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Shaping our Future Wellbeing:
The 10 year Clinical Services Strategy for
Cardiff and Vale UHB

Introduction

The population of Great Britain has changed substantially since the inception of the NHS in 1948: the
population size has increased by 12 million; we are living longer, with an increased life expectancy at birth of
around 12 years; people aged 60 or over make up nearly a quarter of Britain's population and half of those
aged over 60 years have at least one chronic illness (Figure 1).! Delivery of health care must therefore adapt to
the changing needs of society and to the perpetual advances in medical capability.

Figure 1: Changing Demographic of Great Britain. Source: Office for National Statistics, National
Records of Scotland, Northern Ireland Statistics and Research Agency
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The World Health Organisation (WHO) lists obesity, cancer, cardiovascular disorders, respiratory disorders,
mental health and dementia as global public health priorities. These globally impacting health issues are
clearly affecting our local population. They have been highlighted as health priorities by Welsh Government,
NHS Wales and by Cardiff and Vale UHB itself. With an ever growing demand for high quality health care from
both patients and health care providers, in an economic climate which demands prudence, health care
organisations around the world are examining the ways in which they deliver care. Models of care are evolving
to be patient centred, whilst eliminating waste and variation, with the intent to demonstrate improved quality.

Although Cardiff and Vale has local, unique factors, many of the issues we face are common to those
experienced elsewhere in the UK and beyond. In preparing the Clinical Services Strategy we have therefore
reviewed documentation from a wide number of sources, including the UK medical Royal Colleges and
publications from health care organisations both in the UK and in countries with similar demographics. We
have engaged with two of our neighbouring health boards - Aneurin Bevan and Abertawe Bro Morgannwg,
with the Community Health Council, Cardiff Council (the Cardiff debate), the Vale of Glamorgan Council
(Viewpoint Survey), the 3rd Sector Health and Social Care Networks, as well as clinicians of all disciplines in
the Health Board to determine our health priorities for the next 10 years.

This document provides an overview of the evidence, both for the need to change, and for the mechanisms of that

change. It explains the process undertaken by the UHB with regard to public and health professional engagement,
as well as the design principles and the template for each model of care within the clinical services strategy.
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Drivers for Change

The Changing Population of Cardiff and the Vale

The population of Cardiff and Vale is growing rapidly in size and is projected to increase by 10% between 2015
and 2025, which is significantly higher than the average growth across Wales (Figure 2). An extra 50,000 people
will live in Cardiff and Vale and require access to health and wellbeing services; this is the equivalent to an
additional population the size of Barry.

Figure 2: 2006-based population projections for Cardiff and Vale
University LHB, persons: 2006 to 2031
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The ethnic diversity is also growing in Cardiff and Vale, in keeping with Cardiff’s status as a major UK city.
Arabic, Polish, Chinese and Bengali are the four most common languages spoken after English and Welsh.

The population of Cardiff is continuing to age, with the number of people over 85 years old increasing at a
much faster rate than the rest of the population (a projected 32.4% increase between 2015 and 2025) (Figure 3).

Figure 3: Increase in Population of Cardiff and the Vale of Glamorgan by age group between
2015 and 2025
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Currently the NHS in Wales spends on average £1700 per person per year on health and wellbeing services,
however significantly more is spent in the first year of life and on people over the age of 65. Since Cardiff and
Vale has a projected population increase in both of these population groups, its health services are going to
be under increasing financial pressure.

Figure 4: Average annual hospital cost, by age and sex (excluding maternity)
Graph courtesy of Nuffield Trust
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The general challenges faced by the UK associated with unhealthy lifestyles, such as obesity and diabetes,
alongside addiction to alcohol and recreational substances are evident in Cardiff and the Vale. Over half (53-
56%) of all adults are overweight or obese, increasing to two thirds (64%) among 45-64 year olds. Nearly half
(45-46%) drink above alcohol guidelines and nearly two thirds (65-68%) don't eat sufficient fruit and
vegetables. Around three quarters of residents (71-75%) don't get enough physical activity and just over one in
five (21%) smoke. We are seeing the adoption of unhealthy lifestyles in childhood where two thirds (66%) of
under 16 year olds don't get enough physical activity and nearly a third (31%) of under 16 year olds are
overweight or obese.

Figure 5: Alcohol Consumption in Wales
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The consequent health issues of these lifestyle factors are immense, and impact everyone, from children to
the elderly. This is demonstrated in the changing disease profile for Cardiff and Vale where:

»  Chronic conditions including diabetes, respiratory conditions and heart disease are now common.
»  Around 1in 10 (94%) people report their day-to-day activities to be limited by a long-term health
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problem or disability, although many people with chronic conditions are not diagnosed and do not
appear on official registers.

»  Due to changes in the age profile of the population and risk factors for disease, new diagnoses for
conditions such as diabetes and dementia are increasing significantly.

»  Heart disease, lung cancer and cerebrovascular disease are the leading causes of death in men and
women.

Figure 6:
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In addition, there are stark inequalities in health outcomes in Cardiff and Vale:

»  Life expectancy for men is nearly 12 years lower in the most-deprived areas compared with those in the
least deprived areas.

»  The number of years of healthy life experienced varies even more, with a gap of 22 years between the
most and least deprived areas.

»  Premature death rates are nearly three times higher among the most-deprived areas compared with the
least deprived.

Figure 7: Infant Mortality by fifth of deprivation, Wales, rate per 1000 births (2006-2010)

Wales = 4.4

Least deprived
Mext least deprived
Middle

Mext maost deprived
Most deprived

There are also significant inequalities in the ‘wider determinants’ of health, such as housing, household income
and education. For example, the percentage of people living without central heating varies by area in Cardiff
and Vale from one in a hundred (1%) to one in ten (13%). There are also inequalities in how and when people
access healthcare.

All these projected population changes, accompanied by the increasing burden of chronic disease and
widespread health inequalities are a stark reminder of the challenges faced by our current healthcare services.
Continuing with our current healthcare model will not cope with the changing landscape. We must therefore
find new ways of working to tackle the rapidly changing health demographic, and effectively improve the
health and wellbeing of our local communities.



Government Publications / Legislation

The Well-Being of Future Generations (Wales) Bill

Now passed by Welsh Government, the Well-Being of Future Generations Bill places a duty on public bodies;
including Welsh Government, local authorities, national parks, fire and rescue services, and Health Boards, to
make decisions that leave a positive legacy for future generations. With reference to health, it is the
responsibility of Health Boards to enable a society in which people’s physical and mental well-being is
maximised, and in which choices and behaviours that benefit future health are understood.

NHS Planning Framework

The NHS Wales Planning Framework* (figure 3) is intended to support the implementation of integrated health
care plans by Welsh Health Boards, between the years 2014 and 2017. It supports the Welsh Government’s
previously published vision for health care entitled ‘Together for Health” and aims to help the Health Boards
to not only address areas of population health need and improve health outcomes, but to also improve the
quality of health care and ensure best value is obtained from available resources.

Figure 8: NHS Wales Strategic Framework
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Together for Health

In their document ‘Together for Health”, the Welsh Government identified key action areas requiring
development in order to achieve their ultimate goal of the Welsh NHS being comparable to the best health
care providers in the World. These action areas include:

»  Improving health as well as treating sickness.

»  The development of one system for health, whereby all public services act as one, providing more
integrated care within a 24/7 health system with delivery plans in place for all major services.

»  The development of a fully integrated network of care, with services across Wales. All services to be planned
around groups of GP practices where the local communities work with the NHS to get services right.

»  Making every penny count, combining value for money and service excellence.

Since publication of this document a number of health strategies (delivery plans) have been published ,
focusing on specific disease areas or processes to improve and monitor quality. These areas are as follows:

Delivery plan for the critically ill.
Delivery plan for diabetes.

Delivery plan for stroke.

Delivery plan for end of life care.
Delivery plan for cardiac conditions.
Delivery plan for cancer.

Delivery plan for unscheduled care.

Novaswn

These delivery plans are all health priority areas for Welsh Government.

Prudent Health Care’

This year the Minister for Health in Wales, Mark Drakeford, launched his campaign for “prudent health care”
He said:

"There is no choice but change in the Welsh NHS. The only choice is between planned change, in which we
attempt to take our destiny into our own hands and shape our collective futures, or change that will happen
to us in an unplanned, unpredictable, ungovernable way. The choice is not between change and no change, it’s
about the sort of change we want to have and how we go about it.”

"I am keen that the NHS in Wales embarks on shaping our future on the basis of the principles associated with
prudent medicine and prudent health care.”

"The prudent health care approach is already well established in some aspects of contemporary clinical
practice in our own country, as well as being widely rehearsed in other jurisdictions such as Canada.”

"We need to work to a principle of what is often called minimum appropriate intervention. Who actually, in
practice, would wish to undergo a greater level of treatment than that necessary for addressing their condition?”

"Let me be absolutely clear, the prudent approach to medicine is not about rationing; instead it aims to deliver
health care that fits the needs and circumstances of patients and that actively avoids wasteful care that is not
to patient’s benefit. It is an ethical approach to treating patients in which clinical need and clinical
prioritisation determine how services are provided.”

"We cannot simply stand back and watch the unfolding film of the NHS in Wales. We will now work on a set
of guidelines of prudent health care for use on the ground.”

"NHS staff provide the key to success in the future. Every single day, right across Wales, huge efforts are made
to provide the services people rely on. Together, we are capable of facing the future, of solving the problems
and the challenges the NHS faces.”



The Welsh Government expressed prudent healthcare as delivering three objectives:

» Do no harm.
. Carry out the minimum appropriate intervention.
»  Promote equity between professionals and patients.

The statistics associated with ‘imprudent’ healthcare are difficult to comprehend. Approximately 10% of all
healthcare interventions are associated with some harm?®. Around 20% of all work carried out by the health
service has no effect on outcomes’. Some studies suggest that only 18% of time spent in clinical environments
offer immediate value to patients — the rest is spent waiting for the next step in the process®®. Through
prudent healthcare, services can be improved whilst at the same time making financial savings.

The Equality Act 2010

The Equality Act 2010 requires NHS bodies (including commissioners and providers) to promote age equality
and, since October 2012, to eliminate age discrimination in the provision of services. In preparation for the ban
on age discrimination, a range of initiatives have been undertaken to help the NHS prepare. For example:

»  Avreview by Sir lan Carruthers into age equality in health and social care, details the process required to
implement the legal requirements of the Equality Act™.

»  The National institute for Health and Care Excellence (NICE) quality standards include active treatment
rates for older people™

»  The Department of Health, the National Cancer Action Team and Macmillan Cancer Support are working
together to test new approaches to clinical assessment for older patients®.



Evidence from Public Inquiries

The Francis Report / The Andrew’s Report

The public have been made aware that the care of older patients within the NHS may be sub-optimal:

»  Unnecessary pain, indignity and distress have been recorded by the Parliamentary and Health Service
Ombudsman™.

»  The independent public inquiry, chaired by Robert Francis QC, into care at Mid Staffordshire NHS
Foundation Trust found that for many elderly people the most basic elements of healthcare were
neglected and staff displayed insufficient care for patients’ dignity with some left in degrading conditions
and others ‘inadequately dressed’ This inadequacy resulted in ‘horrific experiences that will haunt many
patients and their loved ones for the rest of their lives™.

»  Avreport by Professor Andrews on care provided at two neighbouring Welsh Hospitals, The Princess of
Wales and Neath Port Talbot Hospitals (Trusted to Care)® examined the culture of the care of older
patients. Particular attention was paid to the medical wards, the administration and recording of
medicines, how medicines were administered to patients who are cognitively impaired or have other
challenges taking medicines orally, how professional nursing standards are protected and delivered
consistently and how the Health Board responds to lapses in delivery of these standards, the response to
complaints, how they are handled by the Health Board and how professionals are held to account for
lapses in care identified through investigation, including Protection of Vulnerable Adults (POVA)
investigations. The report identified:

» Variable or poor professional behaviour and practice in the care of frail older people.

» Deficiencies in elements of a culture of care based on proper respect and involvement of patients
and relatives.

» Unacceptable limitations in essential 24/7 services leading to unnecessary delay in treatment and
care.

» A lack of suitably qualified, educated and motivated staff particularly at night.

» Adversarial and slow complaints management.

» Disconnection between front-line staff and managers and confusion over leadership, responsibilities
and accountability.

» Problems with organisational strategies on quality and patient safety, capacity development and
workforce planning.

Cardiff and Vale UHB has responded to the Andrew’s report and pledged to ensure that it will continue to
take steps to provide safe, high quality care. This will enable the public to have confidence in the services it
provides. Cardiff and Vale UHB has published its assurance framework"” to demonstrate how the concerns
identified elsewhere in the UK are being addressed locally.



Evidence from the Royal Colleges and other
professional bodies

Junior Doctors - The Shape of Training Review™

Chaired by Professor Greenaway ‘The Shape of Training Review’ investigated the desired outcome of training,
including what kinds of doctors are needed, and how to train them accordingly. The intention is to allow the
medical workforce to continue to meet patient and service demands now and in the future.

The key messages in the report are:

»  Patients and the public need more doctors who are capable of providing general care in broad specialties
across a range of different settings. This is being driven by a growing number of people with multiple co-
morbidities, an ageing population, health inequalities and increasing patient expectations.

»  The UK will continue to need doctors who are trained in more specialised areas to meet local patient
and workforce needs.

»  Postgraduate training needs to adapt to prepare medical graduates to deliver safe and effective general
care in broad specialties.

»  Medicine has to be a sustainable career with opportunities for doctors to change roles and specialties
throughout their careers.

»  Local workforce and patient needs should drive opportunities to train in new specialties or to credential
in specific areas.

»  Doctors in academic training pathways need a training structure that is flexible enough to allow them to
move in and out of clinical training, whilst meeting the competencies and standards of that training.

»  Full registration should move to the point of graduation from medical school, provided there are
measures in place to demonstrate graduates are fit to practise at the end of medical school.

»  Patients’ interests must be considered first and foremost as part of this change.

The impact of the changing training requirements of the Wales Deanery is already being felt, and was one of
the driving forces behind the need to change some of our acute in-patient services taken forward through the
South Wales Programme.

Modernising Scientific Careers

In 2008 the Chief Scientific Officer (CSO) led a Department of Health programme for modernising scientific
careers called ‘The Future of the Healthcare Science Workforce. Modernising Scientific Careers: The Next
Steps™’. There was recognition that the NHS scientific community faced huge challenges in terms of future
scientific and technological advances as well as meeting the demographic, epidemiological and financial
challenges facing the health and social care system in the UK. In order to deliver high quality services in
healthcare science, consistency and coherence were needed across the range of scientific specialist training
programmes and this led to the development of the Modernising Scientific Careers (MSC) programme. MSC
also ensured that the education and training of healthcare science workers kept track with the training of
other healthcare professionals within the NHS.

Liberating the NHS: Developing the healthcare workforce from design to delivery® sets out the policy

framework for the new approach to workforce planning, education and training of the health and public
health workforce, including healthcare science. It aims to ensure that the NHS attracts, develops and retains

10



some of the brightest science graduates and young people in the UK. The MSC healthcare science provider
framework is designed for use by service commissioners, employers and providers to understand:

»  What workforce is needed to deliver safe and effective scientific services?

»  How to use the healthcare science workforce more effectively.

»  What skills and talents the healthcare science workforce possesses and how they can be deployed more
effectively in clinical multi-disciplinary teams.

»  What education and training is needed for safe and effective working at different levels.

»  The opportunities to develop the careers of this workforce.

As outlined by the Department of Health in Modernising Scientific Careers: The England Action Plan?,
successful delivery of the MSC programme will be evaluated using the following success criteria:

» A workforce able to respond quickly to service needs.

»  Better trained staff with the skills to deliver high quality care.

»  Better value for money (workforce, training and education costs) while maintaining or improving quality
of patient care.

»  More motivated staff delivering better quality care and reduced risk of workforce or skills shortages or
oversupply.

»  Animproved training experience and better outcomes for trainees.

Chartered Society of Physiotherapists

In 2010, an independent report? highlighted concerns over the future physiotherapy workforce. It was
recognized that with an ageing population, and the shift towards care being provided closer to home, the
demand for the services of physiotherapists in the NHS was likely to continue to grow. Unfortunately, in
recent years the number of physiotherapy training places across the UK had dropped dramatically — falling by
30% since 2005 in England alone. The report highlighted this recent decrease in physiotherapy training places
and predicted that if they decreased any further the NHS physiotherapy workforce would decline in numbers
from 2012.

The key points of the report were as follows:

»  Physiotherapists support self-management, promote independence and help minimise episodes of ill
health developing into chronic conditions requiring hospital admissions. They have a central role to play
in enabling people to remain healthy at work and to support individuals’ return to work, thus reducing
current levels of sickness related work absence and incapacity benefit claims — both major Government
objectives.

»  Physiotherapists are already developing and focusing their practice demonstrating both clinical and cost
effectiveness. They are assuming greater responsibility for complex, non-routine caseloads, taking on
activity previously undertaken by medical colleagues and overseeing the delivery of care by others.

»  Demand for physiotherapy staff in the NHS has risen steadily in recent years. Since 2000 the FTE of
qualified physiotherapists employed by the NHS in England has increased by 48%.

»  The CSPis extremely concerned by recent severe cuts to commissioned undergraduate training places.
Since 2004 there has been a 30% cut in places at English HEIs despite clear rising demand for their
services. Intakes for 2010 are now back to the intakes of 2000, before the beginning of the expansion of
the physiotherapy workforce recognised as urgently needed in the NHS Plan. Today we have an NHS
physiotherapy workforce which is 48% larger than it was in 2000, with larger replacement needs.

»  Further cuts in the student intakes in England would be disastrous and could not be justified. The
constant danger is that in the search for cost saving physiotherapy is seen as an easy target for cuts by
commissioners as one of the largest professions.
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The Royal College of Surgeons

Reshaping Surgical Services: Principles for Change®
In this document the innovations in delivery of care and financial constraints are addressed and principles of
change outlined. At least 2 of these principles are ubiquitous to all aspects of health service change:

“‘Reshaping of services should be based on sound clinical evidence that it will be beneficial to patients and
staff, rather than it being considered for purely economic or administrative reasons”

“The requirement for, and implications of, service change, needs to be thoroughly and exhaustively
researched. If services are to be changed, the whole pathway of care for patients with specific conditions
must be considered. This should encapsulate how a patient would access services from primary care, to
initial secondary care referral, diagnostic tests, hospital treatment, discharge, follow-up and
rehabilitation”

With regards to the ageing population it is also noted that the majority of hospital users and their carers may
be concerned about access and transport to facilities, particularly if they rely on public transport or on others
to take them to hospital. This must therefore be a key factor to consider when restructuring services.

Access All Ages™

This document addresses the issue of access to surgical treatments/services on the basis of biological rather
than chronological age. It highlights the decline in surgical procedures for patients in later older age (with or
without co-morbidities) in spite of rising incidences of the underlying conditions in that age group. In the UK,
older people with cancer, stroke or heart disease have poorer outcomes than their counterparts in other
countries®.

The college of surgeons acknowledges that, in view of the changing demographic, delivery of care to those
over 65 will require specialised training for clinicians of all disciplines with regard to pre, peri and post
operative care. New models of care must consider the impact on the training requirement for clinical staff in
training, as well those in existing positions. Engagement with the schools of nursing, midwifery, medicine and
each of the therapies, as well as with the post graduate training programmes is essential in order to
successfully deliver care to this age group.

The British Geriatrics Society

The National Confidential Enquiry into Patient Outcomes and Death Report: an Age Old Problem highlights
the benefit of input from Medicine for the Care of Older People clinicians in reducing mortality in the first 30
days after surgery. This enquiry focussed on patients aged over 80 years who had died within 30 days of
elective and emergency surgery. The primary finding was that less than one third of patients received good
care, consequent to poor recognition of risk factors specific to the older population, poor decision making,
and inadequate and untimely escalation of care. The report recommended increased input from elderly
medicine physicians and for an emphasis on the geriatric syndromes of frailty and delirium.

The British Geriatrics Society has published a guideline entitle ‘Role of geriatricians in optimising pre and post
operative care for elderly patients’. This focuses on 4 domains: pre-operative assessment and optimisation;
postoperative management; education and training; governance and research. In all domains there is an
emphasis on multidisciplinary working, between surgeons, anaesthetist, geriatricians, nurses and therapists in
surgery, care of the elderly and community teams. It also promotes the use of research and audit data to
inform both service delivery and training programmes. A model of care from St Thomas’ hospital is also
provided in this guidance.
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The Royal College of Physicians

The Royal College of Physicians report ‘Hospitals on the Edge?*® states that:

“It is increasingly clear that we must radically review the organisation of hospital care if the health service
is to meet the needs of patients. We must act now and we must act collaboratively if we are to ensure
patients receive the care they deserve now and in the future’

The demographic of society has changed greatly in the 64 years since the NHS was created so has the
demographic of hospital inpatients changed.

»  Nearly two thirds (65%) of people admitted to hospital are over 65 years old.

»  Anincreasing number of patients are older and frail, and around 25% of inpatients have a diagnosis of
dementia.

»  Hospital Episode Statistics (HES) show a 65% increase in secondary care episodes for those over 75 years
old during the past 10 years, compared with 31% for those aged 15-59 years old?.

»  People over 65 years old occupy more than 51,000 acute care beds at any one time, accounting for 70%
of bed days®.

»  People over 85 years old account for 25% of bed days — increased from 22% over the past 10 years.This
equates to more than five bed days per annum, compared to only one fifth of a bed day per annum for
those under 65 years old.

»  People over 85 years old tend to spend around eight days longer in hospital than those under 65 years
old — 11 days compared to only 3.

»  Areas with integrated services for older people have lower rates of bed use. These hospitals also tend to
have lower admission rates and deliver good patient experience®.

»  The number of general and acute beds has decreased by a third in the past 25 years™.

»  Inthe past 10 years there has been a 37% increase in emergency hospital admissions and a 65% increase
in secondary care episodes for those over 75 years old in the same period (compared with 31% increase
for those aged 15-59 years old)*.

»  Emergency hospital admissions account for nearly all hospital admissions*. Hospitals have coped with
the increase by reducing length of stay over the past 10 years. However, this fall in length of stay has
begun to flatten, and has slightly risen for people over 85 years old, as the numbers of admissions have
continued to rise.

»  In2010-11, 3.6 million (21.9%) people who attended accident and emergency departments (A&E) required
hospital admission. 57.4% (9.3 million) of people who attended A&E were discharged and required either
no follow up or follow up from their GP*.

»  Integration of primary and secondary care, as well as primary and social care have both been shown to
reduce hospital admissions™.

The report ‘Hospitals on edge’ went on to define 10 priority areas for action:

We must promote dignity and patient-centred care.

We must redesign services.

We must change the way we organise hospital care.

We must review medical education and training.

We must ensure the right mix of medical skills.

We must renegotiate the New (Consultant) Deal.

We must ensure the availability of primary care services.
We must revolutionise the way we use information.

We must embed quality improvement across the system.
We must show national leadership.
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The Royal College of General Practitioners (RCGP)

Primary care and the concept of integrated care.

There are many perceptions of the term ‘integrated care’ and what that means to a health care organisation. In
their document “a vision of integrated care” the RCGP defined integration (when related to primary care) as
“patient centred, primary care led shared working, with multi-professional teams, where each profession
retains their autonomy but works across professional boundaries, ideally with a shared electronic GP record”.
The RCGP notes that integration may be vertical or horizontal.

Vertical integration is concerned with the coordination of services providing care at differing levels of
intensity according to the severity and complexity of healthcare need. Its main benefit is in ensuring that
services are provided at the right time and in the right place, as close to the patients’ home as possible.
Although it is often associated with the concept of a single patient pathway, the challenge is to ensure
that patients with multiple conditions receive appropriate referral and management.

Horizontal integration concerns the co-ordination of care across the whole range of a person’s health
conditions and the services they receive, spanning both primary and secondary care and beyond this to
social care. The most important benefit of horizontal integration is its ability to take a whole person
approach and to deal effectively with multi-morbidity.

The vision of successful integration outlined by the RCGP is one to which Cardiff and Vale UHB should aspire
and is quoted in full here:

“Successful integration of care would ensure:”

»  Patients are much less aware of the organisational boundaries between services.

»  Patients feel in control of their care and empowered to share decisions about it.

»  Patients are fully aware of their care plan and where they are at every step of the process.

»  Patients experience transfer from one service to another as straightforward and timely, within both
health and social care.

»  Clinicians and other staff at all stages have the necessary information about the patient and care is
therefore tailored to the patient’s precise needs.

»  The patient experience is better and patient safety and health outcomes are also improved.

»  Better outcomes and quality of care for patients with multi-morbidity.

»  Areduction in health inequalities as the most vulnerable patients receive better access to holistic person
centred care.

Integrated care would also be assessed on its more cost-effective use of resources, since:

»  Patients would be far less likely to be referred for unnecessary treatment.

»  Better use of information would ensure that conditions could be managed with fewer visits to secondary
care.

»  Resources would used more efficiently with less duplication.

. Patient care would be delivered in the community, or even at home, wherever possible, and there would
not be incentives in the system to stop this happening.

»  Care would be delivered by the most appropriate person in the most appropriate setting at all times.

We would expect that this would result in greater satisfaction for clinicians and other care staff, since:
»  Staff would waste less time in duplication of information and chasing referrals.
»  Staff would have better communication with colleagues in other areas, so that there are shared goals

rather than a silo mentality as so often is present.
»  There would be greater opportunities for shared learning and development.”
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Teams without Walls
The RCGP’s joint paper ‘Teams without Walls' presented a model of health care whereby:

Services would be designed around patient pathways, with the right balance between prevention, early
identification, assessment, and long term support.

Generalists and specialists would work together in new ways as part of multi-professional teams,
establishing clinical networks.

The emphasis would be on keeping patients out of hospital and managing outpatient care and minor
complications in the community, but teams would also have the skills to enable them to support
patients during hospital admissions if required.

In developing integrated services both documents alluded to the following requirements:

Shared electronic patient record systems.

The development of new community based and intermediate services, such as outpatient clinics,
hospital at home and reablement schemes.

Employment of generic care workers who can undertake basic health and social care tasks.

Initiatives to promote more timely hospital discharge.

The use of best practice clinical guidelines and the development of clinical protocols to spell out who
has responsibility for different elements of the care pathway.

Establishment of common intervention thresholds and needs assessment frameworks.

The introduction of new structures for clinical governance and leadership.

Systems to allow GPs to obtain easier access to specialist advice, including through the use of online
technology.

The development of disease registers and the employment of risk stratification techniques to identify
those most likely to benefit from proactive intervention

Challenges for Primary Care

In his paper addressing the challenges for primary care over the forthcoming years, David Oliver provides us
with many concepts for consideration . He identifies three levels of prevention that should be offered in
primary care:

Primary Prevention: Preventing the onset of long term conditions, frailty, or disability (with some

of the broader solutions lying in communities, housing, or technology rather
than health services).

Secondary Prevention: Helping those with these problems to remain well.
Tertiary Prevention: Ensuring that when people do suffer acute crises or complications they
recover well.

Most people over 75 years have at least three long term conditions, often including diabetes, respiratory and
cardiac disease. However, they often suffer additional co-morbitidies which are often less clearly prioritised
clinically*, such as incontinence, mobility problems, visual and auditory impairment, and osteoporosis. A less
common condition associated with ageing, but one with significant morbidity is Frailty Syndrome, defined by
weight loss, muscle weakness, slow walking speed, and fatigability. This syndrome is associated with high
resource utilisation and requirement for institutional care. Understanding the complex needs of those with
multiple morbidities is essential and the process of horizontal integration is vital in the planning and provision
of care to the elderly,

The paper also alludes to the alarming statistics regarding dementia:

There are already an estimated 800 000 people in Britain with dementia, projected to double over the
next two decades.

Dementia has been estimated to cost more to society than heart disease, stroke, and cancer combined®.
Dementia complicates many other conditions, so that one in four adult hospital beds is occupied by
someone with dementia — with half never diagnosed before admission to hospital in crisis.
Approximately two-thirds of long-term care residents have dementia or cognitive impairment.
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Provision of care for those with dementia and planning for the care of additional co-morbidities is an essential
component of planning healthcare for the future.

Finally the paper highlights the concerns regarding elderly people who are in nursing and residential homes
who have multiple comorbidities, disability, a high prevalence of dementia, poor mobility, or continence
problems, and often harmful polypharmacy. They are often admitted to hospital as an unplanned emergency,
and on many occasions this admission may have been avoidable if only other, pro-active and reactive systems
were in place*. New processes must therefore be created that maximise the quality of care elderly people
receive in nursing and residential homes, with processes in place to minimimise their transfer to the acute
hospital setting.

Royal College of Obstetricians and Gynaecology (RCOG)

The 2011 RCOG report ‘High Quality Women'’s Health Care: a Proposal for Change’ describes a model that
focuses on the needs of the woman and her baby by providing the right care, at the right time, in the right
place, provided by the right person in order to enhance the woman'’s experience®. Their good practice guide
for implementation of this proposal, Reconfiguration of women’s services in the UK: Good Practice No. 15
(December 2013) references the many policy drivers which support good practice in maternity care. These
include:

»  Extending women'’s choice of type and location of maternity care.***4

»  Extending patient choice of provider.”

»  Shifting care from the hospital to the community.*

» 2009 Department of Health (DH) report ‘Delivering High Quality Midwifery Care: the Priorities,
Opportunities and Challenges for Midwives'*

» 2008 RCOG Working Party report ‘Standards for Maternity Care’ (Royal College of Obstetricians and
Gynaecologists, Royal College of Midwives, Royal College of Anaesthetists and Royal College of
Paediatrics and Child Health.)*°

» 2009 RCM report ‘Standards for Birth Centres in England.”

Key principles of care supported by the RCOG include:

»  Delivery suites supporting large numbers of births (over 5000 a year) and/or a complex caseload should
be moving towards a 168-hour-per-week consultant-based service.*

» A 24-hour, 7-day-a-week consultant-led service for women requiring obstetric care improves patient
safety and enhances women's experiences.” Women have stated they would prefer to have this level of
care available at any time of day/night.>

»  There should be a lead consultant obstetrician on the delivery suite.>>>¢>"%

Finally, it urges health care providers to consider:

a)  What services could be best delivered within the community rather than on an acute hospital site?

b)  What services are required on all hospital sites? These services are likely to be those with a low
complexity but high patient numbers.

c)  Which services would be better delivered on fewer hospital sites? These services are likely to be more
complex or specialised services or those with smaller patient numbers.

d) Are there any opportunities to provide local access to services for which patients currently have to
travel out of the area?
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Royal College of Paediatrics and Child Health (RCPCH)

In 2010, the RCPCH published ‘Facing the Future: Standards for Paediatric Services’** which outlined 10
standards for acute, general paediatric care. The standards were followed, in 2011, by ‘Facing the Future: A
Review of Paediatric Services’, which provided workforce and service provision modelling around their
implications. The report made five interlocking recommendations:

oos W

Reduce the number of inpatient sites.

Increase the number of consultants.

Expand significantly the number of registered children’s nurses.
Expand the number of GPs trained in paediatrics.

Decrease the number of paediatric trainees.

In February 2014, the RCPCH Executive Committee requested that the Facing the Future’ standards be
reviewed and these revised standards are currently out for consultation®®.
The proposed standards of care are based on 3 key principles:

Consultants are responsible and accountable for the children and young people admitted under their
care.

Children and young people must be seen by the correct person, with the appropriate skills, as soon as
possible.

There must be sufficient staff across all rotas to deliver the standards.

The proposed standards are:

1.

A consultant paediatrician* is present and readily available in the hospital for a minimum of 12 hours a
day, seven days a week.

Every child or young person who is admitted to a paediatric department with an acute medical problem
is seen by a healthcare professional with the appropriate competencies to work on the middle grade
paediatric rota within four hours of admission.

Every child or young person who is admitted to a paediatric department with an acute medical problem
is seen by a consultant paediatrician* within 12 hours of admission, with the provision for more
immediate review as required according to illness severity.

At least two medical handovers every 24 hours are led by a consultant paediatrician*.

Every child or young person with an acute medical problem who is referred for a paediatric opinion is
seen by, or has their case discussed with, a clinician with the necessary skills and competencies before
they are discharged. This could be: a paediatrician on the consultant rota, a paediatrician on the middle
grade rota, or a registered children’s nurse who has completed a recognised advanced children’s nurse
practitioner programme and is an advanced children’s nurse practitioner.

Throughout all the hours they are open, paediatric assessment units have access to the opinion of a
consultant paediatrician*.

All general paediatric inpatient units adopt an attending consultant* system, most often in the form of
the ‘consultant of the week’ system.

All general paediatric training rotas are made up of at least ten whole time equivalent posts, all of which
are compliant with the Working Time Regulations.

Specialist paediatricians are available for immediate telephone advice for acute problems for all
specialties, and for all paediatricians.

All children and young people, children’s social care, police and health teams have access to a
paediatrician with child protection experience and skills (of at least Level 3 safeguarding competencies)
who is available to provide immediate advice and subsequent assessment, if necessary, for children and
young people under 18 years of age where there are child protection concerns. The requirement is for
advice, clinical assessment and the timely provision of an appropriate medical opinion, supported by a
written report.

* or equivalent staff, associate specialist and speciality doctor who is trained and assessed as competent to
work at the level of a consultant paediatrician.
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College of Emergency Medicine

When facing challenges of changing population sizes and demographics, health services must often consider
how its emergency care is configured. This can sometimes involve downgrading, transferring or even closing
Emergency Departments. This position statement by the College describes the principles that relevant
stakeholders must consider when such decisions are being made.

10 key principles®:

1. Safe, effective and accessible delivery of emergency care must lie at the heart of all decision making in
reconfiguration.

2. Commissioners must fully understand the complexity of the emergency care case-mix and its
distribution over a 24 hour period.

3. The competencies and skill-sets of the clinical decision makers in the emergency care system must be
considered before any reconfiguration proposals are allowed to proceed. Commissioners and providers
are strongly recommended to work towards meeting the minimum of 10 consultants in Emergency
Medicine / department. Additional guidance on extended hours of coverage by senior EM clinicians is
provided in the College of Emergency Medicine’s recommendations on workforce planning (Emergency
Medicine Operational Standards Handbook - The Way Ahead).

4. Close collaboration with local clinical experts in Emergency Medicine are vital in any discussions. Further
advice and guidance documents can be provided by the Dept of Health’s National Clinical Advisory Team
(NCAT) and the College of Emergency Medicine itself. NCAT will ask stakeholders to consider the four
keys tests for service change: support from GP commissioners, strengthened public and patient
engagement, and clarity on the clinical evidence base and consistency with current and prospective
patient choice.

5. Any proposed models for care delivery must be clinically led by EM Consultants and other stakeholders
with adequate time set aside in EM consultant job plans specifically for service re-design, collaborating
with other clinical colleagues and consideration given to the beneficial role of other integrated co-
located services (e.g. Urgent Care Centres) where deemed necessary.

6. The training and education of the emergency care workforce must lie at the heart of the service to help
optimise the quality of care delivered. This can only occur where the clinical staff and especially the
trainees rotate through all relevant areas of the ED and time is embedded for teaching and work place
based assessment.

7. Ahigh quality clinical governance and risk management programme must be built into any proposed
reconfiguration with a set of metrics that can be shared between all relevant stakeholders to ensure the
pursuit of excellence in emergency care.

8. The ED must have a cohesive 24/7 support service structure from key specialties and services including
acute medicine, intensive care/anaesthesia, diagnostic imaging and appropriate laboratory services.

9. Ideally paediatrics, general surgery and orthopaedics should also be on site. If they are not, then safe
care pathways with robust governance processes linked to corporate responsibilities must be in place for
the management and safe transfer of patients with obvious or occult severe illness or injury in these
groups. This may mean ambulances by-passing the nearest ED or clear procedures for rapid stabilisation
and summoning of retrieval teams.

10. Detailed modelling of the potential impact of any reconfiguration proposal on the local population and
healthcare economy is vital in order to maximise the likelihood of creating a high quality emergency care
system service.
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Royal College of Nursing (RCN)

In 2012, the RCN published recommendations regarding mandatory nursing staff levels in health care . These
recommendations followed recognition that nursing staff levels were often very variable across institutions,
and that the skill mix between registered nurses and health care assistants was often heavily weighted towards
the minimally qualified. Nursing staff to patient ratios matter. There is a rapidly increasing evidence basis to
support mandatory nurse staffing levels. Higher nursing staff levels are linked to:

»  Improved patient outcomes.

The higher the number of patients assigned to each nurse on a shift, the more frequently care is
compromised. Patients and staff that work in hospitals with better nurse to patient ratios have
consistently better outcomes, with a 31% difference in mortality between hospitals where each nurse
looked after 8 patients, and hospitals where each nurse looked after only 4 patients. A cross national
review of nurse staffing outcomes in Canada, America, England, and Scotland revealed a higher level of
staff satisfaction and reduced staff burn-out when nurse staffing levels were higher.

»  Improved recruitment and retention of nursing staff.

Nurses who work in a low nurse-to-patient ratio environment are twice as likely to suffer job related
‘burn-out’ and twice as likely to report job dissatisfaction. The RCNs employment survey 2011 identified
the worsening morale of the NHS nursing workforce. 50% of respondents said that they were too busy
to give the care that they would want to give. Improving nursing staff levels would improve job
satisfaction and therefore nursing staff morale and retention.

»  Economic benefits to employers and communities.
A literature review covering 16 years of research for cost-benefit outcomes related to higher nurse
staffing, showed that a registered nurse workforce with higher levels of knowledge and skills led to more

effective patient care.

In March 2014 the National Assembly for Wales agreed a Proposed Member’s Bill to move forward with
minimal nursing staff levels in all Welsh hospitals.
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Discussion

Need for Change

It is clear from a wide variety of sources that over the next 10 years Cardiff and the Vale of Glamorgan is going
to see a dramatic growth in population size. This population growth will be accompanied by an aging of the
population. This in turn will lead to an increase in the incidence of conditions associated with older age, such
as cancer and dementia, as well as chronic disease. Unhealthy lifestyles, including poor diet, excessive alcohol
consumption, drug misuse and smoking, all contribute to already high levels of diabetes, cardiovascular
disease and other long term conditions. The increasing prevalence of long term conditions, accompanied by
the increased utilisation of health services by the general public is making the traditional model of hospital-
centric health care unsustainable. Current services are also failing to address clear health inequalities across
the Cardiff and Vale region. New services must therefore be developed that have a greater emphasis on
community delivered care.

Population changes provide a strong driver for change. Change is further encouraged by recent high profile
public enquiries which have highlighted how easy it is to become complacent in the care that we provide and
to lose sight of what is important to individuals and their local communities. Although change is clearly
needed in Cardiff and Vale UHB to both meet the changing needs of our population and also to improve the
quality of healthcare, this change must not compromise the core principles of the care we provide. All
healthcare providers must learn important lessons from the Francis and the Andrews reports. The ‘Trusted to
Care Assurance Framework’ details how Cardiff and Vale UHB has responded to the Andrew’s report
recommendations and highlights how seriously Cardiff and Vale views its responsibility to provide a caring
environment.

The message that is clear from all the Royal College and other professional body publications is how changing
health demographics and health needs are having a major impact on the functioning of existing services,
workforce planning and their training. Public expectation around consultant presence is growing. As we move
towards 24 hour a day, seven day a week consultant working, care must be taken that safety is maintained and
training is still a priority as service commitments increase. New ways of working must be found that more
effectively use resources. Boundaries between different specialties must become blurred as teams work
closer together, both within hospital care as well as between primary and secondary care, to provide a more
integrated service allowing flow through the health care services to be maximised.

Nevertheless, any future changes in the provision of health care must also be matched by changes in the
attitudes and behaviours of health care users. Current trends of increased user expectation must be matched
by a move towards co-produced care, where individuals are empowered to take on some responsibility for
their own wellbeing, both in health but also during disease.

Over the next 10 years Cardiff and Vale University Health Board has a clearly defined mission entitled “Caring
for people; keeping people well”; this is matched by our ambition to become the UK's leading integrated
healthcare organisation. To achieve this goal the Health Board must face up to the challenge of its changing
population whilst not losing sight of what matters to the users of its services. As a 10 year clinical services
strategy is developed, it is vital that the Health Board retains principles which focus on assuring person
centred care. We must ensure that we continuously refer to these principles in the subsequent design of
service delivery models and that all subsequent service development plans for the Health Board align to these
principles until such time as they are revised.
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Principles for the Clinical Services

When determining the principles of Cardiff and Vale UHB's clinical services strategy, a comprehensive process
of engagement was carried out with clinicians of all disciplines in the Health Board, as well as representatives
from the Community Health Council, Cardiff Council, the Vale of Glamorgan Council, the 3rd Sector Health
and Social Care Networks and two of our neighbouring Health Boards (Aneurin Bevan and Abertawe Bro
Morgannwg). The overwhelming feedback was a need to focus on people’s wellbeing. This involves
promoting and supporting healthy lifestyles, encouraging independence by maintaining quality of life
throughout the course of a disease, and by enabling the individual to take responsibility for their own care as
far as possible. The importance of avoiding unnecessary harm, and reducing waste were also highlighted.
These latter principles fit well with the Welsh Governments drive for ‘prudent healthcare’. Using this feedback,
4 principles were created (Figure 9).

Figure 9: Principles of the Clinical Services Strategy
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High Impact Service Framework

Using these 4 principles, Cardiff and Vale UHB will look to develop new models of care for the clinical
services it provides. Although ultimately aiming to redesign all of its clinical services, the 10 year clinical
services strategy needed to have an initial focus, from which a culture of change could be established. The
World Health Organisation (WHO) lists obesity, cancer, cardiovascular disorders, respiratory disorders, mental
health and dementia as global public health priorities and these globally impacting health issues are clearly
affecting our local population. Indeed many of these issues have also been highlighted as health priorities by
Welsh Government, NHS Wales and by Cardiff and Vale UHB itself due to the current or anticipated burden
they will place on local healthcare resources. We recognise that many of these diseases have overlapping risk
factors that could enable a unified approach when developing a new model of care. On the other hand,
other diseases, although appearing to be very different, already have synergy in the components of their
current delivery models and therefore have the potential to be developed in similar ways in the future.

Following further consultation, 6 health areas were identified that were felt to currently be having or would

be anticipated to have the greatest impact on local health services. These areas were cancer, dementia, dental
and eye care, long term conditions, maternal health and mental health. These wide ranging health areas are
not intended to cover all services provided by Cardiff and Vale UHB, although they do encompass a large
proportion. Any models of care developed for these health areas would act as a starting point for the clinical
services strategy and could in the future be transposed to other areas as the 10 year strategy evolves. Some of
the key drivers for these 6 areas of health were as follows:

1. Cancer

Cancer prevention and the delivery of world class care for people with cancer, remains a top priority for
Wales. Over the coming years, around 1in 3 people will be diagnosed with cancer before age 75 and around 4
in 10 at some stage during their lifetime. The incidence of cancer is increasing — there has been around a 10%
rise in cancer in Cardiff and the Vale of Glamorgan in the last 10 years®. Cancer accounts for nearly 7% of all
NHS expenditure in Wales™.

2. Dementia
By 2021, the number of people with dementia across Wales is projected to increase by 31 per cent and by as
much as 44 per cent in some rural areas . Cardiff and Vale UHB's projected increase between 2015-2015 is 27% "2

3. Dental and Eye Care

There is a great deal of research showing the links between dental health and general health”:

»  The mouth can be an entry as well as the site of disease and infection that affect general health, with
studies linking dental diseases and diabetes, cardiovascular disease, stroke, and adverse pregnancy
outcomes;

»  The mouth and its functions can be impacted by many pharmaceuticals and other therapies commonly
used in treating long term conditions;

Currently, nearly 100,000 people in Wales are living with sight loss. By 2020, this is predicted to increase by 22

per cent and double by 2050. Importantly, more than 50 per cent of sight loss can be prevented through early
identification and intervention™.
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4. Long Term Conditions

Long term conditions can include; chronic obstructive pulmonary disease, heart failure, diabetes,
inflammatory bowel disorders, musculoskeletal conditions, alcohol and other addictions, as well as many
others. According to the Welsh Government”:

»  one third of adults in Wales (an estimated 800,000) report having at least one long term condition;

»  of people aged over 65 in Wales, two thirds report having at least one long term condition, and one third
have multiple long term conditions; and

»  more than three-quarters of people aged 85-plus in Wales reported having a limiting long-term illness.

5. Maternal Health

The Cardiff and the Vale of Glamorgan Councils’ Local Development Plans will impact significantly on the
UHB, adding significantly to a population with a birth rate already three times higher than the rest of Wales.
Developments in services for maternal health are also closely linked to the implementation of the work by
the South Wales Collaborative to reconfigure consultant-led maternity services.

6. Mental Health

According to the World Health Organisation, mental health problems account for 20% of the overall “burden
of disease’ a larger share than any other single health problem, including cardiovascular diseases (16.2%) and
cancer (15.6%). Poor mental health and mental illness have a significant impact on individuals, society and the
economy overall. Statistics provided in the Welsh Government's Together for Mental Health document
show’®:

»  1in4 adults experiences mental health problems or illness at some point during their lifetime.
»  1in10 children between the ages of 5 and 16 have a mental health problem and many more have

behavioural problems.

Approximately 50% of people with enduring mental health problems have symptoms by the time they are 14.
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Designing new models of care

When designing new models of care, it is important to modernise our thinking with regards to how that care is
delivered. It is clear that there are distinct differences between different age groups in our population, for
example children and adults. However, the aims and key concepts of the care that we provide are likely to be
the same regardless of age. We therefore felt it was important to take a life course approach and consider
how a new model of care would impact on all age groups, defined as children, young adults, working age
adults, and older people. Each model of care should be made up of four elements of equal importance,
addressing illness prevention, planned care (including rehabilitation), unplanned care and end of life care.
These elements should easily flow into each other as a person’s journey through the health service evolves
(see figure 10).

Figure 10: High Impact Service Framework
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The overall aim of the clinical services strategy will be to provide integrated care, across a range of public
services and seamlessly provided within the health care sector. Subsequently a user of our services will not
be so aware of the traditional boundaries between agencies, even if they still persist for financial accounting.
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Conclusion

Ultimately, as we look to the future of our health care system, the need for change is not an option but a
necessity. Through working closely with service users we can develop new models of care that are person
centric and empower people to responsibly manage their own health. In a tight financial environment we
must find new ways to use our resources to provide a safe and effective service that can adapt to our
changing population needs. We must look to embrace technology and new ways of working to enable the
delivery of a world class health service that anticipates and prevents disease occurrence and progression
rather than a reactionary service that responds too late. Changing the way we deliver care must result in a
change in the amount of care delivered in the acute hospital setting and this reconfiguration of services into
primary and the community care setting must be appropriately resourced. Cardiff and Vale UHBs 10 year
clinical service strategy aims to develop new service models that, through a life course approach, seamlessly
integrate care across boundaries and deliver outcomes that matter most to the users of our services.
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