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Clinical Futures Programme Business Case 

 

Key Themes Arising from Scrutiny 
 

 

Introduction 
 
The Welsh Government issued the following scrutiny questions arising from 

the Clinical Futures Programme Business Case (PBC) and Specialist Critical 
Care Centre (SCCC) Full Business Case (FBC).  This document is the Aneurin 

Bevan University Health Board response to the detailed questions and is an 
accompanying document to the Overarching Report in Response to the 
Scrutiny meeting held on 4th February 2016 with the Welsh Government. 

 
Text in bold indicates the Welsh Government questions, followed by the 

Health Board response. 
 
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.   
 

1.   Service Model  
 

1.1 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.  

 
The Clinical Futures Strategy has been fundamentally reviewed in terms of 

the overall model and direction of travel. 
 
The Clinical Futures Programme Board (CFPB) has led the review. The CFPB 

includes clinical representation from all Divisions, the Community Health 
Council, Trade Union Partnership Forum and Powys Teaching Health Board.  

This is the forum in which the ABUHB’s Clinical Futures Strategy detailed 
plan, priorities and pathways are tested and assured. 

Appendix 2 
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The Review has also taken into account the outcome of the formal Gateway 
process and an external clinical review from clinical colleagues in 

Northumbria. The Northumbria model has been used to test the Clinical 
Futures Strategy through a formal peer review supported by Welsh 

Government. This Clinical Review confirmed that the Clinical Futures 
Programme will deliver safe, high quality and accessible services that are 
clinically viable and sustainable.  

  
A process is already in place whereby service, capacity and workforce 

models are formally reviewed every two years.  In addition, the annual 
Integrated Medium Term planning process for the ABUHB ensures that there 
is annual review and revision of models of care. 

 
Strong clinical engagement with the Clinical Leaders has been key and will 

continue to ensure that leadership in developing and implementing plans 
extends beyond Divisional and Directorate leaders, with ABUHB plans tested 
and understood throughout the organisation.  The Clinical Futures 

Communications and Engagement Plan has been extensively revised, and 
describes how the ABUHB will engage with staff, patients, citizens and 

communities. 
 

The programme management arrangements have been strengthened. Key 
senior roles have been re-assigned including Senior Responsible Owner, 
Clinical Futures Programme Director and a Project Director for Level 1 

services. 
 

The ABUHB has updated its patient flows and capacity modelling to include 
the impact of new clinical models and the efficiencies that will be delivered 
through these.   

 
The ABUHB believes that the work it has undertaken in testing, refining and 

finalising its clinical models, since the review can only have been achieved 
through effective clinical leadership and engagement supported by other 
professional groups.  Clinical leadership will remain at the heart of the 

ABUHB’s Clinical Futures Strategy and its implementation. As part of the 
review the ABUHB implemented evidenced based professional standards 

relating to workforce requirements and the workforce plans reflect this.   
 
The update of the Clinical Futures Strategy was based on the outcomes of 

clinical workshops, individual meetings with each Directorate, a review of 
the literature and further benchmarking in 2014 and 2015.  The updated 

strategy was then scrutinised, agreed and signed off by the Clinical Futures 
Programme Board.  The Strategy was then included in the PBC and FBC 
which were signed off by the formal Health Board in September 2015.  

 
As is demonstrated by both the South Wales Programme and the recent 

work of the South Wales Health Collaborative, the ABUHB’s Clinical Futures 
Strategy has stood the test of time, remains valid and is the only realistic 
means by which sustainable services can be delivered within Gwent. 
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1.2 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. 

 
The Health Board has made a substantive attempt to look at alternative 

provision.  
 

The Clinical Futures Programme Business Case which was approved by the 
Welsh Government in 2008 considered four service delivery options and 
four Estate solutions. The service delivery options included:- 

 
 Do Nothing - Traditional model of service delivery  

 Do Minimum – Reconfiguration of the current system 
 Differentiated Model of care (Based on the Welsh Government 

Strategy “Designed for Life” 

 Super Hospital model of care 
 

The preferred option, as approved by Welsh Government, was and still is 
the Differentiated Model of Care. The description of the South Wales Health 
Collaborative service plans by speciality also demonstrate that the Clinical 

Futures Service Model is consistent with that agreed for South Wales as a 
whole. 

 
This work was developed in more detail in the Outline Business Case (OBC) 
for the SCCC which was approved by Welsh Government in 2013. The OBC 

presented a number of options both in terms of service delivery and 
potential estate solutions. It then described the costs and benefits of five 

shortlisted options. Further work on the short-listed options, particularly the 
“Do Minimum” option, was undertaken during the OBC scrutiny period.  

 
The proposals for the development of the Differentiated Care Model are 
consistent with: 

 
 Royal College reports and recommendations 

 Together for Health  
 Our Plan for Primary Care Services for Wales 
 South Wales Plan recommendations 

 Well-Being of Future Generations (Wales) Act 2015 
 Prudent Health care 

 Keogh Report  
 
Northumbria has embarked upon a very similar model of care, i.e. a central 

specialist centre supported by local general hospitals. Formal evaluation 
from Northumbria has not yet been undertaken (hospital opened summer 

2015), however they report improvements in performance that have 



FINAL Page 4 
 

exceeded their expectations after the first six months following a visit 

to the new centre by the UHB including key medical staff. These 
include: 

 
 An assessed out rate of 38%  

 Average A&E wait of 2.25 hours  

 ALOS at SCCC of 2.5 days   

 Elective General Surgery cancellation rate of zero        

Similar developments are planned in West Birmingham and Hampshire both 
of which are at business case stage. 

 
The SCCC is the key enabler to allow the proposed Differentiated Care Model 

to be implemented and the most significant single change proposed by the 
Clinical Futures Programme. This does not mean that there will not be 
further development and refinement of the model following implementation. 

This will be inevitable as experience from other projects has shown.   
 

Further capital requirements have been identified in the PBC relating to the 
Royal Gwent, St Woolos and Nevill Hall sites as part of a high level option 
appraisal.  But this capital expenditure is focused on site / estate 

rationalisation. These sites will function clinically as Enhanced Local General 
Hospitals as soon as the SCCC opens without capital expenditure.  

 
Section 2 of the Overarching Report sets out some of the key building 
blocks that have been implemented to date.   
 

1.3 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 implications of the SCCC not being progressed would present significant 

challenges for the future of health service provision across the Gwent 
communities with serious ramifications for our population and resilience of 
the South Wales system. 

 
Section 3.0 of the Overarching Report describes the problems with the 

current system, reiterating the Case for Change that was described in the 
Programme Business Case. It also describes the consequences of the “Do 
Nothing” scenario and the consequences of centralising services from Nevill 

Hall Hospital to Royal Gwent Hospital. 
 

A robust and detailed analysis of the consequences of relocating the above 
services from Nevill Hall to Royal Gwent was undertaken in the OBC and 
further work was done during the OBC scrutiny period. This option was 

regarded as the “Do Minimum” option and was rejected. As the OBC was 
approved in October 2013, based on the provision of a SCCC at Llanfrechfa 

Grange Hospital, the “Do Minimum” option has not been revisited as part of 
the FBC other than to update the capital costs for inflation and any other 
relevant changes. 
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Section 10 of the FBC Estates Annex describes the updated costs for all OBC 

options. The “Do Minimum” option has an updated capital cost of £255 
million excluding future inflation. This option provides protection of fragile 

services and interdependent specialist services through co-location on a the 
Royal Gwent Hospital and subsequent displacement of elective inpatients, 
Ante-Natal Clinics, Midwifery led maternity services and General 

Outpatients to Nevill Hall Hospital Abergavenny (NHH).  
 

In this option the following services would be relocated from NHH to RGH: 
 

o Consultant led Obstetrics Inpatients  

o Child Health Inpatients  
o Neonates  

o Emergency Gynaecology  
o Critical Care  
o Emergency General Surgery 

o Trauma 
o Cardiology  

 
In order to accommodate the additional capacity at RGH the following 

services will need to transfer from RGH to NHH. It should be noted that 
these are being relocated simply to free up space. Their relocation will 
worsen access to these services by Newport residents: 

 
o Midwifery Led Obstetric services  

o Antenatal Out Patients 
o General Out Patients  
o Elective Gynaecology  

o Elective General Surgery 
o Elective Orthopaedic Surgery 

 
As a consequence of the above there will be a net gain of 94 beds on the 
RGH site, i.e. space will have to be found for an additional 94 beds even 

after taking account of the transfer of elective activity to NHH.  
 

There will be a net reduction of beds at NHH i.e. 94 beds but additional 
space will be required for the Midwifery led Obstetric services and Ante-
Natal and General Out Patient services that will be required to be relocated 

from RGH.  
 

The transfer of surgical activity will also require that an additional 
temporary operating theatre be provided at NHH.  
 

In order to accommodate the additional beds and services on the RGH site 
a number of compromises have to be made using ward and non-ward areas 

vacated by the displacement of services transferred to NHH. The overall 
approach taken was to refurbish to a level that was deemed reasonable for 
a “Do Minimum” option.  

Taking the above into account the following table illustrates the key areas 
of capital spend: 
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Service Location Work required 

Neonates 
additional 12 

cots 

RGH Refurbishment and expansion of existing 
accommodation via use of additional 

space from adjacent Drs 
Accommodation. 

Ante Natal/ 
Paediatric OPD 
and general OPD 

used to 
accommodate 

additional 56 
beds  

RGH  Refurbishment over 2 levels to convert to 
ward accommodation 

A&E RGH Part refurbishment to create additional  
Emergency Unit capacity 

Operating 
Theatres   

RGH Refurbishment to address current 
deficiencies in spatial standards and 
essential engineering services and to  

improve resilience  

Critical 

Care/HDU/CCU 

RGH To increase Intensive Care Bed provision 

and to enable consolidation with existing  
critical care beds   

Inpatient areas D2W&E 
C5W&E /D5 
W&E 

B6N/B6W&E/C
6 

W&E/D6W&E 
B7W&E 

C7W&E 
D7W&E 

Reconfiguration of beds to create 
additional capacity for beds transferred 
from NHH. 

Cardiology RGH To increase Cardiology provision and to 

enable consolidation with existing 
Cardiology facilities 

New Lift Core RGH  New build to link the new bed block with 
existing  

Radiology RGH  Refurbishment to accommodate 
additional MRI / CT capacity 

Theatres NHH One temporary theatre to absorb 
additional elective activity from RGH 

OPD NHH Refurbishment and expansion of existing 
out-patients to accommodate additional 

activity from RGH  

 

The costing methodology is based on the DCAG model as advised by Welsh 
Government and NHSSSP-Facilities Services and the costs have been 
compiled in full compliance with Welsh Government guidance, based on the 

above clinical and functional requirements, on the provision of capital costs 
for business case purposes.  

The scrutiny responses from NHSSSP-Facilities Services are generally 
supportive of the capital cost calculations of the various options outlined in 
the OBC and the FBC. 
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As a result of the need to commence the planning of that option virtually 

from scratch, i.e. new OBC and a new FBC, plus the need to go back out to 
public consultation, it has been estimated that this option would not be able 

to start on site until 2022 and would not be completed until 2028. This 
would present major clinical risk and access issues for the North Gwent and 
South Powys populations.  

 
A delay in approving and constructing the SCCC would extend the period 

during which the ABUHB would need to maintain vulnerable services on two 
hospital sites and the frequency with which contingency plans are enacted.  
For example, it has not been possible to centralise paediatric, obstetric and 

neonatal services within Gwent due to infrastructure constraints. 
 

As a consequence, the ABUHB has invested significant revenue in sustaining 
services on two sites through additional posts, both medical and non-
medical.  This is however simply a short term solution until the services can 

be centralised at the SCCC and the services remain vulnerable, with 
extraordinary contingency measures safely applied over the Christmas 

period when a service could not be maintained at Nevill Hall Hospital due to 
staff unavailability. 

 
This in effect replicates elements of the ‘Do Nothing’ scenario and will 
increasingly apply as Deanery standards are extended to surgical and 

medical specialties.  The ABUHB does not have the capacity to centralise 
services within Gwent without the SCCC and it is apparent from the work of 

the South Wales Collaborative that there is not additional capacity outside 
the ABUHB, especially as the SWHC analysis has identified the likelihood of 
three hub sites in South Wales (Cardiff, Morriston and the SCCC). 

 
Delay could also impact on the recruitment of key clinical staff who are 

attracted to posts in the context of the SCCC being an agreed and relatively 
imminent strategy.   
 

Some of the issues identified above would potentially require public 
consultation if and when services have to be relocated from Nevill Hall 

Hospital. This will erode public and political confidence in the previous 
extensive public consultation undertaken on the Clinical Futures Programme 
and the more recent South Wales Programme consultation process. 

 
Information has already been provided to Welsh Government regarding the 

capital and programme consequences of a delay in approval. Inflation alone 
will potentially add circa £1 million a month to the overall capital cost, 
certain key members of the design and construction team will and are being 

moved to other projects and market testing will require to be redone, 
potentially requiring an updated FBC and further increased capital costs.   
 

1.4 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 
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of the three tier model, this should be presented at speciality and 

sub speciality level. 

 

The Clinical Futures Service Model is an acuity based model of care, which 

safeguards and strengthens specialist clinical services, whilst maintaining 
and improving access to routine local services. 

 
Appendix 3 of the PBC and Appendix 2 of the FBC present the interventions 
at each level of the three tier model at speciality and sub speciality level. 

This detailed work has been undertaken in close collaboration with clinicians 
over a number of years and has been reviewed and refined on a regular 

basis.  The three examples that follow have been chosen to reflect the 
underlying principles of the acuity based Differentiated Care model:- 
    

 Cardiology will be predominantly an SCCC service. 
 Haematology is a small service which will be predominantly 

provided in the eLGH. 
 Trauma & Orthopaedics will be spread across the network. 

 
Cardiology Service Model – Predominantly SCCC service 

Level 1 – Out of hospital 

care 

Level 2 - Local General 

Hospital services 

Level 3 – Specialist and 

Critical Care services 

General Practice. Out of 

Hours Service. 

 

111 / WAST 

 

Wider Primary Care 

including community 

nursing, Pharmacy, Dental 

and optometry. 

 

Intermediate Care / Health 

and Social Care Frailty 

Teams. 

Local authority services.  

Third sector services. 

 

Cardiac Rehabilitation 

Service. 

 

Cardiology outreach service. 

 

Consultant led OPD & Rapid 

access clinics. 

 

Non-invasive cardiology 

investigations, ecg and eco. 

 

 

Acute cardiac care beds. 

 

Inpatient cardiac beds. 

 

Catheter Laboratories. 

Angiography. Pacing. PCI. 

 

Complex non-invasive 

cardiology investigations. 

 

Consultant hub. 

 

 

Patients taken straight from 

ED bypassing ACP / EAU. 

 

45% of SCCC medical 

admissions. 

 

7 day consultant service 

with specialty specific on 

call rota. 

 

 

Haematology Service Model - Predominantly eLGH service 

Level 1 – Out of hospital 

care 

Level 2 - Local General 

Hospital services 

Level 3 – Specialist and 

Critical Care services 

General Practice, Out of 

Hours Service 

 

111  / WAST 

 

Medical Day Case 

 

Outpatients 

 

Anti-Coagulation service, DVT 

Emergency admissions 

 

Inpatient beds 
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Level 1 – Out of hospital 

care 

Level 2 - Local General 

Hospital services 

Level 3 – Specialist and 

Critical Care services 

Wider Primary Care 

including community 

nursing, Pharmacy, Dental 

and optometry. 

 

Intermediate Care / Health 

and Social Care Frailty 

Teams, Local authority 

services, Third sector 

services 

 

Scope to further develop 

shared care model. 

 

service 

 

Ward referral system for 

specialist opinion 

 

 

 

Trauma and Orthopaedics Service Model - Network wide service  

Level 1 – Out of  

Hospital Care 

Level 2 - Local General 

Hospital Services 

Level 3 – Specialist and 

Critical Care services 

Possibility of use of DVDs to 

explain procedures 

 

General Practice, Out of 

Hours Service 

 

111 / WAST 

 

Wider Primary Care 

including community 

nursing, Pharmacy, dental 

and optometry 

 

 Community Mental Health  

 

 

 

 

 

 

OPD 

 

Pre assessment clinics 

 

Arthroplasty  

 

Arthroscopies 

 

Extremity trauma 

 

Foot and ankle surgery 

 

Fracture Clinics 

 

Hand surgery 

 

NOF rehabilitation 

 

Shoulder surgery 

Major trauma  

 

Paediatric Surgery 

 

Spinal trauma 

 

Elective patients with co-

morbidities (<5%) 

 

If further information associated with sub-specialty plans, beyond that 

included in the Appendices, further discussions can be arranged with 
appropriate clinical representatives. 
 

 

 

 

 

 

1.5 It is still not clear why the model needs six local hospitals 

instead of the current four and what will be provided in each.   

 

There are currently six hospitals and the Health Board is proposing to add 

one hospital (the SCCC) to the current network.  The existing hospitals 
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(Ysbyty Aneurin Bevan, County Hospital and Chepstow Hospital) would 
remain as Local General Hospitals, with the Royal Gwent and Nevill Hall 

Hospital joining Ysbyty Ystrad Fawr to become Enhanced Local General 
Hospitals.  

 
The current hospital configuration is as follows:- 

NHH

YYF

RGH

YAB ChepstowCounty

Local General Hospitals

Enhanced Local General Hospitals

Specialist Hospital

 
 
The future hospital configuration will be as follows:- 

SCCC

YYF NHHRGH

YAB ChepstowCounty

Local General Hospitals

Enhanced Local General Hospitals

Specialist Hospital

 
 
Despite the overall number of sites increasing by 1 from the current 

configuration, the new model is based on 230 less beds across the system 
and is in the context of a net reduction of 9 sites and 517 beds closed over 

the last 10 years.  
 
The services that would be provided in each level of hospital are described 

at speciality and sub-speciality level in Appendix 3 of the PBC and Appendix 
2 of the FBC and also in the Strategic Direction section of the PBC 

(paragraph 2.2.1 to 2.2.9, page 27 to 29) and FBC (paragraph 2.2.1 to 
2.2.9, page 21 to 24) 
 

Appendix 1 to this report provides a detailed description of what will be 
provided at each site post construction of the SCCC.  
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1.6  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 acute take for each hospital is shown in table 2.4 on page 29 of the 
PBC (page 24 of FBC) and summarised below: 

 

 
 
The Service Model has been planned in the context of the available junior 

doctor workforce allocation from the Welsh Deanery.  Very detailed 
workforce plans have been compiled to support the above model and the 

financial consequences have been included in the resource plan 
underpinning the programme, largely funded from other consequential 
revenue savings.  

 
The description of the South Wales Health Collaborative service plans 

(Appendix 2 PBC) by speciality also demonstrate that the Clinical Futures 
Service Model is consistent with that agreed for South Wales and provides 
an explanation of the different levels of care.  Acute medicine is included as 

an example. 
 

 
 
 

 
Specialty 

 

Hospital 

Level 

Level 1 

 

(Local) 

Level 2 

 

(Enhanced 

Level) 

Level 3 

 

(Regional) 

Level 4 

 

(Supra-

Regional 
 
 
 

 
 

As with Level 1 
plus: 

As with Level 2 
plus: 

As with level 3 
plus: 
 STEMIs 

Site Acuity of care Mode of 

presentation

Night

coverage

SCCC High acuity, undifferentiated medical 

take (Level 3)

Emergency surgical takes

Primarily 999

Some GP

Medical 

trainees

RGH

Lower acuity care based on defined 

criteria at Level  2.

7 day ambulatory care service

Primarily GP 

with selected 

999s

Medical 

trainees

NHH

Lower acuity care based on defined 

criteria at Level 1 (eg current YYF)

7 day ambulatory care service

Primarily GP 

with selected 

999s

Non-medical 

trainees

YYF

Acute at level 1 COTE intake at Level 1.

7 day ambulatory emergency care 

(COT and non-COTE patients)

Primarily GP 

with selected 

999s

Non-medical 

trainees
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Acute 
Medicine 

 Local 
admissions for 
rehab and 
palliative care 

 Ambulatory 
Care 

 Routine 
outpatient and 
local diagnostic 
services 
 

And in some 
cases 
 Highly selected 

unscheduled 
acute medicine 

– based on 
agreed 
protocols (may 
be daytime 
only) 

 24/7 partly 
selected 
unscheduled 
acute medicine 
– emergency 
intake (excl 
specific 
conditions/ 
Symptoms 

 Ambulatory 
care 

 Local 
admissions for 
rehab and 
palliative care 
 

And in some 
cases 

 Specialist 
diagnostics and 
outpatients 

 24/7 
unselected, 
unscheduled 
acute medicine 
(excl STEMIs) 

 24/7 on-site 
sub-specialist 
medicine e.g. 
Renal, 
Neurology 

 

Any further information required on the acute medicine table arrangements 
would be best delivered through a clinically led meeting. 
 

1.7 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 ABUHB has undertaken a detailed analysis of patient flows arising from 
the SWP and this demonstrates little net impact on flows to and from Gwent 

and South Powys.  This has been shared with neighbouring Health Boards 
and is understood, indeed it is reflected in the recent joint Health Board 
paper on neonatal capital developments in South Wales. 

 
The ABUHB has worked closely with neighbouring Health Boards on 

contingency plans for vulnerable services, and has led work on paediatric, 
obstetric and neonatal. This has demonstrated that there are very limited 

options to manage contingencies without the SCCC and that the ABUHB 
remains vulnerable until the SCCC is opened. 
 

The Health Board continues to commission activity outside the ABUHB in 
Cardiff & Vale and Cwm Taf UHB.  There has been an active programme to 

reduce external flows recognising the strategic importance of Prince Charles 
Hospital, most of the cases do not reduce flows to PCH, recognising the 
need to maintain its critical mass. 

 
Tertiary Services will continue to be provided at UHW for the population of 

Gwent for example cardiothoracic surgery, neurosurgery, aortic vascular 
surgery, inpatient renal services, and some paediatric surgery. Where there 
are work streams related to further potential changes in the configuration 

of specialist services in South Wales, the case states clearly whether they 
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have been included .  For example, with both major trauma and vascular 
services, in the absence of a formal decision to proceed, this activity and 

capacity is included within the SCCC plans.  Its impact is however known 
and understood and is insignificant in terms of functional content of the 

SCCC.   
 
The tertiary Burns and Plastics service will continue to be provided in 

Swansea. 
 

The regional context is described on page 32 to 35 of the PBC (page 26 to 
29 of the FBC).  Further detail on the future patient flows can be seen in 
Appendix 3a of the PBC, Section 4 Patient Flows, Page 3. 
 

1.8  The PBC does not really cover repatriation and reciprocity 

across the region.  

 

The ABUHB’s capacity plans are based on the principles of repatriation and 
reciprocity that have been used to model the impact of revised patient flows 
for medicine and surgery used by the South Wales Collaborative.  Although 

the precise method used by the ABUHB is different and more sophisticated, 
it is based on:- 

 
 the step down of acute care for surgical and medical specialties 

(based upon specialty pathways and clinically agreed) 

 elective care being based on acuity (that is no low acuity cases at the 
SCCC)  

 differential medical intakes (with the SCCC used only for cases 
requiring level 3 care). 

 

As such, the ABUHB has a robust activity plan that is built upon repatriation 
and reciprocity.  Analysis of patient flows demonstrate few net changes to 

flows from outside the ABUHB, for example the overwhelming majority of 
PCH flows track to Cardiff based on SWHC and have minimal effect on flows 
to Gwent. 

 
The SWHC repatriation and reciprocity analysis demonstrate that the 

ABUHB system is in balance.  Following the opening of the SCCC there would 
be ‘spare’ physical capacity available at the Royal Gwent Hospital, which if 
commissioned could be available for activity from outside Gwent.  This 

would be further investigated following a business case process at the time. 
 

The SWHC repatriation and reciprocity analysis has however shown that the 
repatriation and reciprocity of activity from UHW can be met by hospitals 

within the South Central Acute Care Alliance, though this is not sufficient to 
balance anticipated increases in flows to UHW from within the SCACA. 
 

There are well established pathways for the repatriation of specialist and 
non-specialist patients from other Health Boards, for example stroke 

patients from UHW to YYF and for step down of tertiary cardiology care to 
both Nevill Hall and Royal Gwent hospitals. 
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1.9 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. 

 

Section 4.0 of the Overarching Report describes how the SCCC will deliver 
service improvements and system efficiency across the spectrum of 

Emergency care, Elective care and Womens & Childrens services.    
 

In summary, the SCCC will enable a step change to be made in the provision 
of acute care that will ensure a safe sustainable service for the population 

of Gwent that will be fit for 21st century health care, offering 24/7 specialist 
care to our sickest patients to ensure optimum treatment leading to 
improved patient outcomes and experience and significant improvements 

in the system efficiency and performance.  This will be a catalyst for change 
and be central to supporting the wider models of care at both the local 

general hospitals and in primary and community care. 
 
Section 3.0 of the Overarching Report describes the problems with the 

current system, reiterating the Case for Change that was described in the 
Programme Business Case. It also describes the consequences of the “Do 

Nothing” scenario and the consequences of centralising services from Nevill 
Hall Hospital to Royal Gwent Hospital. 
 

Further detail regarding the impact of construction being delayed or not 
proceeding is also provided in section 1.3 above. 

 

 1.10 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. 

 
The SWP recognised the likelihood that the number of acute centres would 

reduce from 5 to 3 over the longer term.  This has been reinforced by the 
work of the SWHC on medical and surgical specialties, with the latter 
concluding that three hubs could be supported by medical trainees in South 

Wales, with those hospitals being UHW, Morriston and the SCCC.  Whilst 
this has been shared with Chief Executives, this is not as yet a 

recommendation in the public arena and the FBC and OBC were careful not 
to make this explicit. 
 

On the basis of both patient flows and critical mass of activity the SCCC 
would be one of three trainee supported emergency surgery centres in 

South Wales.  Arising from this is a number of associated interdependencies 
(notably trauma, emergency medicine, acute medicine and obstetrics). 
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2. Strategic Shift of Services 
 

2.1  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. 

 

Significant progress has been made in strengthening the role of 

primary and community care services in order to provide a platform 
on which to build a sustainable, whole system model as set out in the 

Clinical Futures Strategy. The table below sets out the progress made 
since the original 2004 Clinical Futures submission:- 
 

2004 Position 2015 Position 
Gwent is experiencing GP 

recruitment and retention difficulties. 

This remains a significant issue and features 

heavily in the UHB’s IMTP and Five Years 

Primary Care Strategy. 

 

Specific focus is on maximising the skills and 

expertise of other workforce to ensure GPs 

are doing what only they can do. 

 

The UHB has invested in GP practice based 

pharmacists, social workers, 

physiotherapists, dieticians as well as an 

operational primary care support team to 

support fragile practices and improve access 

to services. 

Expansion of capacity and skills in 

planning and delivering primary care. 
Twelve Neighbourhood Care Networks 

(NCNs) have been developed across the UHB 

to:   

• understand local health needs and 

priorities.  

• develop 12 agreed Network Action Plans 

linked to elements of the individual 

Practice Development Plans.  

• work with partners to improve the co-

ordination of care and the integration of 

health and social care.  

• work with local communities and 

networks to reduce health and social 

care inequalities.       

 

The UHB has developed NCNs to reflect the 

numerous providers of services to patients 

and communities.   The NCNs are multi-

organisational and thus have representation 

from all services within ABuHB, Local 

Authorities, Housing Associations and the 
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2004 Position 2015 Position 

Third Sector. 

 

The NCNs also now have professional 

support from dedicated NCN optometry, 

dental and community pharmacy advisors. 

A shortage in Gwent of General 

Dental Practitioners. 

In 2006 the New General Dental Services 

Contract was implemented moving the 

contracting currency to activity undertaken.  

Historically, the failure to invest in GDS 

services has resulted in access issues.  Over 

the past three years UHB has significantly 

increased its investment. 

 

This is no longer an issue.  Significant 

investment has been made across ABuHB 

with the overall GDS capacity being 

increased by in excess of 12,500 UDAs. 

Out of Hours (GP) services are 

fragmented.  There are several 

different schemes in place. 

Following the implementation of the new 

GMS Contract, responsibility for Out of Hours 

services transferred to the former Trust and 

subsequently to the new UHB. There is now 

one service model, however GP recruitment 

issues are currently affecting the services 

ability to respond.  

 

A service transformation programme has 

commenced to review the core objectives of 

the service, agree metrics and ensure the 

service meets the objectives. 

Offer universal and faster access to 

GP services. 

The GMS Contract 2004 requires General 

Practices to meet the reasonable needs of 

their patients throughout core hours of 8.00 

am to 6.30 pm Monday to Friday. This is 

monitored through the Wales Annual Quality 

Framework. 100% of UHB practices offer 

services within core hours. 

 

In addition the Health Board has 

implemented the “A” is for Access 

Accreditation Scheme which provides an 

indicator of the quality of access offered by 

practices looking at five key areas. 

 

The UHB currently commissions extended 

hours from 30 of its practices, securing an 

additional 65 GP hours per week.  

Additionally the UHB has one practice in 

Newport providing GP access on a Saturday 

morning. 

Offer an extended and effective 

range of services in locally accessible 

primary care settings. 

Via the new contractual frameworks for GMS 

and Community Pharmacy the UHB 

commissions a number of enhanced services 

which seeks to extend the level of services 

provided within primary care settings e.g.: 

 



FINAL Page 17 
 

2004 Position 2015 Position 
 Mental Health  

 Learning Disability  

 Anti-coagulation  

 Minor Surgery  

 IUCD 

 Diabetes  

 Level 3 smoking cessations services 

(Community Pharmacy) 

 Minor ailments (Community Pharmacy) 

 Flu vaccinations (Community Pharmacy) 

 

A primary care minor oral surgery has been 

developed which transfers treatment 

previously undertaken in a hospital setting 

to primary care based GDP clinics (2300 

cases managed in Primary Care and a 25% 

reduction in referrals to 2ndry care). 

 

Glaucoma follow up assessments has been 

developed which allows patients the 

opportunity to have their follow up 

assessment in one of 11 primary care 

optometry bases across UHB as opposed to 

the Eye Clinic based in the Royal Gwent 

Hospital (4000 glaucoma assessments, 7000 

wet ADM follow ups & 800 (85%) wet ADM 

treatments). 

Improve the quality of practice 

premises. 

Progress continues in relation to supporting 

new developments. The following 

developments have been completed: 

 

 Gelligaer Medical Practice 

 White Rose Medical Centre 

 Integrated Health and Social Services 

Centre – Rhymney 

 Blaenavon Resource Centre 

 

Additionally the build has commenced for the 

new Brynmawr Resource Centre and a third 

party developer has been appointed to 

progress the Llanbradach development. 

 

The UHB undertakes an annual review of its 

primary care estate and a prioritisation 

exercise to identify those areas of greatest 

need. 

 

The UHB continues to fund major and minor 

improvement grants, subject to funding 

availability. 

Develop a new primary care 

workforce. 

Significant progress has been made in 

relation to primary and community care 

teams since 2004 as set out in other areas 

within this schedule. 
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2004 Position 2015 Position 
The Welsh Government has recently 

published “A planned primary care 

workforce for Wales” and many aspects of 

this already feature into the UHBs plans 

including greater use of Advanced Nurse 

Practitioners, practice based Pharmacists, 

social workers, physiotherapists and 

dieticians.  Capacity and expertise within 

other primary care contractors such as 

Dentists, Optometrists and Community 

Pharmacists is also being maximised. 

Managing the majority of patients 

with chronic disease in primary care 

with the support of integrated health 

and social care teams 

Work has been ongoing over the years in 

particular in relation to the management of 

diabetes and COPD. The work has involved 

greater integration between primary and 

secondary care clinicians in planning 

services models, patient and community 

education and support for the elderly in 

managing complex medications (poly-

pharmacy). 

 

The Living Well, Living Longer Programme 

was launched in 2015 which has been 

designed to have population impact on 

inequalities in health over a three to five 

year time period.  The initial stage of the 

programme has focussed on identifying and 

reducing CVD risk. 

 

Additionally the UHB has developed an 

integrated diabetes team which supports 

patients to manage their condition and 

access 90% of their care out of hospital. 

Unified assessment for older people. An Integrated Assessment Tool for Health 

and Social Care has been devised by the 

Integrated Team in Monmouthshire.  The 

Assessment Tool is Health and Social Care 

focused and allows the multidisciplinary 

team to respond to ‘what matters’ for the 

patient.   The Division is actively devising a 

plan to roll this out across the Division in 

conjunction with LA colleagues. 

Slow stream rehabilitation – from 

community rehabilitation or 

regalement teams, outpatient’s 

therapy and or home support 

services. 

The reablement arm of the Frailty 

Programme supports those patients who 

benefit from low level rehabilitation 

intervention in the community setting. 

Regular rehabilitation – own home, 

outpatients, day hospital for people 

who would benefit from active, 

targeted, goal oriented treatment 

from a multi-disciplinary team. 

Step Down beds are available within the 

community division and are utilised to 

support early discharge and admission 

avoidance.  The step-down beds are within 

the remit of the Local Authority with referral 

criteria to ensure effective and efficient use 

of the beds are maintained. 
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2004 Position 2015 Position 
Development of GPs with Special 

Interests (GPSI) providing 

opportunities to manage demand for 

outpatient services. 

GPSIs have been utilised in a number of 

specialities over the years including diabetes 

and MSK.   

The UHB has just secured funding via the 

Cardiology Delivery Framework to 

implement community cardiology service 

using GPSIs. 

Developing and supporting “expert 

patient” initiatives to make better 

use of primary care and general 

practice. 

Patient education for people with diabetes is 

provided across UHB and is now being 

reviewed by an education group which is 

developing this area. 

 

Community engagement sessions for people 

with OA of the knee commenced in 4 NCN 

areas in August 2015, with the evaluation 

being extremely positive.  It is now planned 

to role these sessions out across all 12 NCNs. 

 

Additionally this model will be used to 

develop similar education and co-production 

sessions for patients with lower back pain 

and cataracts. 

Development of joint clinics with GPs 

and paediatricians working in 

community settings to maximise 

skills and enhance the quality of 

locality based services. 

The Child Health Directorate has been 

working with the NCNs developing joint care 

pathways that more effectively manage the 

demand on acute paediatric service; this 

work is at the early stages of development. 

Establishment of integrated 

children’s’ teams within the 

community spanning health and 

social care. 

The Health Board has established integrated 

service models with social care partners and 

this is especially evident in the three 

children’s centres (for children and young 

people with complex disability).  Serennu 

Children’s Centre in Newport (opened in 

2011) has pioneered this integrated model 

with health and social care services located 

in a single building, creating opportunities 

for more coordinated care and family 

support.  The Serennu model has established 

a successful ‘template’ that is now being 

transferred to the other Children’s Centres in 

Gwent.  The UHB has also established 

effective integrated service models with 

social care partners in the community with 

the Families First and Flying Start initiatives.   

Integrated health and social care 

teams to co-ordinate urgent 

response services, discharge 

implementation and ongoing support 

requirements. 

 

Prevention/maintenance 

programmes for the frail elderly to 

allow them to live independently. 

 

 

In April 2011, following agreement of Welsh 

Government to invest in new services for 

streamlined services for vulnerable people in 

their own home; the UHB launched the 

Gwent Frailty Service.  This marked a three 

year programme to implement Community 

Resource Teams in each Local Authority 

area.  This joint initiative between the Health 

Board and the five Local Authorities aims to 

facilitate early discharge and provide safe 

alternative pathways to hospital based care 

for frail older people. 
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2004 Position 2015 Position 
Greater involvement of voluntary and 

independent sector to develop 

flexible and responsive service 

models that keep people at home and 

reduce reliance on institutional care. 

A number of Service Level Agreements (SLA) 

have been developed to appropriately use 

the Voluntary Sector to support the Health 

Board. Examples include hospital discharge 

support volunteers, and the use of the 

voluntary sector support the development of 

and support to access services through 'Stay 

Well' plans in Newport. The Gwent 

Integration Board will support joint working 

between organisations and the voluntary 

sector through review and development of 

Section 28As and SLAs to best meet 

strategic needs. 

Increasingly mental health problems 

will be managed according to 

Integrated Care Pathways (ICPs) to 

support a consistent approach to the 

management of these conditions in 

primary care. 

Following the implementation of the Mental 

Health Measure, primary care mental health 

teams are based in GP practices. 

 

The Health Boards IMTP contains a progress report on the significant 
progress made in the development change in Primary Care and NCNs in 

2015-2016. This includes: 
 

 Supporting practice mergers 

 Implementing the Sustainability Framework 
 Commissioning an expanding range of services from GMS independent 

contractors 
 Implementation of Oral Health Plan 
 Establishment of ODTCs for Glaucoma and Wet AMD 

 Robust Primary Care Estates prioritisation exercise 
 Practice-based Pharmacists 

 Appointment of community HCSWs to release skilled nursing time 
 Practice–based Social workers 
 Open Access Physiotherapy 

 Dementia Support workers 
 Improvements in Frailty services including in reach to Community 

Hospitals 
 Improvements in re-direction to OOHs services 

 

 

 

The following provides a summary of progress made since March 2015: 

 
 1,645 post-operative cataract outpatient appointments have been 

undertaken in primary care opticians.  
 1,629 patients have received their Glaucoma follow up assessment in 

primary care opticians.  

 1,798 patients have received their minor oral surgery treatment in a 
primary care dental surgery;  

 The number of paediatric dental GAs performed has been reduced by 
circa 45% (741) as a result of a new community dental service clinical 
triage assessment and treatment model. This scheme is also the first 
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example of significant resource shift from secondary acre budgets to 
community care budgets to reflect the shift in activity.  

 In excess of 150 patients have attended the community based 
Osteoarthritis of the knee education and support groups.  

 An extended skin surgery service has been commissioned since the 
beginning of December 2015 whereby, via the support of tele 
dermatology, circa 960 patients per annum will receive their surgery 

in a primary care setting (historically in a hospital setting).  
 Two contracts have been awarded to develop Glaucoma Ophthalmic 

Diagnostic and Treatment Centres in Newport and Torfaen from 
January 2016. It is anticipated that between 3,000 and 4,000 new and 
follow up outpatient appointments pa will be transferred to these 

primary care based Centres from hospital based eye clinics.  
 One contract is currently out to tender for a Wet AMD Ophthalmic and 

Diagnostic Treatment Centre in Newport from March 2016 where 
7,000-9,000 new, follow up and treatment episodes per annum will be 
transferred to this primary care centre from hospital based eye clinics.  

 The implementation of the Community Pharmacy enhanced MUR 
service which will identify and review those patients with asthma who 

never attend their surgery for annual review thereby optimising 
management and improving safety in response to the National Audit 

of asthma deaths.  
 Appointment of community diabetes specialist nurses to ensure 

patients have better controlled HbA1Cs and support as many patients 

out of hospital as possible.  
 Appointment of community based respiratory nursing team to improve 

the quality of life through greater support in the community and 
reduce the risk of admission to hospital.  

This list is not exhaustive and this continues to be a fundamental part of 

the UHB priorities and plans with increased dedicated clinical and 
managerial resource to support this change agenda. 
 

2.2 This has not been looked at from a prudent healthcare lens 
and principle.  

 

Over the last two years prudent healthcare principles have underpinned our 

entire approach to delivering healthcare, in terms of the appropriate level 
of care according to need, improving patient experience and service 
redesign. 

Oversight of the prudent agenda sits with the Medical Director for the UHB 
with a dedicated Assistant Medical Director responsible for delivery. The 

programme reports to the newly formed Clinical Effectiveness Group and 
the Quality and Patient Safety Committee. Engagement with key 

stakeholders is ongoing and the first public engagement event with citizens 
took place on the 11th February 2016. 
 

Some examples of where the UHB has applied the four prudent healthcare 
principles to address the three priority areas identified in “Prudent 

Healthcare: Securing Health and Well-being for Future Generations”: 
 

 Appropriate tests, treatments and medications 
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 Changing the model of outpatients 
 Public services working together to improve healthcare are set out 

below. 
 

The prudent approach applied to manage osteoarthritis of knee within 
ABUHB comprises: 

 

 The development of OA knee community education groups to promote 
informed decision making and signpost to appropriate care. 

 Reducing inappropriate variation in MRI scanning of the knee and 
promotion of the use of appropriate diagnostics in osteoarthritis. 

 Standardisation of the inpatient knee joint replacement pathway. 

 A reform of the way patents are followed up with a move towards 
virtual and patient led review. 

 Direct access to physiotherapy, smoking cessation and other support 
services via the OAK group. 

 

The prudent approach applied to managing skin lesions is demonstrated 
through the development of a tele dermatology service coupled with a new 

service to remove low risk skin cancers in primary care means that patients 
have shorter waits and care closer to home, negating the need to attend 

hospital based outpatients at all. 
 
The prudent approach applied to transforming the way Glaucoma and Wet 

AMD ophthalmology services are delivered within ABUHB comprises of: 
 

 Implementation of a referral review of all routine ophthalmology 
appoints to ensure their appropriateness and that the referral is 
complete has led to a reduction in variation in referrals and ensuring 

those in greatest need are seen first. 
 The development of the Glaucoma ODTCs brings with it a significant 

change in the way we deliver outpatient services with circa 4,000 
patients per annum receiving their follow up assessment in primary 
care as opposed to hospital eye clinics, reducing waits and thus the 

risk of patients coming to harm. 
 The development of the Wet AMD ODTC allows those patients with 

greatest clinical need to be rapidly identified, diagnosed and treated in 
the most appropriate setting.  The model is predicated on assessment 
and treatment being undertaken closer to home and reducing waits 

and patients coming to harm. 
 

Whilst these are just three examples of ongoing work the principles applied 
to these programmes are consistent and therefore transferable to other 
programmes or work and directly aligned to prudence. 

 
Additionally the clinical effectiveness group oversees a comprehensive 

programme to eliminate interventions of low clinical value.  Similar work on 
prescribing is overseen by the Medicines Management programme Board 
and the Medicines and Therapeutic Committee.  

 
The Clinical Futures Strategy is consistent with the five principles of prudent 

healthcare and the Health Board has been commended by Welsh 
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Government for its work around the prudent healthcare agenda and the 
drive for value based care. Appendix 2 of this report is a Prudent 

Healthcare report that was shared at a recent Welsh Government Team 
Wales event and sets out some of the progress made and the Health Boards 

commitment to this approach. 
 

2.3  The interface between the new model of care, primary care 
and social services together with adjoining health board plans has 
not been evidenced.   

 

The historical focus of investment and delivery of healthcare services has 

been on illness and hospitals as opposed to population health, prevention 
and primary and community care. 
 

In a time where population changes are increasing the demand on 
healthcare services, the ages and number for people with long term 

conditions are increasing and resources available are not increasing at the 
same rate, the way we currently use our hospitals is becoming 
unsustainable. 

 
Improving our out of hospital services will make care better and will cost 

less. By intervening earlier, joining up care better and supporting patients 
at home who are currently being admitted to hospital, we will be able to 

improve outcomes and patient satisfaction. 
 
Bringing care closer to home is our way of delivering sustainable healthcare 

services to our population in the face of increasing demand and limited 
resources. 

 
We intend to deliver service transformation which results in a significant 
shift in the way services are provided across hospitals and the community, 

with some provision moving from hospitals to the community where safe 
and effective to do so.  In rebalancing the system we will support Care Closer 

to Home for our frail and elderly population, our patients with chronic 
conditions and those requiring long term care whilst allowing our hospitals 

to concentrate on what they do best - providing both planned and 
emergency care when it is needed. 
 

The Health Board emphasis on providing Care Closer to Home can only be 

achieved through ensuring that we have robust sustainable primary and 
community care services. 
 

The Clinical Futures model is predicated on delivering more care closer to 
home within a primary and community care setting to improve the patient 
experience whilst sustaining the whole system.   

 
The overarching vision of the Clinical Futures Plan is to help patients, 

maintain their independence and maximise their health and social well-
being.  This is based on the premise that historically there has been an 
over-reliance and focus on illness and hospitals and that the focus must 

now move to improving health and developing sustainable primary care. 
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The ABUHB vision is that, by 2020, everyone is able to live longer healthier 
lives at home and will received the majority of their care either at home or 

in their local community, where it is safe, effective and efficient to do so. 
 

There are three major components to this: 
 
 Keeping people well 

 Sustainable primary care delivery 
 Integrated health and social care delivery close to home 

 
The ABUHBs IMTP articulates this vision as follows: 
 

“Everyone is able to live longer healthier lives at home, or in a homely 
setting. We will have an integrated health and social care system built 

around Neighbourhood Care Networks, with a focus on prevention, 
anticipation and supported self-management. We aim to deliver a 
systematic reduction in health inequalities in our most deprived 

communities, and reduce premature deaths in conditions such as cancers, 
heart attacks and stroke”. 

 
Central to this vision is the need to deliver integrated health and social care 
to the population of the UHB; this will require an organisational 

development programme for the 12 Neighbourhood Care Networks.  
 

The Social Services and Wellbeing Act and Primary Care Plan, provide the 
framework to develop a new model of care which promotes physical, mental 
and social wellbeing. This will require a social approach to care with delivery 

underpinned by prudent health principles and where co-production between 
professionals and patients is paramount.  

 
The Health Board’s plan is underpinned by improving outcomes for patients, 
the principles of prudent healthcare and delivering a social approach to 

primary care delivery. 
  

 
 
 

A Route Map of this plan is set out below. 
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The ‘Triple Aim’ for the UHB to deliver its Primary and Community Care 
Clinical Futures Strategic Intent is articulated in the IMTP as follows: 

 
 To strengthen the role and sustainability of primary care  

 
Whilst General Practice is a core element of primary care it also includes 
services such as pharmacy, dentistry, optometry, therapy, community 

nursing, health visiting and mental health workers. 
 

Primary care also has a unique role in co-ordinating access for people to 
the wide range of services delivered by the whole healthcare system.  As 
Primary Care is a crucial component of the strategic solution for sustainable 

healthcare, the Minster for Health and Social Services has therefore 
challenged Health Boards to make primary care the engine room of the 

NHS. 
 
This is a priority of the plan and sets out a range of work programmes to 

ensure core sustainable primary care services and include: 
 

 Optimising in hours and out of hours GP Access. 
 24/7 district nursing services. 
 Community phlebotomy services. 

 Increased and appropriate primary care access to diagnostics. 
 New workforce models – including practice based Pharmacists, 

Advanced Nurse Practitioners, Therapists, Support Workers, Third 
Sector and maximising the capacity which already exists within other 
independent contractors i.e. Dentists, Community Optometrists and 

Community Pharmacists. 
 GP referral variation – to identify and reduce preventable referrals by 

aiming to achieve Best in Class (27,500 preventable referrals, 
prioritising the highest return first) 
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 Development of a primary care operational support team to support 
fragile practices and ensure equity of access for patients. 

 
 To deliver integrated care closer to home  

The nature of work delivered in primary care settings is changing.  We want 
to enable people to live at home independently, with their families, in their 
communities, for as long as possible. This requires re-designing services, 

across a new integrated system, moving from models of care based in 
hospital which treat single conditions, to a population-based approach with 
much greater emphasis on managing co-morbidity and enabling self-

management.  

Central to this approach is the further development of the Frailty 
Programme in partnership with the five Local Authorities within Gwent.  

Gwent Frailty is a collaborative approach to delivering health and social care 
to ensure Frail elderly adults can receive the care and support that they 
need in their own home environment, rather than having to go into a 

hospital or care home environment. The introduction of Frailty Community 
Resource Teams, jointly resourced by health and social care professionals, 

has enabled the delivery of a more integrated service resulting in an 
enhanced patient experience based upon preventative care.  Benefits 
include:  

  
• Citizens remain happily independent at home; 

• Seven day a week access to CRTs; 
• Care delivered in or close to people’s own homes, and avoidance of 
unnecessary hospital admissions; 

• Reduced hospital stay when admission is necessary; 
• Reduced need for complex care packages; 

• Provide a smooth transition with core services or longer-term care 
where required, thus reduced DTOC; 

• Reduced hospital acquired infections; and 

• Reduced demand for Continuing NHS healthcare. 

Other initiatives include: 

 Anticipatory care planning for nursing homes (projected 50% 
reduction in Emergency Medicine Admission to Hospital) 

 Integrated assessment for older people 
 Improving patient flow – Step up/step down beds in residential 

settings 
 Ophthalmic Diagnostic and Treatment Centres – transfer of circa 

11,000 appointments from hospital to primary care per annum 

 Extended minor surgery in primary care -  
 Primary Care minor oral surgery 

 Community audiology services 
 Community DVT diagnostic service 

 Primary care cancer diagnostics 
 Community cardiology service 
 Neighbourhood Care Network development to become integrated 

health and social care delivery systems. 
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 To improve Chronic Conditions Management services  

 
Chronic conditions management is a key priority for the Health Board and 

its partners through the Single Integrated Plans agreed by the Local Service 
Boards in Gwent and across the divisional service change plans. 
 

The aim of these plans is based on the principles of prudent healthcare by 
tackling the root causes of ill health, improving early detection and 

management of chronic conditions and offering optimal treatment and 
continuity of care across the care continuum. It is also aimed at supporting 
peoples to self-manage their chronic conditions and a co-production 

approach. 
 

Examples of programmes included in the plan are: 
 
 Integrated diabetes services leading to over 90% of Type 2 diabetes 

being exclusively managed within primary care; 
 Integrated respiratory service 

 Primary care anti-coagulation programme to deliver all INR monitoring 
and management closer to home – transfer the monitoring of circa 

5,900 patients from secondary care to primary care 
 Ambulatory-care sensitive conditions programme – to reduce 

emergency medical admissions. 

 End of life care in the patients preferred place of care. 
 Primary Care Cardiology service 

 Lower back pain service 
 Osteoarthritis of the knee programme 
 Cataract schools. 

 

2.4  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. 

 

Discussions have been taking place with WAST representatives since OBC 
stage to better understand the impact on WAST’s non-emergency and 

emergency services.  
 
For non-emergency services it has been necessary to assess the impact on 

the number of patient transfers to and from the SCCC post implementation 
of the clinical model. This has been calculated on a specialty by specialty 

basis and compared against current activity. The overall conclusion of this 
exercise is that total patient transfers will increase from current levels. In 

agreement with WAST additional resource has been included in the SCCC 
resource plan to support this increase, based on existing costs.  Much more 
detailed work will be required on this issue post FBC approval to plan a 

robust, responsive and efficient non-emergency transport service.   
 

For emergency services the discussions with WAST have focused on the 
overall clinical model and the disposition of unscheduled care service 
between the SCCC and the planned enhanced Local General Hospitals at 

RGH, NHH and YYF.  This model is described in Appendix 2 of the FBC. It 
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has been calculated that 80% of GP referrals will continue to be   conveyed 
to the eLGHs and 20% to the SCCC. For true 999 calls, major emergencies, 

which represent circa 33% of all A&E attendances, these will be conveyed 
to the SCCC.   

 
Further work has been done with WAST to consider the impact of the 
relatively small percentage of conveyances to the SCCC compared to the 

existing pattern of conveyances. This has focused on the Nevill Hall 
catchment population and the existing conveyances to Nevill Hall Hospital. 

The overall effect on WAST is considered to be insignificant mainly because 
of the fact that the existing unscheduled care model is not working 
effectively resulting in a significant number of emergency conveyances 

being directed to Nevill Hall  from all parts of the ABUHB area, because of 
capacity issues, therefore increasing job cycle times. The new model, based 

on the SCCC, will significantly reduce this allowing emergency conveyances 
to go the nearest centre. This potential net gain on job cycle times 
potentially outweighs the longer job cycles resulting from the relatively 

small number of true Nevill Hall catchment population emergency 
conveyances being diverted to the SCCC.   

 
Further work is required to be undertaken with WAST to further develop 

this analysis and to calculate the effect on the Royal Gwent catchment 
population.   
 

2.5  The use of technology has not been adequately explored. 

     

The SCCC ICT infrastructure will integrate with the centralised All Wales 
digital services.  This will maximise the use of what ABUHB has by 
standardising nationally across common platforms.  Therefore these costs 

are not part of the SCCC bid as they are dealt with by a Once for Wales 
Health and Social Care strategy. 

 
The ICT infrastructure within SCCC will provide: 

 

 The SCCC infrastructure will allow Digital Image exchange e.g. Welsh 
PACS Imaging services for rapid diagnosis and access to Digital 

imaging and medical records via the Welsh Clinical Portal (WCP) 
enabling a paper light environment. 

 Critical alerts and real time communications will be provided through 

digital boards, wearable technology and applications to support timely 
patient flow and interventions 

 The ED Service will make use of the NWIS centralised All Wales 
Emergency Department Service (WEDS) and Patient flow services to 

allow patients to be tracked and safely cared for between wards and 
stepped down in Local general hospitals or discharged and monitored 
within the community.   

 Whilst in the community the patient will be able to utilise Telehealth 
and Video conference services to reduce repeat visits to Hospitals 

using Skype within virtual clinics within the SCCC and other Local 
generals.  Community staff will make use of the Welsh Community 
Information Service (WCIS) to seamlessly share information with 
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social care teams and vice versa to move us to a preventative system 
of care. 

 For patients, the public and staff there will be free public Wi-Fi.  This 
will help engagement with patients and provide the opportunity for 

patients to feedback on their experiences (PREMS)  
 The Pathology Department will utilise the All Wales LIMS service to 

provide rapid electronic diagnostics for patient testing (TRRR) 

 The centralised Obstetric Service at SCCC wards will have access to 
electronic community information records utilising the All Wales baby 

numbers service. 
 The Theatre services on site will provide education Video Conferencing 

viewing of operations that can be used to help support medical 

training. 
 As clinical and support staff will move between the sites to work there 

will be a requirement to move to a delivery model whereby the users’ 
‘desktops’, printing and/or applications (including data) can be 
accessed from a wide range of devices.  Devices will be capable of 

collecting patient reportable outcome measures (PROMS) 
 An increase in Point of Care Testing (POCT) to eliminate delays 

between test requests and results availability   
 Further use of electronic capture of life sign information with 

associated alarms for the early identification and management of 
Sepsis and general deterioration and 

 Adoption of the emerging eICU system to support remote specialist 

management of patients receiving intensive care.  
 

Leading up to the SCCC there are plans within the IMTP to look for a national 
single sign on identification and authentication service to enable a 
consistent look and feel for users and provide fast switching on kiosk 

devices especially within Emergency Departments which have high turnover 
of staff.   

 

3. Workforce, Skills Capacity and Sustainability 
 

3.1  The workforce considerations are very doctor orientated and 

the implications for the wider workforce are not clearly presented.   

  

The key risks to workforce sustainability are related to the medical 
workforce, in particular junior doctors.  Workforce plans have been 

developed for other staff groups from nursing to chaplains.  The workforce 
plans have been developed via service managers and supported by 
Workforce and OD team. (Ref Appendix 2b of FBC and Appendix 3b of the 

PBC) 
 

 
The challenges currently facing the non-medical workforce include: 

 

 Recruitment difficulties in a number of specialties and disciplines 
 Ageing workforce in a number of professional groups 

 Specialist skills spread too thinly across multiple sites 
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 Emergency services located on two sites creating difficulties with 
cover. 

 
The centralisation of services will have a variable impact on the non-medical 

workforce.  There will be significant benefits for areas such as midwifery, 
paediatrics, ITU, theatre nursing and neonates in terms of resulting 
efficiencies, centralisation of expertise and improved cover and 

sustainability. 
 

A small number of services such as radiology, pharmacy and therapies 
whilst benefiting through centralisation of specialists skills, will require 
additional resource for inpatient capacity due to additional site working, 

limited current inpatient workforce capacity or additional diagnostic 
equipment.  Workforce modernisation continues to explore new approaches 

to reducing the impact on these services. 
 
The table below shows that 40% or 4190 WTE of the existing ABUHB 

workforce will either transfer or rotate through the SCCC.  
 
Service WTE within 

existing 

service 

% of staff 

who will 

work at 

SCCC 

Additional Comments 

Radiology 275 31% Additional staff to cover additional 

equipment and an additional MAU 24 

hours 

Pathology 294 45% Benefits of centralisation of a number of 

key specialities on one site. 

Pharmacy 150 41% Ongoing workforce modernisation 

regarding skill mix and increasing role 

of pharmacists 

Theatre 

Nursing and 

ODP 

349 55% Efficiencies generated through 

centralisation of emergency theatres  

Cardiology 

Physiologists 

43 27% Benefits of centralising PCI and CCU, 

dedicated resources to staff SCCC. 

Remaining staff predominantly cover 

outpatients at LGH as currently 

Paediatric 

Nursing 

120 100% Efficiencies through centralisation of 

inpatient capacity 

Midwifery 330 71% Benefits to midwifery through 

centralisation of obstetrics, improved 

cover and skills. Improved autonomy of 

midwives in midwifery led units 

Facilities staff 660 42% Staff will transfer from existing LGH’s 

with the development of a generic 

facilities workforce 

ITU nursing 135 100% Benefits from centralisation of skills and 

workforce sustainability 

Nursing 

inpatients 

1191 28% Patient models staffed on appropriate 

level of acuity which is currently more 

challenging due to mixed acuity on 

existing wards and hospital sites 
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Neonatal 

Nursing 

95 100% Benefits and efficiencies from 

centralisation of skills and workforce 

sustainability 

Gynaecology 

Nursing 

68 70% Efficiencies though centralisation from 

emergency assessment and inpatient 

capacity 

Physiotherapy 203 15% Centralisation of specialist skills, 

improved ability to cover 7 days for 

higher acuity patients.  Workforce 

predominantly focused on rehab across 

LGH and 50% of workforce outpatients 

and community services as currently. 

Possible reduction in on call rota 

requirements as patients centralised at 

SCCC 

Occupational 

Therapy 

78 23% No beneficial impacts as service will 

need to cover existing sites and 

community models. 

Dietetics 62 20% Centralisation of specialist skills, 

improved ability to cover 7 days for 

higher acuity patients. 50% of 

workforce outpatient and community 

focus. Additional resource required to 

cover LGH 

Speech and 

Language 

Therapy 

69 6% Centralisation of specialist skills, 

improved ability to cover 7 days for 

higher acuity patients. Additional 

resource required to cover LGH 

IT and 

informatics 

68 0% Flexible workforce, increasing demands 

associated with increased IT 

technologies 

 

The workforce savings associated with the development of the SCCC are 
the reduction in nursing and support workers due to centralisation of 

services and the reduction in beds, particularly in paediatrics, theatres and 
emergency gynaecology assessment.  This in turn will offer improved 
workforce sustainability in these areas. 

 
The SCCC will enable a further reduction in bed numbers. The SCCC will 

also allow more effective streaming of patients and enable effective and 
efficient rehabilitation workforce models.   
 

Other wider workforce implications associated with the SCCC include 
improved working environments, greater autonomy, improvement in 

training and skills and appropriate staffing levels. All these factors impact 
on behaviours of staff and as was demonstrated through the 

implementation of YYF and YAB there were improvements in sickness 
absence, recruitment and retention and a general staff morale.  There is 
strong evidence that happy staff deliver better patient care. 
 

3.2  It is unclear whether the proposals for the acute sector are 

transformational and whether the Health Board is looking for 
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different solutions to resolving medical workforce gaps that are 

already known.   

 

A number of critical clinical services are not sustainable in their existing 

form due to medical workforce issues.  The SCCC will be the primary enabler 
in delivering workforce sustainability, supported by a programme of 

workforce modernisation that will reduce the reliance on the medical 
workforce.  A programme of training and education has already commenced 
for the following new roles: 

 
 Emergency Nurse Practitioners in emergency departments 

 Physician associates in acute medicine and general practice 
 Physician associates in anaesthetics 
 Advanced Nurse Practitioner roles in neonates, gynaecology and 

paediatrics and other specialties 
 Extended scope of practice for therapy services diagnostics 

 Surgical Care practitioners  
 

Approximately 33 WTE additional non-medical practitioners will be required 
to support the medical model.  This is in addition to extending the scope of 
practice for a number of existing professionals such as radiographers, 

therapists and healthcare scientists. There is a limit to the scope of practice 
in which these new roles can operate. They cannot be medical substitutes 

in the supervision of junior doctors or in tasks / duties that can only be 
undertaken by a senior doctor.  They can offer support to the medical 
workforce and can undertake numerous delegated tasks which releases 

medical capacity.  Clinical Futures has given the Health Board the 
opportunity to modernise the workforce and it is estimated these new roles 

will replace over 10% of the medical workforce. 
 
The current and long term challenges relate to the numbers of SPR junior 

doctors the deanery allocate to the Health Board.  The advanced practice 
roles described above cannot be an alternative to an SPR, as this level of 

senior medical decision maker is required to meet the supervisory 
requirements of the deanery.  To ensure suitable SPR cover, the Clinical 
Futures model of centralisation of fragile services is require to reduce the 

number of rotas. 
 

3.3 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. 

 

The future sustainability of the workforce has been considered through the 
development of workforce plans.  Training and development needs within 

the IMTP reflect the educational requirements of the long term strategy.  
 

Recent data suggests that the recruitment of consultants in key specialities 
is not going to improve in the longer term (CFWI report 2015).  
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Opportunities have been considered to address some of these challenges 
and include: 

 
 Blended roles are being developed where there are recruitment 

challenges in specific specialities e.g. neuro/stroke.  
 The Primary Care Strategy will ensure that components of care are 

transferred from an acute setting to a community setting.  However, 

whilst this will impact on demand it will not impact sufficiently to 
reduce the needs for junior doctors or consultant cover for inpatients. 

 Improved team working in acute and community and multi-disciplinary 
teams will take the emphasis of medic being the sole decision maker, 
and workforce strategy has assumed this approach.  For example, 

pharmacists are being used to support General Practice. 
 

The workforce modernisation within Primary Care is moving at pace and will 

continue to be the focus of development over the next few years supported 
by the “Primary Care Workforce Plan for Wales”. 
 

The key challenges facing the Primary Care workforce include: 
 

 Increasing demand in the local population 
 Provision of Care closer to home  
 Skills shortages, recruitment challenges and ageing workforce profile 

particularly in the GP workforce 
 

Training and development programmes have already commenced in GP 
practices to support new care models.  The focus of the Primary care 
workforce in Gwent will be based on NCN populations, forming teams of 

primary care practitioners.  
 

The delivery of more accessible and prudent healthcare at home or as near 

to home as possible requires a wider range of professionals working as part 
of a team. Greater diversification of the workforce will also help people with 
long-term conditions to manage their own health and medication; maintain 

their independence by avoiding unplanned admissions to hospital and 
receive ongoing support following discharge from hospital. In turn, this will 

free up GPs’ time and expertise to care for people with more complex needs. 
Recognising this, the Health Board has instigated the following workforce 
changes: 

 
 Optometrists are undertaking post-operative follow up and monitoring 

of specific eye conditions. 
 The development of Minor Oral Surgery in Primary Care and therefore 

avoidance of secondary care referrals. 

 Community pharmacists are becoming more actively involved in minor 
illness, smoking cessation, immunizations, medication reviews. 

 The training and the development of the existing Primary Care 
workforce along with the appointment of additional resources is 
supporting the transfer and management of a number of chronic 

conditions from secondary care into primary care. 
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 Various schemes which deliver care closer to home such as diabetes, 
osteoarthritis of the Knee, anti- coagulation will impact on Secondary 

Care referrals and release workforce capacity.    
 

4.   Benefits 
 

4.1  The Health Impact Assessment is inadequate.  This should 
include consideration of the Future Generations Act and detail the 

transport considerations. 

 

The Health Board completely accepts this comment and as a result the 
Health Impact Assessment is currently being developed  in co-operation 

with the Wales Health Impact Assessment Support Unit/Policy, Research 
and International Development Directorate, Public Health Wales. 
 

The Health Board is fully committed to meeting its individual and collective 
duties set out in the Wellbeing of Future Generations Act - the Executive 

Team have a Board development session on this subject planned for the 
24th February and is exploring the potential to  pilot the WAO assessment 
tool.  

 
The revised HIA will take account of the Wellbeing of Future Generations 

Act and the transport issues. With regard to the former it is clear that whilst   
the Clinical Futures Programme was conceived prior to the Act, several of 
the “Well-Being Goals” are enhanced via its implementation including:- 

 
A prosperous Wales – The Programme is designed to make the most 

efficient of use of limited financial and human resources via the provision 
of sustainable health services.  The SCCC will support improved recruitment 
into Wales for skilled clinical staff and provides new opportunities for 

research and innovation. 
 

A resilient Wales – The Programme is designed to create a resilient and 
sustainable health service for the population of Gwent and South East Wales 
as a whole.  

 
A healthier Wales – The Programme seeks to improve the provision of 

health services at all levels from Primary Care through to specialist acute 
care, providing more care close to home and better access to specialist and 

emergency services with improved health and patient outcomes. 
 
A more equal Wales – The Programme seeks to provide services that are 

equitable across the Gwent area with all communities having equal access 
to the full range of health services. 

 
A Wales of cohesive communities - At the core of the Programme are 
12 Neighbourhood Care Networks which have been established to focus on 

the local health needs and priorities of defined communities. They are multi 
–organisational, having representation from the Health Board, Local 

Authorities, Housing Associations and the third sector. 
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A globally responsible Wales – One of the main elements of the 

Programme is the creation of a health system that has the capacity and 
resilience to adapt to change and which will contribute to the wider well-

being of the population of Gwent.    
 
In addition the Health Board has initiated discussion with suitable partners 

to use external expertise and comparators in this area where others have 
experience of a wider benefits realisation process and specific links to wider 

Health Gain issues. 
 

4.2  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. 

 
Following receipt of scrutiny comments the Benefits Register has been 
subject to an initial internal review including colleagues from Public Health, 

Planning and Finance. It is recognised that the current document is in effect 
a first stage scoping or detailed benefits realisation matrix. This means that 

in order to make the process more manageable and set realistic targets we 
need to distil a smaller number of key benefits (while maintaining a 
supporting organ gram of detailed benefits) which can be used to implement 

a meaningful benefits realisation process.  
 

It is also clear that the benefits realisation process should not be restricted 
to those benefits simply derived from the Business Case investment 
Objectives and Benefit Criteria but should be enhanced by the inclusion of 

wider social and economic benefits and specifically extended to encompass 
the scope of the Future Generations Act. In this way the Health Board can 

ensure that we define key benefits across the spectrum of Clinical Futures 
(i.e. from Public Health to Secondary Care).  This will however include the 

requirement for a strong process with named owners for each benefit and 
a strong corporate lead who will drive this process.  There is a clear 
message that implementation and roll out plans must have benefits 

realisation embedded in them. To this end the Health Board will continue to 
develop a number of themes: 

 It will build on the work recently initiated with the CHC on the use of 
PREMS and PROMs as potential key indicators of benefits delivery. 

 The HB intends to commission support from third parties who can 
provide expertise and experience in a wider range of benefits 

realisation processes 
 The HB will continue to engage with the Welsh Public Health 

Observatory who have already advised on how we should develop our 
Health Impact Assessment 

 It is recognised that once we have a clear methodology – which 

successfully captures this streamlined approach based on a small 
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number of key benefits described above – there needs to be both an 
internal Benefits workshop to test our assumptions and also we need 

to develop our stakeholder strategy so this work can be articulated 
more widely including to our service users and ensure that we define 

and express benefits that are understood by the public. 
 It is recognised that the Benefits Realisation work will need to include 

targets but these will need to be directed at the key indicators in areas 

such as Health Gain, Sustainability. Efficiency and Effectiveness. 
 There will be clear message within the Health Board that 

implementation and roll out plans – including the IMTP - must have 
benefits realisation embedded in them.  

 

To strengthen the overall approach to benefits realisation through the use 
of Patient Recorded Outcome Measures (PROMS) the Health Board has 

established a Strategic Partnership Alliance with the International 
Consortium for Health Outcomes Measurement (ICHOM), a global 
organisation aiming to re-define what success in health care looks like 

through a standardised approach focussed on comparable health outcomes. 
ICHOM involves patients and clinicians in producing a comprehensive global 

standard set of outcomes measures which enable comparison across 
organisations and geographies. 

 
Currently 13 standard sets are complete covering a range of conditions 
including Stroke; Coronary Artery Disease; Dementia; Parkinson's Disease; 

Lung Cancer; Prostate Cancer; Depression; Hip and Knee Osteoarthritis. 
Standard sets for further conditions are in progress including Pregnancy and 

Childbirth; Heart Failure; Older Persons Primary and Preventative Care 
which are aimed for completion by 2017. A representative from ABUHB is 
part of the team that produced the ICHOM Stroke Standard Set which is 

specified as the basis for benefits realisation in the ABUHB Stroke Services 
Re-design Programme. This expert representative is linking with the current 

national work across Wales to develop collection of PROMS. 
 

4.3   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 

 

Section 2 of the Overarching Report sets out the achievements to date in 

terms of building the foundations of Clinical Futures. 
 

Aneurin Bevan Health Board has demonstrated a strong track record of 
performance and is recognised as an organisation that has a reputation for 
delivery. These include meeting its statutory responsibilities each year, 

delivering financial breakeven, delivering good performance, leading 
service change and innovation especially in primary care, actively 

responding to the prudent and value agenda, actively contributing and 
influencing national programmes of work and ensuring alignment to the 
delivery of the Clinical Futures Strategy.   
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The Health Board has made significant progress in the past 10 years in 

building the foundations of the Clinical Futures Strategy and has progressed 
and successfully implemented many components of the strategy, where 

possible, both in the primary and community care setting as well as in 
relation to hospital services.   
 

The benefits of new modern day hospital facilities have already been 
demonstrated in many areas and continue to present new opportunities. 

The Health Board has conducted a comprehensive retrospective Benefits 
Review at YYF. A Workshop was held including Welsh Government 
representatives and following that the work has been summarised in a 

single review document which has been sent to WG in its latest draft.   
 

The Health Board has identified important lessons from this work and these 
will be incorporated into the next phase of work leading up to the 
commissioning of the SCCC. This will include; 

 
 Corporate commitment to a meaningful and robust Benefits Delivery 

and Realisation process which is aligned to - and forms part of - our 
core operational and planning activities – including the IMTP. 

 Ensure that our Benefits Register is populated with quantifiable 
Benefits AND targets wherever possible. 

 Where measures do not exist ensure that we have a plan to establish 

baselines or agree proxies and then agree target projections.  
 Ensuring that we demonstrate that we have learnt from experience 

gained from the Benefits work undertaken at YYF. 
 
This work showed that YYF had delivered: 

 
 Improved outcomes including reduced RAMI;  

 Reduced New to Follow Up from 1:1.7 to 1:1.4;  
 Increased % assessed out of 56.5% compared to 24.5%;  
 Improved staff morale based on a Trusted to Care Review in 2014 

which identified good practice including staff attitude and appearance 
 Reduced sickness rates of 5.8% compared to 9.7% in 2011 for the 

predecessor hospitals. 
 Improved access to core services including improved bed utilisation; 

reduced lengths of stay from 5.2 to 4.4 days, and improved access to 

locally based diagnostic services. 
 Improved therapeutic environment including a significant reduction in 

Healthcare Acquired Infections across C Difficile, MRSA and D&V 
outbreaks, in addition to improved privacy and dignity evidenced 
through positive patient feedback. 

 Improved integration – although some of these network outcomes 
depend on SCCC being commissioned. 

 Reduced reliance on hospital care - ABUHB is developing a 24 hour 
Community Nursing Service aligning services provided by District 
Nurses and those provided by the Urgent Primary Care (OOH) service. 

 Improved local services and capacity including care close to home and 
pathway integration. Current developments include tissue and 

respiratory specialist nurses working in the borough and there is now 
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a joint health and social care Reablement Service which operates 7 
days a week which enables patients to be discharged from the hospital 

setting to the community for ongoing rehabilitation.  
 

Whilst there has been significant progress made across the health system 
in Gwent in response to its strategy, the SCCC is the key enabler that will 
support a step change in the way we provide services. It will resolve the 

daily challenges faced by front line services in trying to sustain quality and 
safe care via a fragmented and outdated hospital model.   

 

5.   Value for Money and Affordability  
 

5.1     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. 

 

The Financial Case shows the ‘SCCC only’ option to have an annual 
recurrent cost of £0.744 (from the FBC), whilst there are annual recurrent 
savings associated with the ‘SCCC and Do Minimum’ option (in the PBC) of 

£2.043m. Both compare to a ‘Do Nothing’ cost of £8.987m per annum, 
demonstrating a cost avoidance benefit of £8.243m per annum from the 

‘SCCC only’ option, and £11.030m per annum by implementing the ‘SCCC 
and Do Minimum’ option. 
 

Over a ten year recurrent period, once fully implemented, this would equate 
to a cost avoidance of £82m for the ‘SCCC only’ option. 

 
Section 4 above refers to the wider benefits and performance improvements 

consequent upon the delivery of the SCCC and the Clinical Futures 
Programme as a whole. 
 

5.2    Value for money, revenue affordability and sustainability 
still remains to be demonstrated at a whole system (South 

Wales/South East Wales) level.  

 

The preferred option was demonstrated to give the best value for money of 

all options at OBC stage, and re-confirmed in a revised assessment for the 
FBC. 
 

As shown above, the ‘SCCC only’ option would contribute an annual benefit 
of £8.243m (and the ‘SCCC and Do Minimum’ £11.030m per annum), which 

would significantly assist ABABUHB with its challenges in achieving overall 
revenue affordability and sustainability going forward. 
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The revenue impact for the whole (South Wales) system is a consideration 

for the South Wales Programme - in which the “SCCC at Llanfrechfa” is a 
fixed-point in all options consulted upon - given that such an assessment 

cannot be undertaken on an individual Health Board basis.  
 

5.3   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.   

 
The analysis included in section 5.4 of the (PBC) Financial Case is shown in 

the context of projected revenue allocations over the 10 year period, 
reflecting the independent Nuffield Trust projections for the longer term 

(given in “A Decade of Austerity in Wales” – 2014). 
 
This development is also within the wider context that the Health Board has 

a lower than average funding per head of population across Wales despite 
major population health needs and inequality across its communities. 

 
 

 

 
  

 
 

 
 

This is further within the context of the findings of the Commonwealth 
Report showing the UK ranks as the most effective and efficient 

healthcare system but with the unhealthiest population across those 
nations. 
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This wider context therefore sets the challenge for the Health Board to 

develop new ways of working and innovation supported through 
improvement and efficiency to recycle resources to manage the projected 

demographic growth and challenges of future years. 
As part of this development, centralisation of services and revised service 
models result in significant efficiency savings, which are disinvested as part 

of these changes. However, there is a requirement for reinvestment to 
support the revised clinical services and the revenue costs associated with 

the new estate configuration. In the wider context of a challenging 10 year 
financial outlook, supported by the Nuffield Trust assessment, and the 
absence of further revenue support, the Health Board’s financial strategy 

supporting this development is based on reinvesting efficiency savings to 
support future service models. 

 
Future service models are reflected to the extent that they are recognised 
within the Clinical Futures programme, with medical models, bed plans and 

workforce changes fully appraised. 
 

In the context of the outlook described above, the service models, described 
and proposed, will maximise the Health Board’s ability to manage these 
projected long-term growth pressures. 

  
 

 
 
 

5.4   There remain questions over whether the PBC identifies all 
increased costs and risks associated with a move to a model of 
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care which includes a larger number of main hospitals and how 

these costs will be offset by savings elsewhere. 

 

The relevant costs and savings have been derived from the detailed analysis 
undertaken across all sectors of the organisation on clinical and service 

models; activity, demand and capacity models; workforce configuration; 
and estate implications. All costs and savings identified are detailed in 

Appendix 7 of the (PBC) document. 
 
The financial element of the known risks associated with a change in the 

model of care have therefore been covered in the case, and are common to 
the assessment of all options in the PBC and FBC documents. 

 
It is recognised that other risks may arise in the future of which the Health 

Board currently has no knowledge, e.g. Deanery requirements, which will 
need to be mitigated as they arise. (Non-financial risks are itemised in the 
risk register).  However, as outlined, the financial risks are based on 

detailed capacity and workforce modelling and mitigate risks which are 
known.  Wider system risks which present on national issues, such as 

workforce availability, will present challenges for the Health Board to 
manage and this option presents the best solution for the Health Board to 
manage these risks.    

 
The implications of the ‘SCCC only’ option do add significantly to the estate 

costs, as vacated areas at Royal Gwent, Nevill Hall and St Woolos hospitals 
remain. However, the ‘SCCC and Do Minimum’ option allows demolition of 
many of these areas, producing savings from these sites and allowing the 

full cost avoidance benefit previously referenced to be achieved. 
 

The detail of such rationalisation or alternative usage will be further 
explored in the business case process for the down-sized eLGH sites once 
PBC is approved.  
 

6. Stakeholder Engagement and Adjoining Health 
Partners 
 

6.1     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. 

 

The Clinical Futures Strategy has been through an extensive and 

comprehensive process of consultation and engagement since 2004:  
 

 It is fully supported by the Health Board and its six predecessor bodies, 
Community Health Council, Powys tLHB, five local authorities, 
voluntary bodies, all Assembly Members, senior clinical staff, staff and 

trade unions, and the public.  
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 The SCCC was identified as one of the three major acute centres under 
all South Wales Plan options for the future and a fundamental 

component of the South Wales hospital infrastructure that was 
consulted and agreed upon by the public and all South Wales Health 

Bodies through the South Wales Collaborative.  
 Support from Welsh Government for the SCCC through a robust 

Outline Business Case process, to secure the land and progress the 

case to Full Business Case stage. and significant funding support of 
circa £14.5 million 

 
The Health Board approach to communications and engagement has always 
been a shared agenda between communities and public services in pursuit 

of good health and well-being. Since 2004 it’s Communications and 
Engagement strategy was developed to consult and raise awareness of the 

Clinical Futures programme and seek views of the public and staff applying 
a range of activities from public meetings to road shows, web site, and 
media interaction.  This approach has been essential to test assumptions, 

give assurance and confidence that the Health Board is committed to deliver 
the Clinical Futures programme and understands the aspirations of the 

public from the new healthcare system. 
 

The Health Board has demonstrated its commitment to the need for 
continued engagement through approving its Engagement Strategy in 
January 2015, and through resourcing an Engagement Team headed by an 

Associate Director of Engagement within the Health Board, with a direct 
reporting line to the Chief Executive and Board.  This strategy made clear 

the reasons that enhanced engagement with the population is required, not 
least the need for a shared agenda between communities and public 
services in pursuit of good health and well-being.    The engagement team 

has been in place since September 2015 and has made good progress in 
reaching out to communities in Gwent at both scale and pace.  A summary 

of their approach is outlined below:  
 
ABUHB Engages: Strengthening connections with our communities 

 

Since their establishment, the Engagement team have made a concerted 
effort to engage directly with individuals and communities across Gwent.  
‘ABUHB engages’ is the over-arching term for all engagement opportunities.  

There are 4 key kinds of activity within this:  
 

 Engage4Change – street level engagement through a weekly 
commitment/presence in communities across Gwent in areas of high 

footfall (i.e. supermarkets, markets, one stop shops).  The team 
circulate around the 5 Boroughs of Gwent.    

 Better 2gether – where we work with others who already have access 

and reach to groups of citizens across Gwent, offering the Health Board 
entry (e.g. Housing Associations, Communities First groups etc)     

 Community Connects - This activity relates to when we reach into 
particular communities (either of common interest or geographically 
specific) i.e. Pill regeneration project, Communities First activities, 

50+ fora.   
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 Service Redesign and Development  - The Health Board has an 
ambitious strategy in its Clinical Futures Programme which the next 

cycle of the IMTP will see being realised. It is essential that this work 
is not only understood but informed by communities across Gwent.  

The engagement team will work within our Clinical Futures and IMTP 
processes to advise on engagement, developing and sharing resources 
across the organisation.  We will use the activities outlined above to 

enable this on-going conversation with the populations we serve.  
  

Through these varying activities, during the past 6 months, our 
Engagement Team have:  
 

 Through our Engage4change programme over the past 6 months, 
been present in communities 19 times  

 Engaged 2326 people directly, across Gwent to hear their views on 
our health services locally – this has also offered opportunity for the 
public to raise specific issues.   

 Been present at 38 differing events being held at community level in 
Gwent with a total of 4933 people attending  

 Connected with varying groups and networks that have far reach into 
communities or areas of interest and developed a virtual network 

(which to date has 234 networks on it).  This will be an on-going and 
developing profile and will offer the Health Board a firm basis upon 
which to have dialogue with the communities it serves.   

 Started to identify people in communities who are prepared to offer 
a voice and views to the Health Board on particular issues as well as 

to share within their local communities’ information.  (The People’s 
Network) 
 

Specifically for the Specialist Critical Care Centre (SCCC) 
The engagement team use the opportunity of a conversation to gauge the 

public’s knowledge and awareness of health services in their area.  There 
are varying levels of information within communities, and a number of 
urban myths.  Amongst other things, the engagement team use the 

conversation to raise awareness to the SCCC, timescales, content etc, and 
use the opportunity to dispel any myths that are present.  The high number 

of people that have engaged in conversation have also been offered a) 
regular bulletins outlining varying service areas b) an opportunity to join 
the Health Boards peoples network .  

 
As stated above under item 1.7 the ABUHB has undertaken a detailed 

analysis of patient flows arising from the South Wales Programme and this 
demonstrates little net impact on flows to and from Gwent and South 
Powys.  This has been shared with neighbouring Health Boards and is 

understood, indeed is reflected in the recent joint Health Board paper on 
neonatal capital developments in South Wales. 

 
The ABUHB has worked closely with neighbouring Health Boards on 
contingency plans for vulnerable services, and has led work on paediatric, 

obstetric and neonatal. This has demonstrated that there are very limited 
options to manage contingencies without the SCCC and that the ABUHB 

remains vulnerable until the SCCC is opened. 
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6.2     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.  

 
It is not anticipated that the SCCC will change demand and capacity for 

specialist services or change referral patterns.  The ABUHB participated in 
the option appraisal for the further centralisation of aortic surgery in South 

Wales and was disappointed that the SCCC was narrowly bettered by UHW 
(on the basis of its wide range of tertiary services such as cardiothoracic 
surgery and renal surgery). 

 
The ABUHB has actively developed a number of services to reduce 

pressures on UHW, for example its interventional cardiology services. 
 

7.  Capital Cost and Estate 
 

7.1     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 additional cost of c£10m is not solely attributable to the additional ward 

and the fitting out of a “shell ward” that was included in the OBC. A detailed 
explanation of cost and area increases was included in section 13 of the FBC 
Estates Annex and was discussed with NHS Shared Services on 25th August 

2015. 
 

The justification for the additional ward capacity has resulted predominantly 
from the continued refinement of the clinical model during the FBC phase 
which has resulted in more capacity being required in the SCCC. It also 

reflects the most up to date assessment of activity levels, occupancy levels 
and predicted demand. 
 

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

 

The reasons why the SCCC has increased are outlined below: 

  
• OBC SoA was developed using DCAGs (Departmental Cost Allowance 

Guide) as required by NWSSP-FS  

• OBC SoA = 47250m2 
• At the time of issuing the OBC, the ‘as drawn’ areas were over the 

scheduled DCAG areas at 50260m2. Meeting held with NWSSP-FS 
2014. No remedial action requested at or after the meeting  

• FBC SoA = 55313m2 
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• Meeting held with NWSSP-FS 25th Aug 15 to explain & discuss increase.  
No remedial action requested at or after the meeting. 

 
Detailed design increased area for example: 

 
• Incorporation of NWSSP-FS Peer Review comments 
• DCAGs reflect multi-bedded wards and not the ‘as drawn’ area, 

including circulation space, requirements for the single bedrooms 
• Increased Plant. 4945m2 > 8761m2 

• Net room area 35338m2 > 38352m2  
• Increase in size of clinical office’s 
• Increase in catering and restaurant space 

• Increase in ED accommodation to allow for ambulant emergencies 
• Fit out ward to meet change in Service Model and to accommodate 

recurring activity  
 

The ratio of Gross Floor Area/Bed at SCCC is 124m2/bed is 24% lower than 

the average for other benchmark projects for which data is available, 
indicating the plan design is efficient. 

 
The ‘Wall to Floor Ratio’ for the SCCC is only 0.48, which is a very low figure. 

The SCCC ratio is 13% lower than the average for other benchmark projects 
for which data is available; indicating the design of the external envelope is 
efficient. 

 

7.3     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. 

 
See point 1.2 and 1.3 above. 

 
A robust and detailed analysis of what can be delivered on the existing 

estate was undertaken in the OBC and further work was done during the 
OBC scrutiny period. During that period effort was concentrated on the “Do 

Minimum” option (OBC Option 3) which aimed to provide protection of 
“fragile” services and interdependent specialist services via colocation on 
an existing single site, i.e. Royal Gwent Hospital Newport. 

 
As the OBC was approved in October 2013, based on the provision of a 

SCCC at Llanfrechfa Grange Hospital, the “Do Minimum” option has not 
been revisited as part of the FBC other than to update the capital costs for 
inflation and any other relevant changes. 

 
Section 10 of the FBC Estates Annex describes the updated costs for all OBC 

options. Option 3 has an updated capital cost of £255 million excluding 
future inflation.   As a result of the need to commence the planning of that 
option virtually from scratch, i.e. new OBC and a new FBC, plus the need to 

go back out to public consultation, it has been estimated that this option 
would not be able to start on site until 2022 and would not be completed 
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until 2028. The OBC and FBC sets out in detail the service and revenue cost 
implication of pursuing this option.     

 

7.4    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.   

 
The following table is an extract from the PBC Financial Case, section 5.1, 
page 129. This shows the assessed capital costs for the preferred option, 

i.e. SCCC plus “Do Minimum” at the RGH/STW and the NHH sites. As 
indicated below, extracted from PBC section 5.1, the total capital 

requirement excluding inflation is £421 million, (£480 million including 
inflation).             

 SCCC Costs 

RGH & 

STW Costs NHH Costs 

Total 

Costs 

 Incl VAT Incl VAT Incl VAT Incl VAT 

 £000 £000 £000 £000 

Land 394     394 

Works Costs 215,026 66,207 27,250 308,482 

Fees 34,674 3,000 1,233 38,907 

Non-Works 9,891 3,067 1,409 14,367 

Equipment 29,760 5,311 2,528 37,599 

Contingency 10,892 7,033 2,935 20,860 

Total  300,636 84,618 35,354 420,608 

Inflation 18,029 30,396 11,445 59,870 

Total Including 

Inflation 318,665 115,014 46,799 480,479 

 


