Management Case

51 Introduction

The section of the SOC addresses the achievability of the project.

5.2 Project Management Arrangements

Thoracic Surgery SOC

To ensure successful project delivery a robust project management reporting structure has been
established. The structure is based on the Prince2 principles, with key members of the project team

trained in Prince2 methodology. The Health Board’s experience of developing and delivering complex
projects in a Prince2 environment ensures diligent management and thorough clinical involvement

throughout all parts of the development.

The Senior Responsible Owner (SRO) is Mrs Sian Harrop-Griffiths, Executive Director of Strategy,

Strategy, SB UHB.

The Project Director, Ms Deborah Lewis, Service Director, Morriston Hospital Delivery Unit, has the

authority and responsibility to manage delivery of the project on behalf of the key stakeholders. The

Project Director reports via the Project Board to the SRO.

The Project Manager, Mrs Patricia Jones, Senior Project Manager, Strategy, SB UHB, supports the

Project Director.

The Clinical Lead is Consultant Cardiothoracic Surgeon, Miss Malgorzata Kornaszewska.

The reporting structure is shown below:

Figure 22 — Reporting Structure

Senior Responsible Owner
Mrs Sian Harrop-Griffiths, Director of Strategy, SBUHB

!

SOUTH WALES ADULT THORACIC SURGERY
IMPLEMENTATION BOARD

|

Project Director

Ms Deborah Lewis, Service Director, Morriston Hospital, SBUHB

fr—-
—

l

PROJECT TEAM

SOUTH WALES ADULT THORACIC SURGERY

}

Project Manager

Mrs Patricia Jones, Senior Project Manager, Strategy, SBUHB

Designed for Life Health Board

3 Supply Chain Project Manager
Partner & (Appoint at OBC
Integrated Design stage)
Team

(Appoint at OBC
stage)

Health Board
Cost Advisor at

SOC stage

Adult Thoracic Task &
Finish Groups:
Service Modelling
Recruitment & Skills
Benign Conditions

Project Sub Groups:

The Adult Thoracic Surgery Implementation Project Board includes representatives from the six affected
Health Boards, Welsh Ambulance Service NHS Trust (WAST) and WHSSC (Appendices A & S — Adult
<, Thoracic Surgery Implementation Project Board Membership & Terms of Reference).

0%

5Q . . .
¢53  Commissioning Plan

Follagying conclusion of the Public Consultation on location of a single centre, an Adult Thoracic Surgery
Comn’ﬁ%ioning Plan (2019) was approved through WHSSC via its Management Group to Joint

Committee.
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A summary of this is attached at Appendix J - The Adult Thoracic Surgery Commissioning Plan.
Transitional Commissioning Arrangements will be developed to support the decommissioning of the old
services and to establish the new service. These will be developed alongside the transition plan for
implementing the new service.

5.4 Equality Impact Assessment (EIA)

In line with the statutory duty placed on each Health Board under the Wales Public Sector Equality Duty
2011, an Equality Impact Assessment (EIA) was undertaken on the proposals for a single adult thoracic
surgery centre and preferred location for South Wales (Appendix G — EIA).

5.5 Building Research Establishment Environmental Assessment Method
(BREEAM)

The pre-construction BREEAM assessment will be provided at OBC stage following confirmation of
detailed design and consultation with the BREEAM Advisor and planning authorities following agreement
of outline planning permissions, subject to the final technical solution.

5.6 Achieving Excellence Design Evaluation Toolkit (AEDET)

An AEDET assessment will be progressed with NWSSP-SES representatives at OBC stage once design
proposals has been detailed.

5.7 Decarbonisation Strategy

A Decarbonisation Strategy will be detailed at OBC stage.
5.8 Community Benefits Strategy

A Community Benefits Strategy will be detailed at OBC stage.
5.9 Arrangements for Benefits Realisation

Details on Benefits Realisation are attached at Appendix C - Benefits Register Plan and Appendix D -
Benefits Realisation Register. These will further detailed at OBC stage and a Benefits Realisation
Tracker will be monitored by Project Board during the development and delivery stages of this project to
evidence the realisation of benefits.

5.10 Arrangements for Risk Management

A risk framework has been established which outlines the process for managing risk associated with
developing this project, including a structure for identifying and mitigating operational and construction
related risks. The risk register uses qualitative and quantitative measures to calculate the overall level of
risk according to likelihood of any risk occurrence multiplied by the potential impact. The Project Board
will formally review the risk register at key stages of the project. A capital and operational risk register are
attached at Appendix P - Risk Register.

5.11 Post Evaluation Arrangements

All projects are subject to post-construction review evaluation in accordance with recognised best practice
and NHS guidance.

5.12 NHS Wales Gateway Review (Stage 0 — Business Justification)

A Risk Potential Assessments (RPA) has been carried out for this project. A copy is included in Appendix

2 K - Gateway Review - RPA. A Gateway ‘0’ review could be arranged WGov would carry out post
ngféubmission of this SOC and prior to the submission of an OBC in accordance with WGov Investment

@@uidance. Further Gateways would be completed according to Office of Government Commerce (OGC)
gfén:éelines following further evaluation.
o
999
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5.13 Contingency Plans

The Health Board can identify two major category of project failure: failure to achieve business case
approval to deliver the project; failure of the main contractor to deliver the new build to time.

The contingency plan for the project in the event of failure to achieve business case approval is for the
Health Board to continue to revise its plans, working with WGov to develop a single site Thoracic Surgical
solution for the population of South Wales that is acceptable.

In the event of Supply Chain failure, SB UHB would seek recompense in line with the agreed contractual
arrangements and other contractor to complete the project.

36
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Appendix A — Adult Thoracic Surgery Implementation
Project Board Membership

Microsoft Word
Document
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Appendix B — Service Specification

Adobe Acrobat
Document
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Appendix C — Benefits Realisation Plan

=
Microsoft Word 97
- 2003 Document
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Appendix D — Benefits Realisation Register

Appendixd -
Benefits Realisation
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Appendix E — Cost Forms

Option 1

Appendix E -
Thoracic Ward SOC

Option 2

Appendix E
-Thoracic Ward SOC

Option 3

Appendix E
-Thoracic Ward SOC

Option 4

Appendix E
-Thoracic Ward SOC

Option 5

Appendix E
-Thoracic Ward SOC

Option 6

Appendix E
-Thoracic Ward SOC
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Appendix F — Drawings

Appendix F -
Drawings.docx
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Appendix G — EIA

Adobe Acrobat
Document
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Microsoft Word
Document

Adobe Acrobat
Document

Appendix H -

Conference Report -

Appendix H — Thoracic Summits

44
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Appendix | — Framework Options

Framework Options:

Appendix | -
Framework Options

Framework Options Summary:

Appendix | - Long
List v2.docx
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Appendix J — The Adult Thoracic Surgery Commissioning

Plan
PIF
Adobe Acrobat
Document
>
2%
9(9’:90
%
A
%3
0.
2
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Appendix K — Gateway Review - (RPA)

Appendix K - RPA
Thoracic.docx
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Appendix L — Public Consultation

Adobe Acrobat
Document
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Appendix M — Letters of Support

Other letters of support to follow
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Appendix N — Management Control Plan

Appendix N -
Thoracic Indicative F
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Appendix O — Option & Risk Appraisal Group Membership
vE

Microsoft Word
Document
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Appendix P — Risk Register

Operational Risk Register (Sept 2020)

Microsoft Excel
Worksheet

Strategic Risk Register (July 2021) based on option 6

Appendix P -
Capital Risk Registe
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Appendix Q — Schedule of Accommodation

Appendix Q - SOA
Option 2 & 3.pdf

Appendix Q -

Option 4, 5, 6 Stand

Option 4, 5 & 6 Stand-alone solutions with link corridor across to main nucleus

53

Option 2 & 3 PACU’ style SOA using two existing theatres and access to CePOD theatre)

267/790



Thoracic Surgery SOC

Appendix R — Service Model

Adobe Acrobat
Document
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Appendix S — Terms of Reference

Microsoft Word
Document
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Appendix T — SWOT Robotic Surgery

Microsoft Word
Document
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Appendix U — Comparison of each Service Scope and
Service Solution Option

Appendix U
Benefits of each Ser
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Appendix V — Optimism Bias Mitigations

Appendix V -
Optimism Bias mitig.
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Appendix W — T-ECU Pathways

u}“
Appendix W - TECU
Pathways.pptx
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AEDET

ABMU HB

AHP
AME
ARCH
BAU

BIS
PUBSEC

BREEAM

BRP
CRBs
CRUK
CSF
CSP
CSs
CT
CVU HB
DECAG
DCC
DGH
DGM
DoH
ECAG
EIA
EQA
FBC
GEM
HB
HBCA
HBPM
HCSE
HDU
HDUHB

L HIA

Abbreviations

Achieving Excellence Design Evaluation
Toolkit

Abertawe Bro Morganwyg University
Health Board

Allied Health Professional
Annually Managed Expenditure

A Regional Collaboration for Health
Business as Usual

Business Innovation and Skills (Firm
Price Index) Tender Price Index of Public
Sector Building Non-Housing

Building Research Establishment
Environmental Assessment

Benefits Realisation Plan

Cash Releasing Benefits

The Cancer Research UK’s

Critical Success Factor

(SB UHB’s) Clinical Service Plan
Clinical Support Services
Computed Tomography

Cardiff and Vale University Health Board
Departmental Cost Allowance Guide
Direct Clinical Care

District General Hospital

Divisional General Manager
Department of Health

Equipment Cost Allowance Guide
Equality Impact Assessment
External Quality Assessment

Full Business Case

Generic Economic Model

Health Board

Health Board Cost Adviser

Health Board Project Manager
Health Care Systems Engineering
High Dependency Unit

Hywel Dda University Health Board
Health Impact Assessment

Her Majesty’s Treasury

Intensive Care Unit

60

IMTP
MDT
NCRBs
NEC
NICE

NWSSP
SES

OBC
OCP
OGC
OOHs
PDP
PEP
PET
PIA
PPE
QA
RIBA
RPA
RTT
SB UHB
SCP
SCTS
SDCP
SOC
SOP
SPA
TAT
VATS
ViM
WAST
WGov

(W)HBN
WHSSC

(W)HTM
WTE

Thoracic Surgery SOC

Integrated Medium Term Plan
Multi-Disciplinary Team

Non Cash Releasing Benefits
New Engineering Contract

The National Institute for Health and Care
Excellence

NHS Wales Shared Services Partnership
— Specialist Estates Services

Outline Business Case
Organisational Change Policy

Office of Government Commerce

Out of Hours

Portfolio Delivery Plan (ARCH)
Project Execution Plan

Positron Emission Tomography
Privacy Impact Assessment

Post Project Evaluation

Quality Assurance

Royal Institute of British Architects
Risk Potential Assessment

Right to Treatment

Swansea Bay University Health Board
Single Cancer Pathway

Society for Cardiothoracic Surgeons
Site Development Control Plan
Strategic Outline Business Case
Standard Operating Procedure
Supporting Professional Activity

Turn Around Time

Video-assisted thoracoscopic surgery
Value for Money

Welsh Ambulance Service NHS Trust
Welsh Government

Welsh Health Building Note

Welsh Health Specialised Services
Committee

Welsh Health Technical Memorandum

Whole Time Equivalent
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AGENDA ITEM: 2.3 \

Date of Meeting:

29 SEPTEMBER 2021

Committee on:

Subject : PHARMACEUTICAL NEEDS ASSESSMENT
(FINAL)

Approved and Kate Wright, Medical Director

Presented by:

Prepared by: Jason Carroll, Medicines Management Pharmacist

Considered by 08/09/2021

Executive

and meetings Group
considered at:

Other Committees | pTHB Pharmaceutical Needs Assessment Steering

PURPOSE:

approval for publication.

This paper outlines progress to date re the development of the 2021
Pharmaceutical Needs Assessment (PNA), and seeks formal PTHB Board

RECOMMENDATION(S):

It is recommended that the Board APPROVES the 2021 PNA for publication.

Approval/Ratification/Decision Discussion Information
v X X
o
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A
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Pharisaceutical Needs Page 1 of 5 Board
Assessment 29 September 2021
Item 2.3
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THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S):

Strategic
Objectives: Provide Early Help and Support
Tackle the Big Four

Enable Joined up Care

Develop Workforce Futures
Promote Innovative Environments
Put Digital First

Transforming in Partnership v

NI ORI =

Health and
Care
Standards:

Staying Healthy

Safe Care v
Effective Care

Dignified Care

Timely Care

Individual Care

Staff and Resources v
Governance, Leadership & Accountability

EXECUTIVE SUMMARY:

Section 82A of the National Health Service (Wales) Act 2006 requires each
LHB to assess the pharmaceutical needs for its area and to publish a
statement of its assessment (and of any revised assessment). The NHS
(Pharmaceutical Services) (Wales) Regulations 2020 set out the minimum
information that must be contained within the “pharmaceutical needs
assessment” (PNA), and outline the process that must be followed in its
development. The 2020 Regulations came into force on 1 October 2020, and
LHBs now have until 1 October 2021 to prepare and publish their PNA.

In common with 4 other LHBs, the development of PTHB'’s first PNA has been
supported by PCC, an independent not-for-profit social business with
experience of producing PNAs in England. The production of the PNA has
been overseen by a steering group with representation from:

e Medicines Management
e Communications
e Public Health
e Community Pharmacy Wales
e Dyfed Powys Local Medical Committee
Y e Powys Community Health Council (observer)
O
/v’tﬁﬁ\%
0\_)\;(@
%.
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Assessment 29 September 2021
Item 2.3
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The PNA:

e Sets out the current health needs of the population and how they will
change over the five year lifetime of the document (1 October 2021 to
30 September 2026);

e Describes the current provision of pharmaceutical services by
pharmacies, dispensing appliance contractors and dispensing doctors
both within and outside of the health board’s area;

e Takes into account any changes that will arise during the lifetime of
the document such as demographic changes, housing developments,
regeneration projects, and changes to the location of other NHS
service providers;

e Identifies any current gaps in service provision or any that will arise
during the lifetime of the document.

As required by the above regulations, the draft PNA was subject to a 60-day
consultation period (Jun-Aug 2021). The PNA was published on PTHB's
“Have Your Say” web platform and the health board consulted directly with
the following:

Community Pharmacy Wales

Dyfed Powys LMC

Local pharmacy contractors

Local dispensing doctors

Local GMS providers

CHC and other relevant groups representing patients
Powys Local Authority

Neighbouring local health boards

A summary of the consultation responses received is provided in
Appendix K. It was not considered necessary to amend the previous
PNA draft.

The approved final version of the PNA will be published prior to 1st October
2021.

From 1st October 2021, the PNA will be used in the consideration of
applications to open new or additional premises providing pharmaceutical
services (i.e. pharmacies). Applications relating to dispensing GP practices
will also be considered against pharmaceutical needs identified in the PNA.

The board is requested to approve the final version of the PNA prior
to its publication.

>
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Full details regarding the legislation associated with PNAs, their development
and use are available via a Welsh Government document (LINK).

The current version of the PNA has been reviewed by the PTHB PNA steering
group and PTHB executive committee. Given the imminent publication
deadline of 1st October, the implementation of any significant changes at this
late stage would be challenging.

NEXT STEPS:

e Board to approve final PNA for publication prior to 1st October 2021.
e LHB to make final PNA available to public via PTHB internet web page.

>
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IMPACT ASSESSMENT

Equality Act 2010, Protected Characteristics:

Adverse
Differential

Positive

Age

Disability

Gender
reassignment

Pregnancy and
maternity

Race

Religion/ Belief

Sex

Sexual
Orientation

Marriage and
civil partnership

SONNINN KN XNINX] Noimpact

Welsh Language

Statement

Due to the size and complexity of the document,
PTHB has previously agreed that the final PNA
will be available to the public as an English
language document only.

Several other LHBs will be publishing in English
only, whilst others will be publishing in both
English and Welsh.

Risk Assessment:

Level of risk

identified
)
Q ‘f-“, -
S| 3 3|2
Z 2| 8| T
=
Clinical v
Financial v
Corporate v
Operational v
Reputational v

Statement

There is no risk obvious to the organisation if
the current version is approved and published
before the regulatory deadline.

A failure to approve and publish a final PNA
prior to the statuatory deadline will place the
organisation in breach of The NHS
(Pharmaceutical Services) (Wales) Regulations
2020.

Q

9.
Pharmpaceutical Needs

Assessrhent

Page 5 of 5

Board

29 September 2021

Item 2.3
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Executive summary

From 1 October 2021, the health board has a statutory responsibility to
publish and keep up-to-date a statement of the needs for pharmaceutical
services for the population in its area, referred to as a ‘pharmaceutical
needs assessment’. This is Powys Teaching Health Board’s first
pharmaceutical needs assessment and its development has been
overseen by a steering group which included representation from the
health board, Community Pharmacy Wales and Dyfed Powys Local Medical
Committee.

The pharmaceutical needs assessment:

e Sets out the current health needs of the population and how they
will change over the five year lifetime of the document (1 October
2021 to 30 September 2026),

e Describes the current provision of pharmaceutical services by
pharmacies, dispensing appliance contractors and dispensing
doctors both within and outside of the health board’s area,

e Takes into account any changes that will arise during the lifetime of
the document such as demographic changes, housing
developments, regeneration projects, and changes to the location
of other NHS service providers, and

e Identifies any current gaps in service provision or any that will
arise during the lifetime of the document.

From 1 October 2021 the pharmaceutical needs assessment will be used
by the health board when considering whether or not to grant applications
to join its pharmaceutical list or dispensing doctor list under The National
Health Service (Pharmaceutical Services) (Wales) Regulations 2020.
Decisions on such applications may be appealed to Welsh Ministers who
will then also refer to the document when hearing any such appeal. It will
also be used to inform decisions on applications for the relocation of
existing pharmacy and dispensing doctor premises, applications to change
pharmacy core opening hours, and in relation to the commissioning of
new services from pharmacies.

Powys is a largely upland and very rural county in the middle of Wales
covering over 5,000kmz2. Whilst it occupies approximately 25% of the
landmass of Wales it has only 5% of the population. The upland areas are
dissected by river and their tributaries and this topography has shaped
the development of the area, leading to the majority of the larger
o settlements and main transport routes being located in the valleys, often
““at important river crossings.
=
Mei’g%‘ation in and out of Powys has been the key determinant of change in
the size and structure of the Powys population because net natural
changé has been negative for some time with deaths exceeding births.



The population is generally older, and the average age is rising faster
than in Wales as a whole.

The Brecon Beacons National Park is in the south of the county and covers
approximately 16% of Powys, containing some of the most spectacular
and distinctive upland landforms in southern Britain. It is a diverse
landscape, where sweeping uplands contrast with green valleys, with
dramatic waterfalls, ancient woodland, caves, forests and reservoirs.

The mid-year 2019 estimates put the health board’s population at
132,435 and it is projected that the population will decline in size during
the lifetime of this document. The population in Powys is older compared
to the rest of Wales and the proportion of older people is growing. The
working age adult population is smaller compared to Wales and it is
predicted that the number of young people and working age adults will
decrease, whilst the number of older people will increase.

Chapter 1 sets out the regulatory framework for the provision of
pharmaceutical services which, for the purpose of this document, include
those services provided by pharmacies and dispensing appliance
contractors (referred to as essential, advanced and enhanced services)
and the dispensing service provided by some GP practices to eligible
patients. It also contains the views of 218 residents of the health board’s
area on their use of pharmacies and dispensing doctors which were
gained from an online questionnaire and show:

e Pharmacies are mainly used for the dispensing of prescriptions, to
buy medicines or to get advice.

e Most people visit a pharmacy on a monthly basis.

e For those who have a preference as to the time at which they visit a
pharmacy, 09.00 to 12.00 and 15.00 to 18.00 are the most popular
times.

e With regard to the preferred day of the week on which to visit a
pharmacy, 43% of responders didn't have a preference, 26% said
weekdays in general and 5.5% said weekends in general.

e The top four influences on the choice of which pharmacy to use are
proximity to home address, a location that is easy to get to, trust in
the staff, and the provision of good advice and information.

e 58% of respondents drive to a pharmacy and 30% walk.

e 84% of respondents can travel to a pharmacy within 20 minutes.
9% chose not to answer the question.

o This chapter also contains information provided by contractors which
O%f%ould not be nationally sourced:
0,
%

® 91% of the pharmacies are accessible by wheelchair,

o"v’g@ll of the pharmacies bar one have a consultation area,
&
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e 70% of pharmacies said that they have sufficient capacity within
their existing premises and staffing levels to meet an increase in
demand, and

e 30% said they didn’t have sufficient capacity but could make
adjustments in order to do so.

Following an overview of the demographic characteristics of the residents
of the health board’s area in chapter 2, chapter 3 focusses on their health
needs.

In order to ensure that those sharing a protected characteristic and other
patient groups are able to access pharmaceutical services chapter 4
identifies the specific groups that are present in the health board’s area
and their likely health needs.

Chapter 5 focusses on the provision of pharmaceutical services in the
health board’s area and those providers who are located outside of the
area but who provide services to those living within the health board’s
area. As of April 2021 there are 23 pharmacies included in the health
board’s pharmaceutical list, operated by 13 different contractors. There
are no dispensing appliance contractors in the health board’s area. Of the
16 GP practices, 12 dispense to their eligible patients from 23 sites. The
pharmacies are generally located in areas of greater population density
and deprivation.

The majority of the population is within a 20-minute drive of a pharmacy.
Those areas that aren’t either have no resident population or a very small
population (up to 23 people per lower super output area).

The vast majority (59.6%) of items prescribed by the GP practices in
2019/20 were dispensed by one of the 23 pharmacies, with a further
33.3% dispensed or personally administered by the GP practices.

Looking at all the items prescribed by the GP practices and other NHS
services which generate prescriptions, 6.9% of items in 2019/20 were
dispensed outside of the health board’s area (either elsewhere in Wales or
in England) by over 262 different pharmacies. However the majority
(83%) were dispensed by just three contractors in either Swansea Bay
University Health Board or Aneurin Bevan University Health Board.

Services which affect the need for pharmaceutical services either by
increasing or reducing demand for a particular service are identified in
2 chapter 6. Such services include the community hospitals, personal
‘fsadmmlstratlon of items by GP practices, the GP out of hours service, Help
/;ﬁz@ Quit, and community and primary care based services.

<.
2
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Having considered the general health needs of the population, chapter 7
focusses on those that can be met by pharmacies, dispensing appliance
contractors and the dispensing service provided by some GP practices.

The health board has divided its area into three localities for the purpose
of this document (north, mid and south), based upon the primary care
clusters.

Each locality has a dedicated chapter which looks at the needs of the
population, considers the current provision of pharmaceutical services to
residents and identifies whether or not current provision meets the needs
of those residents. Each chapter goes on to consider whether there are
any gaps in service delivery that may arise during the lifetime of the
pharmaceutical needs assessment.

In chapter 11 the health board has identified the following services as
those that are necessary to meet the need for pharmaceutical services in
its area:

e Essential, advanced and enhanced services provided at all premises
included in a pharmaceutical list, and

e The dispensing service provided by those GP practices included in a
dispensing doctor list.

Access to pharmaceutical services for the residents is good and the main
conclusion of this pharmaceutical needs assessment is that there are
currently no gaps in the provision of essential or advanced services.

Current needs for certain enhanced services have been identified in
relation to Llanwrtyd Wells:

Emergency hormonal contraception,
Smoking cessation level 3,

Flu vaccination,

Common ailment service, and
Emergency medicine supply.

However, the health board’s preference is for the existing pharmacy to
provide this service and it will therefore work with the contractor to
achieve this end.

The pharmaceutical needs assessment also looks at changes which are
2 anticipated within the lifetime of the document. Given the current
‘f@populatlon demographics, housing projections, the projected decline in
g size of the population, and the distribution of service providers across
th’%health board’s area, the document concludes that the current
provfsmn will be sufficient to meet the future needs of the residents
durlng@che five-year lifetime of this pharmaceutical needs assessment.
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A 60-day consultation has been undertaken on the findings of the
consultation version of the pharmaceutical needs assessment, as required
by the regulations, and the document has been reviewed in light of the
responses received. A report on the consultation has been included as an
appendix and details of the changes made to the pharmaceutical needs
assessment are set out in that report.
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1 Introduction
1.1 Purpose of a pharmaceutical needs assessment

The purpose of the pharmaceutical needs assessment is to assess and set
out how the provision of pharmaceutical services can meet the health
needs of the population of a health board’s area for a period of up to five
years, linking closely to the Powys Public Service Board Well-being
Assessment 2017. Whilst the wellbeing assessment focusses on the
general health needs of the population of Powys, the pharmaceutical
needs assessment looks at how those health needs can be met by
pharmaceutical services commissioned by the health board.

If a person (a pharmacy or a dispensing appliance contractor) wants to
provide pharmaceutical services, they are required to apply to the health
board, in whose area the premises are to be located, to be included in its
pharmaceutical list. In general, their application must offer to meet a
need that is set out in that health board’s pharmaceutical needs
assessment. There are however two exceptions to this e.g. change of
ownership applications and relocations for business purposes.

If a GP wishes to dispense to a hew area or from new or additional
premises they are also required to apply to the health board to be
included in its dispensing doctor list or for a new area or new or additional
premises to be listed in relation to them. In general, their application
must also offer to meet a need that is set out in that health board’s
pharmaceutical needs assessment.

As well as identifying if there is a need for additional premises, the
pharmaceutical needs assessment will also identify whether there is a
need for an additional service or services. Identified needs could either be
current or will arise within the five-year lifetime of the pharmaceutical
needs assessment.

1.2 Health board duties in respect of the pharmaceutical needs
assessment

Further information on the health board’s specific duties in relation to
pharmaceutical needs assessments and the policy background to
pharmaceutical needs assessments can be found in appendix A, however
in summary the health board must:

e Publish its first pharmaceutical needs assessment by 1 October

A,
Q,
Cl, 2021;
/v’oj% e Publish revised statements (i.e. subsequent pharmaceutical needs

JOQ assessments), on a five yearly basis, which comply with the
QQQ@regulatory requirements;
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e Publish a subsequent pharmaceutical needs assessment sooner
when it identifies changes to the need for pharmaceutical services
which are of a significant extent, unless to do so would be a
disproportionate response to those changes; and

e Produce supplementary statements which explain changes to the
availability of pharmaceutical services in certain circumstances.

1.3 Pharmaceutical services

The services that a pharmaceutical needs assessment must include are
defined within both the National Health Service (Wales) Act 2006 and the
NHS (Pharmaceutical Services) (Wales) Regulations 2020.

Pharmaceutical services may be provided by:

e A pharmacy contractor who is included in the pharmaceutical list for
the area of the health board;

e A dispensing appliance contractor who is included in the
pharmaceutical list held for the area of the health board; and

e A doctor or GP practice that is included in a dispensing doctor list
held for the area of the health board.

Each health board is responsible for preparing, maintaining and publishing
its lists. In Powys Teaching Health Board’s area there are 23 pharmacies
and 13 dispensing practices.

Contractors may operate as either a sole trader, partnership or a body
corporate. The Medicines Act 1968 governs who can be a pharmacy
contractor, but there is no restriction on who can operate as a dispensing
appliance contractor.

1.3.1 Pharmaceutical services provided by pharmacy contractors

Unlike for GPs, dentists and optometrists, Powys Teaching Health Board
does not hold contracts with the pharmacy contractors in its area. Instead
they provide services under a contractual framework, sometimes referred
to as the community pharmacy contractual framework, details of which
(the terms of service) are set out in schedule 5 of the NHS
(Pharmaceutical Services) (Wales) Regulations 2020, the Pharmaceutical
Services (Advanced and Enhanced Services) (Wales) Directions 2005, and
the Pharmaceutical Services (Advanced Services) (Appliances) (Wales)
Directions 2010.

%Pharmacy contractors provide three types of service that fall within the
/@)efmmon of pharmaceutical services and the community pharmacy
co’lagractual framework. They are:
\_39
%’ssential services - all pharmacies must provide these services
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Dispensing of prescriptions, including urgent supply of a drug
or appliance without a prescription

Dispensing of repeatable prescriptions

Disposal of unwanted drugs

Promotion of healthy lifestyles

Signposting, and

Support for self-care

e Advanced services - pharmacies may choose whether to provide
these services or not. If they choose to provide one or more of the
advanced services they must meet certain requirements and must
also be fully compliant with the essential services and clinical
governance requirements.

O

@)
@)
@)

Medicines use review and prescription intervention services
(more commonly referred to as the medicines use review
service)

Discharge medicines review service

Stoma appliance customisation

Appliance use review

e Enhanced services - service specifications for this type of service
are developed by the health board and then commissioned to meet
specific health needs.

O

O O O O O O O O O O O O OO o o o o o o o

< 030

Anticoagulation monitoring

Care home service

Disease specific medicines management service
Gluten free food supply service

Home delivery service

Language access service

Medication review service

Medicines assessment and compliance support service
Minor ailment scheme

Needle and syringe exchange

On demand availability of specialist drugs service
Out of hours service

Patient group direction service

Prescriber support service

Schools service

Screening service

Stop smoking service

Supervised administration service

Prescribing service

An anti-viral collection service

An emergency supply service

Further information on the essential, advanced and enhanced services

req&fygments can be found in appendices B, C and D respectively.
[
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Underpinning the provision of all of these services is the requirement on
each pharmacy contractor to participate in a system of clinical
governance. This system is set out within the NHS (Pharmaceutical
Services) (Wales) Regulations 2020 and includes:

A patient and public involvement programme
A clinical audit programme

A risk management programme

A clinical effectiveness programme

A staffing and staff management programme,
An information governance programme, and
A premises standards programme.

Pharmacies are required to open for not less than 40 hours per week, and
these are referred to as core opening hours, but many choose to open for
longer and these additional hours are referred to as supplementary
opening hours. Under the NHS (Pharmaceutical Services) (Wales)
Regulations 2020 it is possible for pharmacy contractors to successfully
apply to open a pharmacy with a greater number of core opening hours in
order to meet a need identified in a pharmaceutical needs assessment.

The proposed opening hours for each pharmacy are set out in the initial
application, and if the application is granted and the pharmacy
subsequently opens these form the pharmacy’s contracted opening hours.
The contractor can subsequently apply to change their core opening hours
and the health board will assess the application against the needs of the
population of its area as set out in the pharmaceutical needs assessment
to determine whether to agree to the change in core opening hours or
not. If a pharmacy contractor wishes to change their supplementary
opening hours they simply notify the health board of the change, giving at
least three months’ notice.

1.3.2 Pharmaceutical services provided by dispensing appliance
contractors

As with pharmacy contractors, Powys Teaching Health Board does not
hold contracts with dispensing appliance contractors. Their terms of
service are set out in schedule 6 of the NHS (Pharmaceutical Services)
(Wales) Regulations 2020 and the Pharmaceutical Services (Advanced
Services) (Appliances) (Wales) Directions 2010.

Dispensing appliance contractors provide the following services for
. appliances (not drugs), for example catheters and colostomy bags, which
O&Z:;@gall within the definition of pharmaceutical services:
=
eﬂé; Dispensing of prescriptions (both electronic and non-electronic),
“including urgent supply without a prescription
e Dispensing of repeatable prescriptions

11
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e Home delivery service for some items

e Supply of appropriate supplementary items (e.g. disposable wipes
and disposal bags)

e Provision of expert clinical advice regarding the appliances, and

e Signposting

They may also choose to provide advanced services. If they do choose to
provide them then they must meet certain requirements and must also be
fully compliant with their terms of service and the clinical governance
requirements. The two advanced services that they may provide are:

e Stoma appliance customisation
e Appliance use reviews

As with pharmacies, dispensing appliance contractors are required to
participate in a system of clinical governance. This system is set out
within the NHS (Pharmaceutical Services) (Wales) Regulations 2020 and
includes:

A patient and public involvement programme
A clinical audit programme

A risk management programme

A clinical effectiveness programme

A staffing and staff programme,

An information governance programme, and
A premises standards programme.

Further information on the requirements for these services can be found
in appendix E.

Dispensing appliance contractors are required to open not less than 30
hours per week and these are referred to as core opening hours. They
may choose to open for longer and these additional hours are referred to
as supplementary opening hours. Under the NHS (Pharmaceutical
Services) (Wales) Regulations 2020 it is possible for dispensing appliance
contractors to successfully apply to open premises with a greater number
of core opening hours in order to meet a need identified in a
pharmaceutical needs assessment.

The proposed opening hours for each dispensing appliance contractor are
set out in the initial application, and if the application is granted and the
dispensing appliance contractor subsequently opens then these form the
.. dispensing appliance contractor’s contracted opening hours. The

‘f@contractor can subsequently apply to change their core opening hours.
iﬁag health board will assess the application against the needs of the
po’péylatlon of its area as set out in the pharmaceutical needs assessment
to détg@rmlne whether to agree to the change in core opening hours or
not.

12
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1.3.3 Pharmaceutical services provided by doctors

The NHS (Pharmaceutical Services) (Wales) Regulations 2020 allow
doctors to dispense to eligible patients in certain circumstances. The
regulations are complicated on this matter but in summary:

e Patients must live in a ‘controlled locality’ (an area which has been
determined by the health board or a preceding organisation as rural
in character, or on appeal by the Welsh Ministers), more than
1.6km (measured in a straight line) from a pharmacy, and

e Their practice must have premises approval and outline consent to
dispense to that area.

There are some exceptions to this, for example patients who have
satisfied the health board that they would have serious difficulty in
accessing a pharmacy by reason of distance or inadequacy of means of
communication.

1.4 Other NHS services

Other services which are commissioned or provided by Powys Teaching
Health Board which affect the need for pharmaceutical services are also
included within the pharmaceutical needs assessment.

1.5 How the assessment was undertaken
1.5.1 Pharmaceutical needs assessment steering group

Powys Teaching Health Board has overall responsibility for the publication
of the pharmaceutical needs assessment, and the medical director is
accountable for its development. The health board established a
pharmaceutical needs assessment steering group whose purpose was to
ensure that the development of a robust pharmaceutical needs
assessment that complies with the NHS (Pharmaceutical Services)
(Wales) Regulations 2020 and meets the needs of the local population.
The membership of the steering group ensured all the main stakeholders
were represented and can be found in appendix F.

1.5.2 Pharmaceutical needs assessment localities

The localities that have been used for the pharmaceutical needs
.~ assessment match the boundaries of the GP clusters, namely:

O
RN

%5’35 North Powys
‘s Mid Powys, and
o'v’sg.§outh Powys.
&
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All three clusters have multi-disciplinary and multi-organisational
membership including the health board, county council, third sector,
dentistry, optometry and pharmacies.

As a result services are planned and delivered on this footprint and it was
therefore agreed that they should be used as the basis for the
pharmaceutical needs assessment localities.

1.5.3 Patient and public engagement

In order to gain the views of patients and the public on pharmaceutical
services, a questionnaire was developed and made available online from 16
November to 14 December 2020. It was shared with a wide range of
stakeholders to ask them to share through their networks and communities,
including:

e Powys Community Health Council,

e Powys Association of Voluntary Organisations (for cascade to third
sector organisations in the county),

e Town and community councils,

e County councillors,

e Members of the Senedd and Members of Parliament.

It was also promoted via the health board’s website and social media
platforms. Due to the ongoing Covid-19 pandemic it was not possible to
hold face to face events to promote the questionnaire or to engage with
patients and the public, and it is acknowledged that this will have affected
the response rate. The questionnaire was made available in both Welsh and
English, although no responses were received for the Welsh version.

A copy, which shows the questions asked, can be found in appendix G. The
full results can be found in appendix H

A total of 218 people completed the questionnaire in English (no Welsh
responses were received). The heat map below shows the location of
those who responded based upon the postcode district that they live in
with the darker the colour the greater the number of responses received.
It should be noted that the postcode districts do not map to the
boundaries of the health board’s area and responses were not received
from all of the postcode districts.

14
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Map 1 - map showing the postcode districts of those responding
to the patient and public questionnaire
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In relation to the people who responded to the questionnaire:

%%, ® 58.7% have their prescriptions dispensed by a pharmacy and
"d;:fo 38.5% by their GP practice.
Ov”% 90.4% said their preferred language when accessing services at a
e pharmacy or a GP practice is English, and 1.4% said Welsh.

. 6:8 8% are female and 21.6% are male.
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e 81.2% of respondents are aged 35 to 74.

The most common reasons why people go to a pharmacy are to either
collect medicines for themselves or someone else, to buy medicines for
themselves or someone else, or to get advice for themselves.

Visiting a pharmacy monthly was the most common frequency (56% of
respondents), with fortnightly or weekly the second most common
frequency (11% each).

30.7% of respondents didn’t have a preference as to the most convenient
time. For those that did, 86.5% indicated times between 09.00 and
18.00.

Just under half of respondents didn’t have a preferred day to visit a
pharmacy (42.7%). For those that did, 53.8% said weekdays in general,
11.3% weekends in general and 7.5% Saturdays.

19% of respondents said there had been a time recently when they had
not been able to use their normal pharmacy. When asked what they did
instead the most common responses were to either wait until the
pharmacy opened or go to another pharmacy.

The responses showed that the majority of people tend to always use the
same pharmacy (75.5%), with 14.2% saying they use different
pharmacies but prefer to visit one most often. Being close to home is the
main factor when choosing which pharmacy to use, followed by being
easy to get to.

When asked if there is a more convenient and/or closer pharmacy that
they don’t use, 36 (16.5%) said yes. The most common reason for not
using that pharmacy is the slow service.

Travelling to a pharmacy by car was the most common method (63.8%)
followed by walking (33.2%). For the majority of the responders their
journey time takes less than 15 minutes (75.3%), with 84.5% saying 20
minutes or less.

When asked if they would say that they have difficulty in getting to a
pharmacy, 81.7% said no and 11.5% chose not to answer the question.
For the 6.9% of respondents who said they have difficulty this was due to
their health affecting their mobility, inconvenient opening times (in
o particular at lunchtimes), parking and concerns about going out during
““the pandemic.
5
72

=]

<
In’é@lation to those who are dispensed to by their GP practice the pattern

of rééggonses was similar with travelling by car the most popular way of
[
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travelling to their practice, followed by walking. 92.3% are within a 20-
minute travel time of their practice.

For those who reported difficulty in getting to their GP practice’s
dispensary, this was mainly down to inconvenient opening times,
restrictions due to the pandemic and having to rely on someone else to
take them.

Searching via the internet was the most popular way of finding
information on a pharmacy for example opening hours and services
offered, followed by calling the pharmacy, looking in the window, popping
in and asking, and using social media.

When asked if they feel able to discuss something private with a
pharmacist the majority either answered yes (59.2%) or they had never
needed to (23.9%). 13.3% of respondents however said no, which is of
concern particularly as only one pharmacy doesn’t have an area for
confidential consultations.

When asked if they are aware of the other services that pharmacies
provide as part of the NHS, the services that people were most aware of

are:
e Flu vaccinations (second most commonly used),
e Common ailments scheme (most commonly used),
e Medicines use review service (third most commonly used), and
e Help to stop smoking.

118 people had further comments to make on local pharmacy services.
There were 63 positive comments about pharmacies, 45 negative
comments about pharmacies, two which were both positive and negative,
and eight observations.

Themes from the positive comments include:

The standard and quality of the service provided

Trust in the pharmacist

Ability to ask the pharmacist about common ailments and medicines
Prepared to do the extra mile

Friendly, helpful and approachable staff

With regard to the negative comments, the main themes were:

A,
0%‘% e too busy and understaffed
%0"3(/- opening hours (particularly at lunchtime, evenings and weekends),

“0} changes to ways of working due to the pandemic - for example

"v’sg.v)having to queue outside and the length of time spent waiting
[
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e poor communications with patients and between pharmacies and
GP practices

length of time for prescriptions to be dispensed

lack of stock or items not being included leading to repeat visits
inability to get through on the phone

wrong items being dispensed.

In relation to any barriers to accessing services at either a pharmacy of
the GP dispensary that have not already been mentioned, the main ones
were:

e Opening hours, in particular lunchtime closures

e Covid pandemic has affected how pharmacies operate and people
don’t want to leave their homes any more than absolutely
necessary. The amount of time spent queuing puts people off.

e Staff very busy, can’t see a pharmacist

The Covid pandemic had affected the service received by respondents.
Whilst the majority reported no problems, others highlighted their
concerns about having to leave home, delays in items being ready or
available, and having to queue (sometimes in bad weather).

1.5.4 Contractor engagement

An online questionnaire for pharmacies was undertaken via the All Wales
Pharmacy Database validation exercise, and the approach was taken to
only ask contractors for information that could not be sourced elsewhere.
A copy of the questionnaire can be found in appendix I.

The questionnaire was open from 18 November to 20 December 2020 and
the results are summarised below. All of the pharmacies in the health
board’s area responded. The health board is grateful for the support of
Community Pharmacy Wales in agreeing to both incorporate the questions
into the All Wales Pharmacy Database validation exercise and bringing the
exercise forward.

21 of the pharmacies confirmed that their premises are accessible by
wheelchair. 22 confirmed that they have a consultation area, 17 of which
are accessible by wheelchair. The one pharmacy that does not have a
consultation area confirmed that there are alternative arrangements for
confidential discussions.

2 Having a consultation area that meets four specific requirements is a pre-
‘f@reqwsme for being able to provide the advanced services. All 22 pharmacies
/egmﬂrmed that:

0

ov’sgghe consultation area is a closed room,
&
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e the consultation area is a designated area where both the patient and
pharmacist can sit down together,

e the patient and pharmacist able to talk at normal volumes without
being overheard by pharmacy staff or visitors to the pharmacy, and

e it is clearly designated as an area for confidential consultations
distinct from the general public areas of the pharmacy.

Five pharmacies provided information on languages other than English that
are spoken by staff:

e Welsh - four pharmacies
e Polish - one pharmacy
e Italian, Spanish and Romanian - one pharmacy.

Whilst pharmacies are required to dispense all valid NHS prescriptions for
drugs they may choose which appliances they supply “in the normal course
of business”. 19 pharmacies (83%) confirmed that they dispense all
appliances, two don’t dispense stoma and incontinence appliances, and two
only dispense dressings.

All of the pharmacies collect prescriptions from GP practices as a private,
free-of-charge service.

Ten pharmacies deliver dispensed items to patients as a private, free-of-
charge service and four provide it as a private, chargeable service. Five
pharmacies restrict the service to certain patient groups:

e patients in genuine need with limited or no family support,
e housebound patients only by arrangement,

e housebound patients,

e Covid isolating patients, and

e Those with a clinical need or mobility issues.

Four restrict the delivery service to specified areas:

e delivery to the immediate area (one mile radius) or further where we
dispense to that patient,

e Llandrindod town and surrounding villages, and Builth Wells,

e within a five-mile radius, ten miles by prior arrangement,

e Kerry, Newtown, Caersws and Tregynon.

In order to assist in the identification of any gaps in the current provision
2 of enhanced services pharmacies were asked to confirm whether or not
‘f@there is @ requirement for an existing enhanced service which is not
/gji?prently provided in the area, and to provide the evidence to support
th’sg The replies were as follows:
\_)

@are home original pack dispensing
19

19/304 298/790



e Contraception service. This would improve patient access to
medicines and reduce GP workload.

e Provision of chronic obstructive pulmonary disease rescue packs

e Pharmacist to complete all relevant training

e Extension to common ailments scheme to cover uncomplicated
urinary tract infections and impetigo.

e Looking to support additional services based on local need. We now
have a full-time pharmacist.

e We would be happy to support local need where required

e Currently accredited for sore throat service and treat & triage which
could be offered in branch. Waiting on the patient group direction.

When asked if there is a requirement for a new service that is not
currently available the following were suggested:

e Phlebotomy services especially for mental health drugs and other
point of care.

e Independent prescriber respiratory services. This would improve
patient access to medicines, provide additional benefit from existing
medicines and reduce GP workload. Microsuction service to reduce
patient travel time and costs and provide a service locally.

e Increase scope of common ailments conditions e.g. impetigo and
uncomplicated skin infections so as to save GP referrals

e Treating patient with uncomplicated infections

e We would be happy to offer new services based on local need

Recognising that the demand for pharmaceutical services is increasing for
a number of reasons including the continued increase in the number of
items being prescribed, the pharmacies were asking whether they can
meet this increase. 16 pharmacies (70%) said that they have sufficient
capacity within their existing premises and staffing levels to meet an
increase in demand, with the remaining seven pharmacies (30%) saying
they didn’t but could make adjustments in order to do so.

Twelve pharmacies have plans to develop or expand their premises or
service provision:

e We are ready to expand service provision. We ask that paperwork
and red tape are minimised as this will speed uptake. Would like to
see present system streamlined to make status clear at all times.
Too many separate bits make the current system confusing.

e When we reach enough trade, assuming that profit margins allow us
to and the NHS trade is sufficiently secure to allow pay back of

% investment within a reasonable timespan, we will look to expand or
/eoo?(/, move. We are aiming to expand emergency contraception and care

o, home services this year.
o'v’sggndependent prescribing services and video consultation services
[
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e Thinking of creating additional clinical consultation room at the
pharmacy

e Currently extending the premises

e We currently offer most services. If more become available we will
be happy to further extend our service provision

e Will include smoking cessation in the near future.

e Once trained via the National Enhanced Services Accreditation
process

e Addition of independent prescriber when GP surgeries are able to
support again

e Happy to support new services based on local need

e Happy to support additional services based on local need

e Wheelchair access being supported by our Procurement team.
Mobile ramp to be put in place. Deliveries offered with volunteer
support.

An online questionnaire for dispensing practices was also undertaken and
as with pharmacies the approach was taken to only ask contractors for
information that could not be sourced elsewhere.

A copy of the questionnaire can be found in appendix J.

The questionnaire was open from 16 November to 14 December 2020 and
the results are summarised below. Of the 13 dispensing practices in
Powys seven responded, a response rate of 44%. The health board is
grateful for the support of Dyfed Powys Local Medical Committee in
encouraging contractors to complete the questionnaire.

The opening hours of the dispensaries vary from practice to practice:

e Four open all day, opening between 08.00 and 09.00 and closing
between 17.30 and 18.00.

e Five close between 13.00 and 14.00. These dispensaries open at
either 08.30 or 09.00 and close at either 17.00, 17.15 or 18.00.
One of these used to open all day but agreed an hour’s closure at
lunchtime due to the Covid pandemic. It expects to go back to being
open all day in due course.

e One opens 09.00-13.00 and 14.00-17.00 Monday, Tuesday,
Thursday and Friday. It used to open all day but agreed an hour’s
closure at lunchtime due to the Covid pandemic. It expects to go
back to being open all day in due course.

e One opens 09.00-13.00 Monday, Tuesday, Wednesday and Friday.
One opens 17.00-18.30 Monday to Friday.

/Aééﬁa'j:h regard to dispensing appliances:

“vThree practices dispense all types of appliances,
ne practice dispenses all types excluding incontinence appliances,
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e One practice dispenses all types excluding stoma and incontinence
appliances, and
e Two practices only dispense dressings.

In relation to delivery services:

e One practice offers a delivery service that is free of charge on
request with no restrictions on the areas delivered to or patient
groups it is offered to.

e One practice provides a twice weekly delivery service to the
shop/post office in a village. Patients can collect their medication
during the shops opening hours.

e One practice provided a remote delivery to specified villages on a
weekly basis before Covid but as a result of the pandemic this has
been replaced with a Powys Association of Voluntary Organisations
volunteer collection service which continues to run.

e One practice provides a delivery service to those who are
housebound or are unable to get to the surgery, for example due to
self-isolating.

Four practices confirmed that Welsh is spoken by dispensary staff. Other
than English, no other languages were reported as spoken.

Three of the practices have sufficient capacity within their existing
premises and staffing levels to manage an increase in demand for the
dispensary service. Three said that they do not have sufficient capacity
but could make adjustments to manage an increase in demand. One said
that they do not have capacity and would have difficulty in managing an
increase in demand.

In relation to changes that have been made to the dispensing service as a
result of the Covid pandemic:

e Installation of a dispensing hatch so that medicines can be collected
when the dispensary is closed but reception staff are on site.

e Encouraging use of My Health Online and avoiding paper requests
for repeat medicines. A volunteer delivery service might be
considered long term. A 24 hour “click and collect” would be useful
in the new premises but expensive to purchase and install.

e Relocation of all dispensing to the main site with three clinical
rooms converted to facilitate delivery of the service. A separate
hatch has been installed to ensure patients are served one at a

PA time. Also significant changes to the outside of the premises to

0%‘% ensure social distancing.

%Oi?g Social distancing implemented in the dispensary with screens put in

Joj; place. Staggered shift patterns and weekend working. Patients are
“vseen, and medication handed over, at a window. Intercom system

as been installed.
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A room next door to the dispensary is being used in place of the
usual dispensary hatch in the waiting room. This room is manned by
a receptionist. She hands out all dispensed medication through the
window. There is an adjacent dispensary window and dispensary
staff are on hand to answer any queries, hand out controlled drugs
give advice etc. Increasing numbers of patients request their
medication via My Health Online or email.

Moved to a hub dispensary model so that the main site now also
dispenses the majority of prescriptions for collection at one of the
branch surgeries. Looking to remodel the dispensary at the main
site to allow this to continue, and may extend this to include
dispensing for another branch surgery. We are anticipating that this
remodelling will allow for prescription collection to happen without
patients accessing the main waiting area of the main site, so
reducing footfall within the surgery building. This may incorporate a
Pharmaself24 automated prescription collection point, but a decision
on this is still being made. Decision to be made about reinstating
the remote delivery service to specified villages.

1.5.5 Other sources of information

The following documents and websites were used as sources of
information on the health needs of the population:

Powys Public Service Board Well-being Assessment 2017
Powys Local Development Plan 2011-2026

Brecon Beacons National Park Authority Local Development Plan
2007-2022

Brecon Beacons National Park Annual Monitoring Report 2019
Nomis website

StatsWales website

The GP Contract website QOF database

Public Health Wales Observatory website

Welsh Index of Multiple Deprivation 2019 website

NHS Wales Informatics Service Health Maps Wales website
Welsh Cancer Intelligence and Surveillance unit website

1.5.6 Consultation

A report of the consultation including any changes to the pharmaceutical
needs assessment is included at appendix K.

23/304
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2 Overview of Powys

2.1 Introduction?!

Powys is a largely upland and very rural county in the middle of Wales
covering over 5,000km?2, approximately a quarter of Wales. It borders 11
other Welsh counties and two English counties (Herefordshire and
Shropshire).

The map below shows the rural urban classification for the Lower Super
Output Areas in the area of the health board, and clearly demonstrates
the rural nature of the county.

Map 2 - rural urban classification (2011) Powys Teaching Health
Board?

&%
X

%gggwn copyright and database rights 2013 Ordnance Survey 100050829
RIS

%

pE)
1 Powys Local Development Plan 2011-2026
2 Health Maps Wales, NHS Wales Informatics Service
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B Urbancity and tewn

B Urbancity and town in a sparse setting
Rural town and fringe
Rural town and fringe in a sparse setting

<

B Ruralvillage and disp

i
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B Ruralvillage and dispersed in a sparse setting

The upland areas are dissected by river and their tributaries and this
topography has shaped the development of the area, leading to the
majority of the larger settlements and main transport routes being
located in the valleys, often at important river crossings.

Migration in and out of Powys has been the key determinant of change in
the size and structure of the Powys population because net natural
change has been negative for some time with deaths exceeding births.
The population is generally older, and the average age is rising faster
than in Wales as a whole.

The county is approximately 25% of the landmass of Wales but has only
5% of the population. Powys has the lowest population density in Wales
at 26 people per km2 compared to 152 for Wales3. According to the
Census 2011:

28.1% of people live in a ‘rural hamlet or isolated dwelling’,
30.6% in a ‘rural village’,

27.8% in ‘rural town and fringe’ settlements, and

13.5% in ‘urban town’ settlements.

Powys’ towns are small compared to Welsh standards, with the largest
towns being Newtown, then Ystradgynlais, Welshpool and Llandrindod
Wells.

According to the Powys Well-being Assessment 2017, Powys has one of
the worst, poorly maintained road networks in Wales, with 5,500km of
roads, and relatively low traffic congestion. As the elderly population
increases, this may have a potential impact on healthcare and statutory
services. Most people use their own vehicles for regular travel.

A,
Oéi:)%];here is limited use of the subsidised bus services with only 1% of the
CS34{;>£\;c)apulation using public buses for regular travel according to Powys
e
%

i)
3 StatsWales. Population density per square kilometre of land area (1991
onwards), by Welsh local authorities
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County Council. Powys has two railway lines (The Cambrian Line running
through Welshpool and Newtown towards Aberystwyth, and The Heart of
Wales lines running from Craven Arms to Llanelli). It is anticipated that
with an ageing population the poor transport infrastructure will increase
social isolation for the ageing population and lead to more people leaving
the area.

Due to the sparse population, poor transport links and low broadband
speeds there are few larger employers. As of March 2020%:

82% of businesses employed up to four people,
11% employed between five and nine people,
4% employed between ten and 19 people,

2% employed between 20 and 49 people, and
1% employed between 50 and 99 people.

Tourism is a key economic sector for the county, contributing to the local
economy financially by bring money into the area but also providing
employment opportunities to residents. It has continued to grow over the
past few years in Powys, with more tourists staying within the county.

Tourism seems to be more prominent in rural areas with
Montgomeryshire seeing the most tourists staying overnight and southern
localities towards Brecon seeing more day visitors.

The Brecon Beacons National Park is in the south of the county and covers
approximately 16% of Powys, containing some of the most spectacular
and distinctive upland landforms in southern Britain. It is a diverse
landscape, where sweeping uplands contrast with green valleys, with
dramatic waterfalls, ancient woodland, caves, forests and reservoirs. The
highest point in the Park is Pen y Fan in the Brecon Beacons, at the centre
of the National Park. Its distinctive table topped summit stands at 886m,
and it is climbed by hundreds of thousands of people each year.

The Park is home to 33,000 people, over 9000 different plants and
animals, and has a strong Welsh heritage and rich economic, social and
cultural life. The largest settlement is the cathedral town of Brecon with a
population of approximately 7,500. Meanwhile, over three million people a
year come to the Brecon Beacons National Park to enjoy the unforgettable
landscape and peace and tranquillity of the area. The mountains, uplands
and valleys are all excellent walking country. Others come to enjoy such
activities as horse riding, cycling and mountain biking, and water-based
. recreation-.

>
4 ONS-UK business: activity, size and location
> Brecon Beacons National Park Local Development Plan 2007-2022
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2.2 Population

Based on StatsWales population estimates for mid-year 2019, the total
population of Powys was 132,435, with slightly more females (50.5%)
compared to males (49.5%)%. The population in Powys is older compared
to the rest of Wales and the proportion of older people is growing. The
working age adult population is smaller compared to Wales and it is
predicted that the number of young people and working age adults will
decrease, whilst the number of older people will increase.

Figure 1 —age of the population based on mid-year population
estimates, 2019 in Powys and Wales

35%

30%

25%

20%

15% m Wales

10% ®m Powys

00/0 T = T T T T T T T ‘1
Aged 0 Aged 5 Aged Aged Aged Aged Aged Aged
to4 tol5 16to 25to 45to 65to 75to 85 and
24 44 64 74 84 over
According to the Powys Well-being Assessment, migration into and out of
the county is dominated by people aged 15 to 29. 1.6% of people aged
65 and over in Powys in 2015 migrated out of the county, compared to
12% of 20 to 24 year olds and 3.5% of 25 to 64 year olds.
The figure below shows how the age of the population has changed in the
ten years 2009 to 2019, with a reduction in those aged under 44 and an
increase in those aged 65 and over.
0&‘@
5

02

v’\,oz

<.,
S
6 StatsWales mid-year 2019 population estimates by local authority
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Figure 2 - change in the age of the population based on mid-year
population estimates, 2009 and 2019
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Within the lifetime of this document (2021 to 2026) it is projected that
the decline in population seen since 2011 will continue by an estimated
1.3%’.

2.3 Tourists

According to the 2019 Great Britain Tourism Survey, between 2017 and
2019, there were on average 0.706 million trips (including child trips) per
annum to Powys by Great Britain residents. The number of nights
(including child nights) spent away from home on these trips was
approximately 2.269 million per annum. The value of spending on these
trips was £114 million per annumé.

These figures do not include day visits, which are covered in the GB Day
Visits Survey. This survey tells us that in 2019 12 million day trips from
home were made to destinations in Mid Wales® per annum and the total
expenditure about £1,021 million per annum?9,

>
O
%)(bﬁﬂ

SO
%v%tatsWales mid-year 2019 population estimates by local authority

8 ngt Britain, GB Tourism Survey 2019 annual report
K The%g figures also include Ceredigion and Powys.
10 Vijsit Britain, The Great Britain Day Visitor 2019 annual report
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Overseas tourists are covered separately in the International Passenger
Survey 2019 which reports 45,060 international trips to Powys in 2019,
with a total expenditure of £14.83 million!!.

2.4 Ethnicity

According to Census 2011 datal!?, the majority of the health board’s
population (98.4%) fell within the White ethnic group. The remaining
1.6% is residents who describe themselves as:

e Asian/Asian British — 0.9%
e Mixed/multiple ethnic groups - 0.6%

2.5 Household language

The number of residents in the health board for whom English or Welsh is
not their main language was 2,287 at the 2011 Census, with 468 or
20.5% not able to speak English well and 109 or 4.8% not able to speak
English at all!3. As can be seen from the figure below those who are
unable to speak English well are aged 20 to 54, and those who are unable
to speak English at all are aged 30 to 74. However these statistics are
likely to be affected by the relatively low numbers.

Figure 3 - Proficiency in English by age

3.5%
3.0% -
2.5%
2.0%
1.5% -

1.0% -
0.5% - /_’/\
0.0% -

&OD‘ &0’\ &OQ ,\,D( ,;') ,;\ 0,\9 OWD‘ 0,1/0) o,,)b‘ 00‘9 ODP( ob‘q o(,)b‘ o<°°) obb‘ oboj /\D& O/\o) O%D‘ 040(
& v@ & o \3’ RO 'f’ Iy °§” O b?> 2 P S & ’\"’ eq?(o,oo
?9 & oo ?9 o oS o oF F o o oF F o vq&q;
v

——Cannot speak well ——Cannot speak at all

According to the 2011 Census, English or Welsh was the main language of
the health board’s residents based on the combination of adults and

90

cP

11 Vq it Britain, International Passenger Survey 2019
12 Nomis KS201EW - Ethnic group
13 Nomis DC2105EW - proficiency in English by age
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children aged three years of age and older (98.2%)!4. The next five most
commonly spoken languages were:

e Polish - 0.6%
e Nepalese - 0.3%
e German, French and Hungarian - 0.1% each

2.6 Welsh language skills®

72.0% of residents reported no skills in Welsh in the Census 2011,
slightly lower than the figure for Wales (73.3%). The table below
compares the Welsh language skills of Powys residents compared to
Wales as a whole.

Table 1 - Welsh language skills in Powys compared to Wales

No skills in
Welsh

Can
understand
spoken
Welsh only

Can speak
Welsh

Can speak
but cannot
read or
write Welsh

Can speak
and read
but cannot
write Welsh

Can speak,
read and
write
Welsh

Other
combination
of skills in
Welsh

Powys 72.0%

6.7%

18.6%

3.0%

1.6%

13.7%

3.0%

Wales 73.3%

5.3%

19.0%

2.7%

1.5%

14.6%

2.5%

2.7 Religion

In 2011, 63.3% of the health board’s population was made up of
residents who stated that they followed one of the main six religions and
27.9% stated that they followed no religion.

2.8 Welsh Index of Multiple Deprivationi®

The Welsh Index of Multiple Deprivation 2019 is the official measure for
deprivation for small geographical areas called Lower Super Output Areas,
from 1 (most deprived) to 1,909 (least deprived).

The index is based on eight domains, based on a range of different
indicators, which are weighted and combined into an overall index of
multiple deprivation. The weighting is the adjustment of the contribution
of the domain indexes make to the overall index when they are combined.
The figure below shows each domain and their weighting.

2
14 Romis QS204EW main language

15 Nomis KS207WA Welsh language skills

16 Welsh Government, Welsh Index of Multiple Deprivation 2019
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Figure 4 - the eight domains of the Welsh Index of Multiple
Deprivation and their respective weighting

®0 006000

22% 15% 14% 10% 5%

It is important to note that low deprivation does not equate to affluence
and that not everyone living in a deprived area is deprived and not all
deprived people live in deprived areas. An area itself is not deprived it is

the circumstances of people who are living there that affect its deprivation

ranks.

The map below shows each Lower Super Output Area within the health
board’s area and where it sits in the index.

31

310/790



Map 3 - Map of the Welsh Index of Multiple Deprivation by Lower
Super Output Area

Crown Copyright and database right 2019. Ordnance Survey 100017916

Rank Most deprived

1-191 - 10% most deprived

192 - 382 - 10-20% most deprived

383 -573 20-30% most deprived

574 -955 30-50% most deprived

956 - 1909 50% least deprived
0\%@ Least deprived

"’/;I:;hg figure below shows the number of the most deprived lower super
off@ut areas in Powys and Wales. As can be seen there is only one lower
supepk output area in the most deprived 10% in Wales (in Ystradgynlais),
and five in the most deprived 20% (in addition to the area in
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Ystradgynlais, one area in each of Welshpool and Llandrindod, and two in Newtown).

Figure 5 — most deprived lower super output areas, Powys and Wales

Total lower
super output
areas (LSOAs)

Most deprived

10% LSOAs in

Wales (ranks 1
-191)

Most deprived

20% LSOAs in

Wales (ranks 1
- 382)

Most deprived

30% LSOAs in

Wales (ranks 1
- 573)

Most deprived

50% LSOAs in

Wales (ranks 1
- 955)

Powys

Teaching 79 1 5 9 19
Health Board

Wales 1909 191 382 573 955

2.9 General fertility rate!”

Since 1955 (except in 1976) the number of births in the UK has been higher than the number of deaths. This
natural change has resulted in the growth of the population. In the UK, the number of live births each year has
varied over the last 60 years. Most noteworthy is the 1960s baby boom, the “echo” of baby boomers having
children and latterly, births peaking again in the UK in 2012.

The table below shows the general fertility rate (the number of live births per 1,000 females aged 15-44 years old)
in Powys in 2015 was lower than the average for Wales and has begun to decline.

Table 2 - general fertility rate in Powys and Wales, 2015

2011 | 2012 | 2013 | 2014 | 2015
Wales 61.4 61.2 58.9 59.1 59.1
Powys 59.5 58.5 61.5 58.2 57.8

S,
17 StatéWales, Total Fertility Rate and General Fertility Rate by area
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2.10 Life expectancy!®

Life expectancy in Powys is above average for Wales and has improved
between 2005-2009 and 2010-2014 for both men (77.0 to 78.3 years)
and females (81.4 to 82.3 years). However there has been a growing
inequality gap appearing between genders, with females tending to
outlive males, as well as between the least and most well off. This gap is
expected to widen over the next 10 years.

Data at Middle Super Output Area shows the following variation in life
expectancy within the county:

e Males: the highest Middle Super Output Area is Ffridd Faldwyn at
83.2yrs and the lowest is Newtown South West at 74.3yrs.

e Females: the highest Middle Super Output Area is Guilsfield Brook
at 88.8yrs and the lowest is Welshpool at 80.1yrs.

Healthy life expectancy has also increased over the same time period for
both men (63.5 to 65.3 years) and females (65.3 to 66.7 years).

Compared to the average across Wales, life expectancy and healthy life
expectancy is significantly higher for men and women in Powys. However,
while there has been a (non-significant) improvement in both life
expectancy and healthy life expectancy for men and women, inequalities
have widened between the highest and lowest quintiles as can be seen
from the figure below, though not yet to the point of being statistically
significant. It is possible that the current inequality gap in life expectancy
and healthy life expectancy will continue to widen over the next 5-10
years due to socio-economic factors.

3
18 powys Wellbeing Assessment 2017
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Figure 6 — Percentage of life expectancy in good health by
deprivation fifth, 2005-2009 and 2010-2014, Powys!?
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2.11 Deaths?°

Premature deaths from cancer and circulatory disease are the main
causes of the difference in life expectancy between the most and least
affluent parts of the Powys population. However the four main causes of
ill health and premature mortality in Powys are:

cancer

circulatory diseases
respiratory diseases, and
mental health problems

Smoking is the single greatest cause of preventable mortality and a
significant cause of health inequalities. Smoking causes a range of
cancers; it leads to cardiovascular disease and a range of respiratory
conditions, e.g. chronic obstructive pulmonary disease and emphysema.

Regular drinking to excess can cause cancer, stroke, heart disease, liver
disease, brain damage, and damage to the nervous system.

Several serious conditions are associated with being overweight or obese.

They include type 2 diabetes, hypertension, coronary heart disease and
stroke, osteoarthritis and cancer.

?‘?%Rublic health Wales Observatory, Measuring inequalities 2016. Trends
in fhortality and life expectancy in Powys Teaching Health Board
20powys Wellbeing Assessment 2017
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In addition to healthy behaviours, there are links between social isolation,
loneliness and preventable conditions, particularly in older people. Levels
of self-reported mental well-being in the Powys population appear
relatively high when compared with the average across Wales.

Improving mental health is a critical issue for people of all ages and its
impact is cross cutting, affecting life chances, learning, home life,
employment, safety, physical health, independence and life expectancy.
One in four people in the UK will experience a mental health problem each
year, and 25% of GP consultations are used for people with mental health
problems. 11 years is the average time lost to life for males with mental
health problems. Women with mental health problems on average lose six
years.

2.12 People with disabilities

The projected population of children with disabilities is expected to
decrease over the next ten years, in line with the decrease in child
population. At present Autism Spectrum Disorders are the most common
form of disability in children, followed by learning difficulties and conduct
disorders. While the number of children with disabilities is expected to
decrease, the complexity of the needs is expected to increase and present
a greater challenge and cost to services.

Powys has a higher than average number of adults with a learning
disability and a higher number of adults with sensory impairment.

According to the Census 2011, 10.2% of the population stated that their
day-to-day activities are limited a lot by a long-term health problem or
disability and 11.2% stated that their day-to-day activities were limited a
little2!.

The figures below show the percentage of males and females who
assessed their general health or status as good or very good in the
Census 2011. Both show that residents in Ystradgynlais are least likely to
assess their general health status as good or very good.

~5
21 Nomis QS303EW - Long-term health problem or disability
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Figure 7 - percentage of males assessing their general health
status as good or very good, Census 201122

[] 83.8to90.5(18)
B 77.1to < 83.8 (47)
B 70.4to<77.1(13)
B 3.7t <70.4(1)
B s70t0<63.7(0)

Local authority boundary

Produced by Public Health Wales Observatory, using Census 2011 data
table LC3302EW (ONS)

© Crown Copyright and database right 2016, Ordnance Survey
100044810

"3
22 pyBlic health Wales Observatory, Measuring inequalities 2016. Trends
in mortality and life expectancy in Powys Teaching Health Board

38

38/304 317/790



39/304

Figure 8 - percentage of females assessing their general health
status as good or very good, Census 201122

[] 83.3t089.5(22)
[ 77.0to <83.3 (43)
B 708t <77.0(11)
B 64510 <708 (3)
B s5.3to <64.5(0)

Local authority boundary

Produced by Public Health Wales Observatory, using Census 2011 data
table LC3302EW (ONS)

© Crown Copyright and database right 2016, Ordnance Survey
100044810

2.13 Households

o With regard to the composition of the households in Powys, as of the
“%Census 2011:

9,
e,;; 14.0% were one person households (of which 50.1% are persons
~vaged 65 and over i.e. 7.0% of all households),

o .8% were single families,
39
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8.2% were other household types (includes complex households
which didn’t contain only one person or a single family. For
example, the age difference between the oldest person and the
youngest is greater than 50 years. This indicates that there are
more than two family generations present).

Car ownership

According to the 2011 Census data:

15.0% of the households in the health board’s area did not have a
car or van

42.8% have one car or van

30.1% have two cars or vans

8.4% have three cars or vans and

3.6% have four or more cars or vans.

The figure below shows the variation at local authority and Wales level. As
can be seen, fewer households do not have a car or van and more

house

holds have two or more cars compared to the average for Wales.

This reflects the rural nature of the county.

Figure 9 - car ownership at local authority level?3
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2.15 Economic activity

Powys has a high proportion of micro businesses. Although there has
been growth of 3% in Powys, this is lower than the Welsh average (8%).
Self-employment is high, and a large proportion of the population are
working part-time jobs on a below average salary. There is also a high
reliance on the public sector as a source of employment.

Economic activity rates are high in Powys, and there is a very low rate of

people claiming unemployment benefits. There are low numbers of people

seeking work, and productivity in Powys is low compared with the UK
possibly as a result of the large number of people working in part time
jobs.

Based on responses to the Census 2011, 69.6% of the population was
economically active (i.e. employed, self-employed or unemployed but
looking for work and able to start within two weeks, a full-time student),
with the remainder economically inactive (either retired, a student,

looking after home or family, long-term sick or disabled, or unemployed).

Of those who were economically active:

20.9% work part-time,
46.7% work full-time,

25.0% are self-employed,
4.4% were unemployed, and
3.1% were full-time students.

Of those who were economically inactive:

59.1% were retired,

12.1% were students,

10.4% were looking after home or family,
13.4% were long-term sick or disabled, and
4.9% were other.

2.16 Sexual orientation

“Sexual orientation” is an umbrella term that encompasses sexual
identity, attraction and behaviour. It is a subjective view of oneself and
may change over time and in different contexts.

A,

ng%n 2018, according to the Annual Population Survey, 2.4% of the Welsh
C%sg%a/ulation identified as lesbian, gay or bisexual, higher than in England

(ﬁf.%%), Scotland (2.0%) and Northern Ireland (1.2%). All countries other

than‘ﬂ%j}orthern Ireland saw an increase from the figures in 2014.
[
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Across the UK:

e men were more likely to identify as lesbian, gay or bisexual than
women

e Younger people (aged 16 to 24 years) were most likely to identify
as lesbian, gay or bisexual

e More than two-thirds (68.7%) of people who identified as lesbian,
gay or bisexual were single (never married or in a civil
partnership).

Based on an estimated population size of 132,435 it is estimated that
3,178 of the Powys population is lesbian, gay or bisexual.

2.17 Carers

The Welsh Government defines a carer as “anyone of any age, who
provides unpaid care and support to a relative, friend or neighbour who is
disabled, physically or mentally ill, or affected by substance misuse”.
Carers can be involved in a whole range of practical, physical, personal
and administrative tasks. Examples might include: cooking; housework;
lifting, washing and dressing the person cared for; helping with toileting
needs; administering medication; and providing emotional support.

In 2018 there were 370,000 carers in Wales, the highest proportionate
figure of all UK countries. The number of carers continues to rise and it is
estimated that by 2037 there will be over half a million carers in Wales, a
40% rise?4,

Based on the Census 2011 there were 16,154 people living in Powys
providing unpaid care (12.1% of the population). Of the total population:

e 7.7% provided unpaid care for one to 19 hours per week,
e 1.6% provided unpaid care for 20 to 49 hours per week, and
e 2.9% provided unpaid care for 50 or more hours per week.

2.18 Traveller and gypsy communities

The 2011 Census showed that 128 people (0.1%) identified as
Gypsy/Traveller or Irish Traveller (this excludes Roma). However, it is
likely that many households would not have completed the census - both
because they were living on ‘unauthorised sites’ or encampments and as
such did not appear on official records or because of a mistrust of the

2, purpose of the census. Where people did receive forms potential lower

% ‘d;ﬁan average literacy levels may have meant that some households would
@jz have completed them, and where they were completed some

0\9;—39.

&
24 The Welsh NHS Confederation, The key priorities for carers in Wales
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households would have chosen not to identify as Gypsies/Travellers or
Irish Travellers.

The Gypsy and Traveller caravan count of January 20202° shows that
there were:

e One unauthorised site,
e Two authorised socially rented sites, and
e One authorised private site.

38 caravans were counted of which:

e 31 were on authorised local authority sites,

e One was on a private authorised site, and

e Six were on unauthorised sites, on land not owned by Gypsies but
tolerated by the landowner.

Work started in September 2020 to convert an unofficial site on the
outskirts of Machynlleth into a permanent one. It was completed and the
first families moved in at the end of March 2021.

The age profile of the community in Powys illustrates the extent of the life
expectancy issue for travellers. In comparison to the general profile, the
age structure is heavily concentrated at the lower age bands, running
consistently above proportional figures for Powys until mid-40s, after
which it noticeably falls. Whilst cultural factors play a considerable role in
their poor health, part of this issue may also be around engagement with
services and the proximity of sites to healthcare services.

~5
25 Welsh Government Gypsy and traveller caravan count, January 2020
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Figure 10 - Age profile for the health board’s population and
Gypsy and Traveller community 201126
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2.19 Offenders

Whilst there are no prisons in Powys there will offenders who are no
longer serving prison terms; this may include those serving suspended
sentences, those on probation, and those living in secure accommodation.
At the time of writing there are no figures available for this cohort of the
population.

2.20 Homeless and rough sleepers

In 2016-2017 the number of people approaching Powys County Council
and being assessed differed quite significantly across the county with
greater demand in the north of the county (Newtown and Welshpool).

The housing market in the north of the county was perceived in the Powys
Homelessness Review?’ as more fluid with a greater proportion of private
rented sector stock at affordable rates and therefore the potential for
higher turnover. One reason cited for the high demand in Welshpool was
the recently improved train lines to Shrewsbury/West Midlands which has
led to greater demand on local housing as it allows workers to commute
across the border. Also, despite there being less demand in the south of
the county it has been highlighted that finding solutions can be more
. difficult, so despite there being less cases the time taken with each case
%g:an be significantly longer.

pE)
26 Nomis DC2101EW Ethnic group by sex by age
27 Powys County Council, Powys Homelessness Review
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Each year a count of rough sleepers?® is undertaken to give a single night
snapshot. The estimated count is based on data collected over a two week
period with assistance from the voluntary sector, faith groups, local
businesses/residents, health and substance misuse agencies, and the
police. The number of rough sleepers on a one night count in 2019 was
zero however the estimated number of rough sleepers over a period of
time during the count was four.

~5
28 Welsh Government National rough sleeper count: November 2019
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3 General health needs of Powys

3.1 General health needs
3.1.1 Cancer?®

Cancer is a major cause of ill health and according to Cancer Research UK
one in two people in the UK will get cancer in their lifetime. It is a group
of 200 diseases which together impose a heavy burden of disease.

In Powys, as in Wales as a whole, prostate, breast, colorectal and lung
cancers are the most common types of cancer for all persons (2013-
2017). For men in Powys the top four cancers are prostate, colorectal,
lung and colon, whilst for women it is breast, colorectal, lung and colon.

A range of factors influence a person’s risk of developing cancer during
their lifetime. Some of these factors cannot be modified as they relate to
things like age, sex and genetic make-up. However many can be modified
such as:

Not smoking,

Maintaining a healthy weight,
Eating and drinking healthily,
Cutting down on alcohol,
Being more active, and
Enjoying the sun safely.

It has been estimated that approximately 40% of cancers are directly
related to these modifiable lifestyle behaviours.

Across Powys there is inequity in survival rates for certain cancers with
those living in greater socioeconomic deprivation more likely to present
with new cancers, but less likely to survive than those who are more
affluent.

In relation to all malignancies (excluding nonmelanoma skin cancers) for
the period 2013 to 2017, Powys Teaching Health Board had the lowest
European Age Standardised Rate per 100,000 population for all persons
(596.4) compared to the other health boards. At local authority level,
Powys County Council had the third lowest rate with only Monmouthshire
and Ceredigion having lower rates.

'3
29 Welsh Cancer Intelligence and Surveillance Unit cancer incidence in
Wales, 2001-2017
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3.1.2 Cardiovascular disease

Cardiovascular diseases affect the blood supply to the heart and other
vital organs and include:

Congenital heart disease,
Coronary heart disease,
Heart failure,

Atrial fibrillation,

Cardiac rehabilitation.
Stroke, and

Peripheral vascular disease.

As with cancer taking steps to modify lifestyle behaviours will help reduce
the risk of cardiovascular disease. There are nine main risk factors:

High blood pressure,
High cholesterol levels,
Smoking, and

Obesity.

Non-modifiable risk factors include age, male gender, ethnicity, and
family history of premature cardiovascular disease.

Compared to the other health boards, Powys’ rate of deaths due to
cardiovascular diseases per 100,000 population in 2017 was the second
lowest at 249, with only Cardiff and Vale University Health Board having a
lower rate. Compared to the other local authorities, Powys County
Council’s rate was the seventh lowest out of 2239,

3.1.3 Diabetes

There are two main types of diabetes, type 1 and type 2 with the latter
being much more common. It can be preceded by a pre-diabetic state in
which levels of sugar in the blood are raised but are not yet high enough
to diagnose diabetes. People with type 2 diabetes have high rates of
coronary heart disease and stroke. Other complications of diabetes
include kidney failure, eye disease and circulatory and neurological
problems in the foot and leg. Diabetes is more common in socio-
economically deprived communities and in Black and Asian people.

According to Diabetes UK31, Wales has the highest prevalence of diabetes
s in the UK, with more than 209,000 people, or 8% of the population, living
2Sawith diabetes. The numbers are rising each year, with an additional

%@4(@95 people diagnosed in 2020. Estimates suggest that there are a

/4
%

'3
30 NHS, Wales Informatics Service, Health Maps Wales - mortality
31 Diabetes UK, Diabetes in Wales
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further 65,501 people with type 2 who have not yet been diagnosed, and
that a further 580,000 people could be at risk of developing type 2
diabetes.

The disease costs the NHS in Wales approximately £500m each year, with
around 80% of this spent on managing complications, most of which
could be prevented. The two biggest modifiable risk factors are obesity
and physical inactivity.

With Aneurin Bevan University Health Board, Powys Teaching Health
Board has the highest death rate (age-standardised) (2015-2017) at 12.3
per 100,000 population, compared to 11.0 per 100,000 population for
Wales32,

Under the Quality and Outcomes Framework, GP practices establish and
maintain a register of all patients aged 17 or over with diabetes. Figures
for 2019 show a diabetes prevalence of 6.4% for the GP registered
population in Powys33, The figure below shows the variation in diabetes
prevalence at locality level based on the registers maintained by the GP
practices in that locality compared to the average for Wales.

As can be seen the highest prevalence rate is in Mid Powys locality and
the lowest in the North Powys locality.

Figure 11 - Diabetes prevalence at locality and Wales level based
on GP practice registers, 2019.
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6.6%
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prevalence g >0,
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s

32 I%I;JS Wales Informatics Service, Health Maps Wales - endocrine,
nutritional and metabolic diseases

33 GP QOF database, Wales 2019 data
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3.1.4 Mental health

Positive mental health is a key factor for good health and relevant to the
whole population. In 2007 the World Health Organisation stated that
there is no health without mental health, which means that public mental
health is integral to all public health work. Improving mental health is a
critical issue for people of all ages and its impact is cross cutting, affecting
life chances, learning, home life, employment, safety, physical health,
independence and life expectancy.

The Powys Population Needs Assessment 201734 states that:

e One in four people in the UK will experience a mental health
problem each year;

e 25% of GP consultations are used for people with mental health
problems;

e 11 years is the average time lost to life for males with mental
health problems;

e Women with mental health problems on average lose six years;

e 8% of the Powys population report being treated for depression or
anxiety and it is one of the top three leading causes of disability;
and

e People are increasingly using mental health services in Powys,
particularly young people.

It has been estimated that between 10-15% women suffer from post-
natal depression. In Powys there are approximately 1,000 births per year,
which means around 100 women may suffer post-natal depression.

In the UK, 25% of older adults have depression requiring an intervention
and over 40% of those in their 80s are affected by depression. This is
significant given Powys’ demography. It is also important to note that
depression is the leading cause of suicides in England and Wales each
year.

In relation to the death rate from suicide (age-standardised) per 100,000
population between 2015 and 2017, Powys County Council had the
second highest rate of all local authorities (15.1), second only to
Pembrokeshire (15.7). Powys Teaching Health Board had the highest rate
of all health boards3>.

2
34 Ppwys Well-being Assessment, 2017

35 NHS, Wales Informatics Service, Health Maps Wales - external causes of
morbidity and mortality
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3.1.5 Dementia

Dementia is an umbrella term used to describe a range of progressive
neurological disorders i.e. conditions affecting the brain. There are over
200 subtypes of dementia, but the five most common are:

Alzheimer’s disease,

vascular dementia,

dementia with Lewy bodies,
frontotemporal dementia, and
mixed dementia.

Some people may have a combination of different types of dementia and
these are commonly called mixed dementia.

Dementia damages the nerve cells in the brain so messages can’t be sent
from and to the brain effectively, which prevents the body from
functioning normally.

The Alzheimer’s Society (2014) reports there are over 850,000 people
living with dementia in the UK today. Of these, approximately, 42,000 are
people with young onset dementia, which affects people under the age of
65. As a person’s age increases, so does the risk of them developing
dementia, roughly doubling every five years for people aged over 65
years. It is estimated that the number of people living with dementia in
the UK by 2025 will rise to over one million. Rates of diagnosis are
improving but many people with dementia are thought to still be
undiagnosed.

Daffodil Cymru3® predicts that the number of people aged 65 and over
with dementia in Powys will increase by 30% between 2020 and 2030.

3.1.6 Respiratory disease3’

Respiratory diseases are diseases of the airways and other structures of
the lung. Among the most common are chronic obstructive pulmonary
disease, asthma, occupational lung diseases such as coal miners’
pneumoconiosis, pneumonia and pulmonary hypertension.

Tobacco is the biggest cause of lung cancer in the UK, and people who
smoke were first shown to be more likely to develop lung cancer relative
to non-smokers in the 19502. It also increases the risk for cancers

s elsewhere in the body for example the mouth, lips, nose and sinuses,
%(;chgsophagus, stomach, liver, bladder and colon/rectum.

2
0\_)\/(/;}
%0

6%}
36 Social Care Wales Population Projections Platform, Daffodil Cymru
37 ASH, Smoking and respiratory disease factsheet, September 2020
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Although chronic obstructive pulmonary disease can be the result of
exposure to occupational hazards and air pollution, it is predominantly
caused by active and second-hand tobacco smoke exposure. Other forms
of tobacco such as cigars and water pipes also increase the risk of this
disease.

Pneumonia can be acquired in either the community of a
hospital/healthcare environment and can affect people of any age. In the
UK, pneumonia affects around 0.5 to 1% of adults each year and is more
widespread in autumn and winter. Smoking and exposure to tobacco
smoke are risk factors for community acquired pneumonia.

Asthma is the most common chronic disease of childhood and the leading
cause of childhood mortality from chronic disease as measured by school
absences, emergency department visits and hospitalisation. It affects all
ages, races and ethnicities. Exposure to cigarette smoke can trigger the
development of the asthma and exacerbate symptoms.

The age standardised death rate per 100,000 population for all respiratory
diseases in 2017 for Powys Teaching Health Board (141.6) was second
lowest when compared to the other health boards, second only to Hywel
Dda University Health Board. In relation to the other local authorities,
Powys County Council ranks 16 out of 2238,

Smoking cessation is one of the most effective ways to both prevent
respiratory diseases and treat people with a respiratory disease.

3.1.7 Sexual health

Sexual health is the capacity and freedom to enjoy and express sexuality
without exploitation, oppression or physical or emotional harm. Sexual
health problems include:

e Sexually transmitted infections including human immunodeficiency
virus infection,

Unintended pregnancy,

Abortion,

Fertility problems, and

Sexual dysfunction.

The most recent published data on sexually transmitted infections at local
authority level3® (2015) shows that the percentage of positive tests per
O%QlOO,OOO population for gonorrhoea and chlamydia in Powys are the same
g
B°INHS Wales Informatics Service, Health Maps Wales - diseases of the

respiratory system
39 public Health Wales, HIV and STI trends in Wales data tables, June

2017
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as the average for Wales, 1.5% and 6.2% respectively. However, the
percentage of positive tests per 100,000 population in those aged 15 to
24 years old is lower in Powys as can be seen from the figure below.

Figure 12 - Percentage of positive tests per 100,000 population
for all ages and those aged 15 to 24, in 2015

Gonorrhoea Chlamydia
Area All 15 to 24 All 15 to 24
ages year olds ages year olds
Powys 1.5% 0.5% 6.2% 7.0%
Wales 1.5% 1.7% 6.2% 12.7%

The data also show that rates for human immunodeficiency virus,
gonorrhoea, chlamydia, genital herpes and genital warts per 100,000
population are lower in Powys than the average for Wales, for both men
and women.

Teenage pregnancy is a possible cause and consequence of child poverty,
which can increase the likelihood of health inequalities. Being a teenage
mother or a child of a teenage mother increases the risk of health
problems and other issues, for both mother and child. Higher teenage
conception rates are associated with areas of higher deprivation and areas
of higher unemployment.

The teenage pregnancy rate per 1,000 females aged under 18 (2015-
2017) for Powys was 15.3 compared to an average for Wales was of
21.940,

As can be seen from the figure below, Powys rates of teenage
pregnancies have fallen since 2006, although reached a plateau in 2011
to 2015 before falling again.

~5
40 public Health Wales Observatory, Public Health Outcomes Framework
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Figure 13 - teenage pregnancy rate per 1,000 females aged under
18, 2006-08 to 2016-17 in Powys and Wales*!
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This mirrors the anticipated reduction in the number of children. There
has been a drop in birth rates since 1991, and it is estimated that by
2035 there will be 20% fewer 0 to two year olds in Powys.

3.2 Risk factors

3.2.1 Alcohol

Alcohol is a major cause of death and illness in Wales with around 1,500
deaths attributable to alcohol each year (1 in 20 of all deaths). Across
Wales consumption of alcohol has slightly decreased and adults under 45
now drink less. Whilst this decrease is good news, it masks persistent or
increased drinking in over 45-year-olds.

Across Powys, 20.9% of respondents to the National Survey for Wales
self-reported as non-drinkers, 61.0% as moderate drinkers, 15.2% as
hazardous drinkers and 2.8% as harmful drinkers. The figure below
summarises this data and shows that there were slightly more moderate
drinkers compared to Wales, and slightly fewer hazardous drinkers.

s
41 public Health Wales Observatory, Public Health Outcomes Framework
53

53/304 332/790



Figure 14 - Percentage weekly consumption by drinking level
2016/17-2017/1842
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3.2.2 Obesity

Having a high body mass index (i.e. being overweight or obese) and
physical inactivity are the third and fourth leading causes of ill health in
the UK. Taken together they are arguably the most important contributor
to poor wellbeing in communities today. Childhood obesity leads to and
exacerbates adult obesity which in turn causes or exacerbates our most
prevalent limiting long term ill health conditions. It is well accepted that
adult obesity results in less healthy life expectancy and shorter life
expectancy.

A healthy, balanced diet is an essential component of healthy living. A
balanced diet combined with physical activity helps to regulate body
weight and contributes to good health. Maintaining a healthy body weight
also reduces the risk of health problems such as diabetes, coronary heart
disease, stroke and some cancers. Regular physical activity is an essential
part of healthy living. A lack of physical activity is among the leading
causes of avoidable illness and premature death.

Government advice is that everyone should have at least five portions of
a variety of fruit and vegetables every day. An adult portion of fruit or
vegetables is 80g. According to the most recent results for Powys from
the National Survey for Wales (July 2020)43:

~% e 6.74% of responders ate no fruit and vegetables the previous day,

>
42 pyBlic Health Wales Observatory, Alcohol in Wales
43 StatsWales, Adult lifestyles by local authority and health board

54

54/304 333/790



55/304

e 65.90% ate some but less than five portions, and
e 27.35% ate at least five portions.

Physical activity guidelines for adults aged 19 to 64 include at least 150
minutes of moderate intensity activity a week or 75 minutes of vigorous
intensity activity a week. According to the National Survey for Wales,
60.8% of Powys residents are meeting this target compared to 53.2% for
Wales.

In Wales 59.9% of adults were classified as overweight or obese. For
Powys the figure is 56.1%.

3.2.3 Smoking+4

Smoking remains a major cause of premature death in Wales. As set out
in earlier sections of this chapter smoking and passive smoking have been
linked to a range of serious illnesses including cancers and heart disease.

Across Wales, on average 17.4% of persons aged 16 and over self-
reported a smoking status of ‘daily smoker’ or ‘occasional smoker’ in the
most recent data from the National Survey of Wales. The average for
Powys is 14.5%.

~5
44 StatsWales, Adult lifestyles by local authority and health board
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4 Identified patient groups - particular health issues

The following patient groups have been identified as living within, or
visiting, Powys:

e Those sharing one or more of the following Equality Act 2010
protected characteristics,
e Age
e Disability, which is defined as a physical or mental impairment
that has a substantial and long-term adverse effect on a person’s
ability to carry out normal day-to-day activities
e Pregnancy and maternity
e Race. which includes colour, nationality, ethnic or national origins
Religion (including a lack of religion) or belief (any religious or
philosophical belief)
Sex
Sexual orientation
Gender re-assignment
e Marriage and civil partnership.
Homeless and rough sleepers
Traveller and gypsy communities
Refugees and asylum seekers
Military veterans
Service families
Holiday makers and visitors to sporting, leisure and other facilities
Gurkha and Nepalese population

Whilst some of these groups are referred to in other parts of the
pharmaceutical needs assessment, this section focusses on their
particular health issues.

4.1 Age

Health issues tend to be greater amongst the very young and the very
old. However, whilst it is clear that the number and proportion of people
aged 65 and over is set to rise and the prevalence of nearly all chronic
and long-term conditions increases with age, it is important to recognise
that the older population is very diverse in nature with many people
remaining fit and active. While it is indeed the case that a growing older
population will lead to an increasing number of people living with complex
health and care needs, there will also be growing numbers across all older
age groups living without any significant needs for support.

‘@Furthermore acquiring a health condition or disability does not
ﬁggessarlly equate to high levels of demand for health and care services.
Mé@y people aged 75 and over will have one or more health conditions
but ﬁﬁgy not consider that their health condition has, or conditions have, a
S|gn|f|cant impact on their life.
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In addition older people also provide a significant amount of their time
and energy caring for others.

For older people:

e Cigarette smoking is implicated in eight of the top fourteen causes
of death for people 65 years of age or older. Smoking causes
disabling and fatal disease, including lung and other cancers, heart
and circulatory diseases, and respiratory diseases such as
emphysema. It also accelerates the rate of decline of bone density
during ageing. At age 70, smokers have less dense bones and a
higher risk of fractures than non-smokers. Female smokers are at
greater risk for post-menopausal osteoporosis. Half of long-term
smokers die of tobacco related illnesses, most prematurely, and
many suffer from a variety of chronic conditions related to smoking.

e Even modest alcohol use in old age may be potentially harmful as a
contributor to falls, compromised memory, medicine
mismanagement, inadequate diet and limitations on independent
living.

e Falls prevention is a key issue in the improvement of health and
wellbeing amongst older people. Falls are a major cause of disability
and death in older people in Wales, and result in significant human
costs in terms of pain, loss of confidence and independence. It is
estimated that between 230,000 and 460,000 people over the age
of 60 fall in Wales each year. Between 11,500 and 45,900 of these
suffer serious injury: fracture, head injury, or serious laceration.

e Loneliness can have significant and lasting effect on health. It is
associated with higher blood pressure and depression and leads to
higher rates of mortality, indeed comparable to those associated
with smoking and alcohol consumption. It is also linked to a higher
incidence of dementia with one study reporting a doubled risk of
Alzheimer’s disease. Lonely people tend to make more use of health
and social care services and are more likely to have early admission
to residential or nursing care.

e Depression is the most common mental health need for older people
and prevalence rises with age. Women are more often diagnosed
with depression than men. At any one time, around 10-15% of the
over 65s population nationally will have depression and 25% will
show symptoms of depression. The prevalence of depression among
older people in acute hospitals is 29% and among those living in
care homes is 40%. More severe depression is less common,
affecting 3-5% of older people.

A,
0%‘% e People with mental health needs can seek advice and support from
%0"0 their GP. However, two-thirds of older people with depression never

o, discuss it with their GP, and of the third that do discuss it, only half
vbare diagnosed and treated. This means of those with depression
dhly 15 per cent, or one in seven, are diagnosed and receiving any
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kind of treatment. Even when they are diagnosed, older people are
less likely to be offered treatment than those aged 16 to 64.

e Dementia is a common condition that affects about 800,000 people
in the UK. The risk of developing dementia increases as you get
older, and the condition usually occurs in people over the age of 65.
Dementia is the second most common mental health problem in
older people and 20% of people over 85, and 5% over 65, have
dementia. In 2013 there were an estimated 45,529 people living
with dementia in Wales, of those people, only 17,661 had received
a formal diagnosis. By 2021 it is estimated that over 55,000 people
in Wales will have dementia.

e Age is the single biggest factor associated with having a long term
condition and 60% of people aged 65 and over are affected, but
lifestyle factors such as smoking, excessive alcohol consumption,
unhealthy diets and physical inactivity are estimated to cause
approximately 50% of long term conditions.

For young people:

e Even before birth, factors which can affect a baby’s healthy life
expectancy and life chances are already taking effect. At present,
children born into poverty are more likely to be adults with poor
health than those born into affluence. A baby born to a mother who
is obese and smokes throughout pregnancy, is at greater risk of
developing unhealthy lifestyles in the future which render them at
greater risk of serious chronic conditions which will impact on their
quality of life and their life expectancy. The effect on a person’s
health and life expectancy, of childhood experiences and health
behaviours continue to impact and accumulate throughout
childhood and into adulthood.

e There is strong evidence that lifestyle behaviours that impact on
longer term health and social care outcomes in adults are closely
linked to lifestyle in the teenage years. Influencing positive lifestyle
choices in teenagers will impact on health outcomes for young
people and on future demand for a wide range of services by adults

e Breast feeding is well evidenced to provide health benefits for both
mother and baby and to promote attachment, however young
mothers are among the groups least likely to breast feed

e More than eight out of ten adults who have ever smoked regularly
started before the age of 19

e Eight out of ten obese teenagers go on to become obese adults

e Untreated sexually transmitted infections can have longer term
health impact including fertility. Young people’s sexual behaviour

A,
0%‘% may also lead to unplanned pregnancy which has significant health
%0"3( risks and damages the longer-term health and life chances of both
‘5, mothers and babies,
<,
2y
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4.2 Disability

A 2010 study by the Improving Health and Lives Learning Disabilities
Observatory noted that people with learning disabilities have poorer
health than their non-disabled peers, differences in health status that are,
to an extent, avoidable. It also noted that health inequalities faced by
people with a learning disability began in childhood and that they were
often caused as a result of lack of access to timely, appropriate and
effective healthcare.

The outcomes for adults with disabilities compared to the wider
population are poorer in almost every manner. People with learning
disabilities have a shorter life expectancy and increased risk of early
death when compared to the general population.

However people with learning disabilities are living longer than in the past
and as a result, the number of older people with a learning disability is
increasing. This is despite the fact that people with learning disabilities
are 58 times more likely to die before the age of 50 than the rest of the
population. Older people with a learning disability need more support to
age well, to remain active and healthy for as long as possible. Research
by the Disability Rights Commission in 2006 found that people with a
learning disability are two and a half times more likely to have health
problems than the rest of the community.

e Approximately 1.5 million people in the UK have a learning
disability. Over 1 million adults aged over 20, and over 410,000
children aged up to 19 years old have a learning disability.

e 29,000 adults with a learning disability live with parents aged 70 or
over, many of whom are too old or frail to continue in their caring
role. In only 25% of these cases have a Local Authority planned
alternative housing.

e Less than 20% of people with a learning disability work, but at least
65% of people with a learning disability want to work. Of those
people with a learning disability that do work, most work part time
and are low paid.

e People with a learning disability are 58 times more likely to die aged
under 50 than other people. And four times as many people with a
learning disability die of preventable causes compared to people in
the general population.

e People with a learning disability are ten times more likely to have
serious sight problems and six out of ten people with a learning
disability need to wear glasses.

09 ff&
gtgdles have shown that individuals with disabilities are more likely than
pé@ple without disabilities to report:
9
storer overall health.
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o Less access to adequate health care.
« Smoking and physical inactivity.

8% of the Powys population report being treated for depression or anxiety
and it is one of the top three leading causes of disability.

Autistic spectrum disorders are the most common presentation of
disability within children in Powys.

4.3 Pregnancy and maternity

There are many common health problems that are associated with
pregnancy. Some of the more common ones are:

Urinating a lot

Pelvic pain

Piles (haemorrhoids)

Skin and hair changes
Sleeplessness

Stretch marks

Swollen ankles, feet, fingers
Swollen and sore gums, which may bleed
Tiredness

Vaginal discharge

Vaginal bleeding

Varicose veins.

4.4 Race

Public Health Wales has found that ethnicity is an important issue
because, as well as having specific needs relating to language and
culture, persons from ethnic minority backgrounds are more likely to
come from low income families, suffer poorer living conditions and gain
lower levels of educational qualifications.

In addition, certain ethnic groups have higher rates of some health
conditions. For example, South Asian and Caribbean-descended
populations have a substantially higher risk of diabetes; Bangladeshi-
descended populations are more likely to avoid alcohol but to smoke, and
sickle cell anaemia is an inherited blood disorder, which mainly affects
people of African or Caribbean origin.

2 Raising the Standard: Race Equality Action Plan for Adult Mental Health
%Serwces aims to promote race equality in the design and delivery of
/;ﬁgntal health services in order to reduce the health inequalities

engrlenced by some ethnic groups.
\_)\9
<
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e Ethnic differences in health are most marked in the areas of mental
wellbeing, cancer, heart disease, Human Immunodeficiency Virus,
tuberculosis and diabetes

e An increase in the number of older black and minority ethnic people
is likely to lead to a greater need for provision of culturally sensitive
social care and palliative care

Black and minority ethnic populations may face discrimination and
harassment and may be possible targets for hate crime.

4.5 Religion and belief

It should never be assumed that an individual belonging to a specific
religious group will necessarily be compliant with or completely observant
of all the views and practices of that group. Individual patients’ reactions
to a particular clinical situation can be influenced by a number of factors,
including what branch of a particular religion or belief they belong to, and
how strong their religious beliefs are (for example, orthodox or reformed,
moderate or fundamentalist). For this reason, each person should be
treated as an individual.

e Possible link with *honour based violence’ which is a type of
domestic violence motivated by the notion of honour and occurs in
those communities where the honour concept is linked to the
expected behaviours of families and individuals

e Female genital mutilation is related to cultural, religious and social
factors within families and communities although there is no direct
link to any religion or faith. It is an illegal practice that raises
serious health related concerns

e There is a possibility of hate crime related to religion and belief.

4.6 Sex

e In Powys there has been a growing inequality gap appearing
between genders, with females tending to outlive males. Females
are also more likely to have a long healthy life expectancy than
males.

e Men tend to use health services less than women and present later

with diseases than women do. Consumer research by the

Department of Health and Social Care?*® into the use of pharmacies

in 2009 showed men aged 16 to 55 to be ‘avoiders’ i.e. they

actively avoid going to pharmacies, feel uncomfortable in the
pharmacy environment as it currently stands due to perceptions of
the environment as feminised/for older people/lacking privacy and
of customer service being indiscreet.

R —
45 Pharmacy consumer research. Pharmacy usage and communications
mapping — Executive summary. June 2009
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e 11 years is the average time lost to life for males with mental
health problems. Males in Powys are now more willing to access
these services than in the past. Women with mental health
problems on average lose six years.

e Women are more likely to report, consult for and be diagnosed with
depression and anxiety. It is possible that depression and anxiety
are under-diagnosed in men. Suicide is more common in men, as
are all forms of substance abuse

e Among males, overweight/obesity is projected to increase above
the Wales rate by 2025.

e Men are more likely to die from coronary heart disease prematurely
and are also more likely to die during a sudden cardiac event.
Women'’s risk of cardiovascular disease in general increases later in
life and women are more likely to die from stroke

e In Wales the percentage of adults reporting to be overweight or
obese is higher in men than women for each age group

e 19% of adults in Wales were drinking above the weekly guidelines
in 2016/17-2017/18. Drinking above guidelines was more prevalent
in males than females in all 10-year age groups. For some age
groups, the difference was as much as double for males compared
to females. Males aged 55-74 had the highest levels of drinking in
Wales at around a third drinking above 14 units of alcohol in a usual
week.

e Morbidity and mortality are consistently higher in men for virtually
all cancers that are not sex specific. At the same time, cancer
morbidity and mortality rates are reducing more quickly for men
than women.

4.7 Sexual orientation

The public health white paper ‘Healthy Lives, Healthy People’ identified
poor mental health, sexually transmitted infections, problematic drug and
alcohol use and smoking as the top public health issues facing the UK.

All of these disproportionately affect Lesbian Gay Bisexual Transgender
(LGBT) populations:

e Illicit drug use amongst LGB people is at least eight times higher
than in the general population

e Around 25% of LGB people indicate a level of alcohol dependency

e Nearly half of LGBT individuals smoke, compared with a quarter of
their heterosexual peers

e Lesbian, gay and bisexual people are at higher risk of mental
disorder, suicidal ideation, substance misuse and deliberate self-

<2, harm

é; 41% of trans people reported attempting suicide compared to 1.6%

'v’sg.%f the general population
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4.8 Gender re-assignment*¢

e Drugs and alcohol are processed by the liver as are cross-sex
hormones. Heavy use of alcohol and/or drugs whilst taking
hormones may increase the risk of liver toxicity and liver damage

e Alcohol, drugs and tobacco and the use of hormone therapy can all
increase cardiovascular risk. Taken together, they can also increase
the risk already posed by hormone therapy

e Smoking can affect oestrogen levels, increasing the risk of
osteoporosis and reducing the feminising effects of oestrogen
medication

e Transgender people face a number of barriers that can prevent
them from engaging in regular exercise. Many transgender people
struggle with body image and as a result can be reluctant to engage
in physical activity

Gender dysphoria is the medical term used to describe this discomfort.
Transgender people are likely to suffer from mental ill health as a reaction
to the discomfort they feel. This is primarily driven by a sense of
difference and not being accepted by society. If a transgender person
wishes to transition and live in the gender role they identify with, they
may also worry about damaging their relationships, losing their job, being
a victim of hate crime and being discriminated against. The fear of such
prejudice and discrimination, which can be real or imagined, can cause
significant psychological distress.

4.9 Homeless and rough sleepers

The mean age at death for someone who is homeless in England and
Wales is 44 years for men and 42 for women compared to the mean age
at death for the general population of England and Wales which is 76 and
81 respectively (2017). Even those people who sleep rough for only a few
months are likely to die younger than they would have done if they had
never slept rough. Standardised mortality ratios for excluded groups,
including homeless people, are around ten times that of the general
population?’,

Homeless and Inclusion Health standards for commissioners and service
providers*® describes tri-morbidity as a combination of physical ill-health

46 Gender Identity Research and Education Society Trans Health
Factsheets

47 Aldridge RW et al. Morbidity and mortality in homeless individuals,
>prisoners, sex workers, and individuals with substance use disorders in

”ﬁfbdh -income countries: a systematic review and meta-analysis. Lancet

2048:391(10117):241-50

48 Faculty for Homeless and Inclusion Health, Homeless and Inclusion

Health standards for commissioners and service providers October 2018
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with mental ill-health and drug or alcohol misuse which is commonly
found in the homeless. It goes on to say that this complexity is often
associated with advanced ililness when the person presents to a health
service provider, in the context of a person lacking social support who
often feels ambivalent about both accessing care and their own self-
worth.

Oral health problems are very common amongst homeless populations,
and this population has a greater number of missing and decayed teeth
and fewer filled teeth.

When homeless people die they do not commonly die as a result of
exposure or other direct effects of homelessness: they die of treatable
medical problems, human immunodeficiency virus related disease, liver
and other gastrointestinal disease, respiratory disease, or acute and
chronic consequences of drug and alcohol dependence?°.

Sleeping rough is dangerous and is seriously detrimental to a person’s
physical and mental health. People who sleep rough are 17 times more
likely to be victims of violence than the general public.

The three most common causes of deaths amongst homeless people in
England and Wales in 2017 were:

« accidents (40%)
« liver disease (9%)
« suicide (9%).

People sleeping on the street are almost 17 times more likely to have
been victims of violence. More than one in three people sleeping rough
have been deliberately hit or kicked or experienced some other form of
violence whilst homeless. Homeless people are over nine times more
likely to take their own life than the general population.

According to report by Centrepoint>?, homeless young people are amongst
the most socially disadvantaged in society. Previous research has shown
that many have complex problems including substance misuse, mental
and physical health problems, and have suffered abuse or experienced
traumatic events. 42% of homeless young people have a diagnosed
mental health problem or report symptoms of poor mental health, 18%
have attempted suicide, 31% have a physical health problem (such as
problems with their breathing, joints and muscles, or frequent

49 O’Connell J]. Premature Mortality in Homeless Populations: A Review of
T?bé/ Literature. Nashville, National Health Care for the Homeless Council.
20%

50 Toxic Mix: The health needs of homeless young people, Centrepoint
2014
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headaches), 21% have a history of self-harm, 52% report problems with
their sleep, 55% smoke, and 50% use illegal substances.

4.10 Traveller and gypsy communities

Gypsies and Travellers have significantly poorer health outcomes
compared with the general population and are frequently subject to racial
abuse and discrimination®!. They have the lowest life expectancy of any
ethnic group in the UK and experience:

high infant mortality rates,

high maternal mortality rates,

low child immunisation levels, and

high rates of mental health issues including suicide, substance
misuse and diabetes, as well as high rates of heart disease and
premature morbidity and mortality.

Gypsies and Travellers have high levels of unmet dental need, low rates
of registration with a dentist and very little use of preventative services.

Despite experiencing worse health and having significant health needs,
travellers are less likely to receive effective, continuous healthcare.
Identified barriers to healthcare access”? include:

e inequalities in registration with GPs (due to discrimination,
mismatch in expectations, the perception that they will be
“expensive patients”, and the reluctance of GPs to visit sites),

e poor literacy, and

e lack of “cultural awareness/competence” amongst service
providers.

The same barriers exist when it comes to accessing dental services.

Factors that contribute to the high rate of premature mortality include
missed opportunities for preventative healthcare, particularly among
Gypsy and Traveller men, and effective treatment for pre-existing
conditions.

4.11 Refugees and asylum seekers
People who migrate to Wales will do so for a variety of reasons, and

consequently are a diverse group. They will frequently have faced
.. adversity during their journey which will result in complex service needs.

/%Matthews Z. The health of Gypsies and Travellers in the UK. Better
He&lth Briefing Paper 12. Race Equality Foundation. 2008.

52 Cemnlyn S et al. Inequalities experienced by Gypsy and Traveller
communities: A review. Equality and Human Rights Commission. 2009
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Health problems of vulnerable migrants are frequently related to
destitution and lack of access to services, rather than to complex or long-
standing ill-health?3.

Refugees and asylum seekers may have high levels of psychological ill-
health. Survivors of torture and trafficking have often experienced
extreme circumstances in which they have been exposed to uncontrollable
and unpredictable events, which can result in severe and longer-term
post-trauma disorders>4.

Not being able to communicate in English can cause problems when it
comes to obtaining a medical history, explaining treatment options and
seeking consent.

4.12 Military veterans>®

A veteran is defined as “anyone who has served for at least one day in
the Armed Forces (Regular or Reserve), as well as Merchant Navy
seafarers and fishermen who have served in a vessel that was operated to
facilitate military operations by the Armed Forces.” There is no routine
source of information on military veterans in Wales, so the number
resident in Wales is unknown. Studies identify that most veterans in
general view their time in the Services as a positive experience and do
not suffer adverse health effects as a result of the time they have served.

However, for a minority, adverse physical and mental health outcomes
can be substantial and can be compounded by other factors - such as
financial and welfare problems. Key health issues facing the veteran
population relate to common mental health problems (but also include
Post Traumatic Stress Disorder) and substance misuse - including excess
alcohol consumption and to a much lesser extent - use of illegal drugs. In
addition, time in the Services has been identified to be associated with
musculoskeletal disorders for some veterans.

Other issues that stu