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HEALTHCARE IN NORTH WALES IS CHANGING
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1. INTRODUCTION AND CONTEXT
In November 2011 BCU HB considered a series of initial reports on service
improvement. These were:
Localities and Community services
Paediatric services
Maternity, Gynaecology and Neonatal service
Non-elective General Surgery
Trauma and Orthopaedics
Further reports were considered on Older People’s Mental Health (February
2012) and Vascular Services (June 2012).
The case for change was accepted based on population health need, review
of the evidence base, and mapping of current services against quality
standards. The Board requested further work to understand how service
standards could be met and maintained. This required ongoing continuous
engagement with staff and stakeholders and assessment of the impact of any
potential changes on other services.
Each of the service areas has continued to work, through clinically led project
boards, to develop potential solutions to meet standards. This paper
summarises the proposed changes, supported by a more detailed paper from
each of the service review areas.
2. THE CLINICAL CASE FOR CHANGE
In November, we heard the background which had indicated the need for
change to our healthcare services. A number of documents that had been
published had flagged that maintaining the status quo is not in the best
interest of the population for the whole of the NHS in Wales, not solely for
BCU HB. We are finding it increasingly difficult to be confident that all of the
right staff, with the right skills, can be in the right place to deliver consistently
the healthcare that people need. The appropriateness of the historical
structure of services is now being challenged so that we can make the
necessary improvement which will deliver higher standards, remove
inequalities and provide better services to meet the public’s expectations of a
modern-day health provider.
At that time we drew attention to a number of important published documents
which set the context for our work, including:
Our 5 Year Plan 2010-15: Bringing Services and People Together, produced
in June 2010
The Bevan Commission report, NHS Wales: Forging a Better Future
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The Welsh Government paper, Together for Health: A Five Year Vision for the
NHS in Wales.
We also referred to the strategic direction for primary and community services
as set out in Setting the Direction, a report by Dr Chris Jones on behalf of
Welsh Government which was produced in 2010; and finally, the Rural Health
Plan for Wales, 2009.
All of these set the foundations for our work on future service models, and
have been underpinned by the evidence base and messages from the
literature in relation to each of the service areas.
Detailed documents setting out clearly the case for change are available for
the service areas we have considered and are available on our website.
Our service reviews have been predicated on addressing the case for change
and based on review of the evidence and population health need. All service
reviews have also been asked to address the Triple Aim:




Increasing population health gain
Improving quality, safety, reliability & experience
Controlling and/or reducing cost per capita.

The key elements of our local case for change as identified to the Board in
November 2011 are:
1. The need to focus more on public health outcomes
2. Variations in levels and quality of service delivery
3. Services are not currently meeting all quality standards and in some
there are significant shortfalls, which need to be resolved in our future
service model
4. Sustainability of current services and the burdens being placed upon
staff and systems may compromise patient safety
5. Little resilience in the system to cope with fluctuations in demand or
unanticipated staff absences, and this can result in sporadic service
closures and curtailment
6. The European Working Time Directive (often referred to within the UK
as the Working Time Regulations), changes in Deanery support for
training rotas, and the general lack of availability of trainees are having
a detrimental impact on recruitment and rotas
7. Sub-specialisation is affecting the viability of on call rotas for unplanned
services
8. Increasingly, concentration of services is required to achieve the critical
mass which delivers clinical expertise and demonstrably better
outcomes for patients
9. Waste and duplication are still evident within the system
10. Costs are increasing, and public sector finances are reducing
11. Increasing demand for healthcare due to the ageing population, new
technologies & lifestyles
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12. Increasing expectations that care will be delivered at home or in a
community setting as close to home as possible
These factors have been taken into account in developing the proposals
which we the Board will now need to consider.
In all of our consideration, the service review project boards and BCU Board
of Directors have considered the need to balance what are sometimes
competing risks.
Each of our service reviews has involved stakeholders in discussing the
issues and has undertaken an assessment of potential options using both
non-financial and financial criteria.
We believe that the proposals represent an appropriate and measured
response to the case for change. There will be risks associated with the
proposals going forward; however, our assessment is that there is greater risk
in the alternatives.
3. THE VISION FOR THE FUTURE

In North Wales you will:
 Manage your own health and well-being with primary &
community workers in health, social care and the third sector
 Plan your elective care locally or at centres of excellence
 Have your urgent care within a safe time and within a
reasonable distance

Our vision for healthcare in North Wales is that the local population will enjoy
health, well-being and independence equal to the best. Supporting people to
take responsibility for maintaining their own well-being in their own homes is
our main aim as a practising public health organisation, with primary and
community services working in close collaboration with third sector and
community groups. To do this, out of hospital services should be accessible
and available at convenient times, which are consistent and reliable. We want
to ensure that the same level, range and quality of community services are
available to all, and that these services can carry on being delivered well into
the future.
We want to make sure that when acute hospital care is needed, our hospital
services can deliver the highest quality clinical outcomes. For planned care,
all of our three acute hospitals fulfil this role. We have given a firm
commitment that all of the three existing acute hospitals will continue to
provide healthcare services and that each will play an important role within the
health care system.
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When urgent care is needed, providing this safely and reliably for the whole
population builds community confidence that services are consistently
available, safely staffed and that quality standards will be achieved, all in
order to deliver the best outcomes for patients. This may involve networking
of some services to provide a reliable response for the whole population;
however there will be a presence of major services at each of our three acute
hospitals.
An appropriately trained and skilled workforce, with the opportunities to
maintain and improve their clinical skills, supported by the necessary
equipment, facilities and infrastructure, is a key priority to secure this.
This vision will ensure a strong, viable health economy for the future,
sufficiently flexible to respond to changes and growth in demand, and one that
makes most efficient use of our existing facilities and financial resources in
the current challenging financial climate.

4. SUMMARY OF ENGAGEMENT
The engagement that we undertook in 2009-2010 to develop the North Wales
Clinical Services Strategy demonstrated the value of taking and building upon
a wide range of perspectives in shaping healthcare. More than 400
individuals and community group representatives, as well as partner
organisations in the third sector and statutory services, contributed their time
and expertise to support the process. This process was independently
evaluated and was found to comply with the interim guidance.
Since that time we have continued to involve key stakeholders in the further
development of the proposals outlined in this paper. Each service review
project has a multi-disciplinary project structure and has undertaken a number
of discussion events at which stakeholders have been invited to contribute
their views on the area in question. A detailed communications plan has
supported all of the projects, with regular update briefings being widely
disseminated including through the media. We have established 14 locality
stakeholder groups which will have an ongoing role to support us with
planning and development of their health services, working with the Locality
Leadership Teams.
We have briefed major stakeholders on a monthly basis through a “Key
Issues” update which covers the service review areas and other issues of
significance for the Health Board. We have held a series of briefings targeted
at AMs, MPs, Local Authorities, Third Sector, Primary Care representatives
and the Community Health Council.
We have talked to our main advisory groups – the Stakeholder Reference
Group, Healthcare Professional Forum and the Local Partnership Forum – on
a regular basis.
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A series of stakeholder events have been held on specific service areas. We
have also held drop in sessions which have been targeted at particular
community and patient groups where we have needed more feedback from
those groups which are likely to be affected. Our work on equality impact
assessment has highlighted some of the protected characteristic groups as
needing to be engaged. We need to continue to target these groups.
We have taken the opportunity to brief existing forums such as voluntary
sector networks organised by the County Voluntary Councils, and forums of
town and community councils, to present the issues and discuss concerns
and views of these forums.
Overall, a very wide range of representatives, patient and community groups
have been able to hear about the issues we are considering and give us their
views. We intend to carry our engagement activities on an ongoing basis, to
help maintain the relationships that are being built up through this process.
A summary of engagement activities is described in relation to each service
review paper.
5. NON-FINANCIAL ASSESSMENT OF OPTIONS
During our work on the North Wales Clinical Services Strategy, we developed
with our stakeholders a set of non-financial criteria to apply particularly to
hospital services. These included the following headline areas:







Quality of care, including clinical safety
Deliverability
Accessibility
Sustainability
Acceptability
Transparency

Each of the headline criteria has a number of assessment factors which add
further differentiation to consideration of the proposals.
Each of the service review project boards has reviewed these criteria for
suitability with their stakeholders and in some cases these have been adapted
to enable a more appropriate appraisal of proposals.
6. FINANCIAL CONTEXT
In common with the rest of the public sector throughout Wales and across the
UK, we are facing a number of significant financial challenges. The global
economic situation and the state of UK public finances means there won’t be
major investment in the NHS to help us respond to the service challenges
over the next few years.

Board report July 12

5

FINAL

The Wales Audit Office report1 states that the status quo is not affordable and
how services are operated must change. Against a backdrop of savings of
over 5% over the last few years, this means that many of the savings that
must be made and that service change and reducing pay costs are on a scale
not seen before.
We cannot allow safety and services to be compromised as a result of
financial pressures, but we must make sure we are able to live within our
means.
We are anticipating that the allocation for day to day running of the NHS
across North Wales will remain the same this year, next year and in the
medium term and this means our income is likely to remain constant. Once
inflation is accounted for there is a real term reduction2. However, the
expenditure that is incurred against this level of income is likely to continue to
increase. There are many reasons why this is the case, which include:








meeting the changing health needs of our ageing population;
the consequences of lifestyle factors such as smoking and obesity
wider range of healthcare interventions, new technologies and medicines;
the increasing costs of long term healthcare;
general increases in the cost of living including fuel and energy costs;
the costs of attracting and retaining clinical staff
the need to maintain an ageing estate

The largest reductions are in capital spending. This is the source of funding
to develop infrastructure such as buildings and equipment. This will be a
factor to consider.
We are starting from a low base of GPs, hospital medical staff, nurses,
midwives and non-clinical staff compared to other UK countries yet costs are
too high because of the spread and organisation of services.3
A critical part of the governance process is to ensure that the service reviews
propose a safe service that is within the overall budget of the Health Board
over the next five years in a climate of real terms reduction for the foreseeable
future. We have estimated flat cash per year with a 5% cost saving per year
as a minimum. The Wales Audit Office report4 confirms that the status quo is
not affordable and that how services are operated must change.
Work has been undertaken with respect to both revenue and capital
consequences of the service changes to meet standards, both individually for
each service review area and overall for the combined configuration options.
A detailed business case is in development that will ultimately support the
outcome of any consultation.

1

A Picture of Public Services, Wales Audit Office, 2011
Health Finances, Wales Audit Office, July 2012
3
Healthcare Across the UK: A comparison of the NHS in England, Scotland, Wales and
Northern Ireland, National Audit Office, June 2012
4
A Picture of Public Services, Wales Audit Office, 2011
2
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7. CLINICAL INTERDEPENDENCIES
Each of the service review areas has considered the evidence in relation to
clinical interdependencies for their particular service area. This took account
of the work undertaken in developing the North Wales Clinical Services
Strategy together with evidence from published literature and guidance from
the Royal Colleges. In addition, models of practice in place in other areas of
the country were examined and in some case a professional visit was
undertaken to review the configuration and the supporting policies and
procedures.
Following this work, the Clinical Programme Groups mapped their view of
interdependencies both from a clinical and an operational perspective. This
informed the ongoing discussion of the various possible configuration options
and supported the development of the scenarios under consideration, which
bring together the outcomes of the service reviews into a whole picture as
described above.
Key links have been identified and have informed the proposals now coming
forward for consideration.
8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM THE PROJECT BOARDS AND SUMMARY
OF CONFIGURATION OPTIONS
Each of the Project Boards has reached a point where following non-financial
assessment, there is an indication of the clinically preferred proposal or,
where this is not confirmed, the viable proposals to be considered further and
if appropriate, tested through consultation.
These proposals have been tested with the advisory forums of the Health
Board and the National Clinical Forum (see section below on feedback.) The
forums have also heard the overall impact of the reviews – the whole
configuration. This describes a network of locality and community provision
supported by our acute and local hospitals.
Locality and Community Services
Providing a firm foundation for the healthcare system will be a renewed model
of locality and community services fit for the future.
The vision for locality and community services describes services designed:
 There will be an increased range of services available through primary
care, as outlined in the workstream paper, which will confirm the role of
primary care as the bedrock of the healthcare system.


There will be development of targeted prevention services to promote
good health for our population.
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The Enhanced Care at Home service will be rolled out across North
Wales, to support independence.



A Single Point of Access will be developed for each locality.



We will work towards increasing the levels of integration between health
care services and social care, third sector and other locality based
services.



End of Life care services will be developed and enhanced, to support
better those individuals who wish to die at home, and their families.



A range of additional services will be moved out from our acute hospitals
to the community, in line with our strategic direction.



We will develop more community based services to support older people
with mental health problems



We will develop more community based paediatric services

In order to deliver the consistency, predictability, quality and range of services
which people want, services will be focussed within a redefined role for our
community hospitals to bring a wider range of services into localities.
However, these hospitals must be fit for purpose, strategically located,
resource effective and able to provide equitable access for our population.
We have identified a number of potential ‘hospital hubs’, to be the focal point
where we deliver a broader range of services, to a consistent level of quality
and safety, as follows:
-

Ysbyty Penrhos Stanley
Ysbyty Gwynedd
Ysbyty Alltwen
Dolgellau Community Hospital
Llandudno Hospital
Ysbyty Glan Clwyd
Denbigh Infirmary
Holywell Community Hospital
Deeside Community Hospital
Wrexham Maelor Hospital

We will recommend consultation on these proposals.
Minor Injury Services across North Wales will be provided on a hub & spoke
model from the hospital hubs, with common opening times and service
provision, wherever possible co-located with the out of hours service. There
will be further services provided from Bryn Beryl Hospital and Tywyn, with a
reduced range of opening times.
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The strengthening of provision at hospital hubs would be facilitated by closure
of current Minor Injuries Units at Ffestiniog Memorial Hospital, Colwyn Bay
Community Hospital, Flint Community Hospital, Mold Community Hospital,
Chirk Community Hospital, Llangollen Community Hospital and Ruthin
Community Hospital.
X ray services
Plain film X ray services will be provided on a hub & spoke model with
common opening times and service provision from each Hospital Hub, open
Monday to Friday, 9am to 5pm. In addition there will be further provision from
‘spoke’ community units at Colwyn Bay Hospital and Royal Alexander
Hospital to ensure the required level of capacity to meet demand and also
support the outpatient services as required.
To deliver this the plain film X ray services will no longer be provided from
Blaenau Ffestiniog Health Centre, Bryn Beryl Hospital, Tywyn Community
Hospital, Eryri Hospital, Mold Community Hospital and Ruthin Community
Hospital.
Other specific proposals
Meirionnydd – changes to services provided from Ffestiniog Memorial
Hospital: development of a plan with Gwynedd County Council for greater
integration of services within Blaenau Ffestiniog; refurbishment of the current
community hospital facilities to provide enhanced community services,
targeted health promotion activities, a base for community staff and potentially
the expansion of primary care services. We are proposing that community
hospital bed care and minor injuries services for the local population would be
provided from Ysbyty Alltwen.
North Denbighshire –replacement of services provided from the Royal
Alexandra Hospital, Rhyl, and Prestatyn Community Hospital: replaced by
development of a new integrated facility which offers co-located and
integrated health, social and third sector care supported by holistic health and
well-being care
Central & South Denbighshire –replacement of services currently provided
from Llangollen Community Hospital: development of an extended primary
care resource centre with a wide range of facilities and integrated health and
social care with third sector; community bed health care will be provided
through the roll out of the enhanced care service and through a combination
of commissioned independent sector care and use of hospital beds at Chirk.
North West Flintshire – changes to services currently provided from Flint
Hospital: further work will be undertake jointly with Flintshire County Council
on developing a masterplan for the town; including the development of a new
facility to replace the current premises and provide primary and community
services. Community hospital bed care and minor injuries services will be
provided from Holywell.
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Older People’s Mental Health
We propose to develop more community based services for older people with
mental health needs and reduce dependence on a hospital based
institutionalised model of care. There will need to be changes to our inpatient
beds to enable this to happen.
We propose to provide a greater level of community support, together with
providing enhanced residential care in partnership with the local authority to
support people within the community in south Gwynedd; to do this we would
propose confirming the closure of the older people’s mental health units at
Dolgellau (Uned Meirion) and Bryn Beryl (Uned Hafan.)
There are proposals to provide more community based support on Ynys Môn
and this will enable a reduction in the number of beds at Ysbyty Cefni.
There are proposals to replace the inpatient and day services provided at
Glan Traeth, Rhyl, using facilities at the Ablett unit at Ysbyty Glan Clwyd until
a new facility in North Denbighshire is developed.
Acute hospital services
The majority of our acute hospital services will see no change from the
proposals arising from the service reviews.





There will be three acute hospitals in North Wales (Ysybty Gwynedd,
Ysbyty Glan Clwyd and Wrexham Maelor Hospital)
There will be three Emergency Departments for North Wales, with the
vast majority of emergency cases still being dealt with at the hospital at
which the patient arrives
We will provide three midwifery-led units at the acute hospitals alongside
the three consultant led obstetric services, together with antenatal and
postnatal care, which may also be provided in community facilities
We will continue to provide paediatric emergency, inpatient and
assessment services at the three acute sites, together with outpatient
services although there will be some change in how these services are
delivered, to strengthen assessment services

We will continue to regionalise certain sub-specialities in accordance with
accepted guidance.
Maternity, Gynaecology and Neonatal Services
The workstream has described the overall strategic direction and principles for
maternity services, including a greater focus on health promotion and
prevention of poor maternal and foetal health, moving towards reduced levels
of elective caesarean rates
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There are proposals to develop a single neonatal intensive care service for
the North Wales babies needing this complex level of care (around 36 per
year), which could be commissioned from Arrowe Park, on the Wirral.
Surgical services
The more significant changes proposed to our acute hospital services are
linked to the networking of some surgical services, in order to ensure there is
a safe, reliable and consistent service available for the whole population of
North Wales.
The Non-elective General Surgical Services review has reached a position
where there are two alternative proposals:



to continue to provide consultant cover 24/7, non-elective operating
theatres and inpatient beds at the three acute hospitals
or
to re-configure this service to work from Ysbyty Gwynedd and Wrexham
Maelor Hospital and support Ysbyty Glan Clwyd in a network
arrangement, which will have competent and qualified surgical opinion
to assess any patient with a suspected surgical condition who may
present at YGC.

If non-elective general surgical services were to change to the second of the
two options described above, there would be a number of consequent
changes due to the interdependencies between clinical services. We
describe this as the networking of surgical services – the three hospitals
working together to provide a safe, consistent and sustainable service.
More complex gastro-intestinal surgery and higher risk trauma patients should
also be managed from the two sites with consultant rota, non-elective
operating theatres and inpatient beds, in view of the clinical need for support
for these services from consultant general surgeons. Lower risk trauma, which
forms the vast majority of activity for this service, will continue to be managed
from all three acute hospitals.
Linked to this potential change, the Maternity, Gynaecology and Neonatology
project board has put forward proposals potentially to consolidate emergency
gynaecology and major elective gynaecology at Ysbyty Gwynedd and
Wrexham Maelor.
A small number of medical conditions may need to be managed differently if
the move to the networked surgical arrangement were to proceed. We will
work through the details of these with clinicians in order to ensure there is a
safe service able to respond to these conditions appropriately and without
undue delay.
The vascular services review is considering two alternative proposals to
change the way that emergency and major arterial surgery is provided in
order to meet quality standards and guidelines, moving from a current delivery
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across all three acute hospitals, to be consolidated at either two or one of
them in North Wales. The locations have yet to be confirmed.
These potential changes if confirmed offer an opportunity to consolidate
arthroplasty – hip and knee replacement surgery – at Ysbyty Glan Clwyd, to
develop a centre of excellence with greater efficiency and to balance the
impact of any change in capacity at the hospital arising from changes to nonelective general surgical services.
The Health Board will seek opportunities to develop network solutions for
further elective specialist services in order to ensure a robust and sustainable
future for all of our acute hospitals.
9. FINANCIAL ASSESSMENT OF OPTIONS
The position to date on the service reviews, when taken in isolation, has
identified additional costs to meet the required service standards. These costs
will be incurred over a period of 3 to 5 years.
This assessment represents a summary of work to date based on
assumptions made earlier in the process regarding the models proposed.
Trauma & Orthopaedics
The additional costs flagged for Trauma and Orthopaedics are costs already
agreed by BCU and accounted for as recurrent expenditure.
Paediatrics services
These costs include the implementation of the community nursing strategy in
full. The costs also do not account for the potential receipt of Flying Start
monies which if achieved would partially offset the costs.
Locality and Community Services and Older People’s Mental Health
For locality and community services, it is assessed that the consolidation of
services onto the hospital hub sites and consequent rationalisation of other
facilities identified in the scoping document would release resource sufficient
to meet the required investment in enhanced community services and a stable
community based workforce.
Acute services
The following analysis provides an illustration of the overall position when the
service reviews for the acute hospitals are taken as a complete picture. The
scenarios identified are summarised as follows:
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Scenario 1

Scenario 2

Distributed model of care
across all 3 acute
hospitals
No change in service
location. Movement is to
deliver standards.
Vascular services to be
consolidated.

Distributed model of care,
but with networked
surgical services
Non elective general
surgery, gynaecology & high
risk trauma in YG & YWM.
Substitution of elective
orthopaedic arthroplasty
service into YGC.
Vascular services to be
consolidated.

The costing information to date is summarised in the following table for
illustrative purposes. It takes into consideration the capital charge implications
of the indicative capital costs calculated and brings in an assessment of the
impact of optimism bias. There is detail that sits behind each service review
cost figure that continues to be refined.

Cost Summary Table (Illustrative):Revenue Costs
Non elective surgery review
Vascular surgery review (assumed neutral)

Scenario 1
£000s
1,498

Scenario 2
£000s
94

3,439
2,256
3,770

3,332
2,256
3,770

0

753
Please see
footnote
WAST
appraisal
awaited

0

250

10,963

10,455

Trauma & Orthopaedic review (assumed
neutral with T&O Plan)

Obstetrics & Gynaecology review

(with

Anaesthetics Standards)

Neonatal intensive care review
Paediatrics review
Costs impacting across Service
Reviews:Anaesthetics (emergency cover)
Clinical support (e.g. radiology, pathology)

Patient transport
Capital charges
Total
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Total (with optimism bias5 @ 41%)

15,458

14,742

At present, the planning analysis assumes movements in clinical support areas,
theatres and ward beds will remain neutral overall unless outlined in the specific
service review. Further assessment will be required particularly for the
transitional period. Costs have, therefore, been limited to the above details.

For radiology and pathology, initial work has not identified any negative
impact on revenue.
Further details will be provided in the business case for service change
following the outcome of formal consultation.
Affordability
Affordability continues to be tested and solutions sought. The Health Board
has identified a number of areas which may offset the potential increase in
costs for the service reviews including the following:


The new patient pathways and model of care will reduce the unit cost of
our services. Current analysis suggests an excess over benchmarked
comparators of between £37M and £47M. The gap against
benchmarked costs for the service review areas equates to £14.2M of
this total
Reduction in locum expenditure for the organisation overall – 50%
reduction would reduce current overspend by £7M
Reduction in bank costs by same proportion would produce £3M
Reduction in overtime by 50% would release £1.5M





Best case achievement of all of above would deliver £58.5M which would
significantly alter the scale of the CRES challenge to the organisation over
coming years.
There are also actions being taken in respect of reduction in bed days due to
improved chronic conditions management; productivity and efficiency targets;
e-rostering gains across non-nursing staff groups; consultant contracts –
move to 10 sessions; rational disinvestment in procedures and interventions
based on best evidence; reduction in workforce number from current position
and economies gained from changing the estate footprint and its associated
running costs to the organisation.
Capital implications
5

Optimism bias: this is a figure applied to costings in line with guidance from HM
Treasury, to support work undertaken where there is outstanding information and analysis
required to complete a full financial appraisal. It is intended to redress the identified
tendency of project appraisers to be overly optimistic.
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It is assumed that Scenario 1 described above would have minimal capital
implications as there would not be a requirement for any significant move of
service at the acute sites.
Scenario 2 would require some capital investment in order to extend
accommodation at Wrexham Maelor hospital; this is deemed to be deliverable
and an acceptable financial cost compared to the increased revenue costs of
scenario 1 (as set out above.)
Scenario 2
Scheme Details

2013/14

2014/15

2015/16

2016/17

2017/18

Total

Capital
charges

£000

£000

£000

£000

£000

£000

£000

WMH Ward

100

4,850

50

Total capital requirement

100

4,850

50

-

-

5,000

250

5,000

250

Capital implications for redevelopments within localities and community
services have been assessed at approximately £41million. This includes
investment in respect of potential schemes in North Denbighshire and
Llangollen, together with investments for Flint and Blaenau Ffestiniog. The
redevelopment of Tywyn Community Hospital is subject to business case
which is currently with WG for approval.
10. EQUALITY AND HUMAN RIGHTS IMPLICATIONS
Under the Equality Act 2010, we have general duties to have due regard to
the need to:




eliminate unlawful discrimination, harassment and victimisation
advance equality of opportunity between people who share a relevant
protected characteristic and those who do not
foster good relations between people who share a protected characteristic
and those who do not.

The protected characteristics are age; race/ethnicity/nationality; disability;
religion & belief (or non-belief); gender reassignment; gender; marriage & civil
partnership; sexual orientation; pregnancy & maternity.
As part of our overall approach to fulfilling the general equality duties, we
have included equality impact assessment as an important part of the service
review process from the start. Each of the areas of service referred to in this
paper has undertaken equality impact assessment screening and is
continuing to review any potential impact as work continues.
Our approach to impact assessment also includes consideration of the impact
on the Welsh Language, in line with our commitment to fulfilling our legal duty
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in the context of the Welsh Language Act 1993. Any relevant impact will be
identified and addressed.
We also have specific duties set by the Welsh Government to involve
representatives of groups with the protected characteristics who may have an
interest in our functions, and also to involve people in assessing the likely
impact on protected groups of any policies or practices being proposed or
reviewed.
Alongside the potential consultation period, we will undertake further
engagement with stakeholders on equality and human rights considerations to
feed into an integrated impact assessment which will take account of views on
rural impact; health impact; mental health and well being; and flag any
sustainability and environmental issues.
11. FEEDBACK FROM ADVISORY COMMITTEES
The proposals for potential service change have been presented to the major
advisory forums, in accordance with the Guidance for Engagement and
Consultation on Changes to Health Services.
This includes:




the Stakeholder Reference Group
the Healthcare Professional Forum
the Local Partnership Forum

The feedback from the Stakeholder Reference Group and the Healthcare
Professional Forum is attached as Appendix 1. Verbal feedback was received
from the Local Partnership Forum and the ratification of formal feedback is
awaited.
The guidance also identifies the Local Service Boards’ role as key
stakeholders in this process; we have briefed LSBs on the Healthcare in North
Wales is Changing programme and presented to a workshop of
representatives of all LSBs in June on the emerging proposals and how we
would take forward any potential consultation.
We have also presented to the National Clinical Forum on two occasions on
the issues we have been considering and in June, on the emerging proposals
for change. Feedback from the NCF was that the session was positively
received.
The full feedback from the Forum is attached as Appendix 2.
Our involvement with the CHC is referenced in the section below.
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12. TRANSITION AND IMPLEMENTATION
Following the proposed period of consultation, a formal analysis of the
responses to the consultation will be undertaken which will be published.
Consultation proposals will be reviewed in the light of the consultation
outcome. The Community Health Council will also review the consultation
responses and will consider whether the consultation proposals can be
supported.
The Board will then consider its position in relation to the proposals, and
whether the recommendations for service change are to be accepted.
We anticipate that recommendations will be ready for submission to the Board
by December 2012. This timescale will however need to be flexible to
respond to any challenge from the Community Health Council concerning the
proposals, or any requirement for review and revision of proposals following
consultation.
13. PREPARATION FOR CONSULTATION & NEXT STEPS
Should the Board agree that the proposals contained in the Board papers
represent viable proposals for future service models, and decide to
commence formal consultation on change proposals, we anticipate that this
will begin in August and run for a period of 10 weeks, as discussed with the
Community Health Council.
We have involved the CHC in all consideration of the service change
proposals, through attendance at each service review project board and also
through the project groups supporting the engagement and consultation
process. This attendance is clearly defined as having observer status, with
speaking rights, in order that the CHC’s position of independence is not
compromised.
We have presented to the CHC a summary of potential consultation issues
and the CHC have formally agreed:
 the scoping of the consultation: matters which should be open to
influence in consultation
 the period of consultation
In addition, we have commissioned an assessment of compliance from the
Consultation Institute on our consultation proposals.
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14. RECOMMENDATION
The Board is asked to:
 consider the outcomes of the service review work
 consider the proposals for service change and decide the preferred
position
 confirm whether proposals if implemented would constitute substantial
change
 agree that BCU HB should enter into a period of formal consultation as
identified above as necessary.
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APPENDIX 1
SUMMARY OF RESPONSE OF THE SRG
TO SERVICE REVIEW PROPOSALS
At the meeting on the 11th June 2012 the SRG received comprehensive
presentations on five review areas and was asked to consider its engagement
in the process from two perspectives:


The role of SRG set out under Standing orders and their terms of
reference, which included advising the Board on strategic direction



The specific role of SRG identified in the Guidance for Engagement and
Consultation on Changes to Health Services, which includes exploring
the issues, refining the options and discussing and agreeing the
questions for consultation.

Localities and Community Services
SRG supported the direction of travel of the Localities and Community
Services review i.e. providing care in the community closer to the patient’s
home.
There was broad support for an approach to consultation that covered three
strands:
-

broad consultation on the strategic direction and general principles
detailed consultation in those localities where substantial change would
be proposed
general consultation in localities where further work remained on the
detailed future service model, which would allow the public to comment
on what services would be provided and where.

In addition the following points were felt to be important in taking the work
forward:
- clarity regarding which localities have specific proposals and what
these proposals are
- use of personal / patient stories to illustrate potential change
- emphasis on partnership working in the future model
- clear and detailed communication on new service models
The SRG also considered that clarity was now needed regarding the level of
resources necessary to strengthen community services, in order to meet
future demand and the areas of potential disinvestment to achieve this.
Older People’s Mental Health
SRG supported the direction of travel of the Older People’s Mental Health
review.
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There was support for an approach to consultation similar to the Localities
and Community Services:
- broad consultation on strategic direction and general principles
- detailed consultation on localities where substantial change was
proposed
- more general consultation in other localities
Maternity, Gynaecology & Neonatal Services and Paediatric Services
The SRG was generally in support of the preferred clinical model of maternity
& paediatrics distributed on 3 sites as presented. The difficulties in balancing
access, cost and deliverability were recognised, which the Board would need
to address.
In relation to the Neonatal Intensive Care Unit proposals, the SRG recognised
that serious consideration needs to be given as to whether the Unit should be
outside of North Wales or not, taking into account the need to balance the
factors of access, risk, cost and deliverability. The preference would be for a
locally based service. However, it was recognised that there would be an
opportunity cost to a local development and that the unit may need to be out
of the area. If this option was adopted, the SRG would need to be assured
that the quality of the service provided met the highest standards.
Non-elective General Surgical Services
The Group recognised the difficulties facing the Health Board in sustaining the
delivery of Non-elective General Surgical Services. The issues of workforce
and the need to ensure a safe response must be addressed. The Group
considered both the distributed (3 sites) and networked (2 sites plus 1)
models and understood that both were clinically deliverable.
With regard to consultation, it was explained that the Board may reach a
preferred option of the two discussed. However, consultation may cover both
the distributed and the networked models.
During discussions, the question of trauma and orthopaedics was raised. The
SRG recognised that higher risk trauma would need to be linked with the Nonelective General Surgical Service configuration.
Vascular Surgical Services
It was recognised that the evidence was clear that in order to achieve better
outcomes, the question of volume of procedures must be addressed. The
SRG understood that the vascular emergency and arterial surgery services
would need to be consolidated onto one or two sites and supported this
proposal, subject to further work being undertaken to confirm the best
configuration.
David Scott
On behalf of the BCU Stakeholder Reference Group
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BCUHB Health Professional Forum response to Service Reviews
June 2012
The BCUHB HPF met on the 11th June to discuss the Non-Elective General
Surgery, Vascular Surgery, Maternity, Gynaecology and Paediatric, Localities
and Community and Older Person’s Mental Health reviews.
The HPF had previously received and discussed the case of need for change
for most of these reviews and has agreed with the general principles of
providing care closer to the patient’s home whilst keeping quality high and
meeting required standards.
The HPF were provided with presentations on the reviews and the following
comments of a general nature were made, these are followed by those
specific to a review. We had not been provided with any prior documentation
and detailed examination of the cases was not possible in the time available.
Members of the HPF have been involved in many of the project boards, have
attended stakeholder group meetings and have taken soundings from
colleagues. There was agreement that BCUHB has involved a wide range of
staff and public in the reviews and that the process was robust with evidence
of clinical engagement. The need to involve all staff in the process was
highlighted not just those that had access to email. It was also felt that there
needed to be care in avoiding the perception that this was a self serving
exercise only involving senior medical staff and not one aimed at providing an
improved quality service available to all patients.
The HPF found it helpful where a review was able to present a preferred
option with clinical unanimity, as well as the evidence as to how it arrived at
that opinion. The presence of a fully worked through option appraisal would
be of help in understanding how the preferred option had been arrived at,
taking into account deliverability and sustainability. There was an anxiety that
consulting on multiple options would create confusion and could give the
perception that the LHB was unable to reach a decision on how best to
provide services when it had the clinical and managerial expertise at its
disposal.

The need to present a cohesive and integrated planned service for
consultation was seen as being vitally important. This must demonstrate that it
has taken into account all the varied interdependencies that exist between the
reviews. Some of the options in one review are incompatible with options in
another and these knock on effects are not, as yet, clearly defined in the
material presented to us.
The HPF felt there was value in ensuring that the patient perspective was
highlighted and the recent positive press coverage of the changes in cancer
services in London, with illustrative vignettes of patients benefiting from
specialist services in the centre of excellence followed by ongoing treatment
closer to home, were noted.
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The HPF were still not clear as to whether travel times were a significant
factor or not. Some presentations discounted travel times as a factor in
improving outcomes whilst others made a highlight of the need to be within 40
minutes of a locality hub. Consistency in approach within the final document is
going to be essential along with a demonstration that rurality has been fully
explored and taken into account.
The HPF recognised that, in the present financial climate, drawing up plans to
meet existing quality standards it is unlikely that there will be any immediate
cash releasing savings, though there may well be longer term cost savings.
Furthermore in attaining the goal of treating more patients in the community,
there is a transition phase where the costs will be higher and the proposed
savings will yet to be realised. It was also evident that some of the proposed
options were going to need investment, therefore consideration needs to be
given as to whether the proposed disinvestments required to meet any extra
costs are outlined or not.

Non Elective General Surgery:
The message that of the 30 admissions per day across N Wales that
only 9 had an operation and only 3 within 24 hrs was compelling
evidence that few patients were a true “emergency”.
Any major expansion of consultant surgeons will need full explanation
of how their elective sessions are being utilised.
The underlying evidence for accepting (or not) the Royal College
advice on rotas, staffing and number of centres needs to be clear.
Vascular Surgical Services
The degree of clinical unanimity was heartening and it was recognised
that agreeing on the defined vascular centres would be dependant on
the outcome of the NEGS.
The direction of travel was accepted as essential given the numbers
and the need to keep skills high.
Locality and Community.
The HPF has previously agreed with the case for change and the
general direction of increased care closer to the patient’s home. If that
message is to be consistent some thought needs to be given as to how
to explain the closure of community beds in some hospitals, along with
clarity as to whether it is closure of the beds or the facility as a whole.
The engagement process so far has attempted to involve GPs but
response has been patchy.
Questions were raised about how community services would be
strengthened to cope with the extra work load whilst the funding would
still be centralised in the CPG hospital sector and the CPG continued
to be constrained by the need to have significant cost saving plans in
place.
Mental Health for Older People
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The cohesive aspirational plan for integrated quality services working 7
days a week closer to the patient’s home was compelling.
The further reduction in bed numbers makes sense in light of the low
bed occupancy numbers however the long distances patients and
relatives have to travel to facilities in the west at present is not
sustainable.
The proposed move of inpatients back to Ysbyty Gwynedd may be
seen as a move back to how things were in the past and raise
questions about previous decisions around the use of facilities.

Maternity, Gynaecology and Paediatrics
The HPF were fully in agreement with the desire to increase the
percentage of deliveries that followed the low risk pregnancy pathway
and acknowledged the importance of normalising child birth.
The HPF were heartened to be presented with a preferred option that
had been fully worked through and had full clinical endorsement.
There was recognition that to achieve national standards there was a
requirement to invest in neonatal and midwifery services.
Though we were presented with a three site model for obstetrics with
consultant and midwifery units in parallel, there still seemed to be an
option of a future stand alone midwifery led unit, which seemed to be in
some variance with the reasoning behind the presented preferred
option.
It was noted that there is not yet a consensus on the provision of
neonatal ITU for babies from N Wales and that the present model is not
sustainable.
The desire to modernise the provision of paediatric services, the
increased use of assessment units and where appropriate care in the
community is to be commended.

Andy Fowell
On behalf of the BCUHB Health Professional Forum
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APPENDIX 2
FEEDBACK FROM THE NATIONAL CLINICAL FORUM
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LOCALITIES & COMMUNITY SERVICES REVIEW
EXECUTIVE SUMMARY
Context
We want the people of North Wales to receive high-quality, safe care and treatment in
the most appropriate place, as close as possible to their own homes.
Moving towards a service which empowers people and supports them to maintain their
well being and independence will require a large shift towards primary and community
health care, which may not be cheaper than current service models but is likely to be
more effective and sustainable in the long term.
Case for Change
Since the ‘Case for Change’ was presented to the Board in November 2011, we have
undertaken a significant amount of further engagement across the 14 localities in North
Wales to help us develop our thinking and ideas for the provision of primary and
community services. A particular focus has been given to targeted prevention,
enhancing care at home and shifting services from acute hospitals to community
settings.
Considering the evidence base, the case for change and the views of staff and
stakeholders, a Primary & Community Services Model has been developed which allows
a standard service provision across North Wales and brings together prevention and self
care, primary care services, community based services, enhanced care, the
development of Hospital Hubs as focal points for service delivery and specialist
community care services.
Proposed Service Changes
Within the report consideration has been given to how best to implement this Model so
that we can achieve the vision of the Board. To do this within the financial constraints is
challenging and we need to reduce duplication of services and consolidate current
resources to allow us to provide consistent services, in terms of quality, opening times
and specification. We also need to invest in community and primary care premises and
ensure that the estate can support the provision of modern care services well into the
future.
With the Board commitment to provide enhanced care at home across North Wales and
the service developments in community settings already being progressed by Clinical
Programme Groups, good progress is already being made. However, it is now
recognised that more significant changes are necessary and the proposals outlined in
this report will therefore require formal consultation. These include the development
and location of ‘Hospital Hubs’, changes to minor injuries services and plain film x ray
services and additional changes to specific community facilities. If approved, these
proposals will allow us to move further forward in the implementation of a sustainable
model of care which addresses the need to focus upon prevention of ill health and also
provides better access to community based services for the whole population, with
improvements to patient outcomes and experiences.
Recommendation
The Board is asked to consider the proposals and the recommendations within the
report in relation to consultation.
Localities & Community Services Review

Executive Summary v1

LOCALITIES & COMMUNITY SERVICES REVIEW
JULY 2012
Enhancing Care in our communities
1. INTRODUCTION AND CONTEXT
Primary and community care services form the bedrock of services in the NHS
and make an invaluable contribution to ensuring the health and well-being of the
population we serve. Over recent years the strategic principle, both locally and
nationally, has been to provide safe, quality services as locally as possible and to
relieve the growing demand on acute hospitals. As a result, the need to change
service provision and enhance delivery in the community has been agreed as a
key strategic priority for the Health Board1.
No one wants to go to hospital unless they have to and everyone wants to get
back home as quickly as possible. Therefore our challenge is to make sure that
people only go to hospital when they need to and only stay in hospital for as long
as they need to be there. We can only achieve this if we improve services in our
local communities.
We want the people of North Wales to receive high-quality, safe care and
treatment in the most appropriate place, as close as possible to their own homes.
We also need to take account of the reality of the financial challenges that we
face and we must make sure we are able to live within our means, making every
penny count.
Achieving this across North Wales will require considerable change to the way we
currently care for our population, provide services and utilise our resources,
focussing upon what can be delivered locally in a safe, sustainable manner.
The proposals for change outlined in this paper have therefore been developed to
reflect this ambition to which the Board has committed.
This programme of work has been guided by the Primary and Community
Implementation Board, which has multi-agency representation and is chaired by
the Vice-chair of the BCU Health Board.
2. THE CLINICAL CASE FOR CHANGE
The increasingly older population and growing burden of chronic conditions
presents a significant challenge for us. We have to redesign our services to better
meet the needs of older people, while at the same time intervening in the early
years to reduce the future prevalence of chronic conditions in older age, many of
which are linked to smoking, obesity and physical inactivity.
There is emerging evidence of the benefits of re-focusing services more towards
prevention and into community settings, and on the whole, our current model of
care does not address this as well as it could.

1

Public policy, and health policy in particular, has for many years placed a high
value on delivering public services closer to people’s homes and with a clientcentred focus. Health policy has emphasised prevention, self care and early
intervention and the need to move away from a hospital centric model which is
not designed to meet the future needs for ongoing care of older people living with
one or more chronic conditions. The most relevant recent Welsh Government
health polices reinforce this drive, for instance “Setting the Direction” in 20092.
Moving towards a service which empowers people and supports them to maintain
their well being and independence will require a large shift towards primary and
community health care services, which may not be cheaper than the current
model but is likely to be more effective and sustainable in the long term.
As part of the review work undertaken in North Wales we know that, where
possible, people prefer to have services located closer to their home or to be
cared for at home. Accepting that there are no significant new monies to invest in
the development of new primary and community services3, there will be a need to
transfer resources from other areas, including secondary care.
Public Health Wales have undertaken a further review of evidence to support the
review of Localities and Community Services.4. This has provided guidance in
terms of how we might best provide community services in the future.
The main findings in this report absolutely support the need for a greater
emphasis on cost effective preventative interventions. There is also a need to
focus on chronic diseases and the provision of community based services that
can improve health outcomes and reduce emergency admissions, such as
pulmonary rehabilitation and cardiac rehabilitation. The report describes the
effectiveness of integrated care provision and examines the benefits of a
multidisciplinary approach to ‘hospital at home’ models of care, such as improved
patient experience and outcomes.
The report also provides evidence around the role for community hospitals,
suggesting they could be centres for provision such as integrated care,
diagnostics, and outreach services, especially in rural areas. There is evidence
that transfer to a community hospital after an acute admission (step down care),
leads to improved functional outcomes and independence.
3. VISION FOR THE FUTURE
Reflecting on the case for change and in responding to the challenges we face,
we will:
•
•
•

Promote good health, helping to improve the quality of people’s lives and
ensure healthier lives for future generations;
Support people with long-term chronic conditions, such as diabetes and
heart failure, to have more control over their own health, and avoid hospital
admission;
Enhance patient education and access to support for self care, including
adherence to medication
2

•

Design services to meet the circumstances of each local area, making
them more responsive to the needs of patients and local communities;
Enhance care at home, avoiding admission to hospital and reducing
hospital stays for those who are admitted, working with social services and
the third sector
Deliver more end of life care at home, meeting the wishes of individuals
and families
Transfer more services such as outpatients, diagnostic support, therapy
services to local community settings, improving access for more patients
Improve access to diagnostic facilities for GPs to allow quick decision
making and avoid unnecessary hospital admission
Ensure that our hospitals, clinics and other facilities are fit for the future,
making them better places to be treated in and to work in.

•
•
•
•
•

4. SUMMARY OF ENGAGEMENT
The need to engage with partners, stakeholders and the public in reviewing
community services commenced with the North Wales Clinical Strategy work in
2009. Since then detailed work has been undertaken to support various projects
and this has influenced the development of our proposals to enhance the delivery
of out of hospital services in North Wales.
Particular areas of work which have supported this Review include:
•
•

•
•
•
•
•
•
•

Health, Social Care and Well-Being Strategies for each county area
The creation of 14 localities across North Wales each with a multi-agency
Locality Leadership Team and Locality Stakeholder Group (see Appendix
1)
The Llangollen Hospital project
The Llandudno Hospital project
North Denbighshire Project
Meetings with GPs and hospital doctors in the evenings and at Grand
Round meetings
Presentations to Local Authority Scrutiny Committees
Specific forums eg. Flintshire County Forum, Ffestiniog Development
Group,
Meetings with the Local Medical Committee

In addition the Chronic Conditions pathfinder work has been completed in
Gwynedd and South Wrexham, as a Demonstrator site for Wales, which has also
influenced our review, with evidence of engagement to support a number of
priority areas.
A major conference was held in May 2011 bringing together about 120 people
from our Clinical Programme Groups, Local Authorities, Voluntary Sector and
Primary care contractors to identify priority themes for the development of locality
working. This identified widespread support for the development of integrated
community based services within localities. Participants reflected upon the
learning and successes of existing service models which included the improved
3

integration of health and social care services, delivery of intermediate care and
CCM Demonstrator projects.
On the 9th November 2011 an engagement event was held with around 100
stakeholders to consider further how we prioritise the work required to deliver the
model of care in our local communities. In particular the participants considered
3 key priority areas, namely prevention, enhanced care at home and moving
services from acute hospitals to local communities. Comments and themes
raised by participants have been recorded and where used in the development of
further locality engagement meetings.
From January to June 2012 further significant engagement has been undertaken
at a locality level. Locality Stakeholder Groups have been established with a
wide spectrum of local representation including, locality based community staff,
County, Town and Community Councillors, Hospital League of Friends
representatives, local voluntary sector groups, social services, GP practices and
the Community Health Council.
A series of three meetings were held with each Locality Stakeholder Group to:
1) Present and agree the Case for Change and the 3 priority areas,
2) Present and agree a Generic Locality Model of Care
3) Present and discuss various scenarios at a local level in implementing the
Locality Model of Care
Around 240 stakeholders attended each set of meetings held across North
Wales, with an average of 40 people for each local meeting. The North
Denbighshire stakeholders group has been in place for a longer period and have
been considering the service needs of that Locality with a particular focus on the
Glan Clwyd Hospital Project.
In summary there has been a general acceptance of the case for change, priority
areas and the Primary and Community Services Model, recognising that there
were some specific local concerns raised about how these may impact on current
service provision and use of current community premises.
A common theme from stakeholders was that the way the model of care is
implemented will have to be adapted to meet the specific needs of a locality
population, and this was a particular area of discussion for the more rural
localities. When implementing a new model of care many requested that new
services are either put in place or that it can be demonstrated that other current
services are able to meet demand, before changes are made.
In discussing improving access to local services, several participants raised the
need to work more closely with Community Transport providers and Welsh
Ambulance Services Trust (WAST) in the coordination of transport support.
Also key to improved availability of local services was the need for better
information and communication with the public, partners and professionals
4

regarding what services are available, where and when. Services provided
should be sustainable and of a consistent standard and availability.
All the views and discussion from these meetings were collated and considered in
determining the recommendations of the Review.
5. PROPOSALS FOR CHANGE
Considering the evidence base, the case for change and the views of staff and
stakeholders we want to move away from a model of care based around acute
hospitals. To do this we need to further prioritise the prevention agenda and
strengthen primary care and community services, in terms of access, capacity
and the types of services that can be provided. To do this within the financial
constraints is challenging and we therefore need to reduce duplication of services
and consolidate current resources to allow us to provide consistent services, in
terms of quality, opening times and specification.
The following proposals for change have therefore been developed for
consideration by the Board.
Primary & Community Services Model
The Primary & Community Services Model (see Appendix 2) should be adopted,
allowing common access to core services across North Wales including: –
•
•
•
•
•
•

prevention and self care,
primary care services,
community based services,
enhanced care,
the development of Hospital Hubs
specialist care for a wider population base.

These services will be available to the whole population of North Wales, with a
particular focus on three priority areas of Targeted Prevention, Enhancing Care at
Home and moving services from acute hospitals to local communities.
Key Priority Areas
Targeted Prevention
We will ensure that we promote the health of our citizens. To do this we will:
•

•
•

Place a greater focus upon health promotion and wellbeing by using the
skills in primary care, such as GPs and community pharmacists
concentrating on priority areas such as smoking, diet, alcohol consumption
and exercise;
Review commissioned prevention services with primary care contractors to
agree areas to target;
Support the delivery of the findings of other service reviews eg. early years
intervention, falls prevention;
5

•
•
•
•
•

Ensure Public Health Wales support to Locality Leadership Teams to
identify appropriate target group(s) & interventions at local level;
Extend falls prevention programmes;
Further promote the Expert Patient Programme;
Further develop of telehealth and telecare;
Continue to work closely with social services to identify and support carers

Enhancing Care at Home
We will seek to maintain the independence of citizens by delivering more care in
their own homes. To do this we will –
•

Build upon the demonstrated success of the Home Enhanced Care
Scheme in North Denbighshire and other intermediate care services. To
do this we will continue to work in partnership with Local Authorities, the
Third Sector and Carers, using the skills of GPs, nurses, therapists, social
workers, support services and staff to offer 24 hour a day, 7 day a week
support to people in their own homes.
Personal care is provided free of charge to the individual during this period
of enhanced care.
BCUHB is rolling-out this model of care, as a core service, across the 14
localities to enhance the intermediate care teams already in place. This is
being undertaken in a phased approach across North Wales.

•

Ensure consistent delivery of end of life care, connecting together primary
care, community services, hospice support and specialist palliative care
teams to support people to die at home, in accordance with their wishes
and those of their family.
A pilot project has already commenced in the North Denbighshire Locality
to progress this work.

Shifting Care from Acute hospitals to Community Settings
Many services that have historically been provided from acute hospital settings
can now be safely and effectively provided more locally, in community settings or
patients own homes. However we need to ensure that the demand for services
and the critical mass of patients allows staff to develop competencies and skills,
as well as ensure the delivery of efficient services.
The Clinical Programme Groups have already developed and begun to
implement such changes and will continue to implement this shift in care.
Examples include chemotherapy in community hospitals, multidisciplinary pain
service, pre-operative assessment and adult rehabilitative audiology.
We also recognise that more outpatient services can be provided in local settings,
and we will be implementing alternative approaches to appointments, e.g.
telephone follow-up, telemedicine, and patient initiated follow-up.
6

Primary Care Services
Local primary care practitioners (GPs, Pharmacists, Dentists, and Optometrists)
will continue to provide a full range of core services to treat minor illnesses as
well as focus on prevention services.
Working with GPs and social services, improvements to mental health care are
underway and this is being strengthened with the development of local primary
care mental health support workers. Community Mental Health Teams will
continue to provide on-going care for those patients who require longer term
support.
More specialist services, such as sexual health and diabetes care, will also be
provided by GPs. Some of these services will be available in all surgeries whilst
some may be undertaken by a local GP who has gained an expertise in treating
patients with a particular condition. To support this approach GP practices will be
encouraged to work closely together, within a “cluster” of practices.
There will be a particular focus on:
•
•
•

•
•
•
•

Improved access to GP Services
Development of a workforce plan for GPs and practice nurses
Review of enhanced service provision within the GP contract to include:
- the commissioning of COPD Local Enhanced Service
- review and strengthening of Care Homes Enhanced Service
- the commissioning of the Anticoagulation Enhanced Service across
all Localities
Further opportunities for Community Pharmacy services, such as a
pathfinder project to care for patients with minor illnesses.
Continued improvement to access for dental services
Development of a revised Primary Care Estates Strategy to ensure
premises are fit for purpose
Improved communication between primary & secondary care clinicians

Implementing the Primary and Community Services Model
Development of ‘Hospital Hubs’
The enhanced delivery of primary and community based care outlined above will
alter the need for traditional community hospital based care as well as that
currently provided in our acute hospitals. A new approach is required to
delivering care in community hospital settings, which addresses the need for
improved access within the resources available. This can be achieved in North
Wales.
The provision of community hospital services varies across the 14 Localities. The
current location and function of community hospitals reflects their historic
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development rather than identified population need. This has lead either to
duplication and overlap in service provision, as well as presenting challenges in
maintaining clinical standards, staffing and quality of service.
We have identified a number of community hospitals and other sites as potential
‘Hospital Hubs’, to be the focal point where we deliver a broader range of
services, to a consistent level of quality and safety. These hubs will be the base
for urgent care such as GP out of hours services and minor injuries. There will be
a wider range of outpatient services and we will enhance the facilities for therapy
support, reducing the number of patients who travel to acute hospitals for these
services. We will provide a wider range of diagnostic testing and support, with
improved access, including x-ray, ultrasound, and near patient pathology testing.
We will use these sites to support our mental health services in the community
bringing more local access to memory clinics and other services. Such changes
offer the potential to make a positive difference to the delivery of local services,
and allow the provision of more care to more patients in local settings.
Introducing this approach will have an impact upon all of our community
hospitals. For some people who currently access very local services and may be
required to travel further where locations are changed. This is particularly a
challenge for those without access to their own vehicles, or who do not have the
support of family or friends to offer transport. We are working with community
transport organisations to address these issues and have set aside resources in
our financial plans to meet these needs.
It is proposed that the following locations will form the hospital ‘hubs’ for the local
communities they serve:
-

Ysbyty Penrhos Stanley
Ysbyty Gwynedd
Ysbyty Alltwen
Dolgellau Community Hospital
Llandudno Hospital
Ysbyty Glan Clwyd
Holywell Community Hospital
Deeside Community Hospital
Wrexham Maelor Hospital
Denbigh Infirmary

99.6% of the population are able to access these locations within a travel time of
40 minutes.
Furthermore the ‘hubs’ will be supported by other community hospitals,
community premises and primary care facilities, including:
-

Eryri Hospital – further consideration needs to be given to co-locating
specialist stroke services on the Ysbyty Gwynedd site
Bryn Beryl Hospital
Tywyn Community Hospital
Colwyn Bay Community Hospital
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-

Mold Community Hospital
Chirk Community Hospital
Ruthin Community Hospital

However, the range of services provided from these sites will change.
Minor Injuries Services
Minor Injury Services will be provided using a ‘hub & spoke’ model, from Minor
Injuries Units (MIUs) or Emergency Departments, with common opening times
and service provision, based at the Hospital Hubs and wherever possible colocated with the GP out of hours service. This includes a new service
commissioned from Deeside Community Hospital.
Where this is provided from an Emergency Department, patients attending for
minor injuries will be streamed into a nurse led service. The MIUs will be open 7
days a week, 8am – 8pm (to respond to peak demand hours for the service).
This main provision will be supported by a small number of GP practices in the
most remote communities. In addition there will be further provision from ‘spoke’
MIUs at Bryn Beryl and Tywyn due to travel times and/or increased demand
during holiday periods. Suggested hours for ‘spoke’ MIUs would be 7 days per
week 10am -6pm (April- September) and 5 days per week (October – March).
The strengthening of provision at Hospital Hubs would be facilitated by closure of
current Minor Injuries Units at Ffestiniog Memorial Hospital, Colwyn Bay
Community Hospital, Flint Community Hospital, Ruthin Community Hospital, Mold
Community Hospital, Chirk Community Hospital and Llangollen Community
Hospital.
These changes will allow the provision of a consistent core service provision
which can work much more closely with the GP out or hours services and better
meet the demands for minor illness and minor injuries services.
Plain Film X ray
Plain film X ray services will be provided on a hub & spoke model with common
opening times and service provision from each Hospital Hub, open Monday to
Friday, 9am to 5pm. In addition there will be further provision from ‘spoke’
community units at Colwyn Bay Hospital and Royal Alexander Hospital to ensure
the required level of capacity to meet demand and also support the outpatient
services as required.
To deliver this the plain film X ray services will no longer be provided from
Blaenau Ffestiniog Health Centre, Bryn Beryl Hospital, Tywyn Community
Hospital, Eryri Hospital, Ruthin Community Hospital and Mold Community
Hospital.
There are specific proposals for further changes to existing community
facilities, to support the implementation of the strategic direction and
principles:
9

Meirionnydd – change to services provided from Ffestiniog Memorial
Hospital
Consideration has been given to the previous review of the hospital undertaken
by the former Gwynedd LHB and the three subsequent independent reviews5, a
local needs assessment6, discussions at Locality Stakeholder Group meetings
and with local representatives, as well as comments received in relation to the
most recent independent review by Dr Ed Roberts.
Gwynedd Local Authority recognises the need to improve the quality of housing
support in Blaenau Ffestiniog and have been working with partners to consider
the options for the future. The Local Authority and Health Board will continue to
work together to develop improved facilities and better integrate health and social
care services for the population.
In general, Blaenau Ffestiniog is a relatively deprived part of Wales with a
younger population profile than the Welsh average. In reviewing health outcomes
and lifestyle factors there is an evident need to further address and support the
whole population and it is recommended that:
•
•
•

•

•

Enhanced care at home is provided for the population to support patients,
wherever possible to be cared for in their own homes;
Where a community hospital inpatient stay is required this is provided from
Ysbyty Alltwen;
Work continues with Gwynedd Local Authority and housing associations to
agree a development plan which further integrates service provision and
facilities to best meet the needs of the whole population;
There is a continued use of the hospital premises to provide enhanced
community services, targeted health promotion activities, a base for
community staff and potentially the expansion of primary care services.
Minor Injuries and X ray services should be provided for the population at
Ysbyty Alltwen, with improved opening hours

Consideration has been given to all issues raised from previous reviews and
reports in developing these recommendations.
North Denbighshire – changes to services provided from the Royal
Alexandra Hospital, Rhyl, and Prestatyn Community Hospital; together with
possible consequent change to the location of services currently delivered
from the following - Abergele and Prestatyn Dental Clinics, and Lawnside
CAMHS clinic
Linking to the re-development of Glan Clwyd Hospital, work has taken place with
the North Denbighshire Core Project Group and Community and Acute Project
Reference Group to develop a list of possible scenarios to support the
sustainable provision of community healthcare services and community in-patient
beds for the North Denbighshire locality.
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It is recognised that the ability to improve services in the locality is restricted by
the physical limitations of a number of the existing premises and that to best meet
the needs of the population there is a requirement for an integrated development.
The Locality Stakeholder Group has considered the range of scenarios including
the potential for a single facility in the locality or two new/redeveloped facilities,
whether of equivalent size or a larger and a smaller facility. They expressed a
considerable degree of support for a single integrated facility. There was a lower
level of support for the ‘two facility’ options.
However, having given full consideration to the work completed to date as well as
the programme of stakeholder engagement, we have reached a position where
we do not consider the two site model to be a deliverable option.
It is proposed therefore that the preferred option should comprise of a single
‘community hospital facility’ with in-patient beds that brings together a full range
of health, social care and third sector services over extended hours, 7 days per
week.
The model is firmly based on the demographic profile of the locality rather than
the historic configuration of healthcare services.
Central & South Denbighshire – changes to services currently provided
from Llangollen Community Hospital
The ability of the NHS, local government and other agencies to improve services
in Llangollen has been restricted in recent years by the physical limitations of
existing health and social care buildings / estate and the lack of suitable,
accessible sites for an integrated development. It is also recognised that the
current hospital premises would require significant investment to ensure the
building was best able to support the provision of hospital services well into the
future.
There have been many reviews of services and the estate in Llangollen. The
most recent in-depth analysis of current services provision and future demand
was undertaken jointly by Health and Social Care in 2004/05. This work indicated
that a joint development such as an extended primary care resource centre in
Llangollen, with an enhanced range of primary, community, social care and
voluntary sector services would effectively meet the future needs of the
population of Llangollen. However this work was not progressed as there was no
site available for such a development.
More recently a number of meetings have been held with a range of
representatives from health, social care and voluntary sector services that
currently provide care in Llangollen. Following wide discussion, consensus was
reached that an extended primary care resource centre should be developed for
Llangollen. A wide range of services could be provided from the Centre such as
minor injuries, therapies and mental health. The centre would also allow the colocation of primary health and social care teams and voluntary services. This
would facilitate integrated one stop access to the full range of primary health and
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social care services and a range of community based services. The River Lodge
site has been identified as the preferred site for this development and subject to
the outcome of consultation on the proposals for Llangollen, a business case will
now be prepared for submission to Welsh Government.
The needs of many of the patients who are currently admitted to Llangollen
Hospital will be met through the roll out of the new Enhanced Care at Home
model of care (as described above). Some patients will still require access to
community bed-based care and it is proposed that this is provided through a
combination of commissioning beds from local care homes and the use of Chirk
Community Hospital.
As a result of these changes the Llangollen Community Hospital building will no
longer be required to support service provision.
North West Flintshire – changes to services currently provided from Flint
Hospital
Flintshire Local Authority is in the process of completing a detailed ‘masterplan’
for the town of Flint, recognising the need to develop the town’s infrastructure.
Similarly there is recognition that the current health care premises in the town are
not fit for purpose and the ability to improve services for the local population is
constrained by the physical limitations of the existing premises. The hospital
building would require a significant level of investment to be suitable for the
provision of services for the local population well into the future.
It is therefore recommended that:
•

•
•
•
•

Further work is undertaken with Flintshire Local Authority to support the
masterplan which further integrates service provision and facilities to best
meet the needs of the whole population;
A new facility is developed to replace current premises and support the
delivery of improved primary care and community services
Enhanced care at home is provided for the population to allow patients,
wherever possible to be cared for in their own homes;
Where a community hospital inpatient stay is required this is provided from
Holywell Community Hospital;
Minor Injuries services should be provided for the population at Holywell
Community Hospital.

Consideration has been given to all issues raised from previous reviews and
reports in developing these recommendations.
Ongoing review
In the other localities of North Wales we will continue to work with local
stakeholders to consider how the Primary and Community Services Model could
be further implemented, including how their current clinics and hospitals could
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work together better to support the delivery of improved community services
whilst avoiding local service duplication.
6. INTERDEPENDENCIES
There are strong interdependencies between the development and delivery of
these changes and the delivery of some of the recommendations of the other
major service reviews taking place in North Wales. The prevention agenda
features highly in these reviews, not only including primary prevention, such as
supporting ‘early years’ but also secondary prevention such as falls prevention
and other targeted self care programmes.
In addition the Primary and Community Services Model will better support earlier
discharge from acute hospital interventions and bring services such as preoperative assessment for orthopaedics into local communities.
In terms of the review of Older Peoples Mental Health services there is a
particular correlation with the service model being proposed and the reduced
reliance on institutionalised care to better support in local communities and the
patient’s own homes.
7. FINANCIAL ASSESSMENT
There is clear evidence that by developing community services and capacity the
demand on our acute and community hospitals will be better managed. We have
referred to work previously undertaken for North Wales eg. Secondary Care
Review (2006)7, the York report8, CCM Demonstrator learning papers and
reports9.
We have identified a range of community services which will reduce the number
of people admitted to hospital for care, and enable those who are admitted to
return home quicker, reducing the time they stay in hospital. It is these reductions
in hospital usage that will give the opportunity to release resources to finance the
improvement of community based services.
The Health Board already has a significant resource available in community
settings to deliver care but we must ensure that services are delivered across
North Wales to meet the needs of our citizens in the most resource effective way,
removing unnecessary duplication. We have to best balance the needs of our
whole population, with equitable access to services, with ensuring that the model
of care is affordable now and in the future.
The proposals outlined therefore allow us to disinvest in some of our ageing
community premises and to consolidate resources to invest in:
•
•

The delivery of enhanced care at home across all localities;
A reduced estate footprint to ensure the provision of modern buildings
which are fit for purpose and will support the provision of integrated
services well into the future;
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•
•
•

The commissioning of more enhanced services from primary care
contractors;
Improved and consistent access to locally based services;
Shift of services traditionally provided from acute hospitals to local
communities.

This can be incrementally managed within current budgets, however as the new
service model moves the demand and service provision away from our acute
hospitals, funding can shift into the further development of primary and
community services.
Capital & Estates Implications
To support the proposals that have been detailed there is a requirement to invest
in community and primary care premises. The immediate priorities required
would be:
•
•
•
•

Primary Care Resource Centre in Llangollen
Primary Care Resource Centre in Flint
New integrated community facility in North Denbighshire
Re-design of the Ffestiniog Memorial Hospital

These schemes would require a level of investment in the region of £35million,
with further investment required to support the delivery of a revised primary care
estates strategy. In addition a business case has been submitted to Welsh
Government outlining a proposal to relocate the GP Health Centre in Tywyn to
the Community Hospital site, at a cost of £5.7million.
The service and estates strategy for Llandudno Hospital describes a series of
service developments on the hospital site over a 5-10 year period. During
2012/13 capital business cases will be submitted to Welsh Government for a new
Minor Injuries Unit; the creation of a 'Rheumatology Hub'; and the provision of a
Women's Centre. Other developments will include the provision of an expanded
and modernised outpatient department on the hospital site.
There will also be ongoing investment in community estate improvements which
will be adapted based on the final recommendations of this review to support any
consolidation of services or premises. This will be funded from the Health
Board’s discretionary capital allocation.
8. EQUALITY IMPACT ASSESSMENT
The process of undertaking Equality Impact Assessments (EqIA) is embedded
within the Review of Primary and Community Services. .
An initial EqIA was undertaken on the proposed model for localities. From the
assessment undertaken at that stage it was evident that overall the service
models proposed in the Localities and Communities Services Review would have
a positive impact on the population, in particular on promoting equality in terms of
Age, Disability, Gender, Pregnancy/Maternity, Race/Ethnicity, Welsh Language
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and Human Rights. Issues in relation to rurality have also been considered
recognising that there are specific challenges in relation to isolation, travel times
and critical mass for our more remote communities.
Not only does undertaking this exercise ensure that BCUHB meets legal
requirements but importantly it ensures that, at a time of significant proposed
changes which affect service users and our staff, our decision-making is done in
a fair, accountable and transparent way. In order to further progress this
important work a task and finish group has been established which includes
various disciplines including:•
•

•
•
•
•
•

Public Health Wales
Representation from Key Clinical Programme Groups such as
Radiology, Therapies, Diagnostics and Primary, Community &
Specialist Medicine
Third Sector
Community Health Council
BCUHB Chaplain
Staff Side Representative
Representatives from Corporate Departments

It is understood that the EqIA will continue to develop as further evidence
emerges during the consultation process, and will need to be revisited as
possible changes to proposals are identified. This is an essential element of the
process to ensure that the potential impact on any population groups or staff is
fully understood and mitigated against.
9. TRANSITION AND IMPLEMENTATION
As outlined in the paper there has already been some progress in developing
community based services and care closer to or in patient’s own homes.
This has included the commitment to the delivery of enhanced care at home
across all of North Wales. In addition, individual projects to shift services into
community settings are already being progressed such as the delivery of IV
therapies.
Any significant proposals outlined in this paper will not be implemented until the
completion of consultation, development of final recommendations and
subsequent approval by the Board. Such approved changes will then be
implemented incrementally from January 2013.
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10. RECOMMENDATIONS
The Board is asked to:
•
•
•
•

Reaffirm commitment to the strategic principles on which this review is
based
Consider the outcome of the service review work and the proposals
outlined
Confirm that proposals if implemented would constitute substantial change
Agree that BCUHB should enter a period of formal consultation, to include:
-

The Primary & Community Services Model
Development of Hospital Hubs
Changes to Minor injuries Services and X ray services
Further changes to specified community sites
Further consideration of future service provision in localities
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Appendix 1: Localities in North Wales

Appendix 2: Primary & Community Services Model
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Appendix 3: Recommended Hospital Hubs
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OLDER PERSONS MENTAL HEALTH REVIEW
EXECUTIVE SUMMARY
The North Wales review of Older Persons Services has been undertaken due to the need to
consider how we can improve the patient/user experience, ensure the delivery of safe
services whilst achieving national quality standards of care, being able to recruit and retain
specialist staff whilst providing education and training opportunities.
The Review has been clinically led, with strong multi-disciplinary and multi-agency
representation on the steering board.
Case for Change
There is agreement amongst clinicians, partners, service users and carers that the way we
provide services have to change to meet current and future demand. The Review
considered population health need, quality standards and workforce issues.
Due to the aging population and increasing numbers of older people with mental health
problems we need to focus on ensuring that we provide a needs based service, that can
meet future demand.
Assessment of Options
The Steering Board have developed a potential framework for the delivery of Older Persons
mental Health Services across North Wales. It recognises that this will be delivered in
different ways but people will be able to access as full a range of local services when it is
safe and sustainable to do so. The focus is to move away from a bed based model of care
and replace it with a robust community model which offers timely interventions.
Summary of Potential Benefits
The changes proposed have the potential to deliver the following improved outcomes:
• Early intervention and early diagnosis.
• Prevent crisis and carer breakdown.
• Improve care in care homes.
• Allow/support people to remain in their normal place of residence.
• Reduce reliance on acute beds.
Recommendation from Project Board
The recommendation from the project board is to develop community services which are
responsive to need and less reliant on bed based services. The Board is asked to consider
the proposals and the recommendations within the report in relation to consultation.

OLDER PERSONS MENTAL HEALTH
REPORT ON SERVICE CHANGE PROPOSALS
1. INTRODUCTION AND CONTEXT
This paper reports the outcome of the review project which has been considering
Older Persons Mental Health Services since the work commenced in 2011. The
initial focus of the review was to assess our current services and to determine
whether there was indeed a case for change.
The service review was established to support the development of the overall
service model set out in accordance with the five year clinical service plan for
Mental Health & Learning Disability Clinical Programme Group. The review is led
by a North Wales steering board which is made up of representatives from
health, social services, service user and carer, Care Forum Wales, CHC,
Alzheimer’s Society and Public Health Wales.
The essential areas that this review has included are:•
•
•
•
•

Enhancing the patient/user experience including quality, access and
reliability (focus and evidence base for greater gain)
Delivering safe services
Achieving national quality standards of care
Recruitment and retention of medical, nursing and other specialist staff
Provision of education and training opportunities

The review project board has now reached a position where a number of services
change proposals have been identified as clinically deliverable and appropriate
for consideration by the Board and, if needed, formal consultation.

2. THE CLINICAL CASE FOR CHANGE
In February 2012, a report1 was presented to the Board which summarised the
findings of the work that had been undertaken to review population health need,
the evidence base and current service configuration. The Board accepted there
was a case for change to services and required further work to refine scenarios
and undertake further engagement.
The clinically led steering board identified that there was a clear need for a
change in the way that our existing services are delivered. To maintain the status
quo is not in the best interests of the population because there are currently:•
•
•

Variations in service delivery including low bed occupancy across all units
and long average lengths of stay
Huge dementia diagnostic gap and increasing number of referrals
Problems with safely staffing the in-patient service

1
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Mental Health
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•
•
•
•
•
•
•

The accommodation and environment in some in-patient units are not the
required standard
Lack of services for nursing homes and increasing pressure on
Community Mental Health Teams
Lack of medical, nursing, psychology and therapy resources to meet
current needs
Lack of development of early intervention services, community services,
intermediate care and crisis services
Increased demand from general hospitals and lack of liaison services
Lack of equitable services for older peoples’ support mechanisms in the
community
Need to improve support to carers

The most notable drivers for change being:Population Health Needs
The strength of evidence around dementia prevention is currently not strong.
However, the evidence that is available suggests that the most promising
approach to reducing the prevalence of all forms of dementia is a more general
promotion of healthy lifestyles, particularly for those in mid-life.
The evidence also highlights the value of early intervention and diagnosis, as a
significant number of people and their families are living with dementia unaware
of its existence. Early intervention can help to slow the progress of dementia and
its symptoms, and can help better to prepare individuals and their families for the
future of living with the condition.
In the UK life expectancy has risen considerably over the last twenty years, and
as a result the proportion of older people within our communities is also
increasing. This success brings new challenges for health services to make sure
they can meet the needs of this ageing population, in respect of both their
physical and mental well-being. Older people are very much part of family life and
their communities. The maintenance of wellbeing for older members of society is
a shared concern for all generations within it. However, in some areas of North
Wales a high proportion of people live alone and support from family members
may not be available for them.
The proportion of older people in the Welsh population has been steadily rising
over the past twenty five years. Increased life expectancy is a very important
factor in the projected rise in the proportion of older people. The proportion of the
population aged 60 and over accounts for nearly one in four people in Wales.
For example, in North Wales it is forecast that the number of people with
dementia will increase by 35% over the next 20 years. Dementia prevalence
roughly doubles every 5 years from the age of 65 onwards. It has been recently
estimated that dementia costs the UK £23 billion a year, presenting a greater cost
than cancer (£12 billion per year) and heart disease (£8 billion per year)
combined. Most of this cost, £12.4 billion per year, is met by unpaid carers, with
the rest made up of Social Care costs (£9 billion), health care (£1.2 billion) and
productivity losses (£29 million).
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Quality Standards
Our current system does not always allow for consistent compliance against
many of the most important nationally agreed quality and safety standards.
This includes and results in;• Prolonged temporary closures of both community and acute inpatient
services.
• Ageing estate and design which does not provide the level of
accommodation required for optimum care and intervention
• Variation in waiting times and access to memory services
• Care of patients in general hospital settings
• Focus on developing a model which is be less dependent on bed based
services and will meet the priority areas set out in the National Dementia
Vision for Wales
Medical Workforce
Medical recruitment is a major factor with insufficient resources to provide safe
medical cover in accordance with the guidelines issued by the Royal College of
Psychiatrists. A number of unsuccessful attempts have been made to recruit
medical staff in some areas of North Wales. Other factors include:•
•
•
•

Staff shortages
The move to consultant delivered care
The European Working Time Directive (EWTD) limits the amount of time
that staff can work in a week
Over reliance on locum and agency staff

In summary services must be safe and of high quality, while also being
sustainable in the longer term in an area which has, historically, faced some
difficulties in recruitment.
Nursing Workforce
Hospital - The nursing establishments through 2011 have been reviewed and in
some mental health wards, nurses have been recruited above establishment to
ensure ongoing safety. Efforts have been made to ensure the reliability of nursing
rota’s to agreed minimum staffing levels.
Community - The nursing establishment for community services requires
modernisation as some areas are under resourced. This is particularly the case
for Gwynedd where there is no dedicated community mental health team
specifically for older people. There is the beginning of a community resource in
South Gwynedd but this requires further development and resources.
Liaison Services - A particular deficit is the lack of resource for hospital liaison
nurses in to each of the District General Hospitals and the many community
hospitals. This is particularly the case for hospitals in the West of the BCU.
Age Equality in adult mental health services
Of all health and social care services, older people’s mental health services have
been highlighted as one of the worst examples of discrimination. Services need
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to be planned and delivered in collaboration with other CPGs and partners based
on a person’s needs and not their age.

3. VISION FOR THE FUTURE
The principles agreed by the Board for our services have also been considered,
including those most relevant to Older Persons Mental Health Services:
•
•
•
•
•
•
•

Services will be of the highest quality, safe and responsive to need
Our focus is on improving mental and physical well being
Services will be co-ordinated with partners to provide integrated care
People will be able to access more services locally, delivered in a
place where they feel confident, safe, respected and satisfied with their
experience
People will be cared for in their own homes whenever possible,
consistent with their clinical needs and high standards of care
Those who do need an acute hospital bed should be admitted without
delay and supported to return home safely and as soon as is safe
Emergency care will be safe and reliable, able to provide a consistent
response at times of urgent need

4. SUMMARY OF ENGAGEMENT
Internal and external engagement commenced in July 2011 and to date the
following events have been held for all stakeholders including staff:Older person’s mental Health Stakeholder events
Date

Venue

20th September 2011
22nd September 2011
6th October 2011
13th October 2011
19th October 2011
24th October 2011
3rd April 2012
5th April 2012
17Th April 2012
24th April 2012
26th April 2012
10th April 2012
18th April 2012
25th April 2012

Porthmadog
Llangefni
Wrexham
Deeside
Rhyl
Llandudno Junction
Pwllheli
Dolgellau
Mold
Rhyl
North Powys
Llangefni
Wrexham
Colwyn Bay
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Engagement events held jointly with Locality Stakeholder Meetings
Date
16th May 2012
18th May 2012

Venue
West, North and Central Wrexham
Arfon and Anglesey

22nd May 2012
18th May 2012
25th May 2012
25th May 2012
22nd May 2012

Meirionnydd and Dwfor
Conwy East and West
Flintshire
Central and south Denbighshire
North Denbighshire

Throughout the review updates have been provided to the following:•
•
•
•

Healthcare Professional Forum, Stakeholder Reference Group and Local
Partnership Forum
Updates at Older Peoples Forums
Locality Leadership Meetings
GP Practice Managers Meetings

The questions asked during the first formal events were:1.
2.
3.
4.

What works well within existing services?
What doesn’t work well within existing services?
What don’t we do that you would like us to do?
What are the 3 most important things for you when looking at services?

In summary, the key themes that arose from this engagement were:•
•
•
•
•
•
•
•
•
•

The focus on early assessment and intervention
The importance of improving outcomes for older people with mental health
problems and not just dementia
The importance of developing services with partners to provide more
seamless joined up care
That services will be of high quality, safe and with strong reference to both
transport and access
Specialist health support to care homes
Access to crisis intervention in the community, increasing access to ‘out of
hours ‘ care
The key role of physical therapies in improving outcomes for patients e.g.
Speech & Language therapy, dietetics, occupational therapy and
physiotherapy
That services should focus on the needs of the patient and recognise the
vital role of carers and of treating all with dignity and respect
Improve the care of patients in our general hospitals
Training and education across all sectors
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•
•

Inter-agency working (especially third sector) to improve access to the full
range of services
Services must be based on need and not age, with particular attention to
older people with mental health illness and younger people with dementia

5. DEVELOPMENT OF PROPOSALS AND NON-FINANCIAL ASSESSMENT
OF OPTIONS
In order to undertake non-financial assessment of options, the project board used
a set of criteria which were based on the criteria developed with stakeholders for
the North Wales Clinical Services Strategy.
These criteria were tested again with stakeholders specific to the Older Persons
Mental Health review during stakeholder events throughout 2011. The criteria
were amended slightly, to reflect the views of the stakeholder sessions, and an
additional criterion was introduced to cover the importance of carer support and
involvement.
The headline criteria used for the narrative non-financial assessment are:Quality & Safety
• Does the service provide a high quality of clinical care for patients
• Will changes to services increase their quality and safety?
Sustainability
• Can the service continue to be provided in the future?
• Is the service responsive to likely changes in population needs?
• Can the service adapt to changes in medical and other technology?
• Can the service be flexible to adapt to future demand?
Affordability
• Is the service affordable and achieving value for tax payers money?
• Will changes achieve better value for money?
Acceptability
• Does the service meet the expectations of local people?
• Does the service meet the needs of Carers?
• Is there an impact on recruitment and retention of staff?
• Does it fit with national policy?
Accessibility
• Is the service easy for people to get to?
• Are there clinical reasons that prevent the service being provided
closer to home?
• Will changes improve local access to healthcare and reduce travel
difficulties?
Deliverability
• Can change be delivered within existing constraints e.g. workforce?
• Can change be implemented in a reasonable timeframe?
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Following extensive engagement the following model of care has been
developed to provide a framework for the delivery of Older person’s mental
health services across North Wales:Voluntary Sector
• The Voluntary sector provides a wide range of services including,
information, training, treatment and support for people and their carers.
Many voluntary sector organisations provide services which are
specialised while others are more generic. They have developed
innovative ways of working and some are run by people from the
communities they serve and as such, being close to the people who
use the service, have a good understanding of their needs and barriers
to engagement. Consequently voluntary organisations may be more
able to reach people from communities who might otherwise not use
mainstream services.
Community Based Health & Social Care Services – Based on the
Locality Model
• Integrated Health and Social Care Teams
• Community based schemes to support service user and carer
(including crisis prevention)
• Primary Mental Health Workers/Generic Workers
• Integrated Day Care opportunities
• More 7 day working and extended hours of working
Access to the full range of primary care and generic Core Services:
• GP and out of hours services
• Social Services and their range of services e.g. Telecare
• District Nurses
• Pharmacy
• Dental
• Physical therapies
• Palliative and end of life care
• Independent providers – residential and domiciliary
Memory Services
The key components of a memory assessment service for the early
identification and care of people with dementia are:
•
•

Early identification and referral of people with a possible diagnosis of
dementia
Developing a high-quality service for dementia assessment, diagnosis
and management

Memory assessment services should be the single point of referral for all
people with a possible diagnosis of dementia.
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Older Persons Community Mental Health Teams (Including younger
people with early on set Dementia)
Community Mental Health Teams operate an access and assessment service
to anyone referred to the service. It offers specialized assessments and
support for older people who experience mental health problems. People will
be offered a Care Plan by the CMHT, developed in discussion with
themselves and carers to clearly define what care the person needs and how
it is to be delivered. Teams will care for service users with functional and
organic illness (all older people). This is more sustainable, deliverable and
affordable.
The teams will work to a comprehensive person centred approach with active
case management, focusing on the needs of the individual and carer:
•
•
•
•
•

Developing a contingency plan
Education
Improving the quality of care in order to improve the quality of Life
Reducing the need for admission to hospital and long term institutional
care
Extended hours of working e.g. 8am – 8pm with access to weekend
care

Care Home Liaison Services
This service is an integral part of the community mental health team for older
people. It provides rapid access to specialist mental health services for
patients living in care homes, and could include Extra Care Housing. The aim
is to keep residents in their current setting, prevent escalation of difficult
behaviour and reduce hospital admissions. The service also aims to develop,
deliver and sustain learning through educational packages and advice to care
home staff, based on best practice and person-centred care, for people
presenting with mental health problems.
The service collaborates with all partners and has five main objectives, which
are to:
• Provide comprehensive mental health assessments for older people in
care homes and to formulate person-centred care plans
• Work in collaboration with partnership agencies and care homes to
enhance evidence-based, person centred care
• Support patients admitted to 24-hour care from an inpatient setting and
prevent readmission
• Provide short breaks for service users and carers providing opportunity
for re-assessment
• Support, educate and train care home staff in managing and caring for
older people with mental health problems
Overall aims are to improve patient care and prevent hospital admission,
ultimately enabling people to remain in their own care homes.
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This service should be seen as part of the CMHT role and not as a separate
service which protracted eligibility criteria
Enhanced Care Home Support
There are now many examples across the UK where health and local
authorities have worked in partnership to provided enhanced care in
residential homes for older people who have both mental health and physical
needs. This has primarily been about rehabilitation, re-ablement and respite
care. Models of care reviewed have had a greater focus on re-ablement as
opposed to intermediate care, (Lengths of stay range from a few days to 6
weeks, but the focus is usually 14 – 21 days).
Residential enhanced care usually takes one of two forms:• Step-up: to prevent admission to acute care
• Step-down: to facilitate a stepped pathway out of hospital
Key aims:
1. Prevent hospital admissions
2. Reducing length of stay in hospitals
3. Respite/reassessment
4. reduction of long term institutionalisation
Health Respite & Re-Assessment Options
Provision for community based beds either in a hospital setting or in Care
Homes
Younger Onset Dementia Services
Services which provide post-diagnostic counselling and support for the person
with the illness as well as to carers. The underpinning ethos of the service is
to ensure that the younger person diagnosed with dementia has the best
possible quality of life. The service offers support that is specific to the
younger age group, and has a strong practical focus covering areas such as
benefits advice, carer stress and adapting to changing life situations
Consultant Led Specialist In-Patient Units
Hospital admission is needed for people with psychiatric and behavioural
problems that cannot be managed in any other setting:1. In-patient care provides specialist expertise, with intensive levels of
assessment, monitoring and treatment, unable to be provided
elsewhere
2. It is imperative that there is good access to physical healthcare, with
robust arrangements for geriatric medical liaison
3. Community services must be developed to allow proper alternatives to
in-patient care to avoid unnecessary admission and facilitate early
discharge
Liaison psychiatry team – General Hospital
A Liaison Psychiatry Team approach is pro-active and is not limited to direct
patient contact. It aims to integrate the assessment and treatment of mental
disorder into routine general hospital practice. This approach requires:
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•
•
•

A high physical presence in the general hospital setting
Close collaboration with general wards
Development of education and training programmes.

Liaison Teams operate a single point of access. Each practitioner is able to build
relationships with general hospital disciplines and provide teaching, training and
support.
Liaison Psychiatry Teams can also provide support to general hospital staff
members working in stressful areas. Where community mental health team follow
up is required the Liaison Psychiatry Team approach allows easy access to
assessments and information for older people and also provides a meaningful
link to persons on a community mental health caseload who have been admitted
to the general hospital.
Liaison Psychiatry Teams is multi professional in nature, providing a strong and
visible presence in the general hospital, have peer support, co-ordinated
management and ability to access follow up from community based mental health
services. Liaison Teams are able to provide individual risk assessments with
regular reviews and management advice.
This service has benefits for patients, carers and staff which include better
standards of care, reduction in the inappropriate use of antipsychotic medications
and reductions in length of stay secondary to appropriate early interventions.
Crisis Intervention Team
Crisis Intervention is a team comprising of psychiatrists, nurses, social workers
and support workers, whose aim is to respond quickly to psychiatric crises and
wherever possible, to treat the person at home until the crisis subsides, reducing
the need for admission to hospital wherever possible. The team works with
people known to the Community Mental Health Teams
Learning Disability Services
There is an increased risk of Dementia in the Learning Disability client group, and
services need to be provided based on need, which will include close
collaboration between Memory Services and Learning Disability Team.

6. INTERDEPENDENCIES
The interdependency with the locality development is critical and that any change
is considered in relation to primary care, local authorities and third sector. In
order to improve the patient and carer experience, clinical and service links with
all CPGs must be considered, promoting the need for dementia to be
‘Everybody’s Business’. Close partnership working with Local Authorities,
independent and voluntary sectors will allow agencies to provide more seamless,
quality care, reduce duplication and ensure that statutory responsibilities such as
carers measure and safeguarding of vulnerable adults are maintained and
strengthened.
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7. FINANCIAL ASSESSMENT OF OPTIONS
An assessment of costings has been undertaken through the project board, led
by our Finance Department.
Work has been undertaken with respect to both revenue and capital
consequences of the service changes to meet standards, both individually for this
service area and overall for the combined configuration options with other service
change proposals.
A detailed business case is in development that will
ultimately support the outcome of any consultation.
A critical part of the governance process is to ensure that each of the service
reviews propose a safe service that is within the overall budget of the Health
Board over the next five years in a climate of real terms reduction for the
foreseeable future. We have estimated flat cash per year with a 5% cost saving
per year as a minimum.
The financial analysis to date indicates the review will be cost neutral when all
savings in the estate rationalisation are factored into the detail. The proposed
movement between inpatient costs and reinvestment in the community setting is
summarised below:Locality Areas

East Localities
Centre Localities
West Localities
Total

Inpatient Saving Community
Reinvestment
£000s
£000s
342
(818)
308
(767)
935
(1,585)
1,585

There are no capital implications associated with this model of care.

8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM THE PROJECT BOARD
The Project Board has considered the assessment against non-financial criteria
and also the initial financial assessment.
There is clinician and stakeholder consensus that providing a service which is
based on a model of care which moves away from bed based services to a more
robust community based service, with a focus on early diagnosis, would be more
flexible to meet present and future demand at the same time improving outcomes
for service users and carers. The project board recognises that issues of access
and transport are crucial and that local services need to be developed with
partners.
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The services described in the proposal for North Wales would result in the
following configuration of services, but would remain flexible to meet peoples
needs in the most appropriate place:East – Flintshire and Wrexham
• Strengthen CMHTs to provide extended hours of services and support to
care homes
• Strengthen Liaison services to Community hospitals and Wrexham Maelor
Hospital
• Strengthen Memory services to support early diagnosis
• Pilot Enhanced Residential Care Home support in South Denbighshire
• Adult Crisis Resolution, Home Treatment Team to provide support to older
people with functional illness (e.g. depression)
Central – Conwy and Denbighshire
• Re-provision of in-patient services presently provided in Glan Traeth Unit
and beds provided in the Ablett unit as part of North Denbighshire Project
or on the District General Hospital (This will result in an overall reduction of
in-patient beds, but no change to beds in Bryn Hesketh)
• Strengthen CMHTs to provide extended range and hours of services and
support to care homes
• Strengthen Liaison services to Community hospitals and Ysbyty Glan
Clwyd and Llandudno Hospital
• Strengthen Memory services to support early diagnosis
• Pilot Enhanced Residential Care Home support in South Denbighshire
• Adult Crisis Resolution, Home Treatment Team to provide support to older
people with functional illness
West – Gwynedd and Mon
• Strengthen CMHTs to provide extended range of services and hours in the
community and day units, including support to care homes
• Strengthen Liaison services to Community hospitals, Ysbyty Gwynedd &
Llandudno Hospitals
• Strengthen Memory Services to support early diagnosis
• Pilot Enhanced Residential Care Home support in Gwynedd
• Adult Crisis Resolution, Home Treatment Team to provide support to older
people with functional illness (e.g. Depression)
• Residents of south Gwynedd with have a choice of receiving in-patient
care in the unit in Cefni or Heddfan (Wrexham)
• Confirm the closure of Hafan (Bryn Beryl Community Hospital) and Uned
Meirion (Dolgellau Community Hospital) in-patient beds
• Phased reduction in beds in Cefni (optimum number 18) as Community
Model becomes established. The longer term aim will be to move inpatient services to Ysybty Gwynedd so that they are co-located with
physical health services and other specialist in-patient mental health
provision.
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9. EQUALITY IMPACT ASSESSMENT
In order to ensure that the work of the project complies with the equality specific
duties and gives due regard to equality and human rights considerations, the
project board received a briefing session from the Equalities Team. An equality
impact assessment screening has been undertaken to support the work of the
project. This was undertaken by a small group comprising project team members
and supported by representatives from the Community Health Council.
Our approach to impact assessment also includes consideration of the impact on
the Welsh Language, in line with our commitment to fulfilling our legal duty in the
context of the Welsh Language Act 1993. Any relevant impact will be identified
and addressed.
This work is ongoing, as any potential impact will become more clearly defined as
the options are developed. A number of issues have already been identified:
•
•
•

•

•

As older people tend to be higher users of the service, there may be an
impact on this group from any potential change in service delivery
Some people with a learning disability have a greater chance of
developing dementia at an earlier age
A number of the other protected characteristic groups tend to experience
barriers to access to health care services generally (physical and cultural)
and this review needs to consider whether these may be exacerbated by
any proposed changes
The impact on transport and access to services will need to be considered
in any potential changed service delivery model, particularly for older
people, people with disabilities, and people from areas of deprivation
where car ownership levels are lower. Transport is also an issue for
families and carers.
Ensure that services were developed, planned and provided on the needs
of the client and not based on their age. This applies to all services in
primary, community and secondary care services not just mental health
services.

As part of the stakeholder sessions we targeted at groups representing
service users and carers. Attendances at these sessions were low in
numbers but did provide the opportunity to hear directly from some
representatives of these groups. Ongoing work to develop engagement with
these groups will take place in order to inform the refinement of the EqIA
screening.

10. FEEDBACK FROM ADVISORY COMMITTEES
The proposals for potential service change have been presented to the major
advisory forums, in accordance with the Guidance for Engagement and
Consultation on Changes to Health Services. These forums were the
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Stakeholder Reference Group, The Healthcare Professional Forum, Local
Partnership Forum and the National Clinical Forum.
The feedback from these forums is contained in the summary Board paper
and adds to the evidence which the Board will need to consider in deciding
whether to proceed to formal consultation.

11. TRANSITION AND IMPLEMENTATION
It is expected that implementation will take in the order of twelve months.

12. RECOMMENDATION
The Board is asked to:
•
•
•
•

Consider the outcome of the service review work
Consider the proposals for service change
Confirm that proposals if implemented would constitute substantial
change
Agree that BCU HB should enter into a period of formal consultation as
necessary.
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PAEDIATRIC & CHILD HEALTH REVIEW
EXECUTIVE SUMMARY
Context
The overall aim of the review is to describe the optimum service delivery model that will
ensure safe, sustainable and efficient maternity, gynaecology, neonatal and paediatric and
child health services are provided for the population of North Wales. The essential areas that
this review has included are:• Delivering safe services
• Achieving national quality standards of care
• Recruitment and retention of medical, nursing, and other specialist staff
• Allowing for changes in employment legislation
• Provision of good medical education opportunities
• Control costs, benchmarked with comparable services elsewhere in Wales
Case for Change
The findings of the work of the clinically-led Paediatric Work stream conclude that there is a
clear need for a change to the way that existing paediatric and child health services are
delivered across North Wales.
In summary the key messages for the case for change are:
• The need to improve community child health services to support prevention and early
intervention, reduce inequities and improve population health outcomes.
• Insufficient numbers of registered nurses and health visitors to meet recommended
staffing standards
• Insufficient numbers of junior doctors to ensure sustainable rotas and training
• Not able to operate within available resources
This is a high risk speciality and that maintaining the status quo is not in the best interest of
the population.
Assessment of Options
The Work stream have a preference to provide three hospital consultant led services with a
clear emphasis on delivering an enhanced Community Children’s Health Services to ensure
safe, quality and accessible services across North Wales. These services will seek to
promote health, reduce inequality and deliver more clinical care in the community, to ensure
safe, high quality and accessible services for children and families in North Wales.
Summary of Potential Benefits
The changes proposed have the potential to deliver the following improved outcomes:
• Investment in early years and early intervention.
• Reduction in the number of emergency admissions with more care in the home or close
to home.
• Increase in immunization uptake.
Recommendation from Project Board
The Board is asked to consider the proposals and the recommendations within the report in
relation to consultation.

MATERNITY AND CHILD HEALTH REVIEW
REPORT ON THE FINDINGS FOR PAEDIATRIC AND CHILD HEALTH SERVICES
1. INTRODUCTION AND CONTEXT
This paper provides the Health Board with an overview of the review of services and the
Project Board’s final recommendations. The conclusions are in accordance with the five
year clinical service plan for Paediatric and Child Health services across North Wales.
The overall aim of the review is to describe the optimum service delivery model that will
ensure safe, sustainable and efficient maternity, gynaecology, neonatal and paediatric
and child health services are provided for the population of North Wales.
The essential areas that this review has included are:•
•
•
•
•
•

Delivering safe services
Achieving national quality standards of care
Recruitment and retention of medical, nursing, and other specialist staff
Allowing for changes in employment legislation
Provision of good medical education opportunities
Control costs, benchmarked with comparable services elsewhere in Wales

The initial focus of the review was to assess our current services and to determine
whether there was indeed a case for change. This was supported by the BCUHB In
November 20111. Whilst maternity and neonatal services were the driving force for the
review it is clear that paediatrics is by the nature of the speciality inter-linked, and the
revised configuration of any of these services needs to accept and acknowledge the
intimate inter-dependencies between them. It follows that any option must recognise
the inter-dependency that exists between these four services.
2. THE CLINICAL CASE FOR CHANGE2
The findings of the work of the clinically-led Paediatric Work stream concluded that
there is a clear need for a change to the way that existing paediatric and child health
services are delivered across North Wales. Variation in service delivery, outcome
indicators, public health data and problems with safely staffing and maintaining
compliance with standards for high risk specialities indicate that maintaining the status
quo is not in the best interest of the population.
The most notable key drivers for change being:Population Health Need
The health of children, young people and families across North Wales can be improved.
People’s health, including children’s health, varies according to where they live in North
Wales. Evidence from research into the different ways paediatric services are provided
1
2

Maternity & Child Health Review – Report on emerging findings for Paediatric Services
Maternity & Child Health Review – Paediatric Work Stream, Review of Evidence for the Case for Change
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across the world shows how to improve population health and reduce inequity. There
needs to be a coordinated and systematic approach to addressing people’s health
needs which learns from this evidence. Such an approach needs to integrate work
between colleagues in primary care, secondary care and partners, particularly local
authorities. One of the strongest themes arising from the evidence is the need to invest
in services for children in their early years as the highest priority. Current services are
mainly reactive, focused too often on crisis management.
Quality Standards
The current system does not allow consistent compliance against many of the most
important nationally agreed quality standards. The work stream concluded that following
a subjective assessment of our current compliance the present system does not meet
14 (or 42%) of the standards that were considered essential for a high-quality, efficient
service3. To improve safety and quality, services need to learn from research into ways
of delivering more services in primary care and in the community and in the delivery of
unscheduled care. There is a variation in child health outcomes across North Wales
linked to deprivation.
We are currently not achieving target immunisation rates in all areas of North Wales in
particular for Measles, Mumps and Rubella (MMR) and seasonal influenza. This leaves
some communities vulnerable to outbreaks of disease, such as measles. Social and
economic challenges lead to poor health outcomes and we need to develop primary
care and community paediatric services to prevent illness rather than treat it. By
supporting and improving children’s health we can reduce the demand on hospital
services. Supporting a good start to life is a vital basis for lifelong good health and the
current system needs to focus more on this.
Medical Workforce
A number of factors involving the medical workforce affects the delivery of paediatric
services. The European Working Time Directive (EWTD) limits the amount of time that
staff can work in a week. This radically changes the hours that doctors in particular can
work. Other factors include:•
•
•
•
•

Staff shortages and the related use of locum and agency staff
Unsustainable training rotas (new proposals from the Deanery in relation to trainees
and number of training sites)
The move to consultant delivered care
Conflicting demands of our emergency care and elective service provision
There is a reliance on locum and agency staff

Nursing Workforce
Within the current configuration, the service is not always able to meet RCN
recommended staffing levels for general inpatient care. Staff training and education
following registration is difficult to fully maintain. Nursing staff and Health Visitors
working in the community have high caseloads. This makes it difficult to do the
safeguarding, preventative and early intervention work which makes the most difference
to improving health outcomes for children and their families.

3

Assessment of Key Standards
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3. VISION FOR THE FUTURE
These principles build upon the principles which the Board is committed to which are set
out in the overarching paper. Specific to this review are:









Services will be of the highest quality, safe and responsive to need
Our focus is on improving mental and physical well being
Services will be co-ordinated with partners to provide integrated care
Children will be able to access more services locally, delivered in a place where
they feel confident, safe, respected and satisfied with their experience
Children will be cared for in their own homes whenever possible, consistent with
their clinical needs and high standards of care
Those who do need an acute hospital bed should be admitted without delay and
supported to return home safely and as soon as is safe
Emergency care will be safe and reliable, able to provide a consistent response at
times of urgent need
Our three district general hospitals will play an important role in our future
healthcare

The vision of future care for the Health Board identifies that emergency care should be
provided within a safe time and a reasonable distance. When emergency care is
needed, providing this safely and reliably for the whole population builds community
confidence that services are consistently available, safely staffed and that quality
standards will be achieved, all in order to deliver the best outcomes for children, young
people and their families.
The published evidence highlights clearly the benefit that results from focusing on
children and family services on promoting health and well being, preventing ill health
and on intervening early when health issues are identified. We need to work closely
with our partners to support initiatives such as Flying Start.

4. SUMMARY OF ENGAGEMENT
A structured review methodology has been used. The process has built upon the model
of extensive stakeholder engagement undertaken by the North Wales Clinical Strategy
in 2009. Internal and external engagement commenced in July 2010 and was
undertaken jointly with the Maternity, Gynaecology and Neonatal work stream. To date
the following events and actions have been undertaken:Summary of engagement events
Date and Venue
9th September 2010: Stakeholder Event (Llandudno)
September 2010: Interviews with service users – Paediatrics & Neonatal
27th September – 3rd October: Interview with service users – Women’s
5th October 2010: Stakeholder Event (Llandudno)
2nd November 2010: Discussion Forum for GPs
1st March 2011: GP Focus Group Llandudno
2nd March 2011: GP Focus Group Holywell
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18th & 19thApril 2011: Paediatric Consultant Focus Group
26th & 28TH April 2011: Women’s Consultant Focus Group
8th May 2011: Drop in session YG
14th May 2011: Drop in session WMH
11th May 2011: Drop in session Central (Faenol Fawr)
19th May 2011: Young People’s consultation Event
11th July 2011: BCU Drop in session (West)
19th July 2011: county stakeholder event, Porthmadog
21st July 2011: county stakeholder event, Wrexham
2nd August 2011: BCU Drop in session (East)
4th August 2011: county stakeholder event, Llangefni
9th August 2011: BCU Drop in session (Central)
11th August 2011: County stakeholder event, Mold
17th August 2011: County stakeholder event, Ruthin
18th August 2011: Local Authority and Third Sector stakeholder event, Faenol Fawr,
Bodelwyddan
23rd August 2011: County stakeholder event, Colwyn Bay
2nd September 2011: Summer Briefing for AMs, CHC, on all the reviews
7th September 2011: Women’s CPG Focus Group
7th November 2011: Update on Reviews
8th May 2012: BCU Drop in session (West)
14th May 2012: BCU Drop in session (East)
11th May 2012: BCU Drop in session (Central)
On line questionnaire
The above has been supported by:•
•
•
•
•
•
•
•

Bi-monthly CPG drop in sessions and team meetings
Updates to Children and Young People’s Partnerships
Local Midwifery Liaison committee
Stakeholder Reference Group
Health Professional Forum
Local Partnership forum
BCU Briefings following every project board meeting
Monthly update to partners via the Key Issues document

Effective engagement has been challenging. This has not been made any easier by the
very emotive service area under discussion and review. Strong and transparent
communication was paramount.
In summary, the key themes that arose from this engagement process were:•
•
•
•
•

The need to focus on prevention and early intervention
The importance of improving outcomes for women and children
The importance of developing services with partners to provide integrated care
That services will be of high quality, safe and with strong reference to both
transport and access
That services should focus on the needs of the family and recognise the role of
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carers and of treating all with dignity and respect

5.

DEVELOPMENT OF PROPOSALS AND NON-FINANCIAL ASSESSMENT OF
THE OPTIONS

In order to undertake non-financial assessment of options, the project board used a set
of criteria which were based on the criteria developed with stakeholders for the North
Wales Clinical Services Strategy.
These criteria were tested again with stakeholders specific to the Maternity, Neonatal,
Gynaecology and Paediatric reviews. The criteria were amended to ensure there was
focus on prevention and centred on the needs of the patients and families and were
used to assess any viable model of care against them.
The headline criteria used for the narrative non-financial assessment are:•
•
•
•
•
•
•

Safety
Quality
Centred on the needs of the patients and family
Accessibility
Sustainability
Deliverability
Affordability

The work stream identified a total of 14 potential options which included 1, 2 and 3
hospitals for acute and emergency paediatric care. All potential scenarios would be
supported by an enhanced community children’s heath service4.
In the development of any scenario the following principles were agreed:•
•
•
•

All scenarios need to reflect an understanding of population health needs placing
greater emphasis on prevention, with specific and targeted interventions aimed at
improving population health
Provide dignity in care and ensure the needs and views of carers are included
Any scenario put forward will need to be developed in tandem with the parallel work
being undertaken by the Maternity, Gynaecology and Neonatal work stream
Community Services will be aligned to the Locality Model

The biggest challenge the work stream and project board have faced is in relation to
ensuring that any future service which was assessed as safe was also sustainable. The
work stream short listed two options which were subject to extensive consideration:1. Consultant led paediatric services with co-located paediatric assessment units
in all three hospitals, supported by an enhanced Children’s Community Health
Service

4

Community Child Health Service – 2012 Working Draft
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2. Consultant led paediatric services with co-located paediatric assessment units in
two hospitals (Ysbyty Gwynedd and Wrexham Maelor Hospital). The third
hospital (Ysbyty Glan Clwyd) would be supported by paediatric out-patients, with
a paediatric middle grade in the Emergency Department. All three hospitals
would be supported by an enhanced Children’s Community Health Service.
The consensus of the work stream was that on the grounds of safety and access only a
consultant led three hospital option could be supported. The criteria of sustainability
and affordability would remain challenging but the priority was on providing safe
services.
Preferred Service design:•
24 hour, 7 day consultant led inpatient paediatric services at all three hospitals
•
Along side Paediatric Assessment Unit (PAU) at all three hospitals daytime 09002000hrs seven days per week.
•
Outpatients at all three hospitals supported by community clinics
•
Enhanced Community Child Health Services across North Wales
Addressing Population Health Needs;•
Community Child Health Services – Prevention/ Early Intervention
•
The remit of the public health workforce will shift from crisis intervention and
reactive services to working in a predominantly proactive preventative way on the
identified public health priorities: tobacco, obesity, breastfeeding, teenage
pregnancy, maternal/child mental health and parenting, immunisation and injury
prevention.
•
The focus will be on ensuring the systematic and coordinated implementation of
evidence based public health interventions, guided by the Local Public Health
Strategic Framework. Through this framework outcomes will be monitored in a
rigorous way at both the individual and population level. This approach will also
support the Health Board in its duty to achieve the child poverty targets relating
to Infant Mortality, Low Birth Weight and Teenage Conceptions.
•
Partnership working is a vital part of this approach particularly in supporting
vulnerable families. The public health workforce will work with partners to achieve
a more integrated family focused approach with a stronger focus on prevention
and early intervention, through programmes such as Families First, Flying Start
and Integrated Family Support Services (IFFS).
•
The outcome of this will be healthier children and families with reduced demand
on primary care, secondary and tertiary services.
Community Children’s Nursing
Enhanced community children are nursing will add value, increase the number of
children who can be safely cared for at home and reduce admission and the length of
inpatient stays. This model would provide more clinical care for children at home and in
community settings, for example:•
•

Development of community children’s nurses to provide appropriate clinical care
at home, including ward rounds of assessment units and wards by community
staff to optimise use of the service
Specialist nurse practitioners in long term conditions, complex and palliative care
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•
•

The new model will be available 7 days a week and between 7am and 10pm with
flexibility and resource to cover 24 hour periods when needed
There would be close or co-working with the assessment and ward teams to
ensure that only children who need inpatient care stay in hospital

Disability and Mental Health Provision
•
Increasing and integrating Disability and Children’s Mental Health services. The
services need to offer a flexible and robust service which can provide a better fit
in terms of demand and patient flows. This will directly affect the inpatient stays
in respect of timely mental health assessment and will include new service
models which are being developed by Tier 4 services
•
Disability services will play a much greater role in keeping children within their
family setting and preventing traumatic and expensive out of home provision.
Present services will be restructured to increase resources, reduce fragmentation
and strengthened in order to provide a more effective and family focused service.
This will happen in part through the integration with Local Authority children’s
services and closer working with the mental health teams
Community Paediatrics
•
Improve secondary community paediatric services in the community, to ensure
that care for children is managed in a community setting across North Wales
whenever clinically appropriate.
•
Provide enhanced training for community paediatricians to expand their roles to
provide this service. Children with complex medical problems eg.
Neurodisability, will then be under the care of one consultant paediatrician ensuring
continuity of care
•
Extend the role of nurses and therapists to take on a proportion of work
traditionally undertaken by doctors.
GP/ Primary Care Support and Education
•
The majority of children’s health care is delivered through primary care. The
standard of knowledge and support available to them in this role is variable.
Increased support in respect of telemedicine, advice, training, access to
community nurses and out of hours support will reduce attendance at emergency
departments and subsequent ward admissions/ assessments where appropriate.
The role of advanced nurse practitioners has been shown to be an effective
model and could also be integrated into the community nurse role.
•
The following are areas that could be further developed to improve care for
children outside hospitals, and communication between primary and secondary
care:1. Develop the role of primary care in the delivery of unscheduled care to
children, for example:
2. Improved training opportunities in paediatrics for GPs and primary care
staff
3. Triage by GPs
4. Closer working between GP OOH and A&E with signposting from A&E to
OOH
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•

5. Urgent care pathways for children
6. Adherence to protocols and pathways for management of children with
chronic conditions in particular asthma, diabetes, epilepsy
7. Adherence to guidelines and protocols for management of common
conditions such as fever, gastroenteritis, bronchiolitis
8. Telephone access to paediatricians for GPs & primary care staff for
specialist advice
Improved communication to ensure consistent messages are given to parents
and families on how to access most appropriate level of care for their child will be
vital

Acute Services
• By implementing the above evidence based service changes to address,
prevention of disease and health promotion, early intervention and providing
more clinical care for children in the community, the demand on the acute sector
services will reduce.
• Acute services will be delivered within a reduced number of beds at each site
• The acute beds will be configured within a single ward at each site
• Each ward will have a co-located PAU comprising 6 beds operational 8am -10pm
weekdays and 9am - 6pm at weekends. This will aim to prevent inappropriate
admissions.
• The bed numbers at Wrexham Maelor Hospital will be increased to
accommodate 16 -18 yr olds who prefer to be nursed on a children’s ward (this is
available in the other two units)
Site
Site 1
Site 2
Site 3
Total

Current number beds
28
40
28
96

Proposed number beds
including PAU
35
22
35
92

NB. This is based on the current activity and does not take into account any projected
reduction in acute activity following the implementation of Community Services
Workforce Sustainability
Due to ongoing difficulties in recruitment and training rotas there would still be a risk to
the future sustainability of the medical rota but in order to maximise the potential for
sustaining a three site model significant work has been undertaken on how this will be
achieved, :• To meet the Deanery requirements, it would be necessary to have two training
units, each receiving 4400+ admissions, each with 11 person junior and middle
grade trainee rotas
• One non-training unit, receiving 3200 or less. This site would be staffed with nontraining grade staff & consultants on an eight person middle grade rota which
would be EWTD compliant (It will be possible for there to be trainees at this
hospital, but they would be GP trainees, not Paediatric trainees).
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Consultants
Middle grades
Juniors
Admissions (eg)

Two Hospitals with Larger
units
7
11 (mixed)
11 (mixed)
5000

One Hospital with Smaller unit
6
8 (no trainees)
8 (no trainees)
3000

Consultant calculations
It is anticipated that part of the middle grade out of hours cover in the hospitals would
include consultant input, which would entail increased numbers of consultants. Whilst
money would not be allocated to unavailable middle grades, it would be allocated to
consultants taking on such cover. Day time cover would not be a concern, two
additional consultants could be considered to take on out of hours activity for three
middle grade places. In order to make these new consultant roles more attractive and
reduce staff turnover the out of hours duties would be shared amongst all consultants
and job plans re-worked for them.
Availability of medical staff
Middle Grades
Allocations from Wales (9) and Mersey (5) Deaneries – at present
Consultants acting on the middle grade rota – see above
Non-training grades – SAS and Trust doctors
Junior doctors
Allocations from Wales (6) and Mersey (1) Deaneries – at present
GP trainees – numbers possibly increasing
Foundation year Doctors and Advanced Nurse Practitioners
Again the Project Board and Work Steam acknowledge that recruitment will be difficult.
Therapies Services
• Current therapy provision to the Paediatric Wards in all acute hospitals is
facilitated as part of core provision. Not all staff working on the units are
paediatric specialists, however the requisite skills would be identified to support
individual needs. Paediatric patients are treated on the wards as required but
most of the therapeutic input is provided in the community as average length of
stay on the wards is so short. Specialist advice is provided by the community
paediatric therapy professionals e.g. children with developmental delay,
Neurological problems and Learning disability.
• Therapy staff already work closely with colleagues in public health, education
and leisure to provide community services and are involved in many health
promotion/ill health prevention projects, particularly in the area of nutrition,
communication and exercise. Many therapy services are core to the provision of
prevention of ill health and health promotion in children and their impact should
be considered in future developments.
• A large proportion of therapy intervention is in the treatment of children with
developmental delay and life limiting neurological conditions. Often it is the
therapist that is the key worker with this client group. Though only forming a
small percentage of the paediatric population these children often require a large
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health intervention and in some cases frequent hospital admissions. Enhanced
community paediatric therapy services would allow the augmentation of the
specialist children’s teams in order to provide timely interventions thus preventing
hospital admissions and facilitating early discharge.

6. FINANCIAL ASSESSMENT OF THE OPTION
Analysis is based upon the understanding that the model under consideration is a three
site consultant led model, with co-located paediatric assessment units, supported by an
enhanced Community Child Health Service.
Costs include the full impact of the community child health service. An evaluation of
phasing has been considered by the Project Board via its work streams but this has not
reduced the costs of the proposal over the medium term.
Scenario 1
3 hospitals
£000s

Costs/Option

Total costs
With optimism bias
WTEs impact

3,771
5,317
86.11

A review of phasing standards over a period was considered by the work streams but in
the medium term this did not impact on the financial assessment. The costs have,
therefore, remained on the assumption of 100% compliance.
There is potential income from repatriation from Liverpool, Chester and new potential
work via Powys however this has not been included as it has currently been assessed
as high risk. Firm evidence is required to enable an income assessment to take place.
The preferred model of three hospitals will present difficulties in recruiting and funding
the additional staff required. The risk to recruitment is considered moderate, due to
availability and training requirements but the financial risk is high due to the requirement
of having consultant input onto the middle grade rota.
There are no capital implications for the clinically preferred option.
7. INTERDEPENDENCIES
The interdependency with the Obstetric services is critical due to provision of high
dependency and neonatal special care where there is a Consultant led Obstetric unit.
Clinical links with the emergency surgical, ENT and the orthopaedic services are also
key. It is also essential that the impact of any change is considered in relation to
Primary Care and Local Authorities and that our Safeguarding responsibilities are safely
maintained.
Paediatrics and surgery
With respect to surgery, paediatric teams will call for a surgical opinion in the following
circumstances
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•

•
•

•

•

Paediatric trauma – orthopaedics, paediatrics and general surgical teams work
together. (The National Service Framework for Children, Young People and
Maternity standard 7.25 requires that a paediatrician of at least middle grade
status is available for initial resuscitation in any A&E department accepting
unselected cases)
Urological emergencies (for example torsion of the testis) – will require
immediate assessment by urology. Audit standard is for a boy with suspected
torsion to be in theatre within 6 hours of onset of symptoms.
Acute abdomen – would require review by an experienced surgeon. It is not often
that children or young people are taken to theatre in the night for
appendicectomy, but a surgical opinion is sought on children with acute
abdomens almost daily in most general paediatric wards.
ENT – there are situations such as orbital cellulitis where the co-operation with
ENT surgeons is critically important. Input from ophthalmic surgeons is also
crucially important. Other ENT problems such as mastoiditis may be jointly
managed.
Surgical opinions for more difficult situations (infant with pyloric stenosis, gut
obstruction in a young child, etc are now almost always sent to the children’s
surgery department in Alder Hey hospital.

8. CLINICAL PROPOSAL FOR CHANGE:
RECOMMENDATIONS FROM PROJECT BOARD
The Clinically led Project Board has made the recommendation to support a three
hospital consultant led model of care and to develop and deliver enhanced Community
Children’s Health Services to ensure safe, quality and accessible services across North
Wales. These services will seek to promote health, reduce inequality and deliver more
clinical care in the community, to ensure safe, high quality and accessible services for
children and families in North Wales. The Project Board acknowledges that there will be
significant challenges in relation to affordability and sustainability of these services.
This is particularly relevant to medical workforce training following recent confirmation
from the Deanery with regard to the number of trainees and number of sites which can
support the trainees within North Wales. This information has led the Project Board to
re-affirm its commitment to a three acute hospital model with an acknowledgement that
one hospital will consist of non-training grade doctors and the subsequent impact of this
in reducing activity.
The clinically preferred model for Neonatal Intensive Care is for this service to be
provided within North Wales, but again there is acknowledgement of the challenges of
affordability and sustainability with this service model.

9. EQUALITY IMPACT ASSESSMENT
In order to ensure that the work of the project complies with the equality specific duties
and gives due regard to equality and human rights considerations, the project board
received a briefing session from the Equalities Team. An equality impact assessment
screening has been undertaken to support the work of the project. This was undertaken
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by a small group comprising project team members and supported by representatives
from the Community Health Council.
Our approach to impact assessment also includes consideration of the impact on the
Welsh Language, in line with our commitment to fulfilling our legal duty in the context of
the Welsh Language Act 1993. Any relevant impact will be identified and addressed.
This work is ongoing, as any potential impact will become more clearly defined as the
options are developed. A number of issues have already been identified:
•
•

A number of the other protected characteristic groups tend to experience barriers
to access to health care services generally (physical and cultural) and this review
needs to consider whether these may be exacerbated by any proposed changes
The impact on transport and access to services will need to be considered in any
potential changed service delivery model, children with disabilities, families from
areas of deprivation where car ownership levels are lower. Transport is also an
issue for visiting families and carers

Additional stakeholder drop in sessions were held with targeting of invitations at groups
representing women, children and families Attendance at these sessions was low in
numbers but did provide the opportunity to hear directly from some representatives of
these groups. Ongoing work to develop engagement with these groups will take place
in order to inform the refinement of the EqIA screening.

10. FEEDBACK FROM ADVISORY COMMITTEE
The proposals for potential service change have been presented to the major advisory
forums, in accordance with the Guidance for Engagement and Consultation on Changes
to Health Services. These forums were the Stakeholder Reference Group, The
Healthcare Professional Forum, Local Partnership Forum and the National Clinical
Forum.
The feedback from these forums is contained in the summary Board paper and adds to
the evidence which the Board will need to consider in deciding whether to proceed to
formal consultation.
11. TRANSITION AND IMPLEMENTATION
It is expected that implementation and full compliance with the standards will take in the
order of 7 years with the most significant phasing will take place in the first 4 years.
This time scale and phasing will take into account the challenges of recruitment and the
development of advanced nurse practitioners to take on the traditional junior doctor role
.
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12. RECOMMENDATION
The Board is asked to:
 Consider the outcome of the service review work
 Consider the proposals for service change
 Consider whether the proposals, if implemented, would constitute substantial
change thereby requiring a period of formal consultation.
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MATERNITY, GYNAECOLOGY & NEONATAL REVIEW
EXECUTIVE SUMMARY
Context
Maternity, gynaecology and neonatal services are being reviewed because we need to
ensure that we are able to:• Deliver safe services
• Achieve national quality standards of care
• Recruit and retain medical, midwifery and nursing staff
• Allow for changes in employment legislation
• Provision of good medical education opportunities
• Control costs, benchmarked with comparable services elsewhere in Wales
Case for Change
The clinically led maternity, gynaecology and neonatal work stream has concluded that there
is a clear need for a change in the way that our existing services are delivered. To maintain
the status quo is not in the best interests of the population because there is a need to
address the following:• Improve maternal and child health need to improve community services to support
prevention and early intervention, reduce inequities and improve population health
outcomes.
• Insufficient numbers of midwives to meet recommended staffing standards
• Insufficient numbers of junior doctors to ensure sustainable rotas and to provide
adequate training
• Not operating within the available financial resources
The work stream concluded that this is a high risk speciality, so there is no doubt that these
matters need to be addressed.
Assessment of Options
The Work stream have a preference for providing the full range of maternity services on the
three main hospital sites in North Wales, but with a clear emphasis on promoting normality
and midwifery led care. Depending upon the outcome of the Non-Elective Surgical Services
Review there could be consideration to how gynaecological services are provided across the
three hospitals. In relation to Neonatal Intensive care there is a clinical preference for
providing this service in North Wales but there is also the option for this service to be
commissioned from Arrowe Park.
Summary of Potential Benefits
The changes proposed have the potential to deliver the following improved outcomes:
• Increased number of women on the normal pregnancy pathway.
• Reduction in caesarean section rates.
• Increase in breast feeding rates.
• Reduce the number of teenage pregnancies.
• Increase uptake in screening (Gynae and antenatal).
• Reduction in smoking rates of pregnant women.
• Reduction in numbers of low weight births.
Recommendation From Project Board
The Board is asked to consider the proposals and the recommendations within the report in
relation to consultation.

MATERNITY AND CHILD HEALTH REVIEW
A REPORT ON THE FINDINGS FOR MATERNITY, GYNAECOLOGY AND
NEONATOLOGY SERVICES
1. INTRODUCTION AND CONTEXT
This paper provides the Health Board with an overview of the review of services and
the Project Board’s final recommendations. The conclusions are in accordance with
the five year clinical service plan for Maternity, Gynaecology & Neonatal services
across North Wales.
The overall aim of the review was to describe the optimum service delivery model that
will ensure safe, sustainable and efficient maternity, gynaecology, neonatal and
paediatric and child health services for the population of North Wales.
The essential areas that this review has included are:•
•
•
•
•
•

Delivering safe services
Achieving national quality standards of care
Recruitment and retention of medical, midwifery and nursing staff
Allowing for changes in employment legislation
Provision of good medical education opportunities
Controlling costs, benchmarked with comparable services elsewhere in Wales

The initial focus of the review was to assess current services and to determine
whether there was indeed a case for change. This was supported by the BCUHB in
November 20111. Whilst maternity and neonatal services were the driving force for the
review, it is clear that gynaecology and paediatrics are by the nature of the two
specialities inter-linked, and the revised configuration of any of these services needs
to accept and acknowledge the intimate inter-dependencies between them. It follows
that any option must recognise this inter-dependency in any planned revision.
2. THE CLINICAL CASE FOR CHANGE 2
The national strategy documents ‘Our Healthy Future’ and ‘Fairer Health Outcomes for
All’ set out the need to do more to support and improve women’s and children’s
health, including:•
•

Supporting every child so that they have the best start in life
Championing the premise of sustaining lifelong good health, right from before birth
to schooling

1

Maternity & Child Health Review – A report on the emerging Findings for Maternity, Gynaecology and
Neonatology Services
2
Maternity & Child Health Review – Maternity, Gynaecology and Neonatology Work stream, Review of
Evidence for the Case for Change
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The document ‘Midwifery 20:20 (2010)’ also highlights the importance of good
women’s health before conception and throughout pregnancy. The Strategic Vision
for Maternity Services in Wales (2011) requires Health Boards to:•
•
•
•
•

Place the needs of the mother and family at the centre of care provision so that
pregnancy and childbirth is safe and a positive experience
Promote healthy lifestyles for pregnant women which have a positive impact on
them and their family’s health
Provide a range of high quality choices of care as close to home as is safe and
sustainable to do so, from midwife to consultant-led services
Employ a highly trained workforce able to deliver high quality, safe and effective
services
Ensure that services are constantly reviewed and improved.

The most notable key drivers for change being:Population Health Need
• There is considerable variation in maternal and infant outcomes at a population
level in North Wales. Rates of stillbirth, low birth weight, premature birth and
admission to neonatal services are consistently higher in areas of high deprivation
• There is a need to address this variation and improve maternal and infant health by
reducing rates of maternal smoking, obesity and teenage pregnancy, and
improving breastfeeding rates and maternal mental health
• Pregnancy at a later maternal age through women’s choice
• To reduce inequity of service provision
• A consistent integrated service provision involving primary, secondary care and
relevant partner organisations
• Targeting services to improve outcomes, for example focused midwifery led care
Quality Standards3
The current system does not always allow for consistent compliance against many of
the most important nationally agreed quality and safety standards. The work stream
concluded that following a subjective assessment of current compliance the present
system does not meet 29 (or 23%) of those standards that were considered essential
for a high-quality, efficient service. There are 6 more standards where compliance is
inconsistent across the 3 areas within North Wales.
Some examples of the service’s inability to cope occur when neonatal and maternity
units are closed because we were unable to staff them safely. When this happens we
have to transfer women and babies to alternative units. Such events require additional
measures to be implemented to ensure patient safety is maintained and to address
the current service model deficiencies, which have a clearly detrimental effect on the
patient experience.
There is currently variation in access to services and clinical outcomes across North
Wales, examples include access to gynaecology and rates of induction of labour and
caesarean section. There is also variation in outcomes at a population level, for
example higher rates of low birth weight in areas of high deprivation, linked to variation
3

Assessment of Key Standards - 2011
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in maternal smoking rates. Wales has higher rates of maternal smoking and obesity
compared to any other UK country and lower rates of breastfeeding. These factors
impact significantly on outcomes for mothers and babies. There is evidence based
guidance and standards to guide practice in these areas, which needs to be
implemented in a more systematic and co-ordinated way across North Wales.
Medical Workforce
A number of factors involving the medical workforce affect the delivery of all three
services. The European Working Time Directive (EWTD) limits the amount of time that
staff can work in a week. This radically changes the hours that doctors in particular
can work. Other factors include:•
•
•
•
•

Staff shortages and the related reliance on locum and agency staff
Unsustainable training rotas (new proposals from the Deanery in relation to
trainees and number of training sites)
The move to consultant delivered care
Conflicting demands of our emergency care and elective service provision
Presently unable to meet national standards on consultant labour ward cover

Midwifery Workforce
The current budgeted establishment is unable to meet the standards set out by
Birthrate Plus – a nationally recognised workforce planning tool for midwifery staffing.
There is a shortfall in midwifery posts in North Wales. Current pressures on both
resources and workload are affecting service delivery. For example, there is a
variation in the delivery of interventions by trained staff to improve public health.
Community midwives are often asked to work in the hospital setting, sometimes at
short notice as part of the agreed escalation plan. This lessens our ability to provide
consistent and effective antenatal and postnatal education to support families.
Nursing Workforce
Within the current configuration, the gynaecology service is unable to meet RCN
recommended staffing levels at all times for general inpatient care. Present neonatal
nursing staffing levels do not allow the required number of cots to be staffed to
nationally recommended levels. In addition, the neonatology nursing staff are unable
to receive all their required mandatory training updates because of inadequate staffing
levels. North Wales has a significant staffing shortfall compared with the Wales
Neonatal Nurse Staffing Standards for current cot numbers, although there has been
some increase in staffing in the past 12 months.
The clinically led maternity, gynaecology and neonatal work stream concluded that
there is a clear need for a change in the way that our existing services are delivered.
To maintain the status quo is not in the best interests of the population because there
are:•
•
•
•
•

Variation in service delivery
Variation in outcomes
Health inequalities as described above
Problems with safely staffing the service
Concern about non-compliance with national standards
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•

Concern about the sustainability of services as currently configured

These are high risk specialities, so there is no doubt that these matters need to be
addressed.

3. VISION FOR THE FUTURE
These principles build upon the principles which the Board is committed to which are
set out in the overarching paper. Specific to this review are:









Services will be of the highest quality, safe and responsive to need
Our focus is on improving mental and physical well being
Services will be co-ordinated with partners to provide integrated care
Children will be able to access more services locally, delivered in a place where
they feel confident, safe, respected and satisfied with their experience
Children will be cared for in their own homes whenever possible, consistent with
their clinical needs and high standards of care
Those who do need an acute hospital bed should be admitted without delay and
supported to return home safely and as soon as is safe
Emergency care will be safe and reliable, able to provide a consistent response at
times of urgent need
Our three district general hospitals will play an important role in our future
healthcare

The vision of future care for the Health Board identifies that emergency care should be
provided within a safe time and a reasonable distance. When emergency care is
needed, providing this safely and reliably for the whole population builds community
confidence that services are consistently available, safely staffed and that quality
standards will be achieved, all in order to deliver the best outcomes for women, babies
and their families.
The published evidence highlights clearly the benefit that results from focusing on
children and family services on promoting health and well being, preventing ill health
and on intervening early when health issues are identified.

4. SUMMARY OF ENGAGMENT PROCESS
A structured review methodology has been used. The process has built upon the
model of extensive stakeholder engagement undertaken by the North Wales Clinical
Strategy in 2009. Internal and external engagement commenced in July 2010 and
was undertaken jointly with the Paediatric work stream. To date the following
engagement and actions have been undertaken:-
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Summary of attendance at engagement events
Date and Venue
9th September 2010: Stakeholder Event (Llandudno)
September 2010: Interviews with service users – Paediatrics & Neonatal
27th September – 3rd October: Interview with service users – Women’s
5th October 2010: Stakeholder Event (Llandudno)
2nd November 2010: Discussion Forum for GPs
1st March 2011: GP Focus Group Llandudno
2nd March 2011: GP Focus Group Holywell
18th & 19thApril 2011: Paediatric Consultant Focus Group
26th & 28TH April 2011: Women’s Consultant Focus Group
8th May 2011: Drop in session YG
14th May 2011: Drop in session WMH
11th May 2011: Drop in session Central (Faenol Fawr)
19th May 2011: Young People’s consultation Event
11th July 2011: BCU Drop in session (West)
19th July 2011: county stakeholder event, Porthmadog
21st July 2011: county stakeholder event, Wrexham
2nd August 2011: BCU Drop in session (East)
4th August 2011: county stakeholder event, Llangefni
9th August 2011: BCU Drop in session (Central)
11th August 2011: County stakeholder event, Mold
17th August 2011: County stakeholder event, Ruthin
18th August 2011: Local Authority and Third Sector stakeholder event, Faenol Fawr,
Bodelwyddan
23rd August 2011: County stakeholder event, Colwyn Bay
2nd September 2011: Summer Briefing for AMs, CHC, on all the reviews
7th September 2011: Women’s CPG Focus Group
7th November 2011: Update on Reviews
8th May 2012: BCU Drop in session (West)
14th May 2012: BCU Drop in session (East)
11th May 2012: BCU Drop in session (Central)
On line questionnaire
The above have been supported by:•
•
•
•
•
•
•
•

Bi-monthly CPG drop in sessions and team meetings
Updates to Children and Young People’s Partnerships
Local Midwifery Liaison committee
Stakeholder Reference Group
Health Professional Forum
Local Partnership forum
BCU Briefings following every project board meeting
Monthly update to partners via the Key Issues document
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Effective engagement has been challenging. This has not been made any easier by the
very emotive service area under discussion and review. Strong and transparent
communication was paramount.
In summary, the key themes that arose from this engagement process were:• The need to focus on prevention and early intervention
• The importance of improving outcomes for women and children
• The importance of developing services with partners to provide integrated care
• That services will be of high quality, safe and with strong reference to both
transport and access
• That services should focus on the needs of the family and recognise the role of
carers and of treating all with dignity and respect

5. DEVELOPMENT OF PROPOSALS AND NON-FINANCIAL ASSESSMENT OF
OPTIONS
In order to undertake non-financial assessment of options, the project board used a set of
criteria which were based on the criteria developed with stakeholders for the North Wales
Clinical Services Strategy.
These criteria were tested again with stakeholders specific to the Maternity, Neonatal,
Gynaecology and Paediatric review. The criteria were amended to ensure there was
focus on prevention and centred on the needs of the patients and families.
The headline criteria used for the narrative non-financial assessment are:•
•
•
•
•
•
•

Safety
Quality
Centred on the needs of the patients and family
Accessibility
Sustainability
Deliverability
Affordability

Assumptions underpinning options appraisal
The following principles were agreed prior to undertaking appraisal of all the options
identified:• All options were assessed for quality and safety
• Shortlisted options scored a minimum of 3 (out of 5) for both quality & safety in
order to qualify for further consideration
• All options need to reflect an understanding of population health need and build
on the prevention agenda
• The options put forward will need to be developed in tandem with the parallel work
being undertaken by the Paediatric work stream
• Models must demonstrate their full financial impact
• Community Services will be aligned to the Locality Model
• Emergency gynaecology will be co-located with consultant led obstetric units
• Each Obstetric Unit will have a co-located midwifery led unit
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•
•

•

There will be a minimum Level 2 (High Dependency)neonatal unit alongside each
consultant led obstetric unit
Proposals to bring more activity into North Wales, which affects some Welsh
patients who access the Countess of Chester Hospital, Liverpool Women's
hospital, and the population of North Powys. The revised service delivery models
are therefore, of necessity, different to the historical pattern of services.
When assessing the final configuration of services, the alignment must be
considered in parallel with other reviews (e.g. the Non-Elective Surgical Services
Review).

Potential Options
The clinically led work stream initially identified over 20 possible scenarios for obstetric
and gynaecology care which included services on 1, 2 and 3 acute hospital sites with
consultant led services 24 hours a day, 7 days a week. A series of discussion sessions
with a range of clinicians led to the rejection of all but three scenarios for obstetric and
gynaecological services:1. Consultant led obstetric and gynaecology services with co-located midwifery led
units at all three hospitals
2. Consultant led obstetric and gynaecology services with co-located midwifery led
units at all three hospitals, with major gynaecology and emergency services
provided in two hospitals and the third hospital with a greater focus on day case
activity (depending on outcome of the Non-Emergency Surgical Services Review)
3. Consultant led obstetric and gynaecology services with co-located midwifery led
units at two hospitals supported by a freestanding midwifery led unit at the third
hospital
The consensus of the work stream and the project board was that on the grounds of
safety and access only a consultant led service at the three hospitals could be supported.
Each option would be supported by high quality community midwifery services, to deliver
midwifery led care, promote normality and seek to improve health and reduce inequalities.
The criteria of sustainability and affordability would remain challenging but the priority was
on providing safe services.
For Neonatal Intensive Care (approximately 36 babies per year require longer term
NICU), 7 care options have been considered; these include 4 configurations where
neonatal intensive care continues to be provided by the North Wales health community
and 3 configurations in which specialist neonatal intensive care services are outsourced
to Arrowe Park Hospital (Wirral) and the Mersey-Cheshire Neonatal Network.
During the development of the Business Case4 for neonatal intensive care the analysis
and assessment of requirements for neonatal reconfiguration in North Wales have been
informed principally by the standards published by British Association of Perinatal
Medicine (BAPM 2001 & 2010), the All Wales Neonatal Standards (2008), the BAPM
Categories of Care (2011), the DOH Toolkit for High Quality Neonatal Services (2009),
Neonatal Capacity Reviews of the Wales Neonatal Network (2011 & 2012) and the work
generated by the Paediatric and Maternity Work streams of the local service review.

4

Neonatal Care for North Wales – Business Case March 2012
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Whilst the business case has been structured around 9 separate criteria (cot numbers;
network structure; workforce; recruitment & sustainability; occupancy; access; facilities;
affordability and strategic) the key factors differentiating options are the financial costs;
access to services and the challenges surrounding workforce numbers and recruitment.
The consensus of the work stream was that on the grounds of safety and access only a
consultant led three hospital option could be supported, but with recognition of the need
to move towards the normal pregnancy pathway. The criteria of sustainability and
affordability would remain challenging but the priority was on providing safe services.
Preferred Service design:Revised 3 hospital model, addressing population health needs and sustainability of the
work force:Wrexham Maelor

Ysbyty Glan
Clwyd

Ysbyty
Gwynedd

Consultant-led obstetric unit

√

√

√

Alongside midwifery led unit

√

√

√

Stand-alone midwifery led unit on
acute hospitals
Gynaecology emergency unit/ early
pregnancy assessment unit
Major
surgery
(Elective
and
Emergency)*
Day case gynaecology*

X

X

X

√

√

√

√

X

√

√

√

Neonatal high dependency

√

√
(Main day case
centre)
√

Neonatal intensive Care

√

1 hospital in North Wales or commissioned
service from Arrowe Park

* Dependent upon the outcome of the Non-Elective Surgical Services Review
Implications
Patients:• Greater emphasis placed on prevention, with specific and targeted
interventions aimed at improving population health
• Care will be personalised, ensuring risk assessment, continuity of care and
choice
• Retain the current access for patients requiring emergency access to services,
although a shift in patient flow between the three hospitals would need to be
revised as well as a revised care pathway for major gynaecological
emergencies and major gynaecology surgery
• Some sub-specialisation within gynaecology, which would entail patients
travelling for routine elective procedures
• Appropriate nurse-led services to be developed further
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•

If Neonatal Intensive Care was to located outside of North Wales, this would
have implication for parents travelling to access care (It is estimated that 36
babies/annum will require NICU)

Maternity:• Increased focus on evidence-based prevention activities including preconceptual care and targeted community initiatives in areas of identified need
• Promotion of normality and midwifery-led care
• Alongside midwifery-led unit at all three hospitals, aiming to deliver 25% - 30%
of all babies
• 24 hours consultant cover for inpatient obstetric services at all three hospitals
but recognising that one unit will see less activity
• Antenatal day units at all three hospitals during daytime 0900-2000 hrs five
days per week; moving towards weekend opening, with appropriate ultrasound
support
• Antenatal clinics at all three hospitals with a review of peripheral clinics, this will
include consultant and midwifery-led clinics
• Antenatal screening undertaken at all three hospitals
• Examination of the newborn to facilitate timely discharge
• Review transitional care arrangements, and develop a consistent model for
North Wales
• With the potential for additional workload from the North Powys Wrexham
would be developed as the largest obstetric unit, there would be a westward
shift in activity to accommodate some of the additional workload
• Inclusion of services repatriated from the Countess of Chester Hospital and
Liverpool Women’s Hospital, with the development of a Fetal Medicine Centre
for North Wales
• Robust programme of parent education, to include antenatal and postnatal
education
• Evaluation of home-from-home model and promotion of community births,
including home births

Current
Delivery
rates
Wrexham

2,750

Ysbyty
Glan 2,400
Clwyd
Ysbyty Gwynedd
2,200

Proposed model
Obstetric
unit
2,200

Alongside
MLU
550

Total

1,680

420

2,100

2,000

500

2,500

2,750

Gynaecology;• Increased focus on evidence-based prevention activities
• Develop a network approach to ensure better co-ordination of care;
standardisation of delivery, and improved clinical outcomes, supporting multiprofessional working, and improving women’s experiences
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•
•
•
•
•

•
•
•
•
•
•

Ensure robust patient pathways are implemented between primary and
secondary care
Gynaecology assessment units/ Early Pregnancy Assessment Units at all three
hospitals 0900-1700 five days a week; consider options for weekend opening,
with appropriate ultrasound support
Outpatient clinics at all three hospitals, with relevant peripheral clinics
continuing
Pre-operative assessment clinics at all three hosptials, in conjunction with
general surgery
Emergency gynaecology at all three hospitals, but with a network approach to
reduce demand on the third site (195 Major emergency gynaecological in North
Wales e.g. Ectopic Pregnancy) operational protocols to be developed for the
third site
Day case gynaecology predominantly undertaken at the third site (dependent
upon the outcome of the Non Elective General Surgical Services Review)
Elective inpatient surgery to be undertaken at Ysbyty Gwynedd and Wrexham
Maelor Hospital (dependent upon the outcome of the Non Elective General
Surgical Services Review)
This model would entail additional travelling time for medical staff, which would
need to be factored into job plans
Consolidation of gynaecology sub-specialties to specific geographical sites
(e.g. uro-gynaecology; sub-fertility)
Colposcopy undertaken in line with all-Wales guidelines; to include more nurseled and delivered care as appropriate
Development of specialised outpatient one-stop services (e.g. outpatient
hysteroscopy clinics), with extension of nurse-led delivered service. Retaining
the surgical centre for complex gynaecological cancers on one site, with robust
guidelines for referral and treatment

Neonatal:• Implement targeted evidence-based strategies to address low birth weight and
premature births
• Provide a networked approach to ensure sufficient capacity to meet the needs
of the service
• High dependency neonatal units at all three hospitals to support the three
consultant led obstetric units
• One Intensive Care Neonatal service for North Wales
• Review transitional care arrangements, and develop a consistent model for
North Wales
• Parental accommodation at all three hospitals
Workforce Sustainability;• At the Review Project Board meeting on 3 July, new information was presented
from the Deanery, which will affect the configuration of medical rotas in North
Wales, and set additional standards for attainment that need to be considered in
the modelling of a sustainable future service model.
• The Deanery position is that, where trainees are allocated, each middle grade
rota should consist of 11 doctors
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•
•
•
•
•
•
•

It is a Deanery stipulation that all training units with a consultant-led obstetric
unit should have a minimum of 2,500 deliveries
With the development of alongside MLU’s (and based on current projections
from the YGC unit), it is assumed that 25-30% of all deliveries per site will go
through the alongside MLU
To meet the Deanery criteria of 1:11 rotas, it is proposed to have 2 training units
in North Wales, the third site having a non-training compliant rota to meet
European working Time Directive requirements
The designated training units would have a minimum of 2,500 deliveries, which
would be a combination of alongside MLU and obstetric unit deliveries
From a medical staffing perspective, this model would require one hospital with
40 hour consultant labour ward cover and 60 hours in the other two hospitals
Within this model, the scenario previously outlined of day case gynaecology for
North Wales being located in the third site (up to 60% of the total numbers), with
inpatient work taking place in the two training units
Trainees could move across the 3 hospitals to gain the requisite exposure to
theatres. These proposals would have to be co-ordinated with developments for
breast surgery, due to the fact that gynaecology in-patient provide pre and post
operative care for women undergoing surgery

6. INTERDEPENDENCIES
The interdependency with the paediatric service is critical due to provision of neonatal
high dependency where there is an obstetric unit. Clinical links with emergency surgical
services are also considered critical by clinicians in the specialities of emergency
gynaecology and uro-gynaecology. There is also a requirement to have anaesthetic
support 24/7 and access to adult critical care and high dependency care. It is essential
that any change is considered in relation to primary care and the six local authorities and
that our safeguarding responsibilities are maintained safely.

7. FINANCIAL ASSESSMENT OF OPTION
The model for assessment is based on:1. Consultant led obstetric and gynaecology services with co-located Midwifery Led
Units at all three hospitals, addressing population health need
2. Consultant led obstetric and gynaecology services with co-located midwifery led
units at all three hospitals, with major gynaecology and emergency services
provided at two hospitals and the third hospital with a greater focus on day case
activity
Costs/Option

Scenario 1
3 hospitals (a)
£000s

Scenario 2
3 hospitals (b)
£000s

Total costs
With optimism bias
WTEs Impact

3,439
4,848
47.56

3,332
4,698
42.43
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In addition to the table above the following are the neonatal costs to be added. The
neonatal costs are shown separately as there is a variation on the options above
depending on the level of care provided.
Neonatal
Costs/Option

Total costs
With optimism bias
WTEs Impact

Scenario 1
2 NICU in
North
Wales
£000s

Scenario 2
1 NICU
2 LNU
£000s

Scenario 3
1 NICU
1 LNU
£000s

Scenario 4
3 LNU
NICU
Arrowe
Park
£000s

Scenario 5
2 LNU
NICU
Arrowe
Park
£000s

4,879
6,879
69.00

3,337
4,705
53.01

2,977
4,197
45.51

2,256
3,180
19.26

1,960
2,763
11.76

NICU – Neonatal Intensive Care Unit provide the whole range of medical neonatal care
LNU – Local Neonatal Units provide special care and high dependency care and a
restricted volume of intensive care
The costs above are based upon delivery of 100% BAPM standards.
A review of phasing standards over a period was considered by the work streams but in
the medium term this did not impact on the financial assessment. The costs have,
therefore, remained on the assumption of 100% compliance.
There is potential income from repatriation from Liverpool, Chester and new potential
work via Powys however this has not been included as it has currently been assessed as
high risk. Firm evidence is required to enable an income assessment to take place.
There are no capital implications associated with the clinically preferred three hospital site
model.

8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM PROJECT BOARD
The clinically led Project Board has made the recommendation that they support
consultant led obstetric and gynaecology services with co-located midwifery led units at
all three hospitals, which will address population health need with the option of a variation
to the delivery of major, emergency and day case gynaecology.
These services will seek to promote health, reduce inequality and ensure safe, high
quality and accessible services for women, babies and their families in North Wales. The
Project Board acknowledges that there will be significant challenges in relation to
affordability and the sustainability of the workforce.
This is particularly relevant to medical training following recent confirmation from the
Deanery about the number of trainees and number of sites which can support the trainees
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within North Wales. This information has led the Project Board to re-affirm its
commitment to a three centre model with an acknowledgement that one site will consist of
non-training grade doctors and the subsequent impact of this in reducing activity due to
the need to consolidate higher-risk services on the sites with the training posts.
The clinically preferred option for Neonatal Intensive Care is for this service to be
provided within North Wales, but again the Project Board acknowledges the significant
challenges of affordability, sustainability due to recruitment, training rotas and the need to
meet staffing standards. The alternative would be for specialist Neonatal Intensive Care
services to be outsourced to Arrowe Park Hospital (Wirral) and the Mersey-Cheshire
Neonatal Network.
.
9. EQUALITY IMPACT ASSESSMENT
In order to ensure that the work of the project complies with the equality specific duties
and gives due regard to equality and human rights considerations, the project board
received a briefing session from the Equalities Team. An equality impact assessment
screening has been undertaken to support the work of the project. This was undertaken
by a small group comprising project team members.
Our approach to impact assessment also includes consideration of the impact on the
Welsh Language, in line with our commitment to fulfilling our legal duty in the context of
the Welsh Language Act 1993. Any relevant impact will be identified and addressed.
This work is ongoing as any potential impact will become more clearly defined as the
options are developed. A number of issues have already been identified:
•

•

•

A number of the other protected characteristic groups tend to experience
barriers to access to health care services generally (physical and cultural) and
this review needs to consider whether these may be exacerbated by any
proposed changes
The impact on transport and access to services will need to be considered in
any potential changed service delivery model, particularly for older people,
people with disabilities, and people from areas of deprivation where car
ownership levels are lower. Transport is also an issue for families and carers
Older people are also users of gynaecology services, there may be an impact
on this group from any potential change in service delivery.

Additional stakeholder drop in sessions were held with targeting of invitations at
groups representing women, children and families Attendance at these sessions was
low in numbers but did provide the opportunity to hear directly from some
representatives of these groups. Ongoing work to develop engagement with these
groups will take place in order to inform the refinement of the EqIA screening.
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10. FEEDBACK FROM REFERENCE GROUPS
The proposals for potential service change have been presented to the major advisory
forums, in accordance with the Guidance for Engagement and Consultation on
Changes to Health Services. These forums were the Stakeholder Reference Group,
The Healthcare Professional Forum, Local Partnership Forum and the National
Clinical Forum.
The feedback from these forums is contained in the summary Board paper and adds
to the evidence which the Board will need to consider in deciding whether to proceed
to formal consultation.

11. TRANSITION AND IMPLEMENTATION
It is expected that implementation will take in the order of two years for Obstetrics and
Gynaecology due to the need to meet the essential quality and safety standards.
Neonatal requirements would be phased over a longer period due to recruitment and
training requirements of Nurse Practitioners to take on the role and duties of junior and
middle grade medical staff.

12. RECOMMENDATION
The Board is asked to:• Consider the outcome of the service review work
• Consider the proposals for service change
• Consider whether the proposals, if implemented, would constitute substantial
change thereby requiring a period of formal consultation.
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NON-ELECTIVE GENERAL SURGICAL SERVICES REVIEW
EXECUTIVE SUMMARY
Context
The Non-elective General Surgical Services review project was set up order to:
 Review the needs of North Wales residents for non-elective general surgical services;
 Review existing service profile, consider relevant literature/evidence for models of
provision that address safety, quality and sustainability in the short and long-term; and
 Recommend a future service configuration to the BCU Board, along with an indicative
implementation plan and timescale.
The review has been a multi-disciplinary, clinically-led review with stakeholder engagement.
Case for Change
The reasons why services need to change are identified in the report, including national
drivers for change, based on evidence and quality standards, and the need to raise the
profile of the non-elective services, together with:
 Sub-specialisation due to the development of improved knowledge, skills, and
technology
 Population health need
 Quality standards
 Medical and other workforce issues
 The financial context for the NHS in Wales.
Assessment of Options
The Project Board developed potential models for future service delivery in discussion with
stakeholders and clinicians and has now identified two service change proposals as
potentially clinically deliverable:
Model 1: The 3 acute hospitals, each with an Emergency Department (ED, formerly A&E),
would each have non-elective general surgery inpatient beds and non-elective operating
theatre.
Model 2: 2 of the 3 acute hospitals, each with an Emergency Department, would have nonelective general surgery inpatient beds and non-elective operating theatre, working in a
clinical network with the third hospital. The third hospital would also have an Emergency
Department, but no non-elective general surgery inpatient beds or non-elective operating
theatre. This third hospital would have a competent and qualified surgeon to provide surgical
opinion and support, meeting the quality standards for unscheduled surgical care set out by
the Royal College of Surgeons.
The models have different benefits in terms of access, workforce and long-term
sustainability. There are some differences in assessment of projected cost. There is no
strong consensus on which model is best.
Summary of Potential Benefits
The changes proposed have the potential to deliver the following improved outcomes:
• Early decision making with rapid access to diagnostic support.
• Clear patient pathway ensuring rapid access to definitive treatment.
• Separation of unplanned and elective pathway ensuring reduction in cancellations and
delay in elective care.
Recommendation from Project Board
The Board is asked to consider the proposals and the recommendations within the report in
relation to consultation.

NON-ELECTIVE GENERAL SURGICAL SERVICES
REPORT ON SERVICE CHANGE PROPOSALS

1. INTRODUCTION AND CONTEXT
Elective surgical services is the term used to describe services which are able
to be scheduled in advance.. Non-elective refers to those services where the
patient unexpectedly needs to use the service. A definition of the range of
work covered by the non-elective service is attached at Appendix 1.
The service review was established to support service improvement and
achievement of quality standards. The purpose of the review was:




To review the needs of North Wales residents for non-elective general
surgical services;
To review existing service profile, consider relevant literature/evidence for
models of provision that address safety, quality and sustainability in the
short and long-term; and
To recommend a future service configuration to the BCU Board, along with
an indicative implementation plan and timescale.

The review project board has now reached a position where two potential
service change proposals have been identified as clinically deliverable and
appropriate for consideration by the Board and, if needed, formal
consultation. 1
2. THE CLINICAL CASE FOR CHANGE
In November 2011, a report was presented to the Board which summarised
the findings of the work that had been undertaken to review population health
need, the evidence base and current service configuration. A detailed
technical document is available which describes the findings of this work. The
Board accepted the case for change to services and instructed further work to
be done on the impact of any changes on other services, availability of
workforce and affordability.
The report identified key drivers for the case for change which included:
 National drivers for change, based on national evidence and quality
standards
 National identification of the need to raise the profile of the non-elective
services
 Variations in the quality of services nationally
 Sub-specialisation due to the development of improved knowledge,
skills, and technology

1

Project Board documentation can be found at
www.bcu.wales.nhs.uk/sitesplus/861/page/58093
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Population health need – increasing older age amongst the population,
and lifestyle factors which may be a contributory factor in the demand for
non-elective services
Quality standards (including Standards for Unscheduled Surgical Care
published by the Royal College of Surgeons (England) in 2011)
Medical and other workforce issues
The financial context for the NHS in Wales.

The project board commissioned an independent report on non-elective
surgical services from the Professional Affairs Board (Wales) of the Royal
College of Surgeons (England).
The report has identified the strengths and challenges currently within the
service. The report should be read in full alongside the review. The report
contains the opinion of the visiting team who ”believe that it is not in the long
term interest of BCUHB, the patients and population it serves, and the staff
who work for it, for the status quo to be maintained.”
The report states that in the opinion of the visiting team, “the ideal model
would in fact be a single central unit admitting general surgical emergencies
from the East and West.” The report concedes that in the current financial
climate this may be unviable. It continues, “If a single site is not feasible and
reconfiguration is seen as inevitable, then there is only one realistic option.
This option would be to have two centres admitting general surgical
emergencies….”

3. VISION FOR THE FUTURE
The principles agreed by the Board have been considered, including those
most relevant to Non-elective General Surgical Services:
 Services will be of the highest quality, safe and responsive to need
 We will promote dignity and respect in all our healthcare services
 Those who do need a District General Hospital bed should be admitted
without delay and supported to return home safely and as soon as is safe
 Centres of excellence will be developed for some services for the whole
population across North Wales
 We will ensure there is equity of access for the population so that there are
appropriate services available to all
 Emergency care will be safe and reliable, able to provide a consistent
response at times of urgent need
 Urgent care will be able to be reached through three Emergency
Departments, and through primary care including Out of Hours
services
 Our three district general hospitals will play an important role in our future
healthcare.
The vision of future care for the Health Board identifies that emergency care
should be provided within a safe time and a reasonable distance. When
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emergency care is needed, providing this safely and reliably for the whole
population builds community confidence that services are consistently
available, safely staffed and that quality standards will be achieved, all in
order to deliver the best outcomes for patients. This may involve networking
of some services to provide a reliable response for the whole population;
however there will be a presence of major services at each of our three acute
hospitals.
“All District General Hospitals across Wales will retain an essential role but
this will change as we respond to the challenges and opportunities
outlined….. All will, in their own ways, develop as ‘centres of excellence’.”
(Together for Health, WG, 2011)
The review of the evidence and the case for change identified the elements
which underpin the vision for any service design:









Early decision making by doctors with the most appropriate skills and
knowledge
Rapid access to diagnostic support
Good quality pre-hospital care and increased use of triage so that
ambulances are directed to hospitals most suited to needs
Inter-hospital transfers are supported by clear protocols
Consultants’ job plans are arranged to deal with emergency admissions
without undue delay and no other duties at same time
There should be 24/7/365 access to emergency theatres (dedicated
NCEPOD theatres)
Patients admitted as an emergency should be seen by consultant at
earliest opportunity
There should be avoidance of excessive transfers, although there is
evidence for transfer to specialist skills and care for more serious or
complex conditions

The service review project board has assessed potential models against the
Royal College of Surgeons (England) quality standards as outlined above, as
any service model should strive to achieve these standards.
As an organisation, we work towards the Triple Aim:




Increasing population health gain
Improving quality, safety, reliability and experience
Controlling and/or reducing cost per capita.

The proposals identified by the Project Board have considered these aspects.
4. SUMMARY OF ENGAGEMENT
Tthere has been significant engagement with stakeholders and particularly
clinicians.
A summary of the engagement events is as follows:
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Date
1 September 2010
28 September 2010
12 October 2010
13 October 2010
14 October 2010
15 October 2010
2 November 2010
3 November 2010
5 November 2010
1 April 2011
5 July 2011
18 August 2011
6 September 2011
8 November 2011
13 January 2012
14 May 2012
21 May 2012
25 May 2012
28 May 2012
29 May 2012
30 May 2012
31 May 2012
14 June 2012
19 June 2012
20 June 2012

Event
Briefing for clinicians (St Asaph)
Briefing for consultant surgeons and anaesthetists –
open session (Bodelwyddan)
Stakeholder briefing (Wrexham)
Stakeholder briefing (Bangor)
Stakeholder briefing (Bodelwyddan)
Stakeholder workshop (St Asaph)
Primary Care Discussion Forum (joint, Bodelwyddan)
Discussion forum for surgeons, anaesthetists and
radiologists (Bodelwyddan)
Second stakeholder workshop (St Asaph)
Clinical engagement, general surgery consultants
Clinical engagement, general surgery consultants
Clinical engagement, general surgery consultants
Clinical engagement, general surgery consultants
Stakeholder workshop (Colwyn Bay)
Clinical engagement, general surgery consultants
Stakeholder drop in session, Colwyn Bay
Stakeholder drop in session, Rhyl
Stakeholder drop in session, Wrexham
Stakeholder drop in session, Connah’s Quay
Stakeholder drop in session, Caernarfon
Stakeholder drop in session, Dolgellau
Stakeholder drop in session, Anglesey
Combined service reviews primary & secondary care
session, Wrexham
Combined service reviews primary & secondary care
session, Bangor
Combined service reviews primary & secondary care
session, Bodelwyddan

Information briefings have been released to the media, to project board
members and staff and their representatives and placed on the website after
significant project board meetings and at key points during the project.
The issues being explored were discussed as part of the ongoing programme
of general engagement for the Healthcare in North Wales is Changing
programme.
5. DEVELOPMENT OF PROPOSALS AND NON-FINANCIAL
ASSESSMENT OF OPTIONS
In order to undertake non-financial assessment of solutions proposed, the
project board used a set of criteria which were based on the criteria
developed with stakeholders for the North Wales Clinical Services Strategy
during 2009-10.
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These criteria were tested with stakeholders during an event in November
2011. The criteria were amended to reflect the views of the stakeholder
session and an additional criterion was introduced to cover the impact on
other clinical services.
The criteria in order of priority agreed by stakeholders are:
9
9
9
9
9
9
9

Quality of care, including clinical safety
Deliverability
Accessibility
Sustainability
Interdependencies
Acceptability
Transparency

At the stakeholder event when the criteria were refined, the criteria were
marked in the above order in terms of priority.
Initially, 9 different potential options were identified through discussions with
stakeholders which sought to describe what solutions were potentially
feasible. A series of discussions with consultant general surgeons led to
rejection of six of these models, leaving three to develop:
Model 1:
The 3 acute hospitals, each with an Emergency Department (ED, formerly
A&E), would each have non-elective general surgery inpatient beds and nonelective operating theatre.
There is a variation of this model where more specialist surgery could
potentially be provided at 1 or 2 hospitals rather than 3.
Model 2:
2 of the 3 acute hospitals, each with an Emergency Department, would each
have non-elective general surgery inpatient beds and non-elective operating
theatre, working in a clinical network with the third hospital. The third hospital
would also have an Emergency Department, but no non-elective general
surgery inpatient beds or non-elective operating theatre. This third hospital
would have a competent and qualified surgeon to provide surgical opinion and
support, meeting the quality standards for unscheduled surgical care set out
by the Royal College of Surgeons.
Model 3:
1 of the 3 acute hospitals, with Emergency Department, would have nonelective general surgery inpatient beds and non-elective operating theatre,
working in a clinical network with the two other hospitals. These two hospitals
would also have an Emergency Department, but no non-elective general
surgery inpatient beds or non-elective operating theatre.
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In the latter part of consideration, through clinical consensus, Model 3 was
removed when assessed against the criteria for the following reasons:






deliverability – physical capacity required at the hospital with nonelective general surgery; also the major capital and estates
redevelopment requirements would be unlikely to be affordable in the
current climate;
sustainability - workforce – the scale of activity at the site with nonelective general surgery would require two rotas for on call; inability to
sustain rotas at the two other sites;
accessibility – significant increase in the population who would be
greater than 1 hour’s drivetime from the hospital.
interdependencies – the centralisation of non-elective general surgical
services around the single hospital would require the centralisation of
some other services which would increase the impact on services
overall.

How would the two models work?
A descriptive narrative was developed which set out how each of the models
would work and is summarised below.

Model 1











All 3 hospitals will have ‘unselected take’ Emergency Departments (EDs)
with an ability to accept any patients presenting
All 3 hospitals will have comprehensive surgical on call teams 24/7; 365
days/yr who are ‘commitment free’ (i.e. available to accept all emergency
calls)
All 3 hospitals will have a fully operational Surgical Assessment Unit
(SAU) staffed with skilled surgical nurses.
All 3 hospitals will have a dedicated Emergency Theatre (NCEPOD)
staffed and equipped 24/7, 365 days/yr as a fixed asset.
The hospital to which a patient is taken is the one which is closest to
where they are picked up in the ambulance. The ambulance takes the
patient to the ED, where the patient is seen and assessed by an
experienced ED Doctor. Blood tests, x-rays etc may be taken whilst in
the ED to help the staff assess what is wrong
If the patient’s condition is not serious, they will be treated in the ED and
discharged home from there
If the condition is not considered to be general surgical, the patient may
be transferred to another specialty such as orthopaedics, general
medicine or gynaecology for assessment or treatment.
If an opinion from a general surgical specialist is required this will be
available on site from the surgical team on-call that day
The general surgical specialist will be able to review test results, x-rays
etc via the hospital computer systems
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The surgical specialist may come to see the patient in the ED, or the
doctor looking after the patient there will speak to them on the phone to
discuss the case
If further specialist assessment or an operation is needed, the patient
would ordinarily be admitted to the Surgical Assessment Unit
If the surgeon does not think the patient needs to be admitted for surgical
treatment immediately, they may be given an appointment to come back
to the same hospital, or to the hospital closest to where they live for
treatment the next day or within the next few days
This could include an appointment in a clinic for further review and then
to decide on the right course of treatment. This might include
- A planned (elective) operation as a day case or inpatient.
- Further follow up as an outpatient
- Further follow up by GP
- Further treatment won’t be required.

Model 2
Two acute hospitals would provide the consultant, for the purposes of this
document, will be referred to as the “active” hospital with the third referred to
as the “elective” hospital.
 The 2 active hospitals will have ‘unselected take’ EDs with an ability to
accept any patients presenting
 The 2 active hospitals will have comprehensive surgical on call teams
24/7; 365 days/yr who are ‘commitment free’ (i.e. available to accept all
emergency calls)
 The 2 active hospitals will have a fully operational Surgical Assessment
Unit (SAU) staffed with skilled surgical nurses
 The 2 active hospitals will have a dedicated Emergency Theatre
(NCEPOD) staffed and equipped 24/7, 365 days/yr as a fixed asset
 The elective hospital would have a competent and qualified surgeon on
call during the out of hours period, meeting the quality standards set out
by the Royal College of Surgeons
 Pathways would be introduced for WAST and GPs to stream patients to
the best place, to be seen by the surgical team at one of the active
hospitals
 This means that 999 ambulances may take a patient away from their
nearest hospital directly to one of the two active hospitals if the patient’s
clinical presentation suggests a suspected surgical condition
 Patients who self present at the elective hospital will be assessed by the
ED team and the competent and qualified surgeon.
 If the patient requires an in-patient stay or operation, a referral will be
made to the on call team on either of the two active hospitals. The
patient will be transferred from ED on the elective hospital directly to the
SAU on the receiving acute hospital. This ensures safety and speed of
specialist surgical assessment and definitive treatment
 GPs will only refer surgical emergencies to one of the two active
hospitals (ordinarily the closest to the patient’s home or place of
residence); and patients will access the service through direct admission
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Where a patient is already an in-patient in one of the two acute hospitals
being managed under another specialist team, develops surgical
symptoms and is determined as requiring a surgical assessment, this
assessment will be provided by the on call surgical team.
Where a patient is an in-patient at the elective hospital being managed
under another specialist team, develops surgical symptoms and is
determined as requiring a surgical assessment, the assessment may be
provided by a visiting surgical Consultant or Registrar during day time
hours Monday through to Friday. It may be necessary to provide
sessional time for a Surgeon scheduled at the elective hospital, to
provide non-emergency surgical opinion to patients falling into this
category.
During the out-of-hours period where an in-patient at the elective hospital
is deemed as needing emergency surgical opinion and/or intervention,
the responsible physician and his/her team would seek surgical opinion
before referring if needed to the surgical on call team at either of the two
active hospitals
It will be expected that a clinical discussion will determine the best
ongoing treatment plan for the patient. This may mean the patient will
need to be:
- transferred under the care of the accepting surgical on call team to the
active hospital;
- will be managed conservatively by the responsible physician on the
elective hospital with off-site support from the surgical on call team;
- where the patient’s condition is deemed to be life threatening, time
critical, and the patient is assessed as too unstable to transfer, the
surgical team will travel to the elective hospital where a fully staffed
theatre will be made available.
There would be no in-patient facilities for non-elective general surgery in
terms of beds or nursing staff, and there would be no SAU at the elective
hospital
In order to reduce the number of patients needing to be transferred to an
active hospital additional pathways would be developed e.g. one stop
outpatient clinics for diagnostics and minor intervention; rapid access
surgical clinics Monday through to Friday; reserving space on day
surgery elective operating lists to allow urgent short stay procedures to
be carried out Monday through to Friday.

Assessment of the remaining two options
An analysis of the two options was made by the Project Board of qualitative
and quantitative factors relating to the non-financial assessment criteria. This
analysis identified risks and benefits for each of the potential options. The full
document is available at www.bcu.wales.nhs.uk. Some key points are
summarised below:
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Quality of care





Both models will move towards achievement of the Royal College
standards for unscheduled care
Model 1 would have consultant opinion and assessment available at all
acute hospitals
Model 2 would have consultant assessment and opinion at 2 acute
hospitals and a surgeon of appropriate competence and qualification at
the third hospital
Separation of emergency and elective activity would be delivered in both
models

Deliverability





Model 1 would be dependent on recruitment of up to 9 additional
consultants; Model 2 would require recruitment of 1 – 3 additional
consultants
Model 1 would be dependent on maintenance of sufficient trainees or an
alternative provision
Model 2 would be dependent on establishment of appropriately
competent middle grade rota at the elective hospital
Model 2 would require capital to increase capacity at the two “active”
hospitals and there would be an impact on elective activity

Accessibility





Model 1 would have largely unchanged access
Model 2 would have an impact on the proportion of the population who
would be within 30 – 59 minutes drive time from an “active” hospital
For either model, it is the time to definitive treatment which is critical
rather than drive time to the hospital
There are barriers in general to access to services in areas of deprivation

Sustainability




For Model 1, there are risks to sustainability arising from recruitment
risks for trainees
For Model 2, there are risks to sustainability arising from recruitment
risks for middle grades
For Model 2, training programmes which offered rotation through active
hospitals would need to be set in place

Interdependencies



There are few issues for Model 1
There will need to be pathways and protocols in place to manage any
issues arising from interdependencies for Model 2, and there are
examples of effective protocol arrangements in other models in practice
in the UK
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Transparency



Pathways and access would remain unchanged for Model 1
There would need to be clear and effective communication for Model 2 to
ensure the model is well understood

Acceptability – the issue of acceptability would need to be tested with a
broader population before conclusions can be reached.
The service models were initially assessed without considering named
hospitals, against quality standards and against the non-financial assessment
criteria. Subsequently an assessment of location was done for model 2.
This assessment identified Ysbyty Gwynedd and Wrexham Maelor Hospitals
as the preferred hospitals for 24/7 non-elective inpatient and operating theatre
provision, with Ysbyty Glan Clwyd being supported on a networked basis, with
a competent and qualified surgeon available to support any patient with a
suspected surgical condition attending Ysbyty Glan Clwyd, in accordance with
the quality standards laid down by the Royal College of Surgeons.
This assessment included factors such as travel time; capacity requirements;
critical mass; interdependencies with other services; acceptability – including
potential changes in patient flow outside of the area.
The full narrative document assessing the options against non-financial
criteria is available at www.bcu.wales.nhs.uk.
6. CLINICAL INTERDEPENDENCIES
The Project Board considered the evidence in relation to clinical
interdependencies for non-elective general surgical services. Key
relationships discussed in the literature appear to be between:
i) Emergency Medicine and Emergency Surgery
ii) Trauma (particularly orthopaedic and neurosurgical) and Emergency
Surgery
iii) Emergency Departments and Emergency General Surgery
iv) Emergency General Surgery and Critical Care.
The recent RCSE document ‘Emergency Surgery: Standards for unscheduled
surgical care 2011’ sets out a series of standards and recommendations as
guidance to managers and clinicians involved in the difficult decision making
that is inherent in configuring these services.
On the matter of interdependency it states that:
“The working party agree that hospitals accepting undifferentiated patients via
the ED must have access to 24-hour on-site surgical opinion (at ST3 level or
above) or a trust doctor with equivalent ability (ie MRCS with ATLSR provider
status), with a supporting team both senior and junior to this surgeon.
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Where emergency general and orthopaedic services are provided, the
following services are interdependent:
 anaesthetics, critical care (intensive therapy unit/high dependency unit)
and acute pain
 acute medicine
 interventional and diagnostic radiology
 pathology
 gastroenterology
 cardiology
 bronchoscopy
 endoscopy
 elderly care and rehabilitation medicine
If children are admitted as emergencies, inpatient paediatrics and specialist
children's facilities are required. Arrangements for other surgical specialties
will be required as appropriate.
Where teams provide services across a wider geographical region in a
network, adequate provision must be made for this in planning the service and
modern communications methods (such as rapid image transfer and video
conferencing) made available. Networks must liaise closely with ambulance
services to develop agreed protocols for ambulance bypass and the transfer
and repatriation of emergency surgical patients. Transfer of acutely ill
patients has the potential to expose both transferring and receiving hospitals
to inadequate resident personnel due to their required involvement in the
transfer. This must be factored in to workforce and service plans."
In relation to this matter, the report of the Professional Affairs Board of the
RCS(E) stated the following:
The co-location and co-dependency of services is one of the most difficult
aspects of reconfiguring services. It has already been stated that Emergency
and Elective surgery should be managed separately, but preferably on the
same site. It similarly makes clinical sense that all major and complex surgical
interventions occur on a site with full access to emergency services,
anaesthetics, critical care, acute pain services, out of hours operating and a
full surgical team . It is also a pre-requisite that emergency medicine is
available on sites providing emergency surgery.
The question then is what specialties, or parts of specialties, can be located
on a site that does not perform emergency surgery and what surgical
provision, in terms of opinion, is required on those sites.
The following are specialties for which there are examples and experience in
Wales and the UK of services that have been provided without access to
emergency surgery on that site:
 Short stay and day case General Surgery
 Short stay and day case Orthopaedic surgery
 Acute Medicine with protocol led admissions.
 Acute medicine without formal protocol for admission
 Obstetrics
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Gynaecology
Ophthalmology
A&E medicine
Minor Injuries and GP Out of Hours Service
Elective Orthopaedic Inpatient Surgery
Neurology
Neurorehabilitation
Elective Gasroenterology

The Project Board took account of this evidence and also of examples of
service configuration which had been investigated and in some cases a
professional visit was undertaken by members of the Project Board to discuss
the lessons learned from the services.
The impact on elective surgical services
The Project Board has acknowledged there will be an impact on the delivery
of complex elective surgery should it be decided to implement Model 2 as
described above.
Though further detailed discussions are needed to confirm the level of
operational detail, the Clinicians agree that it would not be feasible to carry
out complex or major elective general surgery on any site which does not
provide comprehensive 24/7, 365 days/year surgical cover.
This principle is reflected across the UK where changes to NEGS have been
implemented and governance arrangements and pathways have long been
established and tested. The Project Board has accepted this as a principle in
designing the future service configuration.
If this model were accepted as the service configuration of choice, changes to
elective surgical flow will also be necessary.
Patients requiring complex or major elective surgery such as hemi-colectomy,
bowel resection, oesophagectomy and so on, would only be admitted to a
hospital providing NEGS care. This means that the hospital can provide full
back up surgical services, ITU and HDU facilities and around the clock skilled
surgical teams for any necessary intervention.
The Board will need to explore the possibility for the elective hospital/s to
provide extended day surgical services with longer working hours delivered
from environment/s designed to provide the optimum in day surgical care; the
provision of 23.59 in-patient facilities staffed by experienced elective surgical
nurses with skills extended to Advanced Clinical Nurse Practitioner level.
These additional facilities will allow BCU to extend the day case basket whilst
continuing to provide safe, effective post operative care to the population of
North Wales.
Elective surgical services will need to be carefully structured to ensure that it
is protected from outside influences. Elective hospital/s will need to ensure the
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day surgical areas – including any 23.59 facilities - resist pressure to become
in-patient areas but maintain a day case identity. This will prevent
compromising elective care, will safeguard patients and ensure consistent,
strict governance arrangements.
Impact on other services
The pathway for the majority of medical emergencies and medical patients will
be unaffected by any potential changes. However, the Project Board has
identified that there will be some impact on a smaller proportion of medical
emergencies and medical patients attending the elective hospital in Model 2.
There is some guidance on the matter in documentation by the profession
including:
•

Royal College of Physicians, Acute Medical Care, October 2007

•

College of Emergency Medicine, draft guidelines: Specialty service
support required for the ED, October 2011

•

College of Emergency Medicine, Emergency Medicine Operational
Handbook, December 2011

The guidance refers to a group of significant conditions, referred to as
“watershed conditions”, which require specific management protocols should
there be a change in configuration of services. The Project Board will
undertake more detailed work on operational aspects working with physicians
during the consultation period in order to inform final considerations.
In addition, the project board recognises the need for management of higher
risk trauma to be collocated with Non-elective General Surgery; the impact of
this is being worked through by the Trauma and Orthopaedic workstream.
Lastly, there is a view that emergency and major elective gynaecology would
need to be colocated with Non-elective General Surgery; this is currently the
preferred position of the gynaecology workstream for service review.

7. FINANCIAL ASSESSMENT OF OPTIONS
An assessment of costings has been undertaken through the project board,
led by our Finance Department.
Work has been undertaken with respect to both revenue and capital
consequences of the service changes to meet standards, both individually for
this service area and overall for the combined configuration options with other
service change proposals. A detailed business case is in development that
will ultimately support the outcome of any consultation.
A critical part of the governance process is to ensure that each of the service
reviews propose a safe service that is within the overall budget of the Health
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Board over the next five years in a climate of real terms reduction for the
foreseeable future. We have estimated flat cash per year with a 5% cost
saving per year as a minimum.
This assessment is a summary of work done to date based on the
assumptions agreed in the project.
Revenue implications
The table below shows the comparative headline costs of the models for Nonelective General Surgery taken in isolation.
Costs/Option

Model 1
(1 in 8*3)
£000s

Model 1
(1 in 7 *3)
£000s

Model 2
(1 in 9*2)
£000s

Model 2
(1 in 8*2)
£000s

1,498

480

94

(66)

Total
costs/(saving)

There are additional costs which may arise for Model 2 from the increased
workload at Ysbyty Gwynedd and the need to ensure robust rota cover.
These costs include anaesthetics cover, infrastructure and transport. These
costs will be taken into account in the overall cost of the service review
outcomes taken as a whole.
Capital implications
The project has also considered capital and estates implications of the models
under consideration. Initial assessment suggests that there are no significant
capital implications for model 1.
For model 2, the extent of the capital and estates implications for the transfer
of capacity required for changes needed from the impact of the Non-elective
General Surgical Services in isolation from the other service review areas are
summarised below. This takes into account the transfer of complex
gastrointestinal surgery highlighted in the section on interdependencies
(below.)
W MH
Refurb W ards 2,000m 2 at £2,500/m 2
Theatre

Est cost £m
5.00
1.75

YG
W ard ac c om m odation 1 ward at £3,000/m 2
Theatre
Tota l

2.50
1.75
11.00

In addition, there may be implications for equipment for diagnostic support
(CT scanning) to ensure resilience for the increased level of activity at the two
hospitals with inpatient and theatre capacity.
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The capital implications of the potential changes outlined in Model 1 would be
substantially offset if a corresponding transfer of elective activity from other
services were undertaken, as is described in the other service review papers.
The capital implications should therefore be considered as part of an overall
assessment.
8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM THE PROJECT BOARD
The Project Board has considered the assessment against non-financial
criteria and also the initial financial assessment.
There is clinician consensus that both of the potential service models are
potentially deliverable. There is not however firm consensus in support of
either of the models. The analysis against non-financial assessment criteria
demonstrates there are benefits and risks in both models which would need to
be addressed. The financial analysis indicates an advantage from Model 2.
In addition, the Royal College of Surgeons’ Professional Affairs Board in
Wales and the National Clinical Forum (see section below) have indicated that
Model 2 would be the preferred approach.
The project board would therefore recommend that the Board decides its
preference which may result in formal consultation as appropriate.
9. EQUALITY IMPACT ASSESSMENT SCREENING
In order to ensure that the work of the project complies with the equality
specific duties and gives due regard to equality and human rights
considerations, the project board received a briefing session from the
Equalities Team. An equality impact assessment screening has been
undertaken to support the work of the project. This was undertaken by a
small group comprising project team members and supported by
representatives from the Community Health Council and the North Wales
Regional Equality Network.
This is ongoing, as any potential impact will become more clearly defined as
scenarios are refined. A number of issues have already been identified:





As older people tend to be higher users of the service, there may be an
impact on this group from any potential change in service delivery
A number of the other protected characteristic groups tend to experience
barriers to access to health care services generally (physical and cultural)
and this review needs to consider whether these may be exacerbated by
any proposed changes
The impact on transport and access to services will need to be considered
in any potential changed service delivery model, particularly for older
people, people with disabilities, and people from areas of deprivation

Board Report July 12

15

Final

where car ownership levels are lower. Transport is also an issue for
families and carers.
Additional stakeholder drop in sessions were held with targeting of invitations
at groups representing older people and also communities first groups.
Attendance at these sessions was low in numbers but did provide the
opportunity to hear directly from some representatives of these groups.
Ongoing work to develop engagement with these groups will take place in
order to inform the refinement of the EqIA screening.
Our approach to impact assessment also includes consideration of the impact
on the Welsh Language, in line with our commitment to fulfilling our legal duty
in the context of the Welsh Language Act 1993. Any relevant impact will be
identified and addressed.
10. FEEDBACK FROM ADVISORY COMMITTEES
The proposals for potential service change have been presented to the major
advisory forums, in accordance with the Guidance for Engagement and
Consultation on Changes to Health Services. These include the Stakehodler
Reference Group; Healthcare Professional Forum and the Local Partnership
Forum. Feedback from these forums is included within the overarching paper
on Healthcare in North Wales is Changing.
In addition, the potential proposals were presented, with outcomes from other
service review areas, to the National Clinical Forum on 26 June 2012. The
feedback from the Forum is also attached to the overarching Board paper.
This feedback adds to the evidence which the Board will need to consider in
deciding whether to proceed to formal consultation.
11. TRANSITION AND IMPLEMENTATION
It is expected that implementation will take in the order of three years.
In respect of Model 1, there would be phasing of recruitment during the
transitional phase to move towards the new model over a period of three to
five years, and also taking account of the timescales for the breast surgeons
coming off the general surgical rota in the future.
In respect of Model 2, there would be a period of up to three years for full
implementation which may partly be dependent on phasing of necessary
capital work.
Should the Board decide to commence formal consultation on change
proposals, we expect that this will begin on August 6 and run for a period of
10 weeks, as discussed with the Community Health Council.
During this time further work will be undertaken on operational detail of
service improvements; some of the improvements identified will be
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implemented regardless of which configuration is agreed (such as the
development of pathways for pre-hospital care, and also for direct admission
to SAU.)
Formal implementation of any configuration change would begin following
Board approval of the changes.
12. RECOMMENDATION
The Board is asked to:





Consider the outcome of the service review work
Consider the proposals for service change and decide whether there is a
preferred position
Confirm that proposals if implemented would constitute substantial
change, as necessary
Agree that BCU HB should enter into a period of formal consultation as
necessary.
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Appendix 1
Definition of the non-elective service
The Royal College of Surgeons (England) (RCSE) has recently described six
elements which define non-elective surgical provision in its document,
Standards for Unscheduled Surgical Care (February 2011):
1. Undertaking emergency operations at any time, day or night.
2. The provision of ongoing clinical care to post-operative patients and other
inpatients being managed non-operatively, including emergency patients
and elective patients who develop complications.
3. Undertaking further operations for patients who have recently undergone
surgery (i.e. either planned procedures or unplanned ‘returns to theatre’).
4. The provision of assessment and advice for patients referred from other
areas of the hospital (including the emergency department) and from
general practitioners. For regional services this may include supporting
other hospitals in the network.
5. Early, effective and continuous acute pain management.
6. Communication with patients and their supporters.
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APPENDIX 2
Terms used in this document

NEGS
ED
SAU
BCU HB
DGH
NCEPOD

Non Elective General Surgery
Emergency Department
Surgical Assessment Unit
Betsi Cadwaladr University Local Health Board
District General Hospital
National Confidential Enquiry into Peri-Operative
Deaths.

Elective

Planned treatment for a condition, that usually
takes place within 26 weeks of a patient being
referred by their GP
Treatment for an urgent condition that takes place
within a few hours to a few days of the need
arising.
A surgical specialty specialising in
diseases/conditions relating to the abdomen /
gastro-intestinal tract.
Accident & Emergency (A&E) Department
Refers to a doctor undertaking non-elective/on-call
duties who does not have other elective duties at
the same time – eg routine outpatient clinics.
Patients with a condition or symptoms that may be
managed by a surgical intervention or procedure
(operation).
Patients with a condition or symptoms that are
managed non-surgically and who are cared for by
physicians.
Refers to an Emergency Department or hospital
site that is able to receive all kinds of nonelective/emergency patients. This could refer to
surgical patients or medical patients.
Refers to an Emergency Department or hospital
site that is able to receive a selection of nonelective or emergency patients, but not the full
range. For example, an Emergency Department
that is able to receive all kinds of medical patients,
but no surgical patients has a selected take.
A dedicated operating theatre available and staffed
24/7 for non-elective surgical procedures.

Non-elective

General Surgery

Emergency Department
Commitment-free

Surgical patients

Medical patients

Unselected take

Selected take

NCEPOD Theatre
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TRAUMA & ORTHOPAEDIC SERVICES REVIEW
EXECUTIVE SUMMARY
Context
Trauma and Orthopaedic services are being reviewed because:
• There is a forecast 30% increase in need for elective orthopaedics over the next 5
years, coupled with a 10% increase in hip fractures (rising to 40% over the next 15
years);
• Changes in demographics and technology mean that care is being provided in a
wider range of patients than before;
• Orthopaedics is becoming increasingly specialised and this presents challenges in
terms of critical mass and the availability of a wide range of services in hospitals
across North Wales;
The review has been a multi-disciplinary, clinically-led review with stakeholder engagement.
Case for Change
The increases in forecast demand present significant challenges for the Health Board in
terms of medical workforce and the cost of meeting the additional 30% service need. There
are significant opportunities to improve the productivity of our existing services – for example
by changing the way we organise and run operating theatres, or by improving our
rehabilitation pathway and links with local authority partners. There are also opportunities for
us to bring back into Wales patients who are currently treated for routine conditions in
England – this will help strengthen the clinical and financial sustainability of local services.
There is a strong clinical relationship between trauma care for more seriously injured
patients and support from other services – most notable non-elective general surgery.
Assessment of Options
The Project Board have a clear preference for providing a full range of trauma and
orthopaedic services across the three main hospitals in North Wales. In order to deliver
clinical critical mass for all orthopaedic sub-specialities, it would be necessary to move small
volumes of some specialist surgery (eg foot and ankle surgery) on to fewer than three
hospital sites. There is an ambitious programme of productivity gains, pathway changes and
expansion of our workforce to meet the additional need. Much of this has already been
supported by Welsh Government investment.
Should the pattern of non-elective general surgery services change, then the provision of
higher-energy trauma (approximately 25% of trauma) will need to change to match. Whilst
most trauma care (including hip fractures) would continue to be provided across all three
hospitals, higher risk trauma would be provided from the same hospitals as non-elective
general surgery.
Summary of Potential Benefits
The changes proposed have the potential to deliver the following improved outcomes:
• Development of clinical mass to support specialisation of services.
• 30% productivity gains to offset demand increases.
• Improved rehabilitation pathway and links to local authorities.
• Separation of trauma/elective care.
Recommendation from Project Board
The Board is asked to consider the proposals and the recommendations within the report in
relation to consultation.

TRAUMA AND ORTHOPAEDIC SERVICES
REPORT ON SERVICE CHANGE PROPOSALS
1. INTRODUCTION AND CONTEXT
This paper provides the Health Board with an update on the review/
development of a 5 year clinical service plan for elective and trauma
Orthopaedics across North Wales.
The review is based upon the public health/population need for orthopaedic
care and builds upon the Health Board’s 5 year plan. It seeks to build on the
advantages of a single organisation across North Wales, and to describe a
service model which is safe, high quality, affordable and sustainable - in
clinical, financial and operational terms.
This paper updates the emerging messages that were presented to the Board
in November 2011, when a case for change to current services was accepted.
Full details of the findings of the review including population need, case for
change, options considered, preferred models and developing work on clinical
linkages with other services, can be found within the detailed Stakeholder
“Out-turn Report” which describes all the detailed findings of the Project
Board. http://howis.wales.nhs.uk/sitesplus/861/page/41632
2. CLINICAL CASE FOR CHANGE
Demand for elective orthopaedics is forecast to rise by 30% over the next five
years, whilst hip fractures and other age-related fragility trauma will rise by
10% (40% over the next 15 years). Much of this increase is demographic and
technology-led. These increases are consistent with the increases
experienced over the previous two 5-year periods. Since the review work
commenced in 2010, the first two years of the current 5 year period have
shown the expected trajectory in elective demand.
This level of increase in need equates to the work of approximately 8
additional consultant teams under the current service model, which would cost
in excess of £12m, c£5m of which would be for our English contracts.
The level of elective orthopaedic waiting list backlog is being reduced to a
sustainable 26 week maximum wait by 31st March 2013, supported by
additional Welsh Government resource – much of which is recurrent. The
scale of the backlog being removed each year over a three year period
(2012/13 being Year 2 of this plan) is very similar in scale to the under-lying
growth in demand over the 5 year period – with the effect that the additional
capacity and productivity being deployed to reduce the backlog will be
required to meet underlying referral growth once the backlog is removed.
Sub-specialisation within orthopaedics will continue to develop, and the
concept of a critical-mass of clinical expertise within a sub-specialty or service
is widely accepted. Clinical critical mass ensures patients have access to a
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range of safe, high quality and clinically effective services, and that clinicians
practice within an effective and supported professional governance
framework.
Working Time Directive regulations and Deanery recommendations on
reducing trainees’ rota intensity, and the reduced availability of trainees in
North Wales, will continue to affect our recruitment and retention.
Resources are increasingly tight within NHS Wales and BCULHB, and will
continue to be so. Continued expansion of the orthopaedic service in staff and
physical infrastructure alone is not a future solution to increased need.
The four key drivers for change in orthopaedic services over the next 5 years
therefore are:
•
•
•
•

a forecast 30% increase in need;
a real-terms reduction in NHS resources;
increasing clinical subspecialisation and need to deliver clinical
critical mass for governance/outcomes purposes;
an increasingly specialist range and cost of interventions;

The Project Board concluded that these factors constituted a clear case for
change, as a precursor to the review, and that a sustainable clinical services
plan for trauma and elective orthopaedics was required. This conclusion was
supported by stakeholders throughout the process of engagement during the
review.
The Health Board supported the case for change at its meeting in November
2012, and approved the development of sustainable service configurations,
factoring in the additional resources released by Welsh Government.
3. VISION FOR THE FUTURE
In common with the other service reviews, there are a number of the overarching principles and drivers that are also relevant to the orthopaedic review:
1. The need to focus more on public health outcomes;
2. Variations in levels and quality of service delivery;
3. Sustainability of current services and the burdens being placed

upon staff and systems may compromise patient safety;
4. The European Working Time Directive, changes in Deanery support
for training rotas, and the general lack of availability of trainees are
having a detrimental impact on recruitment and rotas;
5. Sub-specialisation is affecting the development of on-call rotas and
clinical critical mass across all subspecialties;
6. Increasingly, concentration of services is required to achieve the
critical mass which delivers clinical expertise and demonstrably
better outcomes for patients ;
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7. Waste and duplication are still evident within the system;
8. Costs are increasing, and public sector finances are reducing;
9. Increasing demand for healthcare due to the ageing population,

new technologies & lifestyles;
10. Increasing expectations that care will be delivered at home or in a
community setting as close to home as possible.
In order to meet the sustainability challenges of increased demand, clinical
sub-specialisation and constrained resources, 6 broad strategies are
proposed that form the basis of the 5 year clinical strategy:
1. Development of a service configuration across North Wales that
delivers clinical critical mass in all sub-specialties;
2. Changes to patient pathways – particularly post-operative/rehabilitation
care that crosses boundaries between secondary/primary/community/
Local Authority partners;
3. Expansion of the service in physical and staffing terms; additional
theatres, medical and nursing staff as part of the Welsh Government
initiative on elective access times.
4. Management of demand, including a better understanding of the
effectiveness and outcomes of interventions, as well as prevention
measures;
5. Repatriation of activity and financial resource from England where it
makes clinical and economic sense to do so;
6. Significant improvements in the productivity and efficiency of the
current service, some of which may require investment.
Taken together, the summary 5 year-clinical service strategy describes a
three hospital service configuration and clinical model for elective and trauma
orthopaedic services that could deliver the increased levels of activity within
the broad overall current resource bases.
The development of these 6 strategies has been undertaken together with
stakeholders.
4. SUMMARY OF ENGAGEMENT
A structured review methodology has been used including a strong
evidence/information base and extensive stakeholder engagement from
across the wider orthopaedic community in North Wales and partners from
North West England.
The review is led by a multi-disciplinary project board with majority clinical
representation from across North Wales and all the key clinical disciplines
involved in delivering orthopaedic services. External to BCU, the project board
also contains CHC representation, as well as colleagues from Public Health
Wales.
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The work to develop a 5 year clinical services strategy for orthopaedics
commenced with a series of internal and external stakeholder briefings in
summer 2010.
To date the following engagements events have taken place:

A series of internal and external briefings following key Multiple dates
stages agreed in the project board (eg commencement
of review, following stakeholder/clinician workshops,
when the case for change was adopted by BCU
Board).
4 internal/external stakeholder events with attendance
from approximately 300 stakeholders and partners in
total – coinciding with the 3 cycles of the review and
formal feedback periods on all review documentation.

30th July 2010
3rd September 2010
22nd October 2010
10th November 2011

4 secondary care clinician workshops – 23/09/10, 23rd September 2010
20th October 2010
20/10/10, 05/05/11, 20/10/11);
th
5 May 2011
20th October 2011

A series of update briefings with other service reviews Multiple dates.
at key points during the work;
Publication on the internet/intranet, and circulation to Ongoing.
all stakeholders of all draft project documentation with
a defined formal feedback period before documents
were adopted.
Regular updates to Health Professionals Forum, Multiple dates, most
th
June
Stakeholder Reference Group, Local Partnership recently 11
2012
Forum, and Inter-CPG Group;
dates
Inclusion in briefings and other stakeholder events as Multiple
appropriate – eg CHC briefing sessions, General throughout the review.
Surgery stakeholder events;

Presentation of the case for change and service February 2012
th
models being developed to the National Clinical Forum 27 June 2012
in February and June 2012;

Feedback from stakeholders informally or via feedback sheets from events
has been very positive about the process and levels of engagement –
particularly with patients, patient representatives and carers.
5. DEVELOPMENT OF PROPOSALS AND NON-FINANCIAL
ASSESSMENT OF OPTIONS
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The review has adopted the core BCU assessment criteria for the service
reviews, originally developed with stakeholders for the North Wales Clinical
Strategy, and tailored to Trauma and Orthopaedic Services.
A series of stakeholder engagement workshops developed the assessment
criteria and service configuration options, and also helped develop an
understanding of the potential impact of different options on patients, carers
and staff – including proposals to mitigate these issues
The assessment criteria used in workshops to score different service
configurations were developed from those used in the North Wales Clinical
Strategy work. Orthopaedic stakeholders tailored them and weighted them to
give a relative significance to trauma and orthopaedic services:
1.
2.
3.
4.
5.

Quality of care, including clinical safety
Patient Centred-ness
Sustainability
Deliverability
Accessibility – geographical and access to definitive treatment.

During the earlier stages of the review, the project board developed service
configurations for trauma and orthopaedic services which, at the time, did not
take account of the outcomes of other service reviews. Those proposed
service modes were for elective delivery in 3 hospitals, 2 hospitals, or 1
hospital across North Wales, with further options for differentiation between
the 3-hospital and 2-hospital elective models to support sub-specialisation.
The release of the Welsh Government access monies in April 2011 provided
an opportunity to for the Project Board to review the range of potential
sustainable service models and to expand consultant staffing to deliver critical
mass in smaller subspecialties in more hospitals.
In determining future services models, the Project Board concluded:
•

A detailed model has been developed detailing forecast demand, and
required levels of activity, productivity, workforce and financial
resources to meet the needs of a sustainable service.

•

There are a number of specific improvements that need to be made to
patient pathways, particularly post-operative rehabilitation and reablement pathways, including where there are interfaces with
community and local authority services. These are key to improving
patient outcomes and reducing length of hospital stay. The most
significant change is the greater involvement of Care of the Elderly
physicians in the treatment of orthopaedic patients – through an
enhanced orthogeriatrician service.

•

There are a number of improvements that must be made in the
productivity and efficiency of the current operational service, both
elective and trauma. These essential gains include a 30% increase in
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theatre throughput, a 65% elective daycase rate, matching best-inclass length of stay, improving clinic throughput and reducing
unnecessary follow-up, and new clinical timetables that strike a better
balance between outpatient and inpatient activity in different
subspecialties.
•

These productivity improvements will need considerable clinical and
managerial focus to secure. These gains have been assumed in the
future modelling of capacity and activity, as well service planning and
job planning. They are absolutely fundamental to delivering the future
activity levels in a financially sustainable way.

•

There should be repatriation of patients treated in England where it
makes clinical and financial sense to do so, and does not destabilise
specialist partners. This equates to 100% of non-specialist GP referrals
at the Countess of Chester hospital, and 50% of GP referrals at Robert
Jones & Agnes Hunt hospital in Gobowen. Once again, the return of
this level of financial resource is absolutely fundamental to the financial
sustainability of the future service – and in turn is dependent upon the
productivity and efficiency gains required in the local service.

•

There is a broad consensus on the clinical linkages between
orthopaedic trauma services and non-elective general surgery
services. The configuration and scope of trauma services across North
Wales should take account of the non-elective general surgery model.

•

Elective services should be configured to deliver clinical critical mass
across the range of sub-specialties. There was a narrow preference
amongst stakeholders for models that consolidated elective services in
fewer hospitals, in order to secure critical mass and quality/safety
gains. It was not considered that critical mass in three hospitals could
be delivered in a short timescale without an expansion of consultant
numbers – which in turn was dependent upon financial gains arising
from productivity improvements, repatriated income from England and
additional WG resource.

•

Pre- and post-operative care should be delivered as locally to patients
homes as possible.

•

Daycase surgery should be delivered locally, providing it also matches
the configuration of inpatient surgery in terms of specialist clinical
critical mass.

•

In the absence of significant capital investment, changes to
orthopaedic service configurations must also take account of the need
to maintain a broad capacity/infrastructure balance across the three
DGH sites. Any transfer of services between hospitals is likely to
require a balancing transfer of resource and capacity in the opposite
direction.
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•

The additional resources made available by Welsh Government has
created the opportunity to move towards elective critical mass in three
hospitals in a number of the larger sub-specialties. There would still
need to be strong clinical networking across the region, and some
consolidation of smaller sub-specialties to secure critical mass in all
areas.

6. INTERDEPENDENCIES
The project board has considered the clinical and operational
interdependencies between trauma and elective orthopaedics and other acute
and community clinical services. The key linkages identified are:
•
•
•
•
•
•

Clinical dependency between elective and trauma orthopaedics to
maintain specialist trauma capabilities within a general trauma service;
Fundamental links between trauma orthopaedics and non-elective
general surgery services – for patients with abdominal and orthopaedic
injuries.
Clinical critical mass within orthopaedic sub-specialties to facilitate
specialism, peer support and continuity of care/cover – agreed as a
minimum of 2 colleagues within a defined sub-specialty on a site;
The reliance of BCU upon specialist partners in England, most notably
Robert Jones & Agnes Hunt.
The reliance of acute orthopaedic services (elective and trauma) upon
an integrated and pro-active rehabilitation pathway with strong links to
community settings and local authority partners.
A general requirement to balance capacity & infrastructure across
BCU, and as a significant user of both beds and operating theatres,
elective orthopaedics is a key speciality in delivering balance within an
overall North Wales service model.

Taking these factors into account, the Project Board have developed 2 service
configurations for trauma and elective services:
Model 1
Elective surgical services should be delivered on three DGH sites, with some
consolidation of smaller sub-specialties into fewer than three hospitals – to
deliver clinical critical mass. There are also viable and acceptable options to
deliver some or all elective surgical services in fewer than three hospitals, but
there are implications for continuity of care and patient/staff travelling that
would need careful consideration. Appropriate critical care facilities are
required for higher anaesthetic risk orthopaedic patients. Likewise there are
clear interdependencies between paediatric orthopaedic operating and the
provision of post-operative paediatric nursing care.
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The preference of the Project Board is that orthopaedic trauma services
should be provided at three hospitals with an unselected trauma take and
non-elective general surgery operating at each hospital.
Model 2
It is recognised that there are strong clinical links between non-elective
general surgical services and high energy trauma care. Should general
surgery operating not be available at a hospital 24/7 then unselected trauma
can’t be received at that hospital.
Similarly, the operational links with elective services and physical capacity
constraints led the Project Board to a consensus that it is operationally
unviable to transfer all trauma to two hospitals; and feedback from
stakeholders suggests that this model would be likely to fail a public
acceptability test.
There are opportunities for a selected trauma take at a hospital without nonelective general surgery (for low energy trauma cases, approximately 75-80%
of admissions) – however these models tend to over-triage and over-transfer
of cases.
Low energy trauma refers to those injuries that are typically sustained by the
force of a fall from less than one’s own height. These are the kinds of
accidents and injuries that are much less likely to involve abdominal injuries
requiring general surgery support. High energy trauma refers to more serious
accidents, for example a fall from height/down stairs and pedestrian/car
accidents. The most severely injured patients (approximately 50 per year
across North Wales), with multiple injuries requiring multi-disciplinary and
specialist intervention will be transferred to the Major Trauma Centre in Stoke.
The Project Board has reached a consensus that if non-elective general
surgery is provided from East and West only (the “2+1” model), then in order
to strike an appropriate balance between risk and local access, Glan Clwyd
would receive selected low-energy trauma cases only.
This would require the implementation of clear clinical protocols to support
pre-hospital triage (by Ambulance/GP) and re-direction of high-energy trauma
patients to East and West. Triage would also operate within Emergency
Department or ward settings, with patients assessed as likely to require
abdominal opinion/intervention from a general surgeon being transferred to
the other hospitals.
Analysis of actual admissions in 2009/10 indicates the likely impact of this
change, and assuming 50% over-triage, would be:
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Total Admissions
Average Daily Admissions
Min
Max
Range

2009/10 - Actual Admissions
West Central East
BCU

2009/10 - Projected Admissions
West Central East
BCU

Change
West Central East

BCU

2705
7.4
0
18
18

3028
8.3
0
19
19

+323
+0.9
+0
+1
+1

+0
-0.0
+0
+0
+0

2240
6.2
0
14
14

1475
4.1
0
11
11

6420
17.6
5
31
26

1434
3.9
0
9
9

1959
5.4
0
12
12

6420
17.6
5
31
26

-806
-2.2
+0
-5
-5

+484
+1.3
+0
+1
+1

Whilst the overall numbers are relatively small, these patients require a
greater level of care, with almost all going to theatre. There is also a
significant variation both daily and seasonally in trauma admissions.
The consensus of the project board is that the transfer of selected trauma
East and West is a viable model but will require net additional resource – to
enable the provision of additional medical staffing and trauma list capacity
during the day. The maintenance of selected trauma and elective inpatient
services at Ysbyty Glan Clwyd precludes the transfer of the current trauma
resource with the transferred activity, as this is required for the care of the
trauma admissions and elective inpatients.
Changes to the capability of Ysbyty Glan Clwyd to accept unselected trauma
cases will require changes to the plans for responding to major incidents
across North Wales, to reflect the reduced general surgery/trauma service on
site.
7. FINANCIAL APPRAISAL OF OPTIONS
An assessment of revenue implications of the two service configurations has
been undertaken, led by the Finance Department.
The revenue implications have been considered in the context of a 30%
demand increase over the period – which would have added at least £12m to
the baseline cost if the service models and productivity were not changed. In
this context, there is no “do nothing” option.
Work has been undertaken with respect to both revenue and capital impact of
the two models in isolation, as well as the overall impact of the potential
combined service models for each of the service review areas. A detailed
business case is in development for the combined service models and this will
support any public consultation process.
A critical part of the governance process is to ensure that service models are
developed that are both safe and affordable within the overall budget of the
Health Board for the next five years, in a climate of real terms reduction in
resource for the medium term. We have estimated a flat-cash budget
settlement with a 5% cost saving requirement per year as a minimum.
The work to develop a 5 year clinical services strategy has included significant
analysis and resource modelling.
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As noted above, the provision of financially sustainable services that can meet
the additional forecast need within available resource levels, is based upon
the need to deliver significant improvements in productivity and efficiency of
the current service – but at levels that are achieved elsewhere in the NHS and
are considered “best in class”. In particular, resources need to be released
from existing bed capacity (reduced length of inpatient stay and increased
daycase rates) as well as marked increases in throughput for current physical
theatre capacity.
Coupled with this improved productivity in existing capacity, is the need to
repatriate non-specialist patient activity and financial resource from our
English contracts. The repatriation of this income is fundamental to
developing and expanding sustainable capacity locally.
Whilst there are no significant financial gains from consolidating elective
orthopaedics further, it may well provide opportunities to address the cultural
issues that traditionally have made productivity gains harder to deliver.
Taking on board the developments to deliver the Orthopaedic Access Plan for
North Wales, there is no further anticipated additional cost over and above
that identified in the plan at this stage.
Capital & Estates Implications
A detailed assessment of the capacity impact of each of the service review
options has been undertaken in terms of beds and theatre sessions, and
shows that there is no significant impact for Model 1 above.
Model 2 is a response to the potential move of non-elective general surgery
services to 2 hospital sites. Assessment of the capacity impact of this move,
including other dependent moves (elective inpatient general surgery, elective
and emergency inpatient gynaecology services, high energy trauma cases)
shows a significant capacity imbalance is created in East/West to
accommodate these services. The capital cost of creating this level of
accommodation is circa £18m and take in the order of 3+ years to deliver:

WMH

New build 2 wards 2000m2@£3,500/m2
Refurb Wards 2,000m2 at £2,500/m2
Theatre                                                                                    

Est cost £m
7.00
5.00
1.75

YG
Ward accommodation 1 ward at £3,000/m2
Theatre
Total

2.50
1.75
18.00

The Project Board have reached a consensus that consolidation of most
elective hip/knee arthroplasty from Wrexham Maelor, Ysbyty Bangor and
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Abergele Hospital onto the Glan Clwyd site is a viable service move that helps
maintain a more balanced capacity impact across North Wales, reduces the
capital impact of non-elective general surgery moves, and facilitates the
development of a specialist elective arthroplasty centre for North Wales:
WMH
Refurb Wards 2,000m2 at £2,500/m2

Est cost £m
5.00

YG

5.00

Total

There is further consensus in the Project Board that the operational
implications of this proposed consolidation (travel, continuity of care,
timetabling and contractual issues) can be resolved flexibly as part of
implementation planning.
8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM THE PROJECT BOARD
The Project Board has reached the following consensus:
If non-elective general surgery is provided at 3 hospitals , then the preferred
clinical model for trauma and orthopaedics is:
•
•

•

3 unselected trauma takes, supported by non-elective general surgery
services at each hospital.
3 elective orthopaedic hospital sites delivering critical mass in all subspecialties. Where this is not deliverable, smaller sub-specialties will
consolidate onto fewer sites. It is anticipated that this would apply only
to specialist Foot and Ankle surgery.
The productivity, pathway and rehabilitation gains outlined above must
be delivered as an integral part of this clinical model.

If non-elective general surgery is provided at 2 hospitals, then the consensus
from the project board is that services should change in order to balance risk
and access for trauma patients, and to support capacity and capital
implications for other specialties. This model will require net additional
resource to manage the additional transferred trauma activity at the 2
hospitals, whilst maintaining a local service on the third:
•
•
•

2 unselected trauma hospitals, co-located with non-elective general
surgery;
A selected trauma service at Ysbyty Glan Clwyd – with triage and
transfer of patients with an increased likelihood of needing general
surgery opinion/intervention to the other 2 hospitals.
The consolidation of most elective inpatient hip/knee arthroplasty to
Ysbyty Glan Clwyd.
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•
•

Changes to the North Wales major incident response to reflect the
changed capability of Ysbyty Glan Clwyd.
The productivity, pathway and rehabilitation gains outlined above must
be delivered as an integral part of this clinical model.

9. EQUALITY & OTHER IMPACT ASSESSMENT IMPLICATIONS
In order to ensure that the work of the review complies with the equality
specific duties and gives due regard to equality and human rights
considerations, an equality impact assessment screening has been
undertaken to support the work of the project. This was undertaken by a
small group comprising project team members.
Equality Impact screening assessment of the emerging messages has not
identified significant equality issues for protected characteristic groups from
any of the potential options – with the exception of those general barriers to
accessing care that are often experienced by those groups. Careful
consideration will need to be given to mitigating these, as the options are
developed further in conjunction with other service reviews.
The impact on transport and access to services will need to be considered in
any potential changed service delivery model, particularly for older people,
people with disabilities, and people from areas of deprivation where car
ownership levels are lower. Transport is also an issue for families and carers.
The engagement workshops have assessed access carefully with
stakeholders – both in terms of geographic access to hospitals, and in terms
of patient access to high quality services.
A consistent view from patients, carers and their representatives was that
travel to hospital-based care can be inconvenient – particularly if services are
consolidated onto hospitals further away than at present. However,
stakeholders were willing to accept additional travelling (both for elective and
trauma care) if it meant access to high-quality specialist interventions with
better outcomes. There was a consensus view that pre- and post-operative
care and follow up should be provided locally wherever possible.
Our approach to impact assessment also includes consideration of the impact
on the Welsh Language, in line with our commitment to fulfilling our legal duty
in the context of the Welsh Language Act 1993. Any relevant impact will be
identified and addressed.
Equality Impact assessment is an ongoing process with the Project Board, as
any potential impact will become more clearly defined as scenarios are
refined.
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10. FEEDBACK FROM ADVISORY COMMITTEES
The proposals for potential service change have been presented to the major
advisory forums, in accordance with the Guidance for Engagement and
Consultation on Changes to Health Services. These forums were the
Stakeholder Reference Group, The Healthcare Professional Forum, Local
Partnership Forum, and the National Clinical Forum.
The feedback from these forums is contained in the summary Board paper
and adds to the evidence which the Board will need to consider in deciding
whether to proceed to formal consultation.

11. TRANSITION AND IMPLEMENTATION
Should the Board decide to commence formal consultation on change
proposals, we expect that this will begin on August 6 and run for a period of
10 weeks, as discussed with the Community Health Council.
Formal implementation of any configuration change would begin following
Board approval of the changes.
The Orthopaedic Access Plan is for a five year period and is currently
implementing the changes associated with Year 2 of the plan to sustain a 26
week elective wait. Future work will centre on the detailed implementation of
the additional changes proposed (continued productivity improvement, further
consultant expansion, repatriation of English activity, changes to rehabilitation
pathways and possible changes to the trauma service configuration)
12. RECOMMENDATION
The Board is asked to:
1. Receive this update on the review of Trauma and Orthopaedic services
across North Wales;
2. Consider the two service models – the preferred model and the
response to a potential outcome of the non-elective general surgery
review;
3. In the event of changes to Non-elective Surgical Services, accept that
the consolidation of elective arthroplasty surgery onto fewer hospital
sites, and the potential changes to trauma at Ysbyty Glan Clwyd would
constitute substantial change;
4. Agree that BCU HB should enter into a period of formal consultation as
necessary.
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VASCULAR SERVICES REVIEW
EXECUTIVE SUMMARY
Context
Vascular Services are being reviewed across North Wales, in line with services across the
UK because:
• Vascular Surgery is becoming a specialty in its own right;
• Evidence is growing on the link between volumes of surgery undertaken in a hospital
and improved patient outcomes – based upon strong clinical networking;
• Abdominal Aortic Aneurysm (AAA) screening is being introduced based upon explicit
clinical guidelines from professional bodies.
The review has been a multi-disciplinary, clinically-led review with stakeholder engagement.
Case for Change
There is widespread consensus amongst local vascular clinicians that the provision of major
arterial surgery (approx 300 cases per year) has to change to meet current clinical
guidelines relating to safety, quality and minimum volumes of surgery undertaken within a
clinical network setting. The best outcomes for BCU patients can be achieved if this complex
surgery is provided in one or two specialist centres in North Wales. There are strong clinical
links with other acute services, including interventional radiology and non-elective general
surgery which need to be taken into account.
Furthermore practice within vascular services is changing with greater reliance upon
endovascular techniques, as opposed to traditional ‘open’ surgery. Aneurysm screening is
also intended to move more surgery from an emergency setting to a planned environment,
as part of an overall programme to reduce mortality rates associated with this type of
surgery.
Assessment of Options
The Project Board have developed potential models for major arterial surgery, based upon
either one or two specialist hospital sites across North Wales, composed of a strong 24/7
clinical network of six vascular surgeons, backed up vascular anaesthetists and
interventional radiologists. Routine vascular services and pre/post-operative care would
continue to be provided in all three main hospitals.
Both models are deemed clinically viable, and have different benefits in terms of access,
workforce and long-term sustainability. There is very little difference between the two models
in terms of cost, which is very similar to the current service. As a result, there is no strong
consensus on which model is best.
Summary of Potential Benefits
The changes proposed have the potential to significant improve the outcomes for patients
with AAA.
Recommendation from Project Board
The Board is asked to consider the proposals and the recommendations within the report in
relation to consultation.

VASCULAR SERVICES
REPORT ON SERVICE CHANGE PROPOSALS
1. INTRODUCTION AND CONTEXT
In common with providers of vascular services across the UK, there are a
number of clinical and policy drivers that have prompted the BCULHB
strategic review of Vascular Services:
•
•
•
•

•

Establishment of Vascular Surgery as a separate specialty in its own right,
with its own specialist training programme;
Increasing evidence of the link between surgical volumes and patient
outcomes for complex arterial surgery;
The development of the Wales Abdominal Aortic Aneurysm (AAA) Screening
Programme based upon explicit clinical standards;
The Vascular Society of Great Britain & Ireland (VSGBI) documents for “The
Provision of Services for Patients with Vascular Disease 2012” and “AAA
Quality Improvement Framework”
Changes in technology – including minimal-access surgery and an increasing
reliance upon interventional radiology support.

Using the Triple Aim as core principles, the BCULHB review of vascular
services has the following remit:
“From a population perspective, to
•
•

•

review the needs of North Wales residents for vascular services;
to review existing service profile, consider relevant literature/evidence
for models of provision that address safety, quality and sustainability in
the short and long-term; and
to recommend a sustainable future service configuration to the BCU
Board, along with an indicative implementation plan and timescale”.

In delivering this remit, the review has three different areas of focus with
differing timescales.
1. To oversee the implementation of AAA screening by December 2012;
2. To recommend a service configuration for elective and emergency arterial
surgery across N Wales – in line with the timescale for other acute service
reviews;
3. To recommend a sustainable service model and 5-year clinical services plan
for peripheral vascular surgery across N Wales.

A case for change was accepted by the BCU Board at its June 2012 meeting.
The case for change was advocated by all clinicians involved in the delivery of
the arterial service, and concluded that inpatient arterial surgery should not be
provided on 3 sites in the future.
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Following further work after the case for change, this paper provides an
update on the proposals to change the way that emergency and elective
major arterial surgery is provided in order to meet quality standards and
guidelines, moving from a current delivery across all three acute hospitals, to
be consolidated at either two or one of them in North Wales
Further updates will be forthcoming later in the review regarding the long term
scale and configuration of the non-arterial vascular service (remit 3 above) –
this element of the service is operationally distinct and can be considered
separately from the arterial service.
The case for change and two arterial options being actively developed have
widespread clinical consensus amongst vascular clinicians (surgeons,
anaesthetists and radiologists).
2. CLINICAL CASE FOR CHANGE
The Vascular Services review has taken into account the overall strategic
context for the modernisation of the NHS in Wales.
The Wales AAA Screening Programme, part of Public Health Wales, have adopted a
number of frameworks, standards and clinical pathways for AAA screening in Wales,
which in the main are derived from documents published by the VSGBI including
“The Provision of Services for Patients with Vascular Disease“1, and tailored to the
Welsh context.
A rapid review of the national and international literature on the provision of arterial
surgery has been undertaken by local Public Health Wales colleagues, Review of
Vascular Services – Key messages from the literature (Arterial inpatient
procedures)“2 as part of the evidence-gathering phase of the Vascular Services
review.

The literature review specifically considered the growing body of evidence on
the link between volumes of aneurysm repair surgery undertaken on a site
and patient outcomes (primarily, mortality rates). This evidence led to the
adoption of recommended minimum volumes and patient pathways by the
VSGBI in 2011, as part of their programme to halve the mortality associated
with AAA surgery in the UK. The literature review also considered evidence
relating to travel times, team-working, changing technology/practice and
patient pathways.
1. The Provision of Services for Patients with Vascular Disease” (2012)
2. Review of Vascular Services - Key Messages from the Literature (Arterial inpatient
procedures)” (2012)
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The key drivers for changing the service are:
•
•
•

•
•

•

•

Practice within Vascular Services is changing – with greater reliance
upon endovascular techniques and support from Intervention
Radiology.
The introduction of AAA screening across the UK, supported by explicit
clinical standards relating to clinical practice and service configurations
for elective AAA surgery.
Increasing evidence that patient outcomes for AAA repair are better in
higher volume units – the guidance on minimum volumes is currently
33 elective AAA repairs per year per unit, and may increase further in
the future. BCU undertook 83 elective AAA repairs in 2010/11 and a
further 15 emergency procedures across all three DGHs.
The volumes of current and projected elective aneurysm repair surgery
are thus insufficient to support 3 sites in North Wales in the future, from
a quality & safety perspective.
Vascular surgery has already developed a dedicated on-call rota
across North Wales separate from General Surgery, although there
continue to be shared non-consultant posts for elective and nonelective patient care.
Vascular Surgery is establishing as a separate specialty and plans are
well advanced with the Deaneries for the introduction of dedicated
vascular surgery training posts – supporting the evidence that patient
outcomes are better with specialist surgeons.
The development of multi-disciplinary teams working together in
appropriate infrastructure available 24/7.

3. VISION FOR THE FUTURE
Overall the evidence from the literature and local clinical consensus supports
a move to fewer units performing major arterial procedures in North Wales.
This would facilitate efficient provision of high quality, modern comprehensive
facilities, workable staffing and rotas, reasonable volumes of activity,
compliance with national guidance, optimal treatment for screen detected
AAA, and compliance with likely future training requirements.
Any future service model must seek to deliver:
1. The consolidation of all inpatient arterial surgery onto fewer sites –
this is circa 300 procedures per year, of which around 100 are
abdominal aortic aneurysm repair;
2. The delivery of vascular services in a strong networked arrangement
across North Wales;
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4. SUMMARY OF ENGAGEMENT
A structured review methodology has been used. The process was built upon
the model of extensive stakeholder engagement undertaken by the North
Wales Clinical Strategy in 2009. The review is led by a multi-disciplinary
project board with majority clinical representation from across North Wales
and all the key clinical disciplines involved in delivering vascular services.
External to BCU, the project board also contains CHC representation, as well
as colleagues from Public Health Wales and the Welsh AAA Screening
Programme.
The review commenced after the other acute service reviews, and internal
and external engagement commenced in January 2012. To date the following
actions have been undertaken:-

Internal and external briefings following key stages agreed Multiple dates
in the project board (eg commencement of review,
following the first clinical workshop, when the case for
change was adopted).
A clinical workshop for all clinicians involved in delivering 20th March 2012.
the service.
Update to Health Professionals Forum.

11th June 2012

Update to Stakeholder Reference Group.

11th June 2012

Updates to Inter-CPG Group (multiple sessions);

May-July 2012

A dedicated CHC briefing session for the project board 16th April 2012.
representative.
Presentation of the case for change and service models 27th June 2012
being developed to the National Clinical Forum.
Inclusion in briefings and other stakeholder events as Multiple dates
appropriate – eg CHC briefing sessions, Town &
Community Council scrutiny meetings, and the series of
non-elective general surgery stakeholder events;

The key themes arising from the engagement to date were:
•
•

A focus on shifting major aneurysm surgery from an emergency to an
elective setting wherever possible, and the role of AAA screening in
reducing mortality rates;
Acknowledgement of the safety and quality of the current N Wale service
with good clinical outcomes;
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•
•
•

Agreement on the key clinical standards to be met – particularly regarding
minimum surgical volumes;
Agreement that pre-and post operative care and non-surgical vascular
care should be provided as locally as possible.
Agreement that the configuration of vascular services across North Wales
needs to balance risk, access, and evidence in the local context.

5. DEVELOPMENT OF PROPSALS AND NON-FINANCIAL ASSESSMENT
OF OPTIONS
The review has adopted the core BCU assessment criteria for the service
reviews, originally developed with stakeholders for the North Wales Clinical
Strategy, and tailored to Vascular Services:
1.
2.
3.
4.
5.
6.
7.
8.

Quality of care, including clinical safety
Deliverability
Accessibility – geographical and access to definitive treatment.
Sustainability – clinical and operational.
Interdependencies with other services and “strategic fit”
Acceptability – to patients, citizens and staff.
Transparency – clarity of pathways for patients and professionals.
Affordability

The Project Board has undertaken an initial assessment of the two models,
from which it is concluded that both models are clinically viable. The key
elements of debate relate to which sites would be the arterial sites under each
model, clinical interdependencies and the deliverability.
Possible Service Configurations
The Project Board has adopted two possible future service configurations for
inpatient arterial surgery in N Wales – a 2-hospital model and a 1-hospital.
The Project Board also considered referring all AAA surgery outside on North
Wales to the Countess of Chester and Liverpool providers. This was
discounted on the grounds of reduced access for BCU residents, adverse
financial flows, impact upon future recruitment to BCU vascular surgery posts
and the adverse impact upon other arterial surgery.
Both of the models are clinically viable and are set out in the table below.
They have a number of common features:
 The provision of local pre/post-operative services on 3 sites is key, as
is fistula access surgery for dialysis services, and good vascular
anaesthetic, critical care and interventional radiology support.
 There is a fundamental link between interventional radiology (IR)
services and a number of acute services including vascular surgery –
such that a reduction in sites for inpatient arterial surgery, would not
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automatically mean a reduction in sites requiring IR support. This is a
significant complexity in designing vascular, IR and non-elective
general surgical services.
 Providing a single vascular surgery on-call rota 24/7 for N Wales
continues to be feasible within the current consultant establishment (6).
Providing a single IR on call service for North Wales within the current
consultant establishment (6) requires separation from the general
radiology on-call rotas and the consideration of
 The provision of services in North Wales needs to place local context
against evidence and standards to deliver acceptable outcomes that
take account of other appropriate factors.
The key differences between the two models are the projected volume of
surgery on each site(s), out-of-hours on call cover, and patient travel times.
Evidence from the literature indicates that travel time to a specialist centre is
not a significant factor in determining patient outcomes – indeed transfer to a
specialist centre is a far greater determinant of outcome for both elective and
emergency AAA. However, stakeholder feedback from vascular and other
workshops confirms that travel times are important to patients in North Wales,
albeit in a context where travel to a more distant centre for specialist
intervention on quality/safety grounds in general accepted.
1 Hospital Model

2 Hospital Model

Scope of model & All inpatient arterial surgical
procedures
(elective
and
clinical pathway.
emergency), plus other complex
procedures
that
clinicians
consider would benefit from
treatment in the specialist centre.

All arterial surgical procedures
(elective and emergency), plus
other complex procedures that
clinicians consider would benefit
from treatment in the specialist
centres.

All routine pre/post op care
provided at local DGH site x 3. All
peripheral/venous surgery, fistula
surgery and treatment of venous
disease will be provided at local
DGH site x3.

All routine pre/post op care
provided at local DGH site x 3. All
peripheral/venous surgery, fistula
surgery and treatment of venous
disease will be provided at local
DGH site x3.

Immediate post-operative care
will be provided on the arterial
site. Post-op complications would
be the responsibility of the on call
team, with support where
possible from the operating
surgeon.
Careful
timetable

Immediate post-operative care
will be provided on the arterial
site. Post op complications would
be the responsibility of the on call
team, with support where
possible from the operating
surgeon.
Careful
timetable
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deployed to minimise handovers deployed to minimise handovers
of care wherever possible.
of care wherever possible.
All AAA and major/complex
arterial patients would be
discussed at an elective MDT
prior to surgery.

Projected activity
per hospital.

The activity split
between 2 sites is
based upon 50:50
split – although
since the work is
primarily elective it
is possible to direct
this activity to either
hospital via the
elective MDT to
balance
capacity
pressures.

Consultant Staffing

Hospit
al
1
Elective AAA

83

Emerg AAA

15

Carotid

56

Total Aortic

161

Other Arterial

145

Total

306

All AAA and major/complex
arterial patients would be
discussed at an elective MDT
prior to surgery, and allocated to
one of the two hospitals based
upon patient home address and
capacity/skill-mix considerations.

Hosp
ital 1

Hosp
ital 2

AAA

42

41

Emerg AAA

7

8

Carotid

28

28

Total Aortic

81

80

Other Arterial

72

73

Total

153

153

6.

3 per hospital

Consultants would support and
work on upto 2 hospitals – their
base/local hospital for clinics and
venous surgery, and the arterial
site (which would be the same as
their local hospital for two
consultants)

Consultants would support and
work on upto 2 hospitals – their
base/local hospital for clinics and
venous surgery, and one of the
two arterial hospitals (which
would be the same as their local
hospital for four consultants)

On call rota

1:6 fixed on same hospital

1:6 rotating between the 2
hospitals.

Non-consultant

Appropriate middle- and junior- Appropriate middle- and junior-
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medical staffing

grade staffing structures to
provide cover for the local and
arterial hospitals, in conjunction
with
current
cross-cover
arrangements
with
General
Surgery.

grade staffing structures to
provide cover for the local and
arterial hospitals, in conjunction
with
current
cross-cover
arrangements
with
General
Surgery.

Interventional
radiology

1:6 IR on call rota fixed on same
hospital as vascular rota for out
of hours cover. In hours IR
support is available at all three
hospitals.

1:6 IR on call rota rotating
between the 2 hospitals aligned
to vascular rota for out of hours
cover. In hours IR support is
available at all three hospitals.

Potential to transfer non-vascular
patients to this hospital for IR, or
possibility for IR consultant to
travel, depending upon the acute
service model adopted by the
Health Board.

Potential to transfer non-vascular
patients to this hospital for IR, or
possibility for IR consultant to
travel, depending upon the acute
service model adopted by the
Health Board.

In the short to medium term it
may be necessary to continue to
deliver IR cover out of hours on a
“best endeavours” basis across all
specialties.

In the short to medium term it
may be necessary to continue to
deliver IR cover out of hours on a
“best endeavours” basis across all
specialties.

Physical
infrastructure

1 endovascular room within 2 endovascular rooms within
radiology for EVAR – shared with radiology for EVAR – shared with
other IR procedures.
other IR procedures.
1 laminar flow vascular theatre 2 laminar flow vascular theatres
for open procedures – shared for open procedures – shared
with peripheral/venous surgery.
with peripheral/venous surgery.

6. INTERDEPENDENCIES
The project board has considered the clinical and operational
interdependencies between vascular services and other acute clinical
services. The key ones identified and considered in the development of the
service models are:
1. An operational linkage between vascular and general surgery medical
staffing posts – at non-consultant grade.
2. A fundamental link between arterial surgery and interventional
radiology support being available 24/7. Interventional radiology support
is also important to a number of other acute medical and surgical
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specialties and the provision of support to a changed vascular services
model needs to fit with support to, and the configuration of, these other
specialties.
3. A strong link between vascular surgery and other surgical specialties
who may require support in theatre from a vascular surgeon – notably
general surgery and trauma & orthopaedics.
Candidate Hospital sites
The Project Board have considered all of these key relationships in
developing the 2 possible service models. In particular the link with other
surgical specialties has driven the discussion of which hospitals are candidate
sites for each of the models.
There is a majority clinical view that the arterial surgery hospital/s should be
co-located with non-elective general surgery (NEGS) services. Should NEGS
inpatient and operating not be provided from Ysbyty Glan Clwyd (under the
networked arrangement), then the majority view of the clinicians on the project
board is that a single arterial model should be at either of the two inpatient
and operating NEGS hospitals, and that a two-hospital arterial model should
be on both inpatient and operating NEGS sites.
There is an alternative clinical view that the co-location of the arterial
hospital/s with the consultant NEGS service is desirable, but not essential in
the North Wales context, and that placing a single arterial hospital on a site
without the consultant NEGS service is clinically viable.
Both alternatives are supported by evidence of practice and service
configurations elsewhere in the UK, and the project board has not yet reached
a consensus on this issue or preferred hospitals for the two models.
Identification of candidate sites is being developed further through the nonfinancial assessment of the two models. In particular, analysis of patient travel
impact and the risk of increased patient flow across the border to English
providers are being considered.
Final conclusions will need to be reached following public consultation and in
the light of the agreed models for other acute services under review.
7. FINANCIAL ASSESSMENT OF OPTIONS
An assessment of revenue implications of the two service models has been
undertaken, led by the Finance Department.
Work has been undertaken with respect to both revenue and capital impact of
the two models in isolation, as well as the overall impact of the potential
combined service models for each of the service review areas. A detailed
business case is in development for the combined service models and this will
support any public consultation process.
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A critical part of the governance process is to ensure that service models are
developed that are both safe and affordable within the overall budget of the
Health Board for the next five years, in a climate of real terms reduction in
resource for the medium term. We have estimated a flat-cash budget
settlement with a 5% cost saving requirement per year as a minimum.
The changes proposed to inpatient arterial surgery have no overall net impact
in terms of activity, with a relatively marginal volume of current activity
transferring between hospitals, dependent upon the model.
The assessment of the revenue impact is that it relates to primarily additional
medical staff travel between hospitals. There is a further one-off saving in
reduced stockholding for implants and stents when the service moves to
fewer sites.
The development of a dedicated interventional radiology on call rota across is
an important development across the Health Board, but not a fundamental
pre-requisite for the consolidation of arterial surgery on to fewer sites. Any
financial impact of this rota development has not been included in the service
review.
The overall assessment is therefore projected to have a cost neutral impact at
this stage.
Capital & Estates implications
The capacity and capital implications of each model are relatively limited.
Current volumes of inpatient arterial surgery is delivered broadly through a
half-day list per week per consultant surgeon. Thus the capacity implications
of each model, in isolation of other service review areas are:
•

1-hospital model – transfer of 4 half-day theatre sessions per week
from two sites onto the single site.

•

2-hospital model – transfer of 2 half-day theatre sessions from the third
site, split equally between the other 2 sites.

The bed implications are similarly small and in the order of 6-8 beds
consolidated onto a single site for the 1 hospital model.
There is further detailed work ongoing across each of the service reviews
assessing the net capacity and capital implications of the overall service
model. In the context of the scale of this model, the net inpatient arterial
surgery changes are not significant.
In terms of theatre/endovascular facilities, all current sites have facilities
capable of delivering both open and endovascular arterial surgery with
interventional radiology support. The requirement to make any changes to
these existing facilities is part of the non-financial assessment of the different
options.
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8. CLINICAL PROPOSALS FOR CHANGE:
RECOMMENDATIONS FROM THE PROJECT BOARD
The Project Board has considered the detail of the two service models, as
well as the initial assessment against non-financial criteria and the initial
financial assessment.
There is a clinician consensus that both of the service models are clinically
viable in the light of evidence and the local context.
However there is not a clear consensus on which of the models is preferred.
The Project Board would therefore recommend that both models are
presented to the public for formal consultation.
9. EQUALITY & OTHER IMPACT ASSESSMENT IMPLICATIONS
In order to ensure that the work of the project complies with the equality
specific duties and gives due regard to equality and human rights
considerations, the project board will be undertaking formal equality impact
screening on the two service models proposed.
This is ongoing, as any potential impact will become more clearly defined as
scenarios are refined. A number of issues have already been identified
through project board discussions and engagement events with professionals,
stakeholders and patient representatives. Many of these issues have a strong
correlation with those assessed as part of the non-elective general surgery
and trauma & orthopaedic reviews:





As older people tend to be higher users of the service, there may be an
impact on this group from any potential change in service delivery
A number of the other protected characteristic groups tend to experience
barriers to access to health care services generally (physical and cultural)
and this review needs to consider whether these may be exacerbated by
any proposed changes
The impact on transport and access to services will need to be considered
in any potential changed service delivery model, particularly for older
people, people with disabilities, and people from areas of deprivation
where car ownership levels are lower. Transport is also an issue for
families and carers.

Our approach to impact assessment also includes consideration of the impact
on the Welsh Language, in line with our commitment to fulfilling our legal duty
in the context of the Welsh Language Act 1993..Any relevant impact will be
identified and addressed.
10. FEEDBACK FROM ADVISORY COMMITTEES
The proposals for potential service change have been presented to the major
advisory forums, in accordance with the Guidance for Engagement and
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Consultation on Changes to Health Services. These forums were the
Stakeholder Reference Group, The Healthcare Professional Forum, and the
National Clinical Forum.
The feedback from these forums is contained in the summary Board paper
and adds to the evidence which the Board will need to consider in deciding
whether to proceed to formal consultation.
11. TRANSITION AND IMPLEMENTATION
Should the Board decide to commence formal consultation on change
proposals, we expect that this will begin on August 6 and run for a period of
10 weeks, as discussed with the Community Health Council.
During this time further work will be undertaken on operational detail of the
two service models, including further analysis of the candidate hospital sites
and interdependencies with non-elective general surgery.
Formal implementation of any configuration change would begin following
Board approval of the changes.
It is not anticipated that there are significant capital or revenue implications of
either proposed service model. The timetable for implementation will therefore
be dependent upon the national rollout of AAA screening (and associated
pathway development) as well as operational considerations arising from the
implementation of any changes associated with the other service reviews.

12. RECOMMENDATION
The Board is recommended to:
1. Consider this update on the review of Vascular Services across North
Wales;
2. Consider the two clinically viable options for the future provision of
inpatient arterial surgical services, in line with national clinical
guidance;
3. Accept that the consolidation of inpatient arterial surgery onto fewer
sites would constitute substantial change;
4. Agree that BCU HB should enter into a period of formal consultation as
necessary.

Board Report July 12

12

Final

