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Dear Judith,

Gwent Clinical Futures and Specialist Critical Care Centre (SCCC)

Thank you for your further letter of 16 June requesting clarification of the 
Infrastructure Investment Board’s (IIB) assessment of the above business cases.

We have maintained an open and transparent dialogue with you and your team since 
the business cases were submitted last autumn and further to the submission of the 
additional information submitted at the end of February. In particular, we have held a 
number of detailed conversations around fit with the Welsh Government’s investment 
criteria with the Health Board’s Director of Planning and Director of Finance, in 
addition to more formal meetings which have been minuted.

You attended the IIB meeting on 23 March and took the opportunity to respond 
personally to the feedback and issues raised by IIB members. In summary, as 
described to you in that meeting, there are residual significant concerns around the 
case for investment which have not changed since the initial written feedback was 
presented to you in January 2016 (copy enclosed).  

The main concerns are about strategic fit and the continuing relevance of the Clinical
Futures Strategy, and specifically the SCCC, in terms of the delivery of sustainable 
services not just in Gwent but across the South Wales region.  While you have 
provided additional information on this and we have discussed this extensively at 
joint meetings, IIB members still feel that the Strategy does not appear to have been 
substantially revisited or retested since its development including during the advent 
of the South Wales plan and in the current ongoing discussions around other fragile 
services. Confidence in the on-going strategic fit, equity of service provision, and 
clinical quality, safety and sustainability across the South Wales region are clearly 



2

important factors in our consideration, particularly in an investment decision of this 
significance.  As discussed we clearly recognise that this is not something that is 
solely with your Board to deliver but it is something that must be covered 
appropriately in any investment made but particularly one of this significance.  

The cases do not currently meet the value for money or health gain criteria.  They do 
not offer a material return on investment and the case to demonstrate increased 
revenue sustainability is marginal.  At the IIB meeting in March and at your JET 
meeting on 13th May, we jointly agreed that there was further work to be done on this
and we offered to work with the Health Board in this regard. We also agreed that the 
wider benefits case, while improved, needed to go further in describing the 
population health gain and in capturing system performance improvements.

In terms of clinical and skills sustainability, you have provided very helpful information 
in your February submission.  However, again in the context of current known 
pressures and future anticipated difficulties, the IIB considered that there are still 
significant questions around the ongoing sustainability of the wider workforce across 
the numbers of sites; in developing services in community settings and also with 
other South Wales Boards.  The IIB also noted reservations around the level of 
transformation in workforce plans and questioned the robustness of assumptions 
around recruitment and retention including the medical workforce.

As described in my last letter to you, the Terms of Reference for the review include 
provision for the exploration of further actions that would best support the 
development of Clinical Futures and the SCCC.  This will be key in unlocking the way 
forward and, as previously mentioned, the intention is to consider and respond to the 
review prior to the summer recess.

Yours sincerely

Cc Andrew Goodall
Simon Dean
Val Whiting
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INITIAL ASSESSMENT

CLINICAL FUTURES – PROGRAMME BUSINESS CASE / SPECIALIST CRITICAL 
CARE CENTRE, FULL BUSINESS CASE. 

Background 

Outline Business Case

SCCC approved in October 2013, subject to further work on:

 The outcome of the South Wales Programme in terms of a regional solution 
for fragile services and updated patient flows modelling;

 Looking at further opportunities for efficiency of service provision especially 
across the three local general hospitals (Royal Gwent, Nevill Hall and Ysbyty 
Aneurin Bevan), and this should take account of the possibility that no 
additional capital is available;

 Further work on the sustainability of the medical workforce and on the 
transition arrangements;

 The transfer and retrieval arrangements with WAST;
 Further work on the development of primary and community services, 

including this part of the workforce;
 Progress on bed reductions achieved;
 To take account of the potential regional centralisation of diagnostics.

Gateways/ Clinical Review

Also of interest regarding the content of the Programme Business Case (PBC) and 
Full Business Case (FBC) are the following reviews:

Clinical Review (Nov 2014): This was undertaken by a senior clinical team from 
Northumbria NHS Foundation Trust.  This Trust has moved emergency care from 
three hospitals to one and has retained other services across the three sites.  This 
model went live in summer 2015. The Review findings included:

 Little evidence of evaluation of other service options – this is “the only show in 
town”;

 Incomplete service models which did not take account of changes in best 
practice and changes in care provisions (for example, the development of the 
ambulatory care model);

 Questions on sustainability of services over a number of sites and particularly 
with regard to workforce;

 Lack of recognition of the changing nature of the medical workforce and drive 
to move away from 3 tier model – questioned outdated working practices;

 Need to consider 7 day consultant working;
 Lack of clinical engagement; lack of evidence of support from clinicians and 

other stakeholders; questions over ability of WAST to support transfers and 
retrievals;

 Questions on structures to integrate primary, community and social care;
 Data around day case rates and lengths of stay suggested more could be 

done to drive efficiencies and move to best practice;
 Focus on the building and not on clinical services and workforce.
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Gateway June 2015: This gave a red rating for the PBC (successful delivery of the 
programme seems unachievable and issues seem unresolvable) and an amber 
rating for the FBC (successful delivery of the project/programme is in doubt, with 
major risks or issues apparent in a number of key areas, and urgent action is 
needed).  Recommendations included:

 More work on the clinical and workforce models particularly around the design 
and number of local general hospitals;

 Ensure the PBC articulates the case for change and is refreshed to take 
account of changes since initial development in 2004;

 More work on benefits, including what has been delivered to date (over 11 
year period of the Clinical Futures Strategy), what is outstanding and those
tied specifically to the delivery of the SCCC;

 Lessons learned from delivery of the model to date;
 The need to share with stakeholders;
 Develop an overall programme plan, which identifies the critical path and 

immediate next steps;
 Strengthen leadership, governance, capacity and capability regarding the 

development and delivery of the whole Programme;
 Develop dialogue with WAST.

Assurance Action Review Sept 2015: This was a follow up review by the Gateway 
Team, which considered progress against the June recommendations.  This gave a 
rating of amber for the PBC and noted the following:

 Significant progress in a number of areas over a three month period, including 
more clinical engagement and leadership, taking a whole system approach, 
flexing the model so that there were now differing roles for the three local 
general hospitals, further modelling around bed numbers and workforce; 
increasing focus on the role of primary and community care;

 The need for the PBC to make a convincing case for change;
 Further work needed on benefits, including improving clinical outcomes, the 

sustainability of medical rotas and improved flows/ performance in 
unscheduled care;

 The need to obtain the endorsement of other LHBs;
 Further work on risk identification and management;
 Describing the further work needed to develop the next phase of the service 

model and next steps re delivery;

As part of scrutiny the question has been raised as to whether the PBC needs to be 
categorised as green rather than amber before progressing further – do we need 
further assurance re deliverability.  It has also been queried whether a Gateway 3 
should be undertaken prior to approval of the FBC in terms of SCCC given the status 
of the project. 

Key Themes Arising from Scrutiny

Scrutiny has been primarily focussed on the PBC, as it provides the strategic context 
and rationale for the SCCC.  The following sets out the key issues that have been 
identified from the scrutiny received to date.  In terms of the initial themes, these 
demonstrate that many of the issues identified above via the OBC approval and 
assurance reviews have not been sufficiently addressed at this point.  
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1. Service Model 

The PBC includes a refresh of the Clinical Futures Strategy.  It is questioned whether 
this is a superficial refresh or a more fundamental review, and it would be helpful for 
us to understand the process and activities around this.  However, it is presented as 
still being the only option for delivery and there is no substantive attempt to look at 
alternative provision. To this end, we would then expect to see evidence in terms of 
the system shift being proposed, preferably through what has been implemented and 
delivered to date in Gwent but also through evidence from elsewhere in the UK, for 
example, using initial data from Northumbria.  This does not appear in the PBC. The 
PBC reads as if there are still major changes to come, rather than the SCCC as the 
last building block. At this point it is not clear how the Health Board would deal with 
the risks around the SCCC scheme being delayed or not proceeding, and this needs 
to be urgently clarified.

The model continues to be built on the centralisation of some services and this is 
welcomed in policy terms. While there is an appendix setting out the different 
interventions at each level of the three tier model, this should be presented at 
speciality and sub speciality level.  It is still not clear why the model needs six local 
hospitals instead of the current four and what will be provided in each.  The increase 
in enhanced local hospitals is from one to three, and it is not clear how the acute take 
differs in each one and how these will then be resourced.

The PBC recognises the SWP but still appears to present Clinical Futures as a 
solution for Gwent and South Powys only. The link to other providers in the region is 
unclear, particularly for services where we think there may be future potential flow 
changes and ongoing frailty issues.  There should be specific references to the 
service links and interdependencies between the SCCC and UHW.  The PBC does 
not really cover repatriation and reciprocity across the region. 

It would be helpful to have a clearer understanding of just how the provision of the 
SCCC helps in terms of sustaining quality and safety and the impact on the other 
acute centres if it is not provided.  Referring back to the earlier point around the 
SCCC being the only option for service delivery, we need to understand what 
contingencies are in place should the construction be delayed or not proceed, and 
these should be at the regional level.

The SCCC is presented as a fixed point in SWP as part of 5 acute centres.  However 
the business cases do not capture the long term viability of 5 centres and, for 
example, the Royal Colleges indication that the long term solution is 3 centres.  The 
business cases should therefore address whether the SCCC would still be one of the 
centres under a 3 centre model.

2. Strategic Shift of Services

Care closer to home is a major driver and, as stated above, this is to be welcomed. 
However it is unclear what has been achieved already in primary and community 
services and what is still to be done. Given the timeframe for the Clinical Futures 
Strategy Development, greater certainty on plans for primary and community care 
would be expected at this point.

This has not been looked at from a prudent healthcare lens and principle. 
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The interface between the new model of care, primary care and social services 
together with adjoining health board plans has not been evidenced.  

We need to better understand the potential impact on WAST and the discussions that 
have taken place to date in terms of the planning of future ambulance support and 
provision.

The use of technology has not been adequately explored.

3. Workforce, Skills Capacity and Sustainability

The workforce considerations are very doctor orientated and the implications for the 
wider workforce are not clearly presented.  It is unclear whether the proposals for the 
acute sector are transformational and whether the Health Board is looking for 
different solutions to resolving medical workforce gaps that are already known.  The 
future sustainability of the workforce is not well evidenced and it is not clear what 
work is in train to consider opportunities and different ways of working across primary 
and acute sectors.

4. Benefits

The health impact assessment is inadequate.  This should include consideration of 
the Future Generations Act and detail the transport considerations.

The benefits register is comprehensive but has no target projections.  It is therefore 
difficult to see the impact of this significant investment particularly on health 
outcomes and quality of care. Given the size of investment, we would expect to see 
tangible measureable benefits evidenced across the key investment criteria – health 
gain, equity, clinical and skills sustainability, value for money and affordability. 

It is unclear what benefits have been delivered to date and what are specifically 
SCCC dependent.  There should be good data in terms of previous Welsh
Government investment, for example, relating to impact of YYF, YAB and the Frailty 
Model. In particular, the evidence arising from the benefits workshop facilitated by 
Welsh Government last year regarding YYF should be presented.

5. Value for Money and Affordability 

Provision of SCCC will result in a direct increase in revenue costs of £0.5m.  The do 
nothing option results in an additional £8.2m cost pressure.  The overall revenue 
savings of implementing both the SCCC and do minimum works at Nevill Hall and 
Royal Gwent are £2.1m per annum.  

As above, given the size of the capital investment (and considering the capital 
funding already allocated to deliver YYF and YAB), we would expect to see a 
significant return on investment in terms of performance improvement particularly at 
the PBC level.

Value for money, revenue affordability and sustainability still remains to be 
demonstrated at a whole system (South Wales/South East Wales) level. 
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Affordability needs to be set out in the context of reduced revenue allocations and the 
service models that may be adopted over the long run.  

There remain questions over whether the PBC identifies all increased costs and risks 
associated with a move to a model of care which includes a larger number of main 
hospitals and how these costs will be offset by savings elsewhere. 

6. Stakeholder Engagement and Adjoining Health Partners

The extent to which the PBC has been shared with the local healthcare economy and 
agreed by adjoining Health Board partners is unclear. At this stage more is required 
than simply an agreement in principle, details need to be agreed on what support is 
required from various partners.

It is not clear if the provision of the SCCC will contribute to wider demand for 
specialist services across the region or result in changes to referral patterns. 

7. Capital Cost and Estate

Cost of SCCC now £301m, excluding inflation (£349m with current estimate of 
inflation).  This is based on January 2016 approval and start of construction in May 
2016.  Current estimates are that delays in approval will incur an additional £1m per 
month in inflation. The cost is c£10m higher that the OBC cost (excluding the impact 
of inflation), due to two additional wards and equipment.  These need to be further 
justified.

The footprint of the SCCC has increased by c. 7000m2.

The Health Board needs to demonstrate a more robust and detailed analysis of what 
can be delivered on the existing estate.  The capital costs and timeframe require 
further justification, as well as the benefits that can be released via this option.

Cost of SCCC plus do minimum at Nevill Hall and Royal Gwent is £366m (£421m 
with current estimate of inflation).  However there are inconsistencies in the 
presentation of the costs at the other two sites – ranging from an additional funding 
requirement of £65m to £120m pre inflation.  This needs to be clarified.  
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