














In addition, the contractor will be critical for SAB and planning applications to ensure that the
approved design does not require further planning amendments, which could delay the
programme.

WG also approved early site wide demolitions in January 2025. These have been delivered by a
contractor appointed under the Crown Commercial Framework. Works commenced on 14 April
and are due to complete by 20 September 2025.

WG have approved funding for the whole programme up to the end of RIBA 3 and have recently
approved a further £2.828M to support the completion of a phased RIBA 1 OBC and to commence
RIBA 4 works (which will include the redesign necessary for Phase 1 to be fully standalone. This
funding will cover works up to OBC approval, but further funding of £2.177M will be required to
complete RIBA 4 on OBC approval.

Should a decision be made not to complete RIBA 4 following the outcome of this business case
then there is a risk of a contractor claim against the Health Board under the PSC contract.

The phased approach will increase design stage fees over and above those in the original tender
however this will be covered more in the Phase 2 OBC. Tendered fees will cover Phase1.

1.6.1 Independent Service Provider (ISP) procurement

CTMUHB, acting on behalf of the three Health Boards in South East Wales is currently undertaking
a procurement exercise to appoint a prime contractor to act as a design partner and contributor to
the pathway redesign currently being scoped out for diagnostic services to provide one imaging
CDH with the option to flex to one further CDH over the course of the contract. In addition, the
CDH will also have at the same location, an ISP staffed Endoscopy Suite comprising of up to four
rooms co-located with an NHS staffed two room Endoscopy Training Academy. The endoscopy
suite requirements will be designed and fitted out to meet JAG accreditation standards.

There will be a co-located training academy which will include an endoscopy theatre. It is expected
that the fitting out of the academy training rooms, and delivery of activity will be facilitated by NHS
organisations through collaborative work with Health Education and Improvement Wales.

The Regional Radiology Project Board and the Regional Diagnostics Programme Board endorsed
the use of competitive dialogue to test the market potential to support the development of a
regional diagnostic centre and associated community diagnostic hubs, one of which will be on the
LHP site. The competitive dialogue procedure is flexible and allows the Procurement Evaluation
team to discuss proposed solutions with bidders to understand advantages and disadvantages.

The recommended option is to develop a regional endoscopy centre through a traditional NHS
capital build proposal and to seek the equipment and delivery of the centre activity through contract
with a commercial partner.

To drive this strategy, further competitive dialogue will need to be completed to understand
financial implications and other non-financial risks. The current procurement programme leads to
the appointment of the ISP by the end of October 2025.

1.7 Financial Case

The financial analysis demonstrates that delivery of the preferred way forward is affordable
providing that Welsh Government capital funding can be secured, and agreement reached with
commissioners about revenue funding requirements.
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1.7.1 Capital affordability

The cost plan prepared by CTMUHB’s Cost Advisors, based on RIBA 3a design, estimates that
delivery of LHP will result in capital investment requirements of £110.0m in total, including
expenditure incurred to date. It is anticipated that this will be funded by Welsh Government as
follows:

Funding of £18.1m had been received to date from WG for:

e Site purchase - £8.0m e Demolition - £0.7m
e RIBA 2 fees-£3.1m e RIBA 4 fees - £2.8m.
e RIBA 3 fees - £3.5m

This includes funding of £2.828m which has been approved in August 2025 to support the Phase 1
OBC redesign and the commencement of RIBA 4 works to support the FBC being completed for
November boards.

Further funding of £2.771M is sought from this OBC to enable the Health Board to deliver an FBC
and continue progress through RIBA 4 and 5 stages to be ready to commence with on-site works
on FBC approval.

This forms part of the total additional funding of £91.9m which will be required to deliver the Phase
1 CDH and supporting site wide infrastructure works following approval of the FBC.

1.7.2 Revenue affordability

Work undertaken to date by the programme team and finance leads estimates that provision of
services at LHP will incur recurring revenue costs of £9.3m for contracted out services for MRI, CT,
NOUS, and Endoscopy.

It is expected that the contract value will be reduced through the agreement of a tariff discount in
return for the ISP’s use of land and buildings. This has been estimated for the purposes of the
OBC at £1.9m per year.

These indicative costs are based on high level assumptions at this stage and will be firmed up at
FBC stage once more detailed information is available and the preferred ISP partner has been
identified following the final stage of the tender.

This therefore results in a recurring revenue funding requirement of £7.5m. This has been
allocated across the three Health Boards, based on projected activity assumptions which have
been identified at this time, which equates to the following:

e CTMUHB £6.0m p.a. (£4.8m after the proposed tariff discount)
e C&VUHB £2.7m p.a. (£2.2m after the proposed tariff discount)
e ABUHB £0.7m p.a. (£0.5m after the proposed tariff discount).

These requirements reflect each Health Boards current position to commission the following
services from LHP. ABUHB half an endoscopy room, Cardiff and Vale UHB 1.7 endoscopy rooms
and CTMUHB will commission endoscopy and imaging services comprising CT, MRI and
ultrasound.

For both ABUHB and C&VUHB their commissioning intentions for endoscopy reflect the outcomes
from the regional endoscopy planning exercise that has been undertaken. Part of the planning
identified several measures to meet un-met demand in endoscopy services and it should be noted

Llantrisant Health Park — Outline Business Case

20

20/135 125/811




that the revenue contributions contained in this case only reflect the costs of services provided at
LHP. Health Boards will incur further revenue costs in delivering additional diagnostic activity and
these will be covered in separate business cases.

It should be noted that these cost and activity levels remain subject to change during the
procurement and contracting process and should activity levels being commissioned change as will
costs.

1.8 Management Case

The overall LHP project has been and will continue to be managed to PRINCE2 project
management standards with the LHP Project Team leading on delivery. The project governance
and reporting structure for the CDH phase will be the same and is outlined in the management
case, showing all key workstreams, task and finish groups, with boards and teams where
approvals and decisions are made.

A project programme has been developed to control and track the progress and delivery of the
project and resulting outcomes. The key milestones for the infrastructure programme are

summarised below.

Milestone

Confirm Scope and Develop OBC 14/07/2025 31/08/2025
Draft OBC Submitted to WG 05/09/2025 05/09/2025
HB OBC Approval 08/09/2025 15/10/2025
WG OBC Review and Approval 04/09/2025 16/10/2025
Planning Application 11/07/2025 15/10/2025
RIBA 4 and FBC Prep 28/07/2025 20/11/2025
HB FBC Approval and WG Submission 27/11/2025 27/11/2025
Scrutiny and WG FBC Approval 28/11/2025 23/01/2026
Contractor Mobilisation 23/01/2026 26/02/2026
Construction 01/03/2026 30/06/2027
Supplier Fit out of CDH 01/07/2027 31/08/2027
Commissioning 01/09/2027 31/10/2027

The milestones for the ISP procurement are shown in the following table, it is assumed that on

appointment the provider will join the Infrastructure design team and work alongside the main

contractor in the finalisation of the programme. It is possible this could lead to further programme

efficiencies in the fitout and commissioning phases which will be clarified as the programme

progresses.
ISP Tender Issue 18/08/2025 18/08/2025
ISP Tender Period 18/08/2025 19/09/2025
ISP Tender Evaluation 22/09/2025 03/10/2025
HB ISP Approval 06/10/2025 06/10/2025
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WG ISP Procurement Approval 06/10/2025 16/10/2025
Intent to Award and Standstill Period 17/10/2025 31/10/2025
ISP Provider Appointment 31/10/2025 31/10/2025

Within the PRINCEZ2 governance, the PMO is classed as part of the Assurance function.

Programme

e Review of upcoming programme activity and milestones with LHP Technical PM and Project
Director to determine outputs required by workstreams.

e Create lookahead programme highlighting key programme deliverables over coming
weeks/months for dissemination to workstreams.

e Track workstream output and performance toward achieving programme deliverables and feed
progress into monthly reporting — PMO drumbeat.

Risk

e Review of risk with LHP Technical PM and Project Director to review and update risk register
based on workstream risks.

e Track workstream risks and feed into project reporting — PMO drumbeat.

Key Performance Indicators (KPIs)

e Work with LHP Project Director to determine workstream KPIs.
e Track workstream KPIs and feed into project reporting — PMO drumbeat.

Reporting

e Work with PMO governance lead to integrate programme, risk and KPI updates into monthly
drumbeat reporting.

e Provide updates to LHP Design Team Meeting and Programme Board.

1.9 Summary recommendation and requirements

The works funded so far have delivered interim mobile capacity on the site alongside the site wide
building demolition works. All other work has been focused on the design of the total Health Park
to end of RIBA Stage 3 and commencement of RIBA Stage 4 Design Works for Phase 1 CDH and
supporting side wide infrastructure.

The recommended option is to proceed to construct the CDH and carry out the site wide
infrastructure. The construction to be led by MTX as main contractor and the buildings to be of
modular construction. The service will be procured by an Independent Service Provider (ISP) who
will deliver the imagining and endoscopy services as well as equip the unit.

Capital Spend to date is £18.1m. This represents total costs to date and includes the site purchase
and site wide RIBA 1, 2 and 3 works.

The LHP Programme is seeking urgent approval of this business case and the release of funding
of £2.771m for completion of the RIBA 4 and 5 design stage of the CDH to avoid delay to the
programme. This funding forms part of the total funding ask within this OBC of £91.9m to deliver
the total Phase 1 OBC works.

Llantrisant Health Park — Outline Business Case

22

22/135 127/811




Llantrisant Health Park — Outline Business Case

23

23/135 128/811




Strategic Case
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2  Strategic context

2.1 Introduction

This section of the business case outlines the strategic context for the proposal to develop the
regional Llantrisant Health Park (LHP) by explaining how the programme is strategically placed to
support delivery of services across the three Health Boards in the South East Wales Region,
Aneurin Bevan (ABUHB), Cardiff and Vale (C&VUHB) and Cwm Taf Morgannwg (CTMUHB).

The section will:

e Provide a summary of the Programme progress to date

e Provide an overview of the organisations working in partnership to successfully deliver the
project.

e OQOutline how the project will contribute to achieving our business strategies and aims.
e Describe how the project aligns with other relevant local and national strategies.
e Describe the geographical context and local health needs.

2.2 LHP programme context and background

The LHP site was acquired in February 2023 by CTMUHB for £7.8m capital funding provided by
Welsh Government. The site is located directly adjacent to the Royal Glamorgan hospital and
extends over 20 acres. At the time of purchase the site included two storeys separate buildings
totalling over 10,300sgm. The layout of the site already supported car parking for over 299 and
separate front and rear access roads to the buildings.

As well as the existing buildings, there is a further developable area on the site for an additional
building. The case for purchase described how the site was ideally suited to provide a high volume
low complexity diagnostic and elective treatment centre with benefits for the whole South East
Wales region. At the time of purchase the proposed scope of services to be provided at LHP were:

e A Community Diagnostic Hub e A Surgical Hub comprising

comprising: + Up to 6 orthopaedic theatres for high volume low

+ Diagnostic Imaging — CT, MRI complexity works

and Ultrasound + Up to 64 beds to support the orthopaedic theatres

+ Regional Endoscopy services + A self-contained day surgery unit containing up to
+ Plain Film X Ray 6 theatres.

Immediately following the purchase of the site, a design team and internal programme team were
appointed to commence site master-planning and design development. During this time, a
successful early termination of the lease to the incumbent tenant was agreed giving CTMUHB full
access to the site from October 2023. This access facilitated detailed and intrusive survey work to
be undertaken which identified several limitations to the existing buildings impacting on their ability
for use as healthcare premises.

At their request, a Strategic Overview Document was submitted to Welsh Government in
September 2024 which gave a detailed overview of the programme and included a comprehensive
option appraisal to identify the optimal way forward for the site infrastructure. The preferred
option was the demolition of the existing buildings and replacement with modular buildings which
delivers the quickest and most value for money solution. This can be found in Appendix 1.
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This approach was formally considered by Welsh Government alongside the completed RIBA 2
design works at the Infrastructure Investment Board in November 2024.

Following this meeting, approval was given to proceed to RIBA 3 design stage and in January
2025 approval was given to demolish the buildings on the site in a separate advance works
package. Demolition works commenced on 14 April and are due to complete by mid-September.

A condition of the approval to continue design work was that a business case was delivered at the
completion of the RIBA Stage 3 of the development.

At this point, it was still assumed that the development would proceed under a single business
case route but with phased completions with the CDH completing ahead of the surgical hub. ,
Alongside the capital design works there is an ongoing procurement exercise to identify a preferred
partner to deliver the managed service contract for the CDH at LHP. This position changed in July
with confirmation from WG that they would prefer to receive individual business cases for the
separate phases of development. The revised delivery structure is as set below,

e Phase 1: CDH comprising MRI, CT, non-obstetric ultrasound, plain film x-ray capability and
endoscopy including a regional endoscopy training centre of excellence. This business case
also includes the wider site infrastructure required to facilitate later developments.

e Phase 2: surgical Hub comprising six orthopaedic theatres and supporting wards.
e Phase 3: six-day surgery theatres with supported space with full scope to be determined.

This outline business case has been prepared to seek outline approval for the Phase 1 — CDH and
wider infrastructure enabling works.

The aims of the diagnostic regional solution outlined in this business case are:

e to enact a collaborative regional approach to recovery and delivery of sustainable radiology
services

e to provide shared regional capacity for radiology

e to support the implementation of the new pathways that will enhance services

e to demonstrate optimal utilisation of our assets and resources across the region
e to address current waiting list backlogs and create sustainable capacity

e to reduce clinical risk on an equitable basis across the region

e to provide services that are accessible to the population of the region in line with the findings of
Professor Sir Mike Richards’ Independent Review of Diagnostic Services for NHS England?.

Health Boards in South East Wales have committed to active collaboration where this delivers
added value to clinical service delivery, access, and sustainability. Health Board planning teams
(joined by clinical, operational, and other colleagues where beneficial) continue to meet on a
regular basis to agree common approaches to strategic challenges, progress ongoing regional
collaborative programmes, share experience / best practice and to consider future opportunities for
closer working to mutual benefit.

Collaborative planning has involved each UHB leading a formal programme, with ABUHB
overseeing ophthalmology and cancer, C&VUHB overseeing orthopaedics and stroke and
CTMUHB overseeing diagnostics (consisting of endoscopy, pathology, and community diagnostic
hubs).

2 Diagnostics: Recovery and Renewal — Report of the Independent Review of Diagnostic Services for NHS
England
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2.3 Individual organisation overview

The LHP programme is being led by the LHP Project Team at CTMUHB in partnership with
ABUHB and C&VUHB as part of the South East Wales regional network.

An overview of the main organisations who will collaborate to implement the changes and oversee
services delivered from the new facilities is provided below.

2.3.1 Cwm Taf Morgannwg University Health Board

Established in 2009, CTMUHB (previously known as Cwm Taf UHB) provides primary, community,
hospital and mental health services to the 450,000 people living in the County Boroughs of
Bridgend, Merthyr Tydfil and Rhondda Cynon Taf. The UHB employs approximately 12,000 staff
and has an annual budget of approximately £1.3 billion.

CTMUHB is located between the Wales capital, Cardiff, to the south, the coastal town of Porthcawl
to the west, and the Brecon Beacons National Park to the north. Hospital sites include:

e Prince Charles Hospital e Ysbyty George Thomas o Keir Hardy University Health
e Princess of Wales Hospital ¢ Cefn Yr Afon Park

o Royal Glamorgan Hospital ~  Dewi Sant Health Park ° Mc?:;ttz? Community

e Ysbyty Cwm Cynon e Glanrhyd Hospital

Yebyiv G Rhondd Pontvoridd Cott Hosoital e Merthyr Renal Dialysis Unit
e Ysbyty Cwm Rhondda e Pontypri ottage Hospita Pinewood House

The proposed Llantrisant Health Park is situated close to the Royal Glamorgan Hospital.

2.3.2 Cardiff and Vale University Health Board

C&VUHB is one of the largest NHS organisations in Europe, employing approximately 17,000 staff
and spend around £1.4 bn every year on providing health and wellbeing services to a population of
around 472,400 people living in Cardiff and the Vale of Glamorgan. The UHB also serves a wider
population across South and Mid Wales for a range of specialities.

The UHB is structured and designed into eight Clinical Boards, which cover the four main service
areas. The eight Clinical Boards were created in June 2013 and have focussed on providing strong
leadership in clinical areas, resulting in the acceleration of operational decision-making, greatly
enhancing the outcomes for patients in their care. The Boards are held to account via the
Executive Directors, and a process of scrutiny is ensured through monthly performance boards and
a robust authorisation process. Hospital sites include

e University Hospital Wales e St David’s Hospital

e University Hospital Llandough e Hafan y Coed Mental Health Unit
e Noah’s Ark Children’s Hospital for Wales e Cardiff Royal Infirmary

e Barry Hospital e University Dental Hospital
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2.3.3 Aneurin Bevan University Health Board

ABUHB was established in October 2009 and serves the areas of Blaenau Gwent, Caerphilly,
Monmouthshire, Newport, Torfaen and South Powys.

The UHB employs over 14,000 staff, two thirds of whom are involved in direct patient care and has
an annual budget of approximately £1.7bn.There are more than 250 consultants in a total of over
1000 hospital and general practice doctors, 6,000 nurses, midwives, allied professionals and
community workers. Hospital sites include acute sites:

e Grange University Hospital ¢ Nevill Hall Hospital
e Royal Gwent Hospital e Ysbyty Ystrad Fawr

and a number of community hospitals and facilities, including:

e Rhymney Integrated Health ¢ St Woolos Hospital e Monnow Vale Integrated
and Social Care Centre Health and Social Care

o Chepstow Community Contre

e County Hospital Hospital

2.4 Regional overview

The Regional Portfolio is made up of three main programmes: Orthopaedics, Diagnostics and
Ophthalmology. The three UHBs in South East Wales work together regionally adopting the
following regional working principles:

e To reduce unwarranted variation and inequality in health outcomes, access to services and
experience at a regional population level.

e To improve resilience.
e To make effective use of capacity and capability in whichever organisation it sits.

e To create critical mass for effective high quality care delivery when and where it makes sense to
do so accepting that may not reside in every organisation.

e Take all opportunities to use the evidence base and best practice to improve quality, efficiency,
productivity and use of finite resources.

e To enable clinical leaders, and others, to work together, lead together and learn together.

o Distributed leadership approach collaboration with benign intent, honesty, transparency and
integrity in order to build trusting and effective relationships.

e To agree approaches to engagement and communications together.

e To avoid leaving anyone behind and learn from the past and progress in an open, honest and
humble way.

The Regional Diagnostics Programme was initiated with the intended aim of developing and
implementing both short and medium to long-term service changes which will provide more timely
access to diagnostics in a sustainable way. The three health boards are committed to regional
working, where clinically appropriate, through the Regional Portfolio Board.

The Regional Diagnostics Programme comprises three projects: radiology, endoscopy and
pathology.
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The Regional Endoscopy project was initiated with the aim of achieving the following:-

e A single regional service model philosophy across a range of sites, with appropriate
differentiation of procedures undertaken at each facility where indicated — as determined by
D&C data and providing capacity to support bowel screening activity if / as appropriate

e A single service team philosophy, with common roles, responsibilities, standard operating
procedures, skill mix and staff rewards (banding etc.), together with a philosophy of learning and
sharing of best practice at all levels of the service.

e Professional Joint Accreditation Group (JAG) accreditation across all facilities (actual or
equivalent)

¢ Movement towards management of a shared waiting list and addressing the longest waiters on
a regional basis

e Collaborative approach to training arrangements, working with HEIW via an academy model

e IM&T systems to enable the sharing of data, including e-referral, reporting and onward referral
and appropriate interface with FIT testing results.

e Enhanced shared understanding of demand and capacity data, with common approaches and
definitions.

The regional endoscopy planning has been informed by the following guidance and policy
documents.

e Our programme for transforming and modernising planned care and reducing waiting lists in
Wales, Welsh Government (2022)

e Diagnostics Recovery and Transformation Strategy for Wales (2022-2025)
¢ Independent Review of Diagnostics Services (Professor Sir Mike Richards) (2020)

Regional partners have worked together to develop overarching regional plans for endoscopy and
imaging identify the demand and capacity plans and regional solutions to address. The following
sections discuss the outcomes of this work.

2.5 NHS Wales business strategy and aims

This OBC illustrates how LHP will support a key priority to improve access to Diagnostic and
Endoscopy services, and provides the infrastructure required for provision of these much-needed
regional services.

The proposals are aligned with the national strategic context, supporting a broad range of national
strategies and policies, including:

e The NHS Wales Planning Framework 2023-2026

e National Clinical Framework: A Learning Health and Care System (2021)

e The Parliamentary Review of Health and Social Care in Wales. Final Report. (January 2018)
e A Healthier Wales: Our Plan for Health and Social Care (June 2018)

e The Wellbeing of Future Generations (Wales) Act 2015

e Prudent Healthcare: Securing Health and Wellbeing for Future Generations

e Informed Health and Care: A Digital Health and Care Strategy for Wales (2015)

e NHS Wales Decarbonisation Strategic Delivery Plan 2021-2030.
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The Diagnostics Recovery and Transformation Strategy for Wales 2022-2025 sets out the plan to
improve, transform and redesign diagnostic pathways in Wales. Diagnostic services are a
fundamental aspect of modern healthcare delivery. Clinical pathways cannot function properly
without sufficient capacity to turnaround diagnostic tests, procedures and reports in a timely
manner.

Large backlogs of diagnostic procedures hold the NHS back from making improvements in referral
to treatment times, impair screening pathway effectiveness, result in poor patient experience, and
have the potential to result in harms and poorer outcomes.

The Diagnostics Strategy outlines the need to:

This national strategy seeks to deliver on the following aims:

e Improving outcomes and reducing pressure on secondary care
e Addressing unmet care need that has been exacerbated by COVID-19
e Enabling people to live longer, healthier lives at home

¢ Identifying treatments earlier in disease which enables intervention and care management more
rapidly

e Creating a sustainable and intelligent integrated health system which reduces inequality
e Making Wales a great place to live and work.

The South East Wales Regional Diagnostics plan for Community Diagnostic Hubs aligns with this
strategy and its aims through the intention to seek both a rapid expansion of diagnostic service
access and the delivery of new models of care with a focus on providing centres of excellence
which will attract and retain the required workforce.

Further support for new models of delivery was set out in Professor Sir Mike Richards’
Independent Review of Diagnostics Services (October 2020); it highlighted the need for
investment in equipment, facilities and workforce, and proposed a model of community diagnostic
hubs established away from acute hospital sites.

The review sets out a vision for diagnostic hubs to provide a consistent approach to support health
checks for people in deprived areas and potentially detect health issues that can be treated to
prevent the conditions worsening. This model also aligns with national strategy through providing
services away from acute sites, thereby improving access and reducing pressure on acute sites.

The Richards' report made a total of 24 recommendations, and the key elements are summarised
in seven points here.

e Diagnostic equipment and facilities should be expanded and upgraded as soon as
possible. High-quality data on imaging facilities already existed on which estimates of numbers
of machines could be made. For other diagnostic modalities (e.g. endoscopy and physiological
sciences) where national data are not available, baseline surveys should be undertaken.

e The diagnostic workforce should be expanded substantially across all modalities, with
new roles being developed and training academies being established.
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e New service delivery models with new pathways to diagnosis should be established.
These should separate emergency/acute and elective diagnostics, wherever possible, to
improve efficiency and reduce delays for patients. Community Diagnostic Hubs (CDH) should
be rapidly established.

e Improving connectivity and digitisation should be prioritised across all aspects of
diagnostics.

e Innovative approaches to diagnostics should be evaluated as quickly as possible and then
implemented across the NHS. These are likely to include the use of artificial intelligence (Al) to
assist human reporting in imaging, pathology and endoscopy. The use of new diagnostic
technologies that can be used in patients' homes should be expanded, building on learning from
home testing for COVID-19.

¢ Clinical and managerial leadership should be put in place for all diagnostic disciplines at
national, regional and local/system/network levels.

e Standardised data should be collected across all diagnostic modalities to drive operational
performance, support business planning and to inform service improvement.

The Richards’ Report noted that the key aims of Community Diagnostic Hubs are to:

This model of Community Diagnostic Hub (CDH) provision has broad support from professional
bodies such as the British Medical Association (BMA) Wales who advocated for increased access
to diagnostics, in their letter to Welsh Government in May 2021.

It is also anticipated that CDHs will contribute to improve staff satisfaction, making every contact
count, research and innovation and net zero carbon emissions. They should also act as anchor
institutions for the populations they serve.

2.5.1 Getting it Right First Time (GiRFT)

The GIiRFT Report considers the challenges of a post-COVID 19 Radiology service across the UK,
with demand having increased between 2013 and 2019 by 22% with an expectation that this
growth will continue.

The report captures a detailed account of the challenges faced by Radiology services and makes a
number of recommendations to:

The report identifies a positive vision for change, of making radiology more patient-centric. That
includes faster access to imaging, but also seeking to make services more convenient and
accessible, and improving the physical environment of radiology departments.
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This business case and the long term plans of the South East Wales region acknowledge and align

with the points raised in the report and recommendations outlined.

The focus of the region’s work is on both delivery of sustainable services through a range of means

and seeking to better manage demand through alternative pathways.

2.5.2 Strategy for Developing a Regional Workforce Model for Wales

During 2021/22 Health Education and Improvement Wales (HEIW) supported the Imaging
Workforce and Education Group (IWEG) and the National Imaging Programme to develop the
Building the NHS Wales Imaging Workforce Model — Strategy for Developing a Radiology
Workforce for Wales.

The Strategy sets out several recommendations to support and facilitate the development of a
strong, resilient, and sustainable Radiology workforce for the future. These recommendations
require both a national and local approach to implementation to ensure that the benefits are
realised for both patients and staff. This includes developing plans for the recruitment of staff at a
local level and identifying scope for workforce transformation opportunities.
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3 Case For Change

3.1 Introduction

This section of the business case establishes the case for change for the development of the CDH
by providing a clear understanding of:

e The spending objectives (what the proposals seek to achieve)
o Existing arrangements (what is currently happening)

e Business needs (what is required to close the gap between existing arrangements and what is
required in the future).

3.2 Spending objectives for the LHP Programme

The main aim of the overarching LHP programme is to deliver high-volume low-complexity care
away from crowded DGH sites; which will provide both additional capacity to meet ongoing
increasing demand and free up existing resources to better meet emergency and unplanned care
pressures. In turn, this should reduce patient wait times and facilitate earlier discharges on DGH
sites across the region.

For Phase 1, the aim of this project is to deliver a Community Diagnostic Hub that is right-sized to
meet the current and future needs of the local population, relieves pressures on existing DGH
sites, supports the integration of primary, community and social care services, complies with
regulatory standards and is suitable for the delivery of twenty first century healthcare.

The spending objectives listed in the table below were agreed by members at LHP Programme
Board in September 2024 for the programme as applicable to all phases including phase 1 — CDH
and Supporting Infrastructure.

Table 1 - Spending objectives

SO1 Meet The delivery of an elective high volume ¢ Right-sized to meet current and
population low acuity model of care for the South future demand
needs East Wales Region on a phased basis.

e Improves access to range of

The first phase to focus on diagnostics services

and endoscopy. A second and third ) o
phase to focus on orthopaedics and day | ® Centre of Excellence with efficient

surgery respectively. Phase 1 services service delivery models and
to be operational during the 2027/28 improved patient outcomes and
financial year. Future phases to consider increased throughput
further regional services such as e Able to flex for the future
pathology.

SO2 Maximise To maximise clinical capacity on the ¢ Creates opportunities for

capacity LHP site. To ensure that the maximum centralisation of skillsets; centre of

amount of available space is directed excellence

towards direct service delivery with
supporting services managed from the
neighbouring Royal Glamorgan site.

e Enables greater collaboration
regionally

o Creates opportunity for one stop
diagnostics, improved use of
resources and appointments
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SO3 Innovation and | To facilitate and support the use of ¢ Standardisation of consumables,
standardisation | innovative design and delivery solutions with financial savings
in b_oth clinical and non?clinical services. | . gtandardisation of best
To implement standardised protocols practice/policies; efficiencies
and practices to promote efficient increased throughput, reduction of
service delivery offering improved value wait lists
for money and addressing the
modifiable drivers of increased cost
against English Tariff, excluding those
aspects driven by Welsh Policy.
SO4 Enable training | To enable increased training and e Accommodates placements for
/ development | development of secondary care staff students (allowing role
of future including accommodating more medical development and succession
workforce trainees and students. planning)
¢ Improved workforce retention and
recruitment
SO5 LHP Models of | During phase 1 to ensure that the e Environment / ways of working that
Care and managed service provider delivers support staff welfare and wellbeing
Workforce compliant and innovative models of care Improved skills and job satisfaction
Models and workforce models, following the )
initial terms to develop innovative and * Improved patient outcomes
new models of care to bring the CDH ¢ Multi-disciplinary working
back into NHS management and control.
. In Phases 2 and 3 to develop a new
model of care and workforce models to
support the delivery of the core services,
the models will support efficient delivery
of services
SO6 Sustainable To deliver a sustainable infrastructure e Complies with relevant standards;
estate on the site maximising decarbonisation NZC, BREEAM excellent and

and net zero opportunities.

energy performance

o Opportunities for future additional
service provision for South East
Wales.

e Opportunities for further regional
reconfiguration and enabling of
service and or estate
rationalisation.

3.3
3.3.1

Radiology is an important diagnostic test for a wide range of clinical conditions and is a key stage
in many cancer and non-cancer pathways. Within Wales, the Welsh Government target for
diagnostic tests (including radiology), is a maximum waiting time of eight weeks. Waiting times for
radiology also form part of the 26-week referral to treatment time target (RTT) and 62 day single
cancer pathway target, from suspicion to first definitive treatment. Many inpatients also require
radiology as a diagnostic test, with waiting times, therefore, impacting patient outcomes and
experience including length of stay and overall hospital efficiency.

Existing arrangements
Radiology
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Current service provision for the region is delivered for each of the health boards’ populations
within each health board’s geographic footprint. Patients from each health board currently access
diagnostics in other health boards as part of agreed patient flows for specific service pathways but
not commonly purely for diagnostics tests.

Additional capacity is delivered through a range of means including internal additional capacity
using NHS clinicians (commonly referred to as waiting list initiatives) and in-sourcing.

Location of existing Imaging services

The South East Wales region comprises a large geographic area with varying ease of access for
residents in discrete areas within the region due to road network and public transport options.

Figure 1 - District general hospital sites and the associated travel infrastructure

Given the agreed aim of ensuring access to residents living in areas of deprivation, the existing
diagnostic infrastructure has been mapped against the Welsh Index of Multiple Deprivation
(WIMD). The map below shows the location of CT and MRI facilities across the region.
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Figure 2 - Location of CT and MRI facilities across the region (yellow and orange)

There is work underway being led by the regional imaging group to review service provision and
create updated demand, and capacity modelling across the region. This will be used to develop a
regional plan for imaging to address waiting times across the region. This is due to be completed
shortly, however underpinning assumptions around demand and capacity have been used in
completing this business case.

At this moment, only CTMUHB has confirmed an intention to commission imaging services from
LHP. Cardiff and Vale and Aneurin Bevan University Health Boards have confirmed that they do
not intend to commission services from LHP in the short term. Aneurin Bevan has indicated that it
may consider doing so in the future, but there is no confirmed timeline for this. As this business
case is focused on LHP only CTMUHB demand and capacity modelling will be included for the
remainder of the case as they are the only confirmed contracting party.

The latest current imaging provision for CTMUHB is set out in the table below

Table 2 - Current delivery CTMUHB Imaging provision by site

Hours :
Site Modality Days per Annual Capacity
s
7

MRI 1 07.30 20.00 7,497
MRI 2 5 07.30 20.00 5,187
RGH CT1 7 08.00 20.00 16,752
CT2 09.00 17.00 7,350
NOUS 4.5 rooms 5 09.00 17.00 14,994
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i
Site Modality Days per Annual Capacity
s

5 07.30 20.30 5,434
CT 1 7 08.00 20.00 16,752
POW
CT?2 7 09.00 17.00 7,350
NOUS 4 rooms 5 09.00 17.00 13,314
MRI 7 07.00 19.30 1,476
CT 1 7 08.00 20.00 16,752
PCH
CT?2 5 09.00 17.00 7,350
NOUS 4 rooms 5 09.00 17.00 13,314

In summary the total activity per modality based on patient visits is as set out below. These
capacity figures have been derived by CTMUHB based on an average length of visit, days and
hours of opening and includes accounting for planned downtime. The detail behind these
calculations is included as appendix 2

Table 3 - CTMUHB summary Imaging capacity by modality

12,684 5,434 7,476 25,594
CT 24,102 24,102 24,102 72,306
NOUS 14,994 13,314 13,314 41,622

3.3.2 Endoscopy

Endoscopy procedures are currently carried out from a range of sites across the three health
boards. The table below sets out the permanent capacity arrangements in place across the region:

Table 4 - Endoscopy facilities, operating hours, days, sessions

Facility No. Operating Days / sessions Procedures per
rooms hours year (ave.)

Aneurin Bevan UHB

9 sessions gastro

Grange University Hospital 1 session respiratory

(weekends - inpatient / 1 0800-1800 ) ) 1,956
emergency on call only) 5 days inpatients
7 days emergencies
5,392
Nevill Hall Hospital 2 0800-1800 5 days per week (364 of which WG
additional funds)
2 5 days per week 12,718
Royal Gwent Hospital 0800-1800 P X
2 7 days per week (902 WG)
Ysbyty Ystrad Fawr 2 0800-1800 5 days per week 5,845
Yy ¥sp (259 WG)

Llantrisant Health Park — Outline Business Case

37

37/135 142/811




Facility No. Operating Days / sessions Procedures per
rooms hours year (ave.)
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Cwm Taf Morgannwg UHB

Royal Glamorgan Hospital 0900-1700 5 days per week 7,435
Prince Charles Hospital 0900-1700 5 days per week 5,257
Princess of Wales Hospital 0830-1630 5 days per week 2,276
Cardiff and Vale UHB
University Hospital 5 days per week

o 6 0900-1600 . 12,638
Llandough (UHL) 2 sessions
University Hospital Wales 5 days per week

2 0900-1600 4,536

(UHW) 2 sessions

* Although C&VUHB have eight rooms there is only a nursing capacity to run seven rooms and endoscopists
to run six rooms. Currently 7 rooms are run with the support of an initiative with Medinet.

** Utilisation at UHL was relatively low during this period. Room 6 only became operational in Q4, and Room
5 faced ongoing staffing constraints which limited its use throughout the year.

Detailed demand and capacity modelling has been undertaken by the National Endoscopy
Programme for Wales (NEP), which has identified a recurrent shortfall in capacity. This demand is
driven by increasing symptomatic demand coupled with the phased extension of the age range for
Bowel Screening. This modelling concluded that there would be a six rooms shortfall in the South
East Wales region by 2027/28 and has also recommended the establishment of regional
endoscopy centres across Wales to support meeting a national shortfall in capacity against
demand. This plan is included as Appendix 3 to this document and identifies an area outside of
Cardiff for the facility in South East Wales. LHP would be an idea location for the same.

The regional diagnostic group have led on the development of the regional endoscopy plan based
on work undertaken by NEP. The outcomes of this work are set out in the sections below but will
focus on the whole region as both C&VUHB and ABUHB have included LHP additional capacity in
their plans.

Whilst there are differences in the activity being undertaken across HB and sites, the group have
confirmed that it is not possible to increase activity across all sites. This is due to workforce and
estate constraints and there are recognised benefits to economies of scale of having larger
consolidated units. This has supported the argument for the endoscopy service at LHP being
regional provision.

3.4 Business need

The vision is to create a standalone site for diagnostics that guarantees uninterrupted, effective
and efficient services that address both current capacity shortfalls and offers opportunity to meet
future demand growth. The vision is to provide patient centred care away from an acute hospital
setting which also supports emergency care pathways by preserving capacity for unplanned and
urgent procedures on DGH sites.

The need to significantly increase diagnostic and treatment capacity in Wales was set out in the
Welsh Government Programme for Transforming and Modernising Planned Care and Reducing
Waiting Lists in Wales which was published in April 2022.
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The plan set a clear direction for Health Boards to recover the backlog of elective activity that has
developed during the COVID-19 pandemic as well as responding to the increasing demand for
diagnostic and surgical services due to demographic change and the challenge of health
inequalities evident in many parts of Wales.

The plan has five main goals, which are underpinned by seven priorities to support and influence
recovery planning and investment decisions as set out below.

Figure 3 - Welsh Government programme for transforming and modernising planned care goals
and priorities

The seven priorities are:

Transformation of outpatients
Prioritisation of diagnostic services

Focus on early diagnosis and treatment of suspected cancer patients

Implementing a fair and equitable approach to patient prioritisation to minimise
health inequalities

Elimination of long waits at all stages of the pathway
Building sustainable planned care capacity across the care pathway

Provision of appropriate information and support to people

The LHP programme aligns with planned care recovery programmes across with the region in the
development of long-term additional capacity to support the delivery of efficient and effective
solutions to support all three Health Boards to eliminate long waits and reduce overall waits within
the patient pathway in terms of access to diagnostic services. This is in addition to each Health
Board fully utilising existing assets as it is recognised that both are needed to ensure efficient
diagnostic care for the region.
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The ability to create bespoke capacity to maximise patient flow and increase efficiency and
innovation in service delivery offers additional benefits to the region from investment in the
programme. These include standardisation of patient pathways and clinical practices which should
increase efficiency and improve patient outcomes, consolidation of services on LHP will release
space on existing sites and act as a key enabler for future regional reconfiguration and
transformation and the opportunity to standardise procurements thus achieving greater revenue
savings on high volume items.

3.5 Increasing demand for services

All Health Boards in the region are operating waiting lists for endoscopy and for CTMUHB there
are waiting lists for all imaging modalities. The following sections set out the CTMUHB demand
and capacity for imaging and the regional demand and capacity for endoscopy services.

3.5.1 Radiology

The regional imaging group initially reviewed service provision, demand, and capacity to support
the 2023 regional procurement to appoint an independent service provider (ISP), the procurement
of which remains ongoing and will be discussed in later sections. This work is being updated
following Judith Paget's letter, of 27 January 2025, which requested an integrated regional imaging
plan to developed by the three Health Boards.

The refreshed demand and capacity information for the regional plan remains under development
and will be presented to regional boards and WG under separate cover. The modelling for
CTMUHB included in this OBC has taken the outputs from the work completed to date and
ensured a consistent approach to data application and assumptions.

In the first instance an overview of current waiting times for patients within CTMUHB is as set out
below and compared to the 2024 figures included in the submitted strategic overview document.

Table 4 - Current waiting times (CTM)

Non Cardiac CT Non-Cardiac MRI Non Obstetric USS
ate

Jan-24 1,716 1,765 1,166 2,685 3,427 6,166 5,559
Jun-25 2,154 994 1,964 33 3,483 1771 7,601 2,798

Table 6 illustrates that there has been an overall increase in the number of patients waiting for
scans across all disciplines with CT also seeing an increase in patients waiting over 8 weeks
despite the presence of mobile imaging on the LHP site during 2024. Non recurrent additional
capacity alongside some improvements in productivity have seen a fall in the over 8 week waits for
MRI and ultrasound but these are now starting to increase again and are expected to continue to
do so.

These waits can be explained when the latest demand and capacity data is considered. The
location and operating hours of the current equipment with CTMUHB has already been detailed in
Table 2 above, and has informed the capacity element of the demand and capacity modelling set
out below (Table 6). Demand is based on information from CTMUHB with uplifts being based on
outputs from modelling undertaken by Cardiff and Vale UHB and shared with the regional
programme. The baseline 2025/26 Activity has been used as year one data as set out below:
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Table 5 - Demand and capacity forecast / gap analysis

Modallty Actual capacity Demand 25/26 Gap 25/26

25,594 25,675
CT 72,306 82,657 -10,351
NOUS 41,622 43,351 -1,729

This clearly illustrates a shortfall in capacity in 2025/26 requiring non recurrent measures to be
introduced and resourced at a premium cost to meet the level of demand based on an 8-week
target. No improvements on this time can be offered and non-recurrent measures at a premium
will be required to being performance in line with targets.

When demand growth is considered then the position clearly worsens with the table below setting
out the position for the next 5 years. The demand increases are 8% for MRI, 8.9% for CT and 5%
for ultrasound. This has been projected forward over a 5 year plan period with 2025/26 demand
data contained in Table 5 above being used as the baseline year 0.

Table 6 - Imaging demand and capacity analysis

Modality 2026/27 2027/28 2028/29 2029/30 2030/31

Demand 27,729 29,947 32,343 34,931 37,725

25,594
Variance 3 -2,135 -4,353 -6,749 -9,337 -12,131
Demand 90,013 98,025 106,749 116,250 126,596

CT 72,306
Variance -17,707 -25,719 -34,443 -43,944 -54,490
Demand 45,519 47,794 50,184 52,693 55,328

Ultrasound 41,622
Variance -3,897 -6,172 -8,562 -11,071 -13,706

There are several assumptions within the figures provided, namely that one CT on each DGH site
is used as “hot capacity” and, whilst they are operated over 24 hours, the capacity outside the
normal operating hours of 08.00 and 20.00 has been excluded, as this is demand-led and not
operating at the same levels of efficiency.

There is a clear and significant gap in CT provision based on current capacity, which equates to in
excess of one CT operating over 12 hours by 2026/27. Both MRl and NOUS are also showing year
on year capacity shortfalls under the current model.

When considering the shortfall in actual capacity against demand, consideration has been given to
whether utilisation of current assets has been maximised. There are some not insignificant issues
with increasing capacity for imaging and there are existing pressures on workforce for both
scanning and reporting. To deliver increased capacity it will be essential to secure workforce from
the private sector to support the same. Despite this an exercise looking at the potential capacity
increases that could be introduced has been developed.

3 Surplus / shortfall
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Table 7 - CTMUHB current v potential delivery capacity

MRI 1
MRI 2
RGH | CT1
CT2
NOUS 4.5 rooms
MRI
CT1
CT2
NOUS rooms
MRI
CT1
CT2
NOUS rooms

POW

PCH

a o0 N N o g N g a0 N o

12
12
7.5
7.7
12.5
12
7.5
7.7
12
12
7.5
7.7

Current dellvery model

Days/wk Hours/day Days/wk Hours/day increase

7,497
5,187
16,752
7,350
14,994
5,434
16,752
7,350
13,314
7,476
16,752
7,350
13,314

Potential delivery model

12
12
12
7.5
12,5
12
12
7.5
12
12
12
7.5

7,497
7,371
16,752
16,752
34,764
7,722
16,752
16,752
22,860
7,497
16,752
16,752
22,860

Capacity

0
2,184
0
9,402
19,770
2,288

9,402
9,546
21

0
9,402
9,546

Some of the key changes in capacity concern the move of the second MRI at RGH to a 7 day 12
hour working option with staffing required to be sourced to support the same. For CT all second
machines on sites have been increased to seven- day and 12-hour working for elective patients.
With NOUS the increased capacity modelling assumes that a further two rooms at RGH can be

resourced and operated alongside the 4.5 rooms already in operation.

that 50% of the rooms on each site will operate a seven-day working model.

In addition, it is assumed

For NOUS, hours of

operation have not been increased due to the high level of manual intervention required in this

modality

There are obviously a considerable number of risks around assuming the availability of this

capacity, most notably around workforce availability and cost but also all consumable and

supporting costs associated with this capacity increase. However, when the capacity increase is
modelled against the demand levels mentioned above it can be seen that shortfalls in imaging
capacity can be met in the immediate term.

Table 8 — Potential Demand v capacity based on Increased use of Existing Assets

Modality Potential | o o ast 2026/27 2027/28 2028/29 2029/30 2030/31
capacity

Demand

MRI 30,087
Variance ®

Demand
CT 100,512

Variance

Demand
Ultrasound 80,484

Variance

4 Number of annual visits
5 Surplus / shortfall

27,729
2,358
90,013
10,499
45,519
34,965

29,947
140
94,514
5,998
47,794
32,690

32,343
-2,256
99,239
1,273
50,184
30,300
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By maximising capacity in the short term CTMUHB can continue to meet demand in all modalities
until the end of 2027/28. From 28/29 shortfalls in MRI and CT start to become apparent. LHP is
due to open in late summer 2027/28 so will be in place to meet the shortfalls within CTM.

On the face of it, CTMUHB has potential capacity to meet ultrasound demand over the next five
years and beyond, however NOUS services are under extreme pressure on all sites within
CTMUHB and are recognised as being a service under pressure nationally in Wales. Much is due
to the high workforce input into this modality which leads to strains on the existing resource and
sees higher levels of sickness and rest breaks generally required by sonographers.

The potential capacity relates to a desktop increase in operational hours and rooms reflecting the
actual physical capacity, but for NOUS this is not realisable due to two important drivers:

e Firstly, changes to antenatal care pathways are driving an increase in obstetric scanning and
this must be prioritised over elective scanning, due to the shorter timescales.

e Secondly, due to the volume of obstetric scanning and ergonomic challenges of our patient
group, we are seeing increased sickness driven by RSI issues which is further limiting the actual
capacity.

This makes the provision of a standalone service, provided by a workforce distinct to our obstetric
services critical to deliver waiting times and provide ringfenced service whilst existing capacity can
be focused on achieving obstetric scanning demand.

In addition, covering sudden and unplanned absences is almost impossible with a high level of
very short term list cancellations taking place. Unlike CT and MRI where services can still run
albeit at a possible lower throughput, a loss of staff in NOUS can lose a list for at least a day whilst
cover is attempted to be found. In reality, this makes achieving the level of performance to meet
the potential capacity numbers in ultrasound almost impossible.

To deliver these levels of capacity in house bestows a high level of financial and service risk on
CTMUHB with no capacity to cover sickness. In addition, it is likely that any additional capacity
realised will have to be diverted to support obstetric scanning. The delivery of services at a
premium (agency or private sector rate) can be prohibitive and extremely difficult to secure
regularly which explains why these levels of capacity have not been achieved.

The reality is that to meet growing demand levels, an increase in existing capacity on standalone
ringfenced site will be required in NOUS to provide a sustainable future focussed service.

It should also be noted that the above tables consider growth in demand associated with
population growth and changes, however additional demand associated with the straight to test
cancer pathway has not been factored into this model, neither has the opportunity to create a
shorter than eight-week pathway to imaging and diagnostic service. There are also expected to be
increased pressures from programmes such as lung health screening which will put further as yet
unmodelled pressure on imaging services.

Within CTMUHB there are a further number of emerging pressures that have not been factored
into the demand figures above but will service to further increase pressures on imaging services
over the next 12-24 months. These include:

e Plans to repatriate the Cauda Equina Pathway OOHSs back from C&VUHB.

e There are plans in SBUHB to repatriate all CTMUHB activity in Cardiac MR and CT back to
CTMUHB from Neath Port Talbot Hospital. The POW MRI will not cope with demand of MR
Cardiac as only one session a month can be accommodated. An additional scanner will be
needed to support this activity or activity transferred to LHP to enable additional session to take
place at POWH.
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e There are also plans for SBUHB to transfer all CTMUHB Maxillofacial services back and this will
further increase demand on US and CT. Cone Beam CT will be a new service in PCH however
the US demand will need to be met from somewhere.

e MCAT - physio service at NPT will be repatriated in near future resulting increased MSK
requests for MR, US and X-Ray.

Radiology forms a critical part of the 26-week referral to treatment time target (RTT) and 62-day
single cancer pathway target, from suspicion to first definitive treatment. As a result it is also
anticipated that with increased capacity and significantly reduced waiting times increased radiology
capacity will be required to deliver efficiencies across the health system by developing clinical
pathways that incorporate diagnostics at an earlier stage, aiming to reduce pressures on services
and improve the patient experience. A fundamental principle of this work is equity of access
across the region, to ensure that these benefits are realised evenly to all patients and communities.
Increased radiology capacity plays a key role in supporting accelerated pathways to treatment.

Additional permanent capacity can support Radiology services across South East Wales to
consistently deliver within the required timeframes to provide a good patient experience, support
inpatient flows, expedite cancer and referral to treatment pathways and increase compliance with
component waiting times targets. To create permanent capacity will provide a better value for
money solution than short term temporary investments.

3.5.2 Endoscopy

Despite significant work undertaken by the three health boards in the South East Wales region, the
performance profile currently indicates a significant proportion of patients waiting more than the
target waiting time of accessing diagnostic endoscopy within eight weeks.

In August 2024 there were nearly 8,000 patients waiting more than 8 weeks for a diagnostic
endoscopy, although this position improved during 2024/25 because of additional non-recurrent
funding.

Table 9 - Endoscopy position at August 2024

Health Colonoscopy Gastroscopy Sigmoidoscopy

AB 1,000 1,929 1,610
c&v 476 1,788 412 2,864 178 1,246 1,066 5,898
CT™M 677 113 454 106 245 34 1,376 253

Total 1,911 2,901 1,629 3,252 831 1,608 4,371 7,761

The regular demand and capacity assessments facilitated for NHS Wales organisations by the
National Endoscopy Programme (part of the NHS Wales Executive) have evidenced sustained
growth in demand. This growth is evident for both symptomatic cases and for screening activity,
due to the expansion of the Bowel Screening Wales programme to incorporate people aged
between 51 and 55 years.

The impact of the growth in screening demand is set out by health board below and equates to a
requirement for an extra 10 screening lists (one theatre) per week by 2027-2028.
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Table 10 - Endscopy screening demand increase

Year -1 Year 0 Year 1 Year 2 Year 3
Procedure type
Oct 23-Sep 24 | Oct 24-Sep 25 | Oct 25-Sep 26 | Oct 26-Sep 27 | Oct 27-Sep 28

Cwm Taf Morgannwg UHB

Index procedures 828 1,112 1,112 1,112 1,112
Repeat procedures 196 264 264 264 264
Surveillance procedures 78 67 72 132 178
Total Procedures 1,102 1,443 1,448 1,508 1,554
*Lists per week 7 9 9 9 10
Cardiff and Vale UHB

Index procedures 819 1,100 1,100 1,100 1,100
Repeat procedures 194 261 261 261 261
Surveillance procedures 60 72 88 131 176
Total Procedures 1,073 1,433 1,449 1,492 1,537
*Lists per week 7 9 9 9 10
Aneurin Bevan UHB

Index procedures 1,116 1,499 1,499 1,499 1,499
Repeat procedures 264 355 355 355 355
Surveillance procedures 89 115 136 179 240
Total Procedures 1,470 1,969 1,990 2,033 2,094
*Lists per week 9 12 12 13 13

The National Endoscopy Programme (NEP) has facilitated several national demand and capacity
assessments, with the autumn 2023 assessment of data identifying a total capacity gap
(symptomatic and screening demand) across the south east Wales region (based on existing
capacity) of approximately six rooms by 2027/28.

The NEP modelling is based on theatres operating on 10 sessions per week at 10 points per list.
Further details of the demand and capacity exercise are included in Annex 1. A summary of the
total demand increase for the south east Wales region is shown in the table below (based on
points).

Table 11 - SE Wales total Endoscopy demand

Procedure type 2024-25 2025-26 2026-27 2027-28

Symptomatic (inc surveillance) 82,911 86,662 90,616 94,783
Screening 16,498 19,906 20,313 21,084
Total 99,409 106,568 110,929 115,867
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3.6 Proposed service provision at LHP

To support decision making around clinical capacity and delivery of operational services, the
regional demand and capacity modelling for the key services, covered in the previous section, has
been analysed to support the right sizing of LHP to ensure it can meet both current and future
demand. This will be covered in turn for each of the services.

3.6.1 Radiology

There is a drive within Wales to improve our cancer performance, this will be heavily reliant on
diagnostics, in particular Radiology. Current pathways often rely on patients being referred into
secondary care where they are reviewed, with relevant imaging then being requested. To expedite
the diagnosis, the ability to send patients straight to test is required, as identified in the optimal
Single Cancer Pathways produced by NHS Wales.

The current scanners on our acute hospital sites are busy with the acute and unpredictable
inpatient demand. This will always limit the ability to completely maximise service provision in line
with potential capacity modelling and be able to offer prompt access to the complex imaging
required by these patients. The CDH will revolutionise the way we diagnose patients. We can
follow the relevant Single Cancer Pathways, allowing our Primary Care colleagues direct access to
the necessary imaging. In addition, by utilising Health Pathways, non-cancer referrals can be fast
tracked to the CDH.

As a result of this, the direction for the infrastructure development has been to create the space to
support the future growing demand and unknown increased screening and testing requirements.
The proposed capacity will also be available to support regional partners should they determine
that they cannot meet demand within their existing resources in the coming years.

The building has been designed to accommodate up to two MRI, two CT, three ultrasound and has
the infrastructure in place to provide plain film x-ray. A suite of clinical and procedure rooms is
included to support the provision of one stop clinics exploiting the adjacencies of the full range of
diagnostic testing that will exist at LHP. These clinic spaces can focus on areas such as urology
and lower Gl which are two of CTMUHB’s most challenged pathways for cancer performance. This
gives the building a clear, cost effective and future focused approach to service delivery and
ensures it can respond swiftly and effectively to changes or increases in commissioning
arrangements, demand, screening requirements or be able to provide planned services away from
emergency sites if required in the future.

This phased approach will enable rapid but stepped increases in diagnostic capacity, in line with
the Diagnostics Recovery and Transformation Strategy alongside workforce planning and
development to increase the NHS workforce, which will pave the way to potential future extension
in operating hours of hospital-based diagnostic services, if required in future.

Currently, the proposed imaging provision at LHP will only be contracted by and provided for
CTMUHB. The image below shows the current design for Diagnostics.
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Figure 4 - Current Diagnostics layout plan

The CDH service provision is being procured from a third party provider, and the procurement
remains ongoing at the time of writing this business case. The proposal is for an initial seven-year
managed service contract with the provider supplying equipment and staffing to run and operate
the imaging and endoscopy elements of the unit. The option appraisal to support this decision is
set out in the economic case.

Recognising the need to step up services over time, the initial procurement documentation
requests the provider to bid for the following contracted activity levels:

Table 12 - Diagnostic contracted activity

Year 1 onwards 8,000 12,000 6,000

As this will be elective diagnostics and more HVLC work then it will be possible to undertake 8,000
scans on one MRI per year and the 12,000 CT scans would only require one CT. Therefore, it is
expected that the initial contract with the provider would require one MR, one CT and two
ultrasound rooms to be fitted out by them. The infrastructure offers an opportunity to step up
capacity in a shortened timeframe should demand increase further or regional partners determine
a need to commission radiology activity.

It is recognised that the discussion around the regional planning for imaging remains ongoing with
the regional planning work due to complete shortly and present findings to their Boards. This will
provide an overview of how all three organisations propose to meet their demand and capacity
shortfalls within the WG confirmed position that capital funding will be directed towards LHP and
not to other capital cases for the services within LHP.

The current pathway work with the service indicates that there are considerable benefits to the
creation of a future proofed service by including two MRI and two CT alongside rooms for 3 NOUS
in the design and infrastructure solution.
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The business case proposes that the second MRI and CT rooms are included as shells within the
building so that, as required, they can be equipped and utilised at a future date without disrupting
flow and maximising design efficiencies. In addition, up to three ultrasound rooms will be included
within the design alongside several procedure and clinical rooms. This will provide future flexibility
to the CDH to expand and flex the services offered, including more multi-disciplinary one stop
clinics utilising the existing imaging equipment alongside treatment spaces. This ensures the
creation of a flexible, future focussed facility where one stop clinics utilising the on-site imaging
technology can be delivered..

The proposed imaging design solution offers a regional solution if required in terms of the space
and facilities built in. To attempt to create these spaces later will incur a premium cost, cause major
disruption to the functioning unit and will compromise patient flow and efficiencies. To have a
design which can incorporate demand growth and offer resilience and flexibility in its future usage
is a unique opportunity within this programme. Capacity can also be managed to support Public
Health screening requirements such as the lung screening programme or further other regional
screening or diagnostic interventions. The capacity can also support major downtime across the
region as required potentially reducing the need for expensive mobile hires for elective diagnostic
procedures.

3.6.2 Endoscopy

The National Endoscopy programme (NEP) has facilitated several national demand and capacity
assessments, using the Autumn 2023 data, identifying an expected gap across the South East
Wales region of 6.3 rooms by 2027/28.

The following table summarises how the health board plans above impact on the original NEP
capacity gap projection, together with the net recurrent requirement for a regional facility.

Table 13 - Endoscopy forecast capacity gap by 2027/28

NEP projected room gap 2027/8 6

Net health board capacity requirements after individual plans

ABUHB 0.5 Following 7/7 operating at Royal Gwent Hospital
C&VUHB 1.7 UHL operational model

CTMUHB 2

Remaining gap to be addressed at 4.2 Four commissioneq core rooms, supplemented by
regional facility some academy activity and efficiency gains

The information supporting this has been shared in the section above and has also been presented
to regional Boards to underpin the endoscopy model proposed for LHP. In addressing the shortfall
in capacity, Health Boards have individual plans to mitigate the impact, and these plans are set out
below as included in the overarching planning document produced in March 2025.
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3.7 Regional Plans to bridge the gap between Capacity and
Demand

The project undertook an option appraisal to identify options to meet the collective capacity gap.
Key assumptions were that health boards would firstly work to fully utilise existing internal capacity,
and then collaborate to address remaining capacity gaps, noting that workforce was a key
constraint. On this basis, the appraisal identified a preferred option of the development of a
regional endoscopy centre with a co-located regional training academy. The regional training
academy is described further in section 3.7 4.

The subsequent site option appraisal identified Llantrisant Health Park (LHP) as the only suitable
site within the south-east Wales region for a development of this nature and size.

Individual UHB plans (covering the interim period prior to the opening of a regional facility) are set
out below. It should be noted that these plans will be pivotal in managing endoscopy demand in the
South East Wales region alongside the infrastructure at LHP. The revenue funding to support
these measures will need to be determined alongside the revenue requirements to fund LHP.

3.7.1 Aneurin Bevan University Health Board

ABUHB has reviewed its projected demand and capacity position, based on NEP assumptions of
5% core demand growth per annum and the published future commissioning intentions of Bowel
Screening Wales. It is intended to move to full utilisation of the Royal Gwent Hospital endoscopy
facility from April 2026, with all four theatres extended to seven days working from that date. Based
on a 49-week per year operation (inclusive of backfill), this would deliver an additional 392 lists and
enable the health board to maintain all relevant diagnostic targets until 2027/28, this will require
additional revenue to deliver.

If the additional activity is delivered from April 2026, the resulting capacity gap in 2027-2028 is
minimal, equating to approximately one list per week. From 2028-2029 the recurrent gap amounts
to approximately five half-day sessions per week, or half a theatre. It is intended that this activity
would be delivered through LHP (made up of screening and surveillance procedures), thereby
enabling continued maintenance of all relevant diagnostic targets.

3.7.2 Cardiff and Vale University Health Board

C&VUHB has extended its capacity in University Hospital Llandough with two new theatres in
2024. The plan for the health board incorporates maximising the use of these theatres, noting
workforce constraints have been a limiting factor.

The health board has undertaken a demand and capacity assessment and has identified a
minimum requirement for 17 sessions or 1.7 theatres to be sourced from LHP from 2027/28. This
activity will be a mix of both screening and surveillance procedures covering colonoscopy, flexi -
sigmoidoscopy and gastroscopy (surveillance only).

3.7.3 Cwm Taf Morgannwg University Health Board

CTMUHB extended its internal capacity in 2024 with the opening of an additional endoscopy
theatre at Prince Charles Hospital. During 2025, the Health Board experienced reduced capacity
from the impact of the critical incident at Princess of Wales Hospital, however at the time of writing,
works have been completed, and capacity has returned to previous levels. During the remainder of
2025-26 the Health Board will work towards the implementation of phase two of the internal
endoscopy plan, which incorporates:

e Expansion to the substantive staffing of the third unit at Prince Charles Hospital
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e Development of the trans-nasal endoscopy service. This will review the requirements for
gastroscopy

e Implementation of manometry services.

Notwithstanding these developments, the Health Board will have a residual capacity gap
equivalent to two theatres of activity from 2027/28 onwards.

The anticipated requirement for CTMUHB remains as per the case mix established for the regional
service specification in 2024 (40% gastroscopy, 40% sigmoidoscopy and 20% colonoscopy).

As part of the regional endoscopy planning, and as detailed above, it was identified that, should all
local plans to optimise existing infrastructure be realised, there will be a need for just over four
rooms to be commissioned in 2027/28.

The regional modelling confirms a need for four operational endoscopy rooms by 2027/28 based
on the most recent demand modelling and regional Health Board agreed plans. In addition, there is
a desire to create at least one training room, which would equate to a requirement of just over five
rooms at LHP. The current design incorporates six endoscopy rooms and associated supporting
space. This provides a sustainable and resilient approach to the development and enables the
absorption of future growth or changes in screening requirements by Public Health Wales, as well
as offering training opportunities and resilience in case of down time in any room.

The image below shows the current proposed layout for the Endoscopy unit, these designs have
been discussed with the Welsh JAG lead, who has confirmed that they conform to current JAG
requirements. It should also be noted that the physical aspects of CTM’s endoscopy Unit at Royal
Glamorgan Hospital make it practically impossible to achieve JAG compliance and therefore the
LHP facility will increase the levels of endoscopy undertaken in a compliant estate.

Figure 5 - Proposed Endoscopy layout plan
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3.7.4 Regional Endoscopy Training Academy

Endoscopy is a complex and evolving specialty requiring specialist education and training for all
staff. Tailored training improves recruitment, retention, competency, and patient care. The JAG
Endoscopy Training System (JETS) provides a structured framework for workforce training,
progressing staff from foundation to leadership levels, with mandatory training requirements for
JAG accreditation.

Endoscopy Training Academies have been established in the UK to enhance multi-professional
learning, innovation, and workforce development. They have the potential to provide greater
health system value than traditional education models as they:

e Enable training and supervision capacity to be expanded quickly and much more cost effectively

e Enable innovation in training through rapid at-scale adoption of technology enhanced learning
and new multi-disciplinary learning models

e Accelerate independent working and service delivery productivity of trainees

e Enable more geographical equity in the distribution of training and hence the health professional
workforce.

Through the Endoscopy Training Academy, training is provided to the whole endoscopy workforce,
including nurses and support staff, in a multi-disciplinary environment. A south-east Wales
Endoscopy Training Academy, co-located with the regional endoscopy suite, is proposed to
support sustainable workforce training.

The development of a regional endoscopy training academy is a priority for Health Education and
Improvement Wales (HEIW), as set out in its 2024-2027 intermediate medium-term plan. HEIW
has developed a formal proposal for the training element of the academy, but this does not include
consideration of the required physical infrastructure. The current working assumption for the LHP
programme therefore includes the provision of a minimum of one theatre for the development of
the academy. HEIW have committed to regular meetings with the regional endoscopy planning
team to develop plans in alignment and will provide confirmation of the recurrent cost model for the
academy for inclusion in the LHP full business case which will be prepared for health boards’
consideration by November 2025 at the latest.

The requirements from health boards to facilitate a regional academy are to be confirmed.
C&VUHB recently undertook a fixed term funded trial of an accelerated training programme, and
the learning from this is informing the planning for the academy.

Following meetings with the design team and workstream meetings, the Endoscopy element of the
Skills Academy includes; two theatres dedicated to providing training lists both for morning and
afternoon sessions five days per week (Mon-Fri). The top floor is planned to be utilised as a multi-
professional training space for simulation training (use of ex-vivo models) and a lecture theatre or
seminar room for training courses (including live AV links to theatres thus meeting requirements
and supporting endoscopy and surgical training.

One of the aims of the academy is the ability to train adequate endoscopy staff to allow the region
to fill vacancies to provide safe and high-quality care and reduce reliance on outsourcing and in
sourcing. This will also support the transition of the managed service contract staffing back to NHS
staffing in LHP by the end of the contract. The current plans will support an environment
appropriate to the delivery of all the course types required to develop the endoscopy workforce
within the national requirements and standards for training set out by the JAG, as well as ensuring
practice considerations.
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In terms of the allocation of staff in the two theatres, the proposal is that:

e The Endoscopy Academy would provide ‘the Trainer’ (this will be a Centrally Contracted
Endoscopist whose sessional time is paid for by HEIW), in addition HEIW will also fund and co-
ordinate the process by which trainees are allocated to attend training lists and ensure backfill
arrangements are in place in the event a Trainer is suddenly unavailable. The Trainers
(endoscopists) will be responsible for following up any histology and ensuring that additional
tests e.g. imaging is reported.

e The LHP ‘host UHB’ will be responsible for providing the Nursing Staff to staff the two theatres
and will provide all the available endoscopic equipment, accessories and IT systems required to
perform a high-quality endoscopy and report the findings onto an integrated reporting systems
(so that results are available on WCP). The theatres will be equipped with both Scope Guides
and AV (SMOTS) systems to ensure an appropriate training environment.

e For the third-floor training space HEIW will provide any endoscopic equipment that is solely
required for model training and will provide the administrative and technical staff to support all
endoscopy courses. These staff will require appropriate accommodation in the training space,
but it is understood that they will need to share the accommodation / facilities with staff
supporting other speciality courses and training.

An Endoscopy training facility within the academy has the potential to provide (aside from basic
endoscopy training) immersion training, train-the-trainer courses, colonoscopy upskilling, non-
technical skills, national assistant practitioner training, simulation and upper Gl best practice
training. Additional training opportunities within a skills academy include:

e Perioperative workforce; accelerated anaesthetic practitioner programmes, assistant peri-
operative practitioner programmes, foundations of perioperative practice and surgical first
assistants.

¢ Additional activities; OSCE preparation, pre-induction support for health and social care staff,
national bronchoscopy and EBUS training, clinical skills for pharmacists, biomedical scientist
registration portfolio, cultural humility resources, high volume cataract surgery resources and
research institute which is attractive to current and potentially new staff.

3.7.5 Accelerated training for Endoscopy

Through investing in accelerated training infrastructure, the Endoscopy Academy will be able to
plan, implement and target accelerated training to enable the trainee workforce to be available
earlier to support service delivery. As JAG Certification is the UK standard for independent practice
as an Endoscopist, if this has been achieved before completion of Specialist Training, the
Endoscopist can actively contribute to service delivery. This affords Health Boards the option to
address rising demand and capacity challenges by utilizing this workforce resource early in the
training cycle through allocation to suitable lists and procedures.

The recommended approach would deliver 70 hours of intensive, hands-on training over a two-
week period under 1:1 trainer supervision. This method compresses the traditional learning curve
by up to 45%, enabling trainees to reach competency faster.

Modelling has demonstrated significant gains from accelerated training in terms of an increased
number of certified upper Gl endoscopists (within one year) and colonoscopists (over two years). A
similar approach can be adopted for nurses, where acceleration can reduce the time taken to
achieve independent practice for new nurse endoscopists from 9-12 to 5-6 months.

A pilot of accelerated endoscopy training commenced in University Hospital Llandough (CV) in
January 2025 for a period of three months and anticipates within this short period in delivering
endoscopies, bringing endoscopists through to achieve JAG upper Gl Endoscopy Certification.
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Projected additional endoscopy procedures delivered per year post accreditation, based
on modelling

o Registrars: 256 OGD procedures or 128 colonoscopies (based on 1 list/week for 32 weeks per
year adjusted for on calls and leave).

e Clinical Endoscopists: 1,408 OGD procedures or 704 colonoscopies (4 lists/week for 44 weeks
per year).

Estimated workforce output

e Year 1: 7-11 JAG Certified UGI endoscopists.
o Year 2: 10-22 JAG Certified colonoscopists.

If 50% of these certified trainees were allocated regular service delivery lists, it would result in:

e 2,000 additional UGI endoscopies annually.
e 1,280 additional colonoscopies annually.
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4  Benefits and Risks

This section of the business case identifies the benefits, risks, constraints and dependencies in
that have been considered when developing and assessing the options for the development of
Llantrisant Health Park.

4.1 Benefits case

A systematic approach was undertaken to develop the benefits analysis as outlined in the diagram
below.

Figure 6 - Benefit analysis process

Investment logic Define what success looks like and ensure strategic alignment by mapping
mapping objectives, drivers, and desired outcomes

Agree benefits with stakeholders and ensure they are clearly defined (e.g.
beneficiaries, categories, measures)

Sl |dentify benefits

el Quantify benefits Collate baseline data and set evidence-based improvement targets

Benefits appraisal Estimate benefits values and apply to options to inform cost benefit analysis

Benefits realisation Agree benefits owners, outline roles and responsibilities, and determine
plan monitoring arrangements

o

A significant amount of work has been undertaken during the development of the programme to
identify the benefits of LHP.

This was consolidated within a series of workshops during April 2025 using the investment logic
mapping approach outlined in the diagram below, following the restructure of the programme the
benefits were reviewed to only include those directly related to Phase 1 :

Figure 7 - Investment logic mapping approach
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411 Creation of Diagnostics Centre

Delivery of the CDC will allow LHP to provide additional Diagnostic Imaging and Endoscopy

capacity in the region to address current capacity shortfalls and ensure future demand can be met.

As well as reducing waiting times for patients, this will support the cancer pathway by enabling
earlier diagnosis, more targeted interventions and improved monitoring.

This will lead directly to delivering better patient outcomes, specifically improved cancer survival
rates. In addition, the additional capacity will reduce reliance on expensive external Diagnostics
capacity such as outsourcing, insourcing and waiting list initiatives.

Figure 8 - Benefits mapping: creation of Diagnostics Centre
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4.1.2

Model of care transformation

LHP will enable delivery of high volume, low acuity model of care that will enable the
standardisation of patient pathways. This will result in better value for money due to increased
throughput and better use of resources, reducing the average cost per test and providing
opportunities for more efficient procurement. It will ensure services align with GIRFT principles and

achieve JAG accreditation.

By providing capacity to shift activity from acute sites, the new CDC provides an opportunity to
transform and reconfigure core local services and deliver things differently. For instance, the
transfer of activity from CTMUHB to LHP provides opportunities to release space across the Estate
in the future for other developments or to address risks around deteriorating facilities and reduce
backlog maintenance. It is anticipated that these benefits may not accrue to regional partners for
whom LHP will represent additional capacity only. The successful delivery of a regional centre will
also provide proof of concept as the basis for the development of any future regional pathways.

Figure 9 - Benefits mapping: model of care transformation

Outputs

Outcomes

Measurable benefit/s

Possible metrics

Creation of Regional
Diagnostics Centre

Deliver high volume, low acuity
model of care that enables
standardisation of pathway

Enables shift of activity from
acute sites to LHP

Provides proof of concept for
Regional model

More in-depth data and reporting

to Health Boards

Alignment with GIRFT principles

JAG accreditation

Opportunity to transform and
reconfigure core local services
and deliver things differently

Provides regional sustainability
and contingency for other sites.

Supports the future of other
regional initiatives

Positive reputational impact to
the Health Boards from patients

and Welsh Government
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4.1.3 Improving patient experience

The outcomes presented above, such as reductions in waiting times, will contribute to a significant
improvement in patient experience.

This is enhanced by the modern fit for purpose facilities and the ease of access the location of LHP
offers, with its good road links and parking. Having a centralised elective centre with co-located
services provides the convenience of a ‘one-stop’ shop clinic with greater predictability of care.

This contributes to more confidence in booking patients and tests which should lead to improved
utilisation. In general, the improved access and reduced waiting times ensures a more equitable
service is available within the region.

Figure 10 - Benefits mapping: patient experience

Outputs Outcomes Measurable benefit/s Possible metrics

Increased capacity

Reduced waiting times

Transformed model of care

Improved patient experience [ Patient satisfaction scores (UB) ]

Modern fit for purpose facilities Improved patient environment

Improved clinical pathways [ Qualitative ]

Location, road links and parking

Convenience of a one-stop shop
which provides predictability of Improved utilisation [ Utilisation rate (UB) ]
care (reduced risk of delays)

Centralised elective centre with
co-located services

Ease of access Reduced health inequalities [ Qualitative J
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4.1.4 Delivering a sustainable workforce

Delivery of the Endoscopy Academy in partnership with HEIW will provide significant opportunities

to increase the number of training places available in the region.

The improved training pathway and increased training opportunities, along with the modern fit for
purpose facilities and a consolidated service model that enables can reduce pressures on acute
sites contributes to staff satisfaction across the region. It also creates an attractive place to work in
the future which will support recruitment and retention of highly trained health professionals.

Figure 11 - Benefits mapping: sustainable workforce

Possible metrics

Outputs Outcomes Measurable benefit/s
Skills Academy (in partnershi Improved training pathway and L
with HEIW) y (inp P ) ) increased training opportunities Number of training places (UB)
Capacity to increase the number
of training places available
Increased opportunities for
career development : X
Transformed model of care Develop a skilled and sustainable Qualitative
endoscopy workforce
Modern, attractive place to work
Modern fit for purpose facilities .
Improved recruitment and [ Qualitative
Less pressured environment at retention across the region
acute sites, reducing stress
Location, road links and parking
Enabl_es optimised workforce Opportunities to share best Qualitative
Centralised elective centre with planning practices across the region
co-located services

For the CDH, the initial plan is that the workforce will largely be provided via the managed service
contract with the appointed provider. Therefore, there will be direct benefits for them in terms of
recruitment and retention however these benefits are expected to flow to regional partners when
the service is brought back in house at the end of the contract. It is clear therefore, that the

majority of the workforce benefits will be indirect for the contractual phase.
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4.1.5 Providing a sustainable estate

The delivery of appropriately designed compliant facilities provides opportunities to contribute to
CTMUHB’s environmentally sustainable goals and national strategies around decarbonisation, by
ensuring they are compliant with WHBNs and HTNs, achieve BREEAM rating of Excellent and
optimise energy efficiency.

The transformed model of care with its standardised pathway is likely to make it easier to
implement and maintain sustainability programmes that CTMUHB has instituted in other areas,
such as reducing waste and single use products.

The site also provides a level of future proofing by providing expansion space that offers
opportunities for other future developments.

Figure 12 - Benefits mapping: sustainable estate

Outputs

Outcomes

Measurable benefit/s

Possible metrics

Appropriately designed
facilities (engineering
exemplar) that are compliant
with:

- WHBN/HTNs

- Net Zero Carbon
standards

Increased Social Value

Size / layout of site

Contribute to CTM UHB
environmentally sustainable goals

Contractors Commitments

Expansion space
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ModeAm fit for purpose compliant

Reduced waste and fewer single

Optimise energy efficiency

Community benefits

Adequate space for future

Opportunities for future
development of services

[WHBNS / HTNs compliance (UB) ]

[BREEAM rating (UB) ]

Waste / single use items usage
(UB/CRB)

Energy consumption (CRB/NCRB)

)
[Recycling rates (UB) ]
[ )
)

[COQe (sB)

No. of local FTE hired or retained.
Apprenticeships to local staff.
Equip. donated to local orgs.
Voluntee_ring time to support local
community projects.

Direct support to learn + use Welsh
Amount spent in local supply chain

{ Qualitative ]
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4.2

Main benefits

The investment logic, outlined above, resulted in the identification of the main benefits for each of
the categories outlined in the figure below.

Figure 13 - Benefits categories

Cash Releasing
Benefit (CRB)

Non-Cash Releasing

Benefit (NCRB)

Reduces overall running costs
and the organisation’s budget

Productivity gains which can be
expressed in monetary values but

do not reduce budget

Benefit to wider society which
can be expressed in monetary
values

Improvement that

»

Reducedagency costs
Reduced outsourcing costs
Reduced leasing costs

Staff time released to care
Improved efficiencies
Increased throughput

Reduced greenhouse gases
Improved life expectancy /
quality of life

» Quantifiable Can be measured but not monetised (e.g.

Unmonetisable
Benefit (UB)

can't be expressed
in monetary terms

The main benefits are summarised in the table below.

Table 14 - Main benefits

Creation of
diagnostics
centre

Model of Care
Transformation

Increased Imaging and
Endoscopy Capacity

Reduced waiting times across
Endoscopy and Imaging

Release of elective diagnostic
capacity at Acute sites, which
can be used for urgent and
emergency care
patients/pathways.

Supports greater compliance
with cancer pathways leading
to better patient outcomes

Improved patient outcomes
(non-cancer related):

Reduced reliance on external
Diagnostics capacity

Assist with meeting ‘Straight
to Test’ guidance.

Greater alignment with GIRFT
principles and achievement of
JAG compliance

Provide more robust and in-
depth data and reporting to
Health Boards

Patients /

Health Boards Quantifiable
Patients Quantifiable
Patients Quantifiable
Patients Societal
Patients Societal

Captured via

Health Boards
revenue costs

Health Boards | Quantifiable
Health Boards | Quantifiable
Health Boards | Qualitative
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improved staff satisfaction or patient experience)
» Qualitative Not possible to quantify in a meaningful way

Additional scans / test
undertaken

Number of patients waiting over
8 weeks

No. of scans undertaken in
SDEC

Wait time / delays for scan and
or reporting from scan in
SDEC/Acute settings

SCP compliance (62- and 104-
day backlogs)

Improved mortality rates
(QALYs)

No of Additional Endoscopy
tests undertaken (leading to
improved mortality rates
(QALYS))

Expenditure on outsourcing,
insourcing, waiting list initiatives

No. of direct referrals from GPs
to Radiology

GIRFT principles
JAG accreditation

N/A
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Improved
Patient
Experience

Delivering a
Sustainable
Workforce

Providing a
Sustainable
Estate

Providing regional
sustainability and capacity to
allow contingency at other
sites.

Provides opportunities for the
future reconfiguration of
services at the Health Boards

Supports the future of other
regional initiatives

Positive reputational impact to
the Health Boards from
patients and Welsh
Government from positive
outcomes of the initiative

Improved patient experience
Improved utilisation

Increased number of and
improved clinical pathways
developed and delivered at
LHP

Reduced health inequalities

Develop a skilled and
sustainable endoscopy
workforce

Improved recruitment and
retention across the region

Opportunities to share best
workforce practices across the
region

Modern fit for purpose
compliant facility

Community Benefits

Reduced waste and single
use products
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Health Boards

Health Boards

Region

Health Boards

Patient
Patients /
Health Boards

Patients /
Health Boards

Patient /
society

Staff / Health
Boards

Health Board

Region

Health Board

Region

Health
Board/Society

Quantifiable

Qualitative

Qualitative

Qualitative

Quantifiable

Quantifiable

Qualitative

Qualitative

Qualitative

Qualitative

Qualitative

Quantifiable

Quantifiable

Quantifiable

Increase in the no. of imaging
and endoscopy scans/tests

N/A

N/A

N/A

Patient satisfaction scores

Utilisation rate

N/A

N/A

N/A

N/A

N/A

WHBN/HTMS
BREEAM rating
Enhanced facilities

No. local direct full time
equivalent (FTE) employees
hired or retained.

No. of weeks of
apprenticeships provided to
local staff.

Equipment or resources
donated to local third sector
and civil society organisations

Directly funded no. hours
volunteering time provided to
support local community
projects.

Direct support and investment
provided for people to learn and
use Welsh (e.g. interactions
and signage).

Total amount (£) spent in the
local supply chain.

Waste and single use products
usage
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. Health . .
Improved recycling Board/Society Quantifiable Recycling rates
Contribute to decarbonisation Health Board /
targets (Net Carbon Zero) with Societ Societal Energy consumption CO2e
energy efficiency y
Contribute to decarbonisation Health Board /
targets with more efficient Societal CO2e reductions

pathway Society
Preservation of biodiversity
and wetland area due to Society Qualitative N/A
choice and design of site.

Enables and provides
meaningful and adequate

Health Boards | Qualitative NA
spaces for future phases of
work that are planned
Provides opportunity for future Health Boards | Qualitative NA

expansion

The quantification of these benefits is explored within section 7.6 of the Economic Case and
realisation plans outlined in section 10.6 of the Management Case.

4.3 Main risks

Risk is the possibility of a negative event occurring that adversely impacts on the success of the
delivery of the project and its benefits. Identifying, mitigating and managing the key risks is crucial
to successful delivery, since the key risks are likely to be that the project will not deliver its intended
outcomes and benefits within the anticipated timescales and spend.

The full quantified capital programme risk register can be found in Appendix 5 and informs the
planning contingency. An operational / revenue risk register is also developed to cover those risks
that do not have capital implications.

Availability of resources to fund the required regional service developments has been highlighted
as a risk to deliverability. The diagnostics programme was working on the basis that the funding
would be derived from health board budgets, and additional recurrent funding allocated for regional
services and performance improvement is intended to support the developments. However, it has
been identified that the resource required for revenue funding exceeds funds currently available to
health boards and the recommended course of action is to seek funding support for these new
service developments from Welsh Government.

Delivery of value for money is a core underpinning principle and requirement. This is being
supported by both the development of a robust service specification and assessment of all options,
including commercial, for the delivery of community diagnostic hubs.
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The currently identified top programme and infrastructure risks are as set out in the table below:

Table 15 - Top risks (current assessment) Cx L =R

Regional engagement to facilitate development of clinically led model
Delayed Welsh Govt approval of OBC 5 4
Car pgrking prgvi§ion available within site confines results in delayed 4 4
Planning permission

Approval of SAB resubmission required to support the building phasing 4
FFE provision exceeds the high-level allowances within the cost plan 4
Medical equipment provision exceeds the high-level allowances within 4 4
the cost plan

Last minute issues delay completion of building and handover 5 3
Contractor insolvency 5 3

4.4 Constraints

Constraints relate to the parameters that the project is working within and any restrictions or factors
that might impact on its delivery. These typically include limits on resources and compliance
issues. The project is subject to the following constraints:

o facilities must be fit for purpose and have future flexibility/adaptability

¢ implementation must not negatively impact continuation of current service provision
o the proposed solution must be technically feasible

o it must be delivered within agreed capital and revenue funding.

The project must support regional integration and collaboration and be supported by all 3 Health
Boards.

4.5 Dependencies

Dependencies include things that must be in place to enable the project or project phases and
typically include links to other projects and funding requirements that are likely to be managed
elsewhere.

The project is subject to the following dependencies that will be carefully monitored and managed
throughout the lifespan of the scheme:

¢ Availability of Welsh Government funding for both capital and revenue
e Approval from Welsh Government, |IB and other health boards

e Continued support for proposed service model and successful procurement process leading to
the appointment of the managed service provider for diagnostics.

¢ Access to pathology, particularly for endoscopy services. There is a recognised regional
capacity gap for pathology. The Regional Diagnostics Programme includes a pathology project
whose current main focus is the development of cellular pathology.

¢ A national business case for digital cellular pathology is a key enabler for regional cellular
pathology development and the maintenance of cellular pathology services, as training moves
away from the use of microscopes to processing digital samples. The national business case is
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awaited, and the regional programme has links to the National Diagnostics Programme to
ensure that the digital cellular pathology business case is considered. This will have revenue
cost implications for health boards.

Digital developments including changes to e-referral forms and information flows for reporting to
ensure the proposed pathways for regional services are appropriately connected to health
board systems. These interdependencies are identified and worked through by digital experts
supporting the specification development and where changes are required to systems, these
are highlighted to the Directors of Digital Services through the regional portfolio governance
structure and support mechanisms.
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5 Options identification and appraisal

5.1 Potential scope of services

This section of the business case identifies the scope of the project in terms of the key service
requirements that should be considered in designing the future service model and developing
options. The case for purchase of the site identified the following services as being integral to the
creation of the Phase 1 elective diagnostic hub:

e Diagnostic Imaging Capacity — e Provision of a regional Endoscopy Academy for training
MRI, CT, Ultrasound and

End
potential X Ray * Endoscopy

These services constitute the core services required for delivery of a diagnostic hub on the LHP
site. In terms of deliverability, currently the Health Board, is involved in a procurement exercise to
appoint a partner for the delivery of the community diagnostic hub (CDH).

The proposal is that the partner will provide diagnostic services comprising both imaging and
endoscopy in the CDH. The ongoing procurement will appoint a partner to provide the services on
the LHP site with an option to create facilities on future sites. The CTMUHB CDH is the only one
proposed to include regional endoscopy services as well as accommodating an endoscopy
academy.

The current design combines capacity to meet the forecast level of demand when the centre opens
but with an opportunity to further expand to meet further growth or changes in health screening
requirements. The ability to easily absorb and accommodate demand increases gives LHP a
unique position of being future ready at the day of opening and the ability to respond quickly and
directly to ongoing service pressures.

5.2 CDH - Clinical service delivery options

In November 2022, prior to the full implementation of the Regional Diagnostics Programme a
clinical summit was held with representatives of the clinical body from each of the region’s health
boards. At this point there was agreement on the aims and objectives of the regional working,
which were subsequently built into the Project Initiation Document and approved by the Project and
Programme Board.

To achieve the stated aims of the business case, the options are required to ensure that:

e Delivery is more accessible to residents living in areas of socio-economic deprivation and able
to deliver to more than one health board population in the region.

e Developments deliver an increase in capacity.
e Developments will be founded on seeking sustainable solutions to demand backlogs.

To align with other programmes within the South East Wales Regional Portfolio, the criteria for
assessment used for the regional ophthalmology programme for the cataracts interim solution were
reviewed and expanded for use to assess the options for radiology service developments. The
criteria agreed for the option appraisal were:

o Strategic viability (does it fit with the local and regional plans?)
e Does this option meet the service demand requirements?
e Will this deliver sustainable diagnostic services?
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e Clinical viability (can the option deliver the procedures included in the service specification?)
e Operational viability (can this be operational within project timeframes?)
e Workforce viability: does this option:

+ Support sustainable workforce? + Deliver on national strategy?

+ Facilitate training? + Have implications for existing workforce?

o Estates viability (would this option facilitate the appropriate spaces, e.g. clinic rooms and
outpatients space?)

¢ Financial viability (are the revenue and capital costs reasonable?)
e Geographic suitability / accessibility.

Stage 1 of the consideration of options for regional collaboration was to develop and test a range
of potential models. The long list of model options for appraisal was developed in spring 2023 to
inform the Project Initiation Document and were reviewed by the Programme Board in a Position
Statement to the April 2023 Board. The outcome of this initial appraisal was that community
diagnostic hubs and changes to existing practices in collaboration were to be considered further.
There was recognition of the potential benefits of the CDH model based on the literature, as set out
in the Strategic Case.

During 2023, this long list has been reviewed collaboratively through the clinical and operational
leads group against an agreed set of criteria and subsequently tested by each health board prior to
consideration by project and programme boards.

Further consideration of appropriate service models have been undertaken by ABUHB as part of
the assessments which led to the development of a business justification case for a community
diagnostic hub, managed wholly in-house within the NHS (and enabled by the establishment of a
second MRI scanner at the Grange University Hospital), which is intended to be located within an
existing community services setting. The business justification case sits alongside the regional
business case for a managed service contract, with the intention that a community diagnostic hub
initiated in the ABUHB area would be geographically accessible to C&VUHB and CTMUHB
residents as per the agreed programme aims and principles.

The options considered by the regional Project Board are set out below.

Obtion 1 Do nothing - Health boards would continue to provide services as per current
P arrangements.

Different approach to the use of existing services in each health board, and work

Option 1a toward collaboration through shared processes. Health board expansion of internal

capacity and/or other forms of regional working.

Independent Community Diagnostic Hubs (CDH) — each health board operating

Option 2 their own CDH with no cross-border treatments.
, Regional Community Diagnostic Hubs — a minimum of one per health board,
Option 3 2 . .
delivering cross-border diagnostic treatment.
Option 4 A single Regional Radiology Diagnostic centre, located on one site, serving all

three health boards.
Option 5 Combined approach - Regional Diagnostic Centre/community diagnostic hubs.

Community Diagnostic Hub with Mobile Units — as option 3 but with mobile units

OPUON G Hitached to reach outlying communities through community diagnostic clinics.
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Assessment by the clinical and operational leads resulted in a short-list of model options for
consideration by the Project Board. The shortlist included three options:

e la — different approach to the use of existing services
e 3 — Community diagnostic hubs (CDH) with a minimum of one per health board area, and
e 6 — Community diagnostic hubs with the option of mobile units.

The Project Board considered these options formally on 23 January 2024 and confirmed the
acceptability of both Option 3 and Option 6 with the preferred option of development of a
community diagnostic hub model for the region, which may incorporate mobile units, as required.

Potential options for the CDH delivery model include the following, which have been tested on the
basis of timely delivery, financial delivery and through the site identification and appraisal:

e Repurposing existing estate in the community, staffed by NHS workforce.
e Repurposing existing estate in community, staffed by commercial provider.
e New build (capital), staffed by NHS workforce.

e New build (capital), staffed by commercial provider.

e Partnership with commercial provider (estate and workforce solution).

5.3 Site and infrastructure delivery options

The purpose of the Options Analysis is to identify and appraise the options for the delivery of
project and to recommend the option that is most likely to offer best value for money.

However, in this instance this section will not undertake a traditional options appraisal using the
business case framework, which is an approach that has been agreed with colleagues in the
Capital and Estates team in Welsh Government (WG).

The reasons for this centre on the fact that on purchase of the site a case for purchase was
prepared and resulted in approval of capital funds to enable the same. The funding was made on
the condition that CTMUHB collaborated with other NHS organisations to develop the site as part
of a regional approach to the delivery of services. Therefore, consideration of alternative site
options is not relevant.

The services included at this business case stage are the same as those included in the original
case for the purchase of the site, with some small changes to the numbers of the same, in line with
demand and capacity modelling provided in Section 3 of this case. In addition, after purchase,
regional partners were asked to nominate desired alternative or additional services to be included
at LHP; no changes or additions to the scope of services were requested or proposed at this time.

As a result, this section will not consider alternative options for service change with the scope and
scale having been proven in the sections above. In addition, following WG approvals, design work
has already progressed beyond the traditional stage for an OBC, with WG approval to proceed to
RIBA 3 given in December 2024. RIBA 3 has completed for Phase 1 and to maintain programme,
RIBA 4 works have also commenced.

The RIBA 2 design work was subject to scrutiny by Shared Services Specialist Estates and
considered only the preferred new build infrastructure option. Scrutiny on the RIBA 2 phase
closed on 18 December and approval to proceed to RIBA 3 was given on that date.

In addition to above funding, WG approval was granted to proceed with the demolition of the
existing buildings on 31 January 2025, with planning licence approval granted on 2 April 2025.
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These works have commenced under a separate contract to the main design works and are
programmed to complete by 16 September 2025. As a result, there is no scope to further consider
infrastructure and build options.

Finally, a main contractor for completion of the design phase was appointed on 28 March 2025.
This appointment was made after a lengthy tender process utilising the Crown Commercial
Services Framework under 2 lots to encourage bidders from both pure modular and other off site
construction backgrounds to develop the more beneficial construction solution for LHP.

The tender process demonstrated a modular form of MMC was preferred and WG approval to
enter into the design contract was received on 14 March 2025. As a result, the build methodology
has also been fully determined. Therefore, the economic appraisal in following sections will focus
on the delivery options for the CDH only in terms of the scope of the agreement with the third party
provider.

Llantrisant Health Park — Outline Business Case

69

69/135 174/811




6 Economic Appraisal

6.1

Introduction

The purpose of the economic appraisal is to evaluate the costs, benefits and risks of the shortlisted
options to identify the option that is most likely to offer best public value for money. In line with
current Welsh Government Better Business Case and HM Treasury Green Book project business
case guidance, this involves:

o Estimating the capital and revenue costs for each option.

o Undertaking an assessment of benefits and risks for each option, wherever possible quantifying

these in monetary-equivalent values.

e Using the DHSC’s Comprehensive Investment Appraisal (CIA) Model to prepare discounted
cash flows and estimate the Net Present Social Value (NPSV) and Benefit Cost Ratio (BCR) for

each option.

o Presenting the results, including sensitivity analysis, to determine the preferred option.

As per Section 5 above, for the purposes of this case, the scope of the do something options is all
the same (outlined in 5.3), with only how the service is delivered differing. As agreed, as part of the
Strategic Overview, there are no other scope options viable for consideration.

6.2

Summary of Phase 1 service delivery options

Whilst the decision has been made to appoint an independent service provider to deliver the model
in the CDH, there are options about the extent to which this can be delivered by the partner. As a
result, this has been the focus of a more detailed option appraisal with the key options being:

Table 16 - Phase 1 service delivery options summary

Components

Building

General Building
Equipment

Specific Service
Delivery Equipment —
First 10 Years after
completion of LHP

Specific Service
Delivery Equipment —
After 10 years

Service Delivery
(Staffing) — First 10
Years after completion
of LHP

Option 1 - Fully
outsourced managed
service contract

ISP Design and Build
(Costs captured
through revenue
costs)

ISP Design and Build
(Costs captured
through revenue
costs)

ISP provide and
maintain (Costs
captured through
revenue costs)

NHS Provide and
Maintain (WG Capital
Funding)

ISP Staffing

Option 2 (PWF) -
Traditional capital
build + ISP equip and

deliver services via
managed service
contract

NHS Design and
Build (WG Capital
Funding)

NHS Design and
Build (WG Capital
Funding)

ISP provide and
maintain (Costs
captured through
revenue costs)

NHS Provide and
Maintain (WG Capital
Funding)

ISP Staffing

Option 3 - Traditional
capital build and
equip + ISP deliver
services via
managed service
contract

NHS Design and
Build (WG Capital
Funding)

NHS Design and
Build (WG Capital
Funding)

NHS Provide and
Maintain (WG Capital
Funding)

NHS Provide and

Maintain (WG Capital
Funding)

ISP Staffing
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Option 4 - Traditional
capital build and
equip + NHS staffing
and service provision

NHS Design and
Build (WG Capital
Funding)

NHS Design and
Build (WG Capital
Funding)

NHS Provide and
Maintain (WG Capital
Funding)

NHS Provide and

Maintain (WG Capital
Funding)

NHS Staffing
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Components

Service Delivery
(Staffing) — After 10
Years

Lifecycle Costs — First
10 Years after
completion of LHP

Lifecycle Costs — After
10 years

6.3

Option 1 - Fully

outsourced managed
service contract

NHS Staffing

N/A

NHS (WG Capital
Funding) buys
building buy back at
net book value after
10 years.

Building Lifecycle
and equipment
replacement Costs

Capital costs

Option 2 (PWF) -
Traditional capital
build + ISP equip and
deliver services via
managed service
contract

NHS Staffing

Building Lifecycle
Costs

Building Lifecycle
and equipment
replacement Costs

Option 3 - Traditional
capital build and
equip + ISP deliver
services via
managed service
contract

NHS Staffing

Building Lifecycle
Costs

Building Lifecycle
and equipment
replacement Costs

Option 4 - Traditional
capital build and
equip + NHS staffing
and service provision

NHS Staffing

Building Lifecycle
Costs

Building Lifecycle
and equipment
replacement Costs

Capital costs for construction of phase 1 of the LHP have been estimated and prepared for the
Preferred Way Forward (Option 2) by the Health Board’'s Cost Advisors, Mott Macdonald using the
following assumptions:

o Agreed Schedules of Accommodation and RIBA 3b design. Agreed scope of Phase 1 to cover
the build of the CDH plus additional site wide infrastructure to facilitate later phases

o Proposed start on site 26 February 2026 and proposed construction completion date of July
2027 (though final commissioning continues until the end of October 2027).

e Works costs calculated using benchmarked rates suitable for South Wales (including
Healthcare Premises Cost Guide) @ BCIS TPI updated 20/08/2025

¢ Allowances for fees, equipment costs, planning contingency have been applied as appropriate.

¢ No allowance for optimism bias has been applied given the degree of certainty at this stage in
terms of maturity of design, knowledge of the site, and publicly declared political support for the
development. It is therefore superseded by the Costed Risk Register figure.

The capital costs for Options 3 and 4 are the same as Option 2, except for an adjustment made to
the equipment costs, to account for these options providing specific service delivery equipment.
This has a flow on effect to the Quantified Risk Contingency and VAT. The value of the equipment
has been estimated by the Health Board, with a full breakdown of the equipment and costs
provided in appendix 10 (CIA Model).

The resulting capital costs estimates are summarised in the table below and a copy of the detailed
capital cost form for Option 2 is provided in Appendix 8.
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Table 17 - Initial capital costs

Option 1 - Full Option 2 (PWF) - Option 3 - Traditional Option 4 -

Obtion 0 - P outsource?jl Traditional capital build | capital build and equip | Traditional capital

Element, £000 P BAU managed | T ISP equip and deliver | + ISP deliver services | build and equip +
service cont?act services via managed via managed service NHS staffing and

service contract contract service provision

Works Costs - - 58,058 58,058 58,058
Fees - - 14,463 14,463 14,463
Non-Works Costs - - 10,362 10,362 10,362
Equipment Costs - - 2,628 11,483 11,483

Quantified Risk

. - - 10,583 11,680 11,680
Contingency
Subtotal - - 96,094 106,046 106,046
VAT - - 13,895 15,666 15,666
Total capital costs (as
per capital cost forms) - - 109,989 121,712 121,712
Exclude sunk costs - - -15,123 -15,123 -15,123
Exclude Inflation
adjustment to rebase to - - -2,553 -2,553 -2,553
base year
Exclude VAT - - -13,895 -15,666 -15,666
Total capital costs (for i _ 78.417 88.369 88.369

Economic Case)

It should be noted that, in accordance with HM Treasury Green Book guidance, these costs have
been adjusted for the purposes of the economic appraisal as follows:

e Exclude sunk costs
e Exclude VAT
o Are restated at base year prices.

6.4 Lifecycle capital costs

Ongoing investment requirements reflect the whole life costs of replacing, refurbishing or
upgrading of assets over the lifetime of the appraisal period.

Building lifecycle costs across the appraisal period have been estimated for Options 1-4 using
lifecycle figures provided by the Health Board’s Cost Advisors, Mott Macdonald. It is also expected
that both general and specific service delivery equipment will be replaced every 10 years in every
“do something” option. Further refinement of lifecycle costs will be provided at FBC stage.

Further to this it is assumed in Option 1, at the end of the managed service contract the Health
Boards would have to buy back the building from the provider at the assumed net book value.

A breakdown of the current estimation of lifecycle costs across the whole appraisal period is
provided in the table below:
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Table 18 - Lifecycle Costs

Option 2 (PWF) - Option 3 - Traditional Option 4 -
Option 1 - Fully Traditional capital | capital build and equip Traditional capital
Lifecycle Costs. £2000 Option O - outsourced build + ISP equip and + ISP deliver services build and equip +
4 ’ BAU managed deliver services via via managed service NHS staffing and
service contract managed service contract service provision

contract
Building Buy Back Costs - 61,457 - - -
Building lifecycle Costs - 106,361 112,821 112,821 112,821
cquipment replacement - 57,413 57,413 57,413 57,413

Total lifecycle costs -

) ” - 225,232 170,234 170,234 170,234
Full appraisal period

6.5 Recurring revenue costs
6.5.1 Assumptions

Recurring revenue costs for the period of the managed service contract (10 years) for each option
has been estimated using the following assumptions:

Option 1 - Fully outsourced managed service contract

¢ No pay costs
e No non-pay costs

¢ Healthcare Services costs calculated by: 2025-26 Tariff price of scan/test with a 5% market
forces factor applied multiplied by amount of activity of relevant scan/test.

o Assumed additional rental costs for the endoscopy Skills Academy space which is estimated at
a daily rental cost of £6,000 based on indications from providers.

Option 2 - Traditional capital build + ISP equip and deliver services via managed
service contract

e No pay costs
¢ No non-pay costs

¢ Healthcare Services costs calculated by:

+ 2025-26 Tariff price of scan/test with a 5% market forces factor applied multiplied by amount
of activity of relevant scan/test.

+ Applying a 20% tariff discount due to the Health Boards providing the LHP land and building.

Option 3 - Traditional capital build and equip + ISP deliver services via managed
service contract

e Pay costs for site-based staffing (i.e. receptionists etc.)

¢ Non-pay costs for imaging, endoscopy and site-based elements, including supplies, utilities,
equipment maintenance etc.

o Healthcare Services costs calculated by: Assumed cost of managed services contracted
staffing.
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Option 4 - Traditional capital build and equip + NHS staffing and service provision

e Pay costs for cost of using NHS staff to provide the imaging and endoscopy.

e Non-pay costs for imaging, endoscopy and site based elements, including supplies, utilities,

equipment maintenance etc.
e No Healthcare Services costs

6.5.2

Recurring revenue costs summary

The annual impact on each option for the period of the managed service contract (10 years) is
summarised in the table overleaf. It is assumed that costs will be incurred from the start of 2027-28
for each option. More detailed calculations are provided in Appendix 9 and 10.

Table 19 - Annual revenue costs during managed service contract period (first 10 years post

implementation)

Option 1 - Fully
outsourced
managed service
contract

Option O -

Element, £°000 BAU

Pay Costs - -
Non-Pay Costs - -

Healthcare Services -

(cost of managed 9,341
service contract)

Rental Payment for

Endoscopy Skills - 2,190
Academy

Total annual revenue ) 11,531
costs

Incremental Impact on _ 11,531

Annual Revenue Costs

Option 2 (PWF) -
Traditional capital
build + ISP equip
and deliver services
via managed

Option 3 -
Traditional capital
build and equip +

ISP deliver services
via managed

Option 4 -
Traditional capital
build and equip +
NHS staffing and
service provision

service contract

7,473

7,473

7,473

service contract
324
3,313

3,780

7,417

7,417

2,788
2,587

5,376

5,376

After the end of the managed services contract, it is assumed that the service will come in house
and all options will have Option 4’s recurring revenue costs.

A breakdown of the annual revenue costs after the managed service contract period is outlined in

the table below:

Table 20 - Annual revenue costs post managed service contract period

Option 1 - Fully
outsourced
managed service
contract

Option O -

Element, £°000 BAU

Pay Costs - 2,788
Non-Pay Costs - 2,587
Total annual revenue } 5376
costs

Incremental Impact on _ 5376

Annual Revenue Costs
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Option 2 (PWF) -
Traditional capital
build + ISP equip
and deliver services

via managed service

contract
2,788
2,587

5,376

5,376

Option 3 -
Traditional capital
build and equip +

ISP deliver services

via managed service

contract
2,788
2,587

5,376

5,376

Option 4 -
Traditional capital
build and equip +
NHS staffing and
service provision

2,788
2,587

5,376

5,376
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It should be noted that, in accordance with HM Treasury Green Book guidance, these costs
exclude capital charges such as depreciation and therefore differ from the total figures in the
Finance Case.

6.6 Transitional costs after the end of managed service
contract period

It is expected that after the end of the managed service contract period for Option 1, due to it being
a complete handover, there would be 6 months of dual running costs while the inhouse service
ramps up, this would equate to c.£4.7m in 2037/38.

It is not expected that there would be any significant transitional costs in any of the other options.

6.7 Benefits analysis
6.7.1 Approach

As outlined in sections 5.2 and 5.3 of the Strategic Case, a systematic approach has been
undertaken to develop the benefits analysis, which involved establishing the benefits case and
identifying measurable benefits, and metrics.

Figure 14 - Benefits analysis approach

As part of the Economic Case, these benefits must be quantified to enable a robust value for
money analysis to be undertaken, using the following categories.
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Figure 15 - Benefits categories

An initial quantified benefits analysis has therefore been prepared based on the baseline and
benchmarking data that is available at this stage. Every effort has been made to quantify the
benefits for the OBC and, where possible, they have been stated in monetary equivalent values.
Further work will continue into the FBC stage to validate assumptions, collate missing data and
identify key baselines, as well as exploring benefits which have not yet been quantified.

6.7.2 Benefits assumptions

An overview of the main benefits that it is anticipated will be delivered as a result of the LHP, along
with the key assumptions used to quantify them, is provided in the table overleaf. Detailed
calculations are available in Appendix 6.
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Table 21 - Overview of LHP benefits

Creation of diagnostics centre

Additional scans
undertaken

Increased Imaging capacity

Additional tests
undertaken

Increased Endoscopy
capacity

Reduced Imaging waiting
times as a result of additional
capacity provided by the
diagnostics centre.

% of patients
waiting over 8
weeks for Imaging

Reduced Endoscopy waiting
times as a result of additional

% of patients
waiting over 8

capacity provided by the weeks for
diagnostics centre. Endoscopy

Release of elective No. of scans
diagnostic capacity at Acute | undertaken in SDEC
sites, which can be used for Wait time/Delays for
urgent and emergency care scan and or

patients/pathways. This
would lead to reduced
waiting times for urgent
scans and subsequent
reports.

reporting from scan
in SDEC/Acute
settings

N/A

N/A

47%

(CTMUHB % as of
January 2024.
Source: Strategic
Overview Case 2025)

64%

(Average for 3 UHBs
in August 2024.
Source: Regional
Endoscopy Plan
2025)

To be confirmed at
FBC

TBC (26,000 scans
provided at LHP by the
managed service)

11,330 additional
endoscopy tests at LHP
0%

(In line with NHS Wales
target wait times)

0%
(In line with NHS Wales
target wait times)

To be confirmed at FBC

Not
monetisable

Not
monetisable

Not
monetisable

Not
monetisable

Not
Monetisable
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To be confirmed exact extent but it is assumed a
portion of the imaging capacity will be a transfer of
current capacity, but the vast majority will be
additional capacity.

This helps with freeing up space in acute settings
for emergency care patients and pathways. (Likely
an additional benefit) — Could look at same day
emergency care no. of scans (delays over a week
for scans and reporting) Helps to focus on
emergency work.

The increased endoscopy capacity will be
additional to current levels.

Comparators

¢ NHS England’s planning guidance for 2024/25
requests that the percentage of patients waiting
6 weeks or more should be at most 5%.

e NHS Wales target is that the maximum wait for
access to specified diagnostic tests is 8 weeks.

The target improvements will be incorporated into
the managed service contract as KPI's meaning
there will be a high degree of certainty that the
improvement will be reached.

The additional capacity provided at LHP will free up
capacity at acute sites for urgent and emergency
patients requiring scans/tests. This will lead to more
prompt turnaround of scans and subsequent
reporting.

Measures included as potential ways to measure
this benefit, but quantification will be completed at
FBC stage.

77
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Supports greater compliance

with cancer pathways: By
providing earlier diagnosis
which will allow more
targeted interventions and
better monitoring.

Improved patient outcomes:
Earlier diagnosis of cancers
leading to more targeted
interventions and better
monitoring will contribute to
improved mortality rates

78/135

Single suspected
cancer pathway

(SCP) compliance:

62-day backlog

%age of patients
starting treatment
within 62 days

SCP compliance:
104-day backlog

Single suspected
cancer pathway

(SCP) compliance:

62-day backlog

%age of patients
starting treatment
within 62 days

58%
Equates to 444
patients waiting
longer than 62
days
(Source: CTMUHB)

130 patients
waiting longer than
104 days

(Based on a 2024-25

average Source:
CTMUHB.)

58%

Equates to 444
patients waiting
longer than 62
days

(Source: CTMUHB

80%
Equates to c.211 patients

waiting longer than 62
days

(In line with national
target)

39 patients waiting longer
than 104 days

(In line with CTMUHB Target
for March 2026)

80%

Equates to 211 patients
waiting longer than 62
days

(This equates to an assumed
16 QALYs p.a. based on 24
patients benefit from earlier
cancer diagnosis as result of
achievement of SCP
compliance 62-day backlog
targets)

Contributes to
SB1

Contributes to
SB1

£3.4m p.a.
after
confidence
rating applied
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National target of at least 80% of people starting
first definitive treatment for cancer within 62-days
as per NHS Wales planning framework 2025 to
2028, Annex 1: key delivery expectations (NHS
Wales planning framework 2025 to 2028 |
GOV.WALES)

The target improvements will be incorporated into
the managed service contract as KPI's meaning
there will be a high degree of certainty that the
improvement will be reached.

104-day backlog targets in line with CTMUHB
Target.

The target improvements will be incorporated into
the managed service contract as KPI's meaning
there will be a high degree of certainty that the
improvement will be reached.

Based on figures provided by Cancer Research UK
in written evidence to the UK parliament on 4
common types of cancer, the average 10-year
survival rate when diagnosed at the earliest stage
is 78% compared to 10% at the latest stage.

Percentage of suspected cancer referrals to cancer
diagnosis was 10% based on data from NHS
England Cancer Waiting Times Feb 2024-25

It is therefore assumed for the ¢.233 patients who
receive an earlier diagnostic test (due to -
achievement of SCP compliance 62-day backlog
targets outlined in UB1), 24 will receive a cancer
diagnosis.

As a result of the earlier diagnosis, those 24
patients will have increased their 10-year survival
rate by 68%.

Apply 1 QALY for 10 years to the increased survival
rate per patient.

QALY value of £70,000 as per HM Treasury Green
Book (uplifted to base year prices)
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Improved patient outcomes:
Earlier diagnosis of other
clinical issues (non-cancer
related) leading to more
targeted interventions and
better monitoring will
contribute to improved
quality of life for patients.

79/135

No of additional
Endoscopy tests
undertaken

N/A

11,330 additional
endoscopy tests at LHP

£5.2m after
confidence
rating applied

Llantrisant Health Park — Outline Business Case

A prudent 25% confidence rating is then applied
noting the significant increase in 10-year survival
rate that has been applied, and that it assumes that
by achieving the 62-day backlog target, those
patients will receive the diagnosis at the earliest
stage compared to the latest stage.

Increased number of endoscopy tests will lead to
an increase in the number of people with
hypertension being diagnosed. This diagnosis will
cause the patient to get treatment and
management of Hypertension. This will in turn lead
to a potential reduction in all-cause mortality by
13% of those diagnosed with hypertension.

The following assumptions have been used to
calculate a monetary value:

¢ Only focused on the increased number of
endoscopy tests (11,330) as these are all
additional.

e Prevalence of Hypertension in CTM’s catchment
area is 16.9% (See:
https://www.gov.wales/general-practice-disease-
reqisters-interactive-dashboard).

o Assume that the additional tests diagnose
patients with hypertension in line with
prevalence and that 50% of those patients
otherwise did not know they had it/was not
controlled

e l|tis noted that this is a large assumption, but
this is factored into a low confidence rating
(outlined below).

e No. of additional patients diagnosed with
hypertension per year = 957

e This leads to those patients undertaking
treatment and controlling it, which reduces the
risk of all-cause mortality by 13% (see:
https://www.england.nhs.uk/blog/under-control-
why-getting-to-grips-with-blood-pressure-is-a-
win-win-intervention-for-healthcare-systems/)

o Potential reduction in mortality per year is 124.
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Release of capacity at acute
sites to undertake Bowel
cancer screenings.

Reduced reliance on
external Diagnostics
capacity: Reduced
outsourcing, insourcing and
waiting list initiatives as a
result of additional capacity
provided by CDC

Assist with meeting ‘Straight
to Test’ guidance.

80/135

No. of Bowel
Cancer Screenings
undertaken at acute
sites

Expenditure on
Diagnostics
outsourcing,
insourcing and
waiting list initiatives

No. of direct
referrals from GPs
to Radiology

To be confirmed at
FBC

N/A

TBC

To be confirmed at FBC

N/A

TBC

To be
confirmed at
FBC
(potentially
monetisable)

Included in
BAU costs

TBC

Llantrisant Health Park — Outline Business Case

e Assume this results in 1 QALY for 10 additional
years per reduction in mortality.

QALY value of £70,000 as per HM Treasury Green
Book (uplifted to base year prices)

A prudent 5% confidence rating is then applied
noting there are significant assumptions within the
calculation including that a significant no. of
patients that are tested are not already aware they
have hypertension and that as a result of knowing
there will be a significant reduction in mortality that
does not take into account other factors.

To be confirmed at FBC

Included in the transfer of costs associated with
substitution of services at CTMUHB.

It should be noted that the LHP and the managed
service contract has been built/developed so that
additional capacity can be accommodated. This
would mean that if there was an increase in the
capacity required it could be managed without
having to rely on relatively more expensive and
shorter term outsourcing, insourcing and waiting list
initiatives.

Note FBC Actions include verify whether the other
UHBs can reduce costs / all 3 UHBs can reduce the
risk of these costs as a result of LHP.

LHP will increase the ability to have direct referrals
from GP to radiology will help meet the Straight to
Test guidance. This will also improve waiting list
cleanliness because it will help to ensure that the
lists only have the necessary patients who require
the service on them.
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Model of care transformation

Greater alignment with
GIRFT principles

GIRFT principles

Achievement of JAG JAG accreditation

accreditation

Provide more robust and in-
depth data and reporting to
Health Boards: the managed
service can provide more
robust and in-depth data to
the Health Boards which can
be used to better inform
decisions.

Providing regional
sustainability and capacity to
allow contingency at other
sites.

Provides opportunities for
future reconfiguration of
services at the 3 UHBs: The
move of diagnostic activity to
LHP will release regional
capacity, providing the UHBs
opportunities to consolidate
or reconfigure services for
future rationalisation

Supports other regional
initiatives: Delivery of a
successful regional model
provides an evidence-base
and acts as a potential
exemplar, providing a
catalyst for standardising
other suitable pathways or
centralising other suitable
services

81/135

Qualitative

Increase in the no.
of imaging and

endoscopy
scans/tests

Qualitative

Qualitative

To be confirmed at
FBC

To be confirmed at
FBC

N/A

N/A

N/A

N/A

To be confirmed at FBC Not

monetisable
Achieve JAG Not
accreditation (minimum monetisable
contract requirement)
N/A Not
Monetisable
26,000 imaging scans Not
provided at LHP by the monetisable
managed service and
11,330 additional
endoscopy tests at LHP
N/A Not
Monetisable
N/A Not
Monetisable

Llantrisant Health Park — Outline Business Case

N/A — Will help all of the other sites to align with
GIRFT principles.

N/A — Will help all of the other sites to reach JAG
accreditation.

Not possible to quantify in a meaningful way at this
stage

As a result of the increased capacity at LHP it will
provide regional sustainability and contingency at
other acute sites.

Not possible to quantify in a meaningful way at this
stage

Not possible to quantify in a meaningful way at this
stage
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Positive reputational impact
to UHBs from patients and
Welsh Government from
positive outcomes of the
initiative

Improving patient experience

Improved patient experience
as a result of reduced
waiting times, ease of
access and quality of care.

Ability to achieve better
utilisation as result of
confidence in level of
booking: Centralised elective
centre with co-location of
equipment and clinical rooms
making it a “one-stop” clinic
provides predictability of care
and planning.

Increased number of and
improved clinical pathways
developed and delivered at
LHP

Reduced health inequalities
Reduction in waiting times
and ease of access supports
equality of access
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Qualitative

Patient satisfaction
scores

Utilisation rate

Qualitative

Qualitative

N/A (not possible
to isolate existing
patient scores from
wider UHB)

To be confirmed at
FBC

N/A

N/A

95%

(Based on current targets)

To be confirmed at FBC

N/A

N/A

Not
Monetisable

Not
monetisable

Potentially
monetisable —
to be explored
at FBC

Llantrisant Health Park — Outline Business Case

It is assumed that the investment and service will
be delivered in a productive and beneficial manner
which will provide positive outcomes for patients,
staff and the organisations. This will lead to a
positive reputational impact from both patients and
Welsh Government.

N/A

Due to LHP being a centralised elective centre,
there would be more confidence in how many
elective scans will be utilised and hence how many
should be booked, leading to better utilisation. This
would be a benefit to both the Health Boards and
patients and would assist with reducing wating
times and throughput.

Due to LHP being a centralised elective centre and
a “one-stop” clinic, it will lend itself to developing
and delivering more and improved clinical
pathways. These pathways and improved ways of
working could be used as an exemplar and then
also be rolled out across the region.

Not possible to quantify in a meaningful way at this
stage
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Delivering a sustainable workforce

Develop a skilled and
sustainable endoscopy
workforce: The new Skills
Academy in partnership with
HEIW at LHP will train and
develop a skilled endoscopy
workforce that can provide
high quality endoscopy
service.

Improved recruitment and
retention across the region
due to the improved training
and development provided at
LHP as well as from reduced
pressure on acute sites as a
result of increased capacity
at LHP.

83/135

Qualitative

Qualitative

N/A

N/A

N/A Not
monetisable

N/A Not
monetisable

Llantrisant Health Park — Outline Business Case

The skills academy in partnership with HEIW will uUB18
provide training opportunities to help develop a

highly skilled and sustainable endoscopy

workforce, so that at the end of the managed

services contract LHP can be staffed adequately

and provide high quality endoscopy services.

The skills academy in partnership with HEIW will
provide improved access to consistent, high-quality
training programmes to ensure uniform
competencies among endoscopy practitioners. Due
to the network of regional training centres provided
by HEIW, best practices can also be shared across
the region. It will also encourage collaboration
among healthcare professionals to enhance team-
based care in endoscopy services

It should be noted that currently there are
endoscopy workforce challenges including risk that
a significant portion of the workforce may retire in
the short to medium term, meaning that
development of staff to replace them is of a high
priority.

Although it is assumed that should there be the
opportunity for the transfer of some staff into
opportunities at LHP after the end of the managed
service contract this would be incidental. The main
goal and benefit would be in partnership with HEIW
to develop an endoscopy workforce during the
period of the managed services contract that would
be able to manage the service at the end.

It is expected that as a result of the improved uB19
opportunities for training and development at LHP

that would be available for endoscopy workforce

across the region, this will lead to improved

recruitment and retention across the region (from

opening).

It is also expected staff at Acute sites will have
reduced pressure on them from the increased
capacity at LHP, which will lead to staff being able
to provide timelier service to patients at those acute
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Opportunities to share best Qualitative
workforce practices across

the region

Providing a sustainable estate

Modern fit for purpose WHBNs
compliant facility that aligns HTNs
with current guidance and
provides more robust,
resilient and sustainable
facilities

BREEAM rating

Enhanced facilities

Number of local
direct full time
equivalent (FTE)
employees hired or
retained.

Community Benefits (Social
Value provided by the
contractor))

Number of weeks of
apprenticeships
provided to local
staff.

Equipment or
resources donated
to local third sector
and civil society
organisations

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Complies with relevant
WHBNSs and HTNs

BREEAM rated as
excellent

Enhanced facilities

enhanced provisions (i.e.

2 oxygen tanks, N+N
generator etc.)

10 FTE

250 weeks

£25,000 donated

84/135

Not
monetisable

Not
monetisable

Not
monetisable

Not
monetisable

Not
monetisable

Not
monetisable

Potentially
monetisable

Llantrisant Health Park — Outline Business Case

sites, which in turn should lead to less
complaints/concerns and a better place to work,
contributing to improved recruitment and retention.

It is also expected that after the end of the
managed service contract, there will be significant
and desirable new opportunities for colleagues to
continue providing the service at LHP.

Learnings around more efficient ways of workings
can be taken from the managed diagnostics
service. This will lead to optimised workforce
planning and a team that can operate in a more
agile way is expected to result in productivity
improvements and rota efficiencies

N/A

N/A

N/A

Target as per Social Value information provided as
part of the Tender documents by MTX.

Target as per Social Value information provided as
part of the Tender documents by MTX.

Target as per Social Value information provided as
part of the Tender documents by MTX.
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Directly funded 250 Hours of volunteering Target as per Social Value information provided as  UB24 (d
number of hours time monehsable part of the Tender documents by MTX.

volunteering time

provided to support

local community

projects.
Direct support and N/A £25,000 Potentially Target as per Social Value information provided as = UB24 (e)
investment provided monetisable part of the Tender documents by MTX.

for people to learn

and use Welsh (e.g.
interactions and Allocate £25,000 to support the Welsh language on

signage). a construction project by offering free Welsh
lessons for workers, tailored to industry vocabulary
(£12k). Introduce bilingual site signage, safety
instructions, and manuals (£7k). Host community
engagement events, such as guided tours and
Welsh-themed workshops, in partnership with local
schools or organizations (£5k). Celebrate Welsh
culture onsite with events and competitions like St.
David’'s Day (£1.5k). Leave a legacy with bilingual
plaques or contributions to local Welsh programs
(£1.5k). Partner with Mentrau laith or Learn Welsh
Cymru for effective delivery and long-term impact,
promoting Welsh language use onsite and beyond.

Total amount (£) N/A £20,000,000 spent locally =~ Not Target as per Social Value information provided as = UB24 (f)
spent in the local Monetisable part of the Tender documents by MTX.
supply chain.

Potential social value generated by value spent
locally = £20,000,000%1.76 (Local Multiplier) =
£35,200,000. Note will not be included as a
monetisable value in the CIA Model.

Reduced waste and single Waste and single TBC at FBC TBC at FBC TBC at FBC TBC at FBC (however examples include the Gloves = UB25
use products: Contribute to use products usage off initiative)

CTMUHB environmentally

sustainable goals by

reducing waste and single

use products

Llantrisant Health Park — Outline Business Case
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Improved recycling:
Contribute to CTMUHB
environmentally sustainable
goals by improved recycling
and finding alternative ways
of disposing of waste

Contribute to
decarbonisation targets (Net
Carbon Zero) with energy
efficiency: Providing an
energy efficient building
which optimises energy
consumption and associated
CO2e

Preservation of biodiversity
and wetland area due to
choice and design of site.

Enables and provides
meaningful and adequate
spaces for future phases of
work that are planned

Provides opportunity for
future expansion: As a result
of the choice of site and
design, it allows for
expansion to capacity in
current services as well as
development of future
services

86/135

Recycling rates

Energy consumption
CO2e

Qualitative

Qualitative

TBC at FBC

No baseline
available as new
facility

N/A

N/A

TBC at FBC TBC at FBC
TBC at FBC TBC at FBC
N/A Not
monetisable
N/A Not
monetisable

Llantrisant Health Park — Outline Business Case

TBC at FBC

TBC at FBC

As a result of the choice of site for the development
and that is recycling a previously developed
industrial site instead of a greenfield site, there is
preservation of biodiversity in the region. The
choice of design and ensuring it stays within the
already developed portions of the site, the wetland
area is preserved and protected from all
development in line with Local Council’s
recommendations.

Not possible to quantify in a meaningful way at this
stage

Not possible to quantify in a meaningful way at this
stage

Existing design allows for future increase in
capacity (i.e. has design has factored in space for
further equipment and rooms to accommodate
providing additional capacity in the future)
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6.7.3

Monetisable benefits analysis

While work continues to validate assumptions and explore benefits that it has not yet been possible
to quantify, initial analysis has identified circa £8.6m of monetisable benefits per year, as
summarised in the table below.

Table 22 - Monetisable benefits values after confidence rating (when benefits are fully realised)

Element

Cash releasing benefits

Non-cash releasing benefits

Societal benefits

Total annual recurring benefits values

Option 0 — BAU £°000

0

0
0 8,619
0

All “Do Something” Options £°000

0
0

8,619

These figures can be considered risk-adjusted since, as outlined in Table 22 above, relatively
prudent confidence ratings have been applied to them to reflect the degree of uncertainty at this
stage in the process. Further work will be undertaken at FBC to firm up these assumptions and
reduce the level of uncertainty.

6.7.4

Unmonetisable benefits analysis

In addition to the monetisable benefits there are several benefits which it is not possible to
monetise at this stage, either because they cannot be meaningful quantified or because they
cannot be stated in monetary terms. A summary is provided below.

Table 23 - Unmonetisable benefits analysis

Description ODSZTJO " | All “Do Something” Options

Ref

UB1 (a)
UB1 (b)

UB2 (a)

UB2 (b)

UB3

uB4/5

UB6

uB7/8

uB9

uB10

Increased Imaging capacity -
Increased Endoscopy capacity -

Reduced Imaging waiting times -

Reduced Endoscopy waiting times -

Release of elective diagnostic
capacity at Acute sites, which can
be used for urgent and emergency
care patients/pathways.

Supports greater compliance with
cancer pathways

Assist with meeting ‘Straight to
Test’ guidance.

Greater alignment with GIRFT
principles and achievement of -
JAG compliance

Provide more robust and in-depth
data and reporting to Health -
Boards

Providing regional sustainability
and capacity to allow contingency -
at other sites.

TBC (26,000 scans provided at LHP by the managed
service)

11,330 additional endoscopy tests at LHP

Percentage patient wait times for imaging of greater than
8 weeks will reduce from 47% to 0% for CTMUHB

Percentage of patient wait times for endoscopy of
greater than 8 weeks will reduce from 64% to 0% across
the 3 Health Boards

To be confirmed at FBC

SCP Compliance = 75%
62-day backlog = 279 patients
104-day backlog = 39 patients

To be confirmed at FBC

Achieve JAG accreditation (minimum contract
requirement)

Qualitative

26,000 imaging scans provided at LHP by the managed
service and 11,330 additional endoscopy tests at LHP

Llantrisant Health Park — Outline Business Case
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Ref

uB11

uB12

uB13

uB14

uB15

uB16

uB17

uB18

uB19

uB20

uB21-23

uB24

uB25

UB26

uB27

uB28

Description OngTJO " | All “Do Something” Options

Provides opportunities for the
future reconfiguration of services -
at the three Health Boards

Supports the future of other
regional initiatives

Positive reputational impact to the
Health Boards from patients and
Welsh Government from positive
outcomes of the initiative

Improved patient experience -

Ability to achieve better utilisation
as result of confidence in level of -
booking

Increased number of and
improved clinical pathways -
developed and delivered at LHP

Reduced health inequalities -

Develop a skilled and sustainable
endoscopy workforce

Improved recruitment and

retention across the region due to

the improved training and

development provided at LHP as -
well as from reduced pressure on

acute sites as a result of

increased capacity at LHP.

Opportunities to share best
workforce practices across the -
region

Modern fit for purpose compliant
facility

Community Benefits (Social Value
provided by the contractor))

Reduced waste and single use
products

Improved recycling -

Contribute to decarbonisation
targets (Net Carbon Zero) with -
energy efficiency

Preservation of biodiversity and
wetland area due to choice and -
design of site.

Qualitative

Qualitative

Qualitative

95% patient satisfaction

To be confirmed at FBC

Qualitative

Qualitative

Qualitative

To be confirmed at FBC

Qualitative

Complies with WHBN/HTMs

BREEAM rated as excellent

Enhanced facilities with enhanced provisions (i.e. 2
oxygen tanks, N+N generator etc.)

10 local direct full time equivalent (FTE) employees hired
or retained.

250 weeks of apprenticeships provided to local staff.

£25,000 worth of equipment or resources donated to
local third sector and civil society organisations

250 Hours of volunteering time provided to support local
community projects.

£25,000 direct support and investment provided for
people to learn and use Welsh (e.g. interactions and
signage).

£20,000,000 spent in the local supply chain.

To be confirmed at FBC

To be confirmed at FBC

To be confirmed at FBC

Qualitative

Llantrisant Health Park — Outline Business Case
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Ref Description OpgzrllJO " | All “Do Something” Options

Enables and provides meaningful
UB29 and adequate spaces for future - Qualitative
phases of work that are planned

Provides opportunity for future
expansion: As a result of the

UB30 choice of S.Ite and deS|gn,.|t allows ) Qualitative
for expansion to capacity in

current services as well as
development of future services

6.8 Risk analysis

The risks for each option have been assessed and, as far as possible, quantified and expressed in
monetary equivalent terms, including:

e Quantified risk in relation to planning contingency included in capital cost forms
e Key project risks which have not been accounted for within capital costs.

Key project risks have been identified which are not already accounted for within capital costs and
these include the following:

e Funding Risk - Unable to secure sufficient capital funding to deliver the project: There is
a risk that due to the significant amount of initial capital funding required to deliver the project it
may take time to secure this funding which could lead to delays in the programme while
alternative routes are explored.

e Funding Risk - Unable to secure sufficient revenue funding to deliver the project: There is
a risk that due to the significant amount of ongoing revenue funding required to deliver the
project it may take time to secure this funding which could lead to delays in the programme
while alternative routes are explored.

e Implementation Risk — Increased procurement timescales lead to delays: There is a risk
that the procurement timescales are longer than expected leading to delays in implementation
of the project and resulting in the programme having to be extended.

e OQutsourcing Risk —Unable to secure a partner to provide the service: There is a risk that
due to the ISP having to provide the new LHP and to a much lesser extent provide the service
that it would be difficult to find a provider that is willing to partner on the project. This could lead
to delays in the programme while alternative routes are explored.

e Workforce Risks — Recruitment and Retention (short term): There is a risk that in the option
where the service would be provided by NHS staff, that it would be difficult to recruit sufficient
substantive staff in the short term, which could lead to a reliance on unplanned, expensive
temporary and locum staff leading to increased staffing costs.

o Workforce Risks — Recruitment and Retention (long term): There is a risk that after the end
of the ISP contract period that it would be difficult to recruit sufficient substantive staff, which
could lead to a reliance on unplanned, expensive temporary and locum staff leading to
increased staffing costs. It should be noted that this risk is significantly mitigated in the options
where an ISP provides the service in the short term as that will have given the Health Boards an
opportunity to train staff and share learnings ready for the service to be provided by NHS staff.

e Outsourcing Risk — Increased Handover Costs: There is a risk that after the end of the ISP
contract period, for the fully outsourced option, when the Health Boards purchase the building
back from the ISP, the cost of this has been understated, leading to an increased handover
payment.

Llantrisant Health Park — Outline Business Case
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e Outsourcing Risk — The building that would be provided by the ISP doesn’t meet the
health Boards’ requirements: There is a risk that the ISP owned building that is handed over
to the Health Boards after the end of the ISP contract period does not fully meet the Health
Boards requirements due to the Health Boards having less control at design stage. This could
lead to increased lifecycle costs for the building.

These risks have been quantified by calculating an ‘expected value’. This provides a single value
for the expected impact of all risks. It is calculated by multiplying the likelihood of the risk occurring
(probability) by the cost of addressing the risk (impact) and summing the results for all risks and
outcomes.

Figure 16 - Risk quantification approach using single-point probability analysis

The assumptions included to assess the impact and probability of these risks are outlined in the table

below.

Llantrisant Health Park — Outline Business Case
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Table 24 - Risk assumptions

Option 1 - Fully outsourced

Element managed service contract

Option 0 - BAU

K1 — Funding Risk: Capital Funding
Risk
Consequence

Impact per year

Probability
Timescales
Total Risk Value £°000

Does Not Apply Does Not Apply

Option 2 (PWF) - Traditional
capital build + ISP equip and

deliver services via managed

service contract

Unable to secure sufficient capital funding to deliver the project
Programme extended to allow time to explore alternative routes

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

5%
Year 0
1,040

Option 3 - Traditional capital
build and equip + ISP deliver
services via managed
service contract

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

10%
Year 0
2,080

Option 4 - Traditional capital
build and equip + NHS
staffing and service
provision

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

10%
Year O
2,080

K2 — Funding Risk: Revenue Funding
Risk
Consequence

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

Impact per year

Probability 30%
Timescales Year 0
Total Risk Value £000 Does Not Apply 6,240

Unable to secure sufficient revenue funding to deliver the project
Programme extended to allow time to explore alternative routes

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

10%
Year 0
2,080

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

10%
Year 0
2,080

Assume a 12-month extension
at a run rate of £400k per
week, which equals £20.8m

10%
Year O
2,080

K3 — Implementation Risk: Delays from increased procurement timescales
Risk
Consequence Programme extended

Assume a 12-month extension

Impact per year of £400k per week, which

equals £20.8m
Probability 75%
Timescales Year 0
Total Risk Value £’000 Does Not Apply 15,600

to the programme at a run rate

Implementation is delayed due to increased procurement timescales

Does not Apply

Assume a 12-month extension
to the programme at a run rate
of £400k per week, which
equals £20.8m

15%
Year 0
3,120

Assume a 12-month extension
to the programme at a run rate
of £400k per week, which
equals £20.8m

15%
Year O
3,120

Llantrisant Health Park — Outline Business Case
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Option 2 (PWF) - Traditional

capital build + ISP equip and

deliver services via managed
service contract

Option 1 - Fully outsourced

Element managed service contract

Option 0 - BAU

K4 — Outsourcing Risk: Unable to Secure Partner
Risk
Consequence

Unable to secure partner to provide the service
Programme extended to allow time to explore alternative routes

Assume a 12-month extension
to the programme at a run rate
of £400k per week, which

Assume a 12-month extension
to the programme at a run rate

Impact per year of £400k per week, which

equals £20.8m equals £20.8m
Probability 75% 2.5%
Timescales Year 0 Year O
Total Risk Value £000 Does Not Apply 15,600 520

Option 3 - Traditional capital
build and equip + ISP deliver
services via managed
service contract

Assume a 12-month extension
to the programme at a run rate
of £400k per week, which
equals £20.8m

5%
Year 0
1,040

Option 4 - Traditional capital
build and equip + NHS
staffing and service
provision

Does Not Apply

K5 — Workforce Risk: Recruitment and Retention (short term)
Risk

Consequence

Unable to recruit sufficient staff to enable delivery of the model in the short term
Reliance on unplanned outsourcing of services leading to increased costs

Impact per year

Probability
Timescales

Total Risk Value £000 Does Not Apply Does Not Apply Does Not Apply

Does Not Apply

Assume unplanned
outsourcing is equal to cost of
outsourcing the service in
Option 1 (£4m p.a.)

75%
Years 2 - 11
29,740

K6 - Workforce Risk: Recruitment and Retention (long term)
Risk

Consequence

Unable to recruit sufficient staff to enable delivery of the model in the long term
Reliance on unplanned outsourcing of services leading to increased costs

Assume unplanned
outsourcing is equal to cost of
outsourcing the service in
Option 1 (£4m p.a.)

Assume unplanned
outsourcing is equal to cost of
outsourcing the service in
Option 1 (£4m p.a.)

Impact per year

Probability 2.5% 2.5%
Timescales Years 12 - 62 Years 12 - 62
Total Risk Value £’000 Does Not Apply 5,056 5,056

Assume unplanned
outsourcing is equal to cost of
outsourcing the service in
Option 1 (£4m p.a.)

2.5%
Years 12 - 62
5,056

Assume unplanned
outsourcing is equal to cost of
outsourcing the service in
Option 1 (£4m p.a.)

5%
Years 12 - 62
10,112
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Option 2 (PWF) - Traditional | Option 3 - Traditional capital | Option 4 - Traditional capital
Option 1 - Fully outsourced capital build + ISP equip and | build and equip + ISP deliver | build and equip + NHS

Element Oppiiein & - SR managed service contract deliver services via managed | services via managed staffing and service

service contract service contract provision

K7 - Outsourcing Risk: Increased Handover Costs
Risk For the fully outsourced option, risk that costs for the handover of ISP owned building at end of the contract is understated
Consequence Increased handover payment at end of contract

25% increase on current

Impact per year assumed Handover Cost

Probability 25%
Timescales Year 12
Total Risk Value £000 Does Not Apply 15,364 Does Not Apply Does Not Apply Does Not Apply

K8 — Outsourcing Risk: Building Provided by ISP Doesn’t Meet HB Requirements
For the fully outsourced option, risk that handover of ISP owned building at end of the contract does not fully meet HB requirements due to less control

Risk at design stage

Consequence Increased lifecycle costs

Impact per year Lifecycle Costs are doubled

Probability 10%

Timescales Years 12 - 62

Total Risk Value £000 Does Not Apply 9,870 Does Not Apply Does Not Apply Does Not Apply
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6.9 Economic appraisal

The Comprehensive Investment Appraisal (CIA) model has been populated with the assumptions
outlined above to support the appraisal of overall value for money by producing a cost-benefit
analysis of the shortlisted options.

The assumptions above have been incorporated into a discounted cash flow for each of the costs,
benefits and risks are calculated over a 63-year appraisal period including Year 0 (base year) + 19
months construction/commissioning + 60 years estimated useful life.

e Year 0is 2025/26

e Costs and benefits use real base year prices — all costs are expressed at 2025/26 prices in line
with the baseline costs.

The following costs are excluded from the economic appraisal:

o Exchequer transfer payments, such as VAT ¢ Non-cash items such as depreciation and

e General inflation impairments

e Adiscount rate of 3.5% is applied to years

Sunk costs
* S 1-30, 3.0% from year 31 onwards.

The economic summary is provided in the table below and a copy of the CIA model is provided in
Appendix 10.

Table 25 - Economic summary

Option 1 -
: Fully
Option O - outsourced

Option 3 - Option 4 -
Traditional capital Traditional capital
. ) build and equip + ISP build and equip +
BAU managed * ISP.eqU|p'and eshEr deliver services via NHS staffing and
4 services via managed . . o
service ) managed service service provision
service contract
contract contract

Option 2 (PWF) -
Traditional capital build
Element

Capital expenditure
including contingency 0 -98,417 -137,538 -146,828 -146,828
(discounted)

Revenue expenditure
(discounted)

Operational Risks 0 -59,101 -5,291 -9,971 -34,480
Risk-adjusted

0 -180,472 -145,534 -145,498 -129,422

Present Cost 0 -337,989 -288,363 -302,298 -310,729
Cash releasing

benefits (discounted) 0 0 0 0 0
Non-cash releasing

benefits (discounted) 0 0 0 0 0
SQC|etaI Benefits 0 327217 327.217 327,217 327217
(discounted)

Total Benefits 0 327,217 327,217 327,217 327,217

Discounted Net
Present Social 0 -10,772 38,855 24,920 16,488
Value (NPSV)

Incremental costs -

0 -337,989 -288,363 -302,298 -310,729
total

Incremental benefits -

0 327,217 327,217 327,217 327,217
total
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Option 1 -
: Fully
Option O - outsourced

Option 3 - Option 4 -
Traditional capital Traditional capital
build and equip + ISP build and equip +
BAU managed deliver services via NHS staffing and
service service contract managed service service provision

contract contract

Option 2 (PWF) -
Traditional capital build
+ ISP equip and deliver

services via managed

Element

Risk-adjusted
Incremental Net
Present Social
Value (NPSV)

0 -10,772 38,855 24,920 16,488

Option 2, which entails a traditional capital build of Phase 1 of the LHP (the Community
Diagnostics Hub portion), with an ISP providing the service provision equipment and delivering the
service via a managed service contract for the first 10 years before the service becomes inhouse
and run by the Health Boards, provides the best value for money of the options. This option would
deliver an incremental Net Present Social Value (NPSV) of £38.9m when compared to the
Business as Usual (BAU) position and a Benefit Cost Ratio (BCR) of 1.13. This means that £1.13
of incremental benefit is delivered for every £1.00 of incremental whole life cost, which suggests
LHP will deliver value for money.

Option 2 offers the best value for money primarily due to it bringing the least operational risk when
compared to the other options, while also providing all the same quantifiable benefits as the other
options. This option also provides all the outlined non-monetisable benefits, including the ability to
develop a robust, skilled and sustainable endoscopy workforce.

It should be noted that this is based on an initial assessment of benefits and risks with further work
being required to fully quantify several of the benefits and risks of each option as the scheme
progresses to Full Business Case (FBC) stage. Where benefits have been quantified, values have
been estimated based on current assumptions as outlined in section 7.6 of this case. Given further
work is required at FBC to validate and refine these assumptions, a relatively low confidence rating
has been attached to the majority of these to ensure a prudent approach is taken to claiming
benefits until a more detailed analysis can be undertaken. It is therefore reasonable to assume that
at FBC stage, the BCRis likely to increase and further strengthen the value for money case.

Option 3, which involves a Traditional Capital Build for LHP Phase 1 with the specific service
provision equipment being supplied by Welsh Government/Health Boards, while the diagnostics
service is provided by an ISP through a managed service contract for the initial period, has the
next best value for money of the options. It has a slightly lower BCR (1.08) and NPSV (£24.9m)
largely because it provides the same benefits as Option 2 but has a higher initial capital outlay from
the Health Boards having to provide the specific service provision equipment and having slightly
higher level of risk attributed to it.

Option 4, which entails a Traditional Capital Build for LHP Phase 1 and the whole diagnostics
service being provided by the Health Boards, offers the next best value for money, with a BCR of
1.05 and an NPSV of £16.5m. There are significant risks around this option including that there
would be difficulty recruiting sufficient NHS diagnostics staff to deliver the service in the first 10
years, which could lead to a poorer service being provided, expensive temporary and locum staff
having to be used, or poorer service occurring across the region, as staff in those areas are re-
located to LHP. It should be noted that a key benefit of using a managed service contract for the
initial period is to develop a diagnostic workforce capable of providing the service during that
period, which would not be available in this option.
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Option 1, which entails both the construction of Phase 1 of LHP and the diagnostics service being
fully outsourced to an ISP, delivers the lowest BCR (0.97) and would result in a Net Present Cost
of £10.8m. This is because there are significantly higher revenue impacts in this option; it is still
expected that the Health Boards would have to purchase the LHP back from the ISP at the end of
the managed service contract at, at least the Net Book Value and that there are significant risks
attached to this option including finding an ISP that would be willing to design and construct the
LHP which would lead to significant delays to the programme.

6.10 Sensitivity analysis

The results of the economic appraisal above have been subject to a sensitivity analysis to examine
the impact of potential movements in capital and revenue costs.

The first part of this involves undertaking a switching values analysis to test the robustness of the
ranking of options. This is applied to areas of material cash flows to identify the extent that costs
and benefits of each of the alternative options must change for the BCR to reflect that of the
highest-ranking option (excluding BAU). This analysis is outlined in the table below:

Table 26 - Sensitivity switching analysis (BCR)

Option 3 - Traditional Option 4 - Traditional
capital build and equip + capital build and equip +

Option 1 - Fully
outsourced managed

. ISP deliver services via NHS staffing and service
service contract

managed service contract provision

Increase in bgneflts to equal 17.2% 4.8% 7.8%
preferred option

Decrease in capital costs to equal -50.4% 9.5% -15.29
preferred option e =R e
Decrease in revenue costs to equal ) o 9 RO } o
preferred option 27.5% 9.6% 17.3%
Decrease in quantitative risks to ) o _ 0 } 0
equal preferred option 84.0% 139.8% 64.9%
Decrease in total costs to equal 14.7% 4.6% 7.2%

preferred option

This demonstrates that in order to change the ranking of the options:

e Option 3 would need to improve its current benefits by 4.8% (£15.8m) or otherwise reduce
capital costs by 9.5% or revenue costs by 9.6% (£13.9m) to rank equal to Option 2.

e Option 4 would need to improve its current benefits by 7.8% (£25.4m) or otherwise reduce
capital costs by 15.1%, revenue costs by 17.3% or quantified risk by 64.9% (£22.4m) to rank
equal to Option 2.

e Option 1 would need to improve its current benefits by 17.2% (£56.3m) or otherwise reduce
capital costs by 50.4%, revenue costs by 27.5% or quantified risk by 84.0% (£49.6m) to rank
equal to Option 2.

This suggests that Options 3’s rankings are relatively sensitive to benefit or cost assumptions,
however noting that this option and the preferred option have the same benefits and relatively
similar cost assumptions it is likely that any change in benefits and costs would be similar in both
Option 3 and the preferred option. As such it is unlikely that this option could overtake Option 2 as
the preferred option.
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This suggests that Options 1 and 4’s rankings are not particularly sensitive to benefit or cost
assumptions and so it is unlikely that these options would overtake Option 2 as the preferred

option.

Additionally, to the switching analysis, alternative scenarios have been calculated to consider how
the value for money of the options may be affected by future uncertainty as outlined in the table

below.

Table 27 - Sensitivity analysis scenarios

Option 2 (PWF) -
Traditional capital
build + ISP equip
and deliver
services via
managed service
contract

1.13

Scenario

Original Results (BCR)

1.Initial Capital costs increase
by 20%

2. Revenue costs in Options 2
and 3 are 10% higher due to
the tariff discount for land and
building in options 2 and 3 not
being as large as estimated

1.08

1.08

3. Building Buy Back value in
Option 1 is 20% lower than
expected

4a. Improved patient
outcomes (cancer related) as
a result of shorter diagnostics
waiting times confidence
rating decreased from 25% to
12.5%

4b Improved patient outcomes
(cancer related) as a result of
shorter diagnostics waiting
times confidence rating
increased from 25% to 50%

0.92

1.57

5a. Improved patient
outcomes (non-cancer related)
as a result of shorter
diagnostics waiting times
confidence rating decreased
from 25% to 12.5%

5b Improved patient outcomes
(non-cancer related) as a
result of shorter diagnostics
waiting times confidence
rating increased from 25% to
50%

6. Costed Risks are
overstated by 20%

0.80

1.81

Option 3 -
Traditional capital
build and equip +

ISP deliver

services via
managed service

contract

1.08

Option 4 -
Traditional capital
build and equip +
NHS staffing and
service provision

Option 1 - Fully
outsourced
managed service
contract

0.97 1.05

0.97 1.03 1.00

0.92 1.03 1.01

0.99 1.08 1.05

0.78 0.87 0.85

1.34 1.50 1.46

0.68 0.76 0.74

1.55 1.73 1.68

1.00 1.09 1.08
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In summary:

e Scenario 1: Even if initial capital costs were to increase by 20% (c.£14m excluding VAT), this
would have minimal impact on the BCR of all options, and the preferred option would still deliver
a positive NPSV.

e Scenario 2: A 10% increase in revenue costs in Options 2 and 3 (c. £5638-747k p.a. increase in
the preferred option) would have minimal impact on the BCR of Options 2 and 3, and the
preferred option would still deliver a positive NPSV.

e Scenario 3: if the Building Buy Back value in Option 1 is 20% lower than expected Option 1’s
BCR would increase however it would not overtake Option 2 as the preferred option.

e Scenario 4: The benefit associated with improved patient outcomes as a result of reduced
Diagnostics waiting times for patients with a suspected cancer appears to have a significant
impact on the value for money indicators for all options. For instance, if the confidence rating
was reduced from 25% to 12.5% this would reduce the BCR for the preferred option from 1.13
to 0.92, while increasing it to 50% would improve the BCR to 1.57. While this suggests value for
money is relatively sensitive to changes in the confidence rating applied to this benefit, it should
be noted that there is still some work to be done at FBC stage to quantify more of the benefits,
as well as firming up the level of certainty in those already quantified, which would likely mitigate
this.

e Scenario 5: The benefit associated with improved patient outcomes as a result of reduced
Diagnostics waiting times for patients with non-cancer related health issues also appear to have
a significant impact on the value for money indicators for all options. For instance, if the
confidence rating was reduced from 25% to 12.5% this would reduce the BCR for the preferred
option from 1.13 to 0.80, while increasing it to 50% would improve the BCR to 1.81. While this
suggests value for money is relatively sensitive to changes in the confidence rating applied to
this benefit, it should be noted that there is still some work to be done at FBC stage to quantify
more of the benefits, as well as firming up the level of certainty in those already quantified,
which would likely mitigate this.

e Scenario 6: if the costed risks in each of the options was overstated by 20%, this would have
minimal impact on each of the options BCRs and it would have no effect on the rankings.

The results of the scenario analysis show that the BCR is relatively sensitive to some changes in
assumptions, specifically the confidence rating applied to patient outcomes associated with
reducing diagnostic waiting times. However, it is believed that as the project progresses to FBC
and assumptions can be firmed up, it will be possible to monetise further benefits and increase the
confidence rating applied to those already quantified. This would likely increase the BCR overall.

6.11  Preferred option

The results of the economic appraisal demonstrate that the preferred way forward offers value for
public money.

Option 2, which utilises a traditional capital for the build of phase 1 of the LHP (the Community
Diagnostics Hub portion), with an ISP providing the service provision equipment and delivering the
service via a managed service contract for the first 10 years before the service becomes inhouse
and run by the Health Boards, will require capital investment of £109.1m and ongoing revenue
costs of £7.5m (excluding depreciation) for the initial 10 year period of the managed services
contract, reducing to £5.4m after the end of the contract. Based on estimated costs and benefits, it
is anticipated that this option will deliver an incremental Net Present Social Value (NPSV) of
£38.9m and a Benefit Cost Ratio (BCR) of 1.13.
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This represents £1.13 of incremental benefit delivered for every £1.00 of incremental whole life
cost, because of the quantifiable benefits that it has been possible to state in monetary values at
this point in time, including:

e Improved patient outcomes from earlier diagnosis: Delivery of the CDC will address
CTMUHB Diagnostic Imaging and regional Endoscopy capacity shortfalls and ensure future
demand can be met. This will have a direct impact on waiting times for patients and support the
cancer pathway by enabling earlier diagnosis, more targeted interventions and improved
monitoring. This will lead directly to delivering better patient outcomes, specifically contributing
to improved cancer survival rates.

e Improved patient outcomes from earlier diagnosis (non-cancer related): Delivery of a
significant increase in additional Endoscopy capacity should lead to earlier and increased
diagnosis for patients with health issues other than cancer such as hypertension, which will lead
to better patient outcomes and help contribute to reduced mortality related to those health
issues.

In addition to this, there are other quantifiable benefits which it has not yet been possible to state in
monetary values given the information that is available at this time. These will be explored further
at FBC-stage and, it is expected, will further strengthen the BCR. These include:

e Release of elective diagnostic capacity at Acute sites, which can be used for urgent and
emergency care patients/pathways: The capacity provided at LHP for more elective
diagnostic tests will free up Acute sites to use their diagnostic capacity for non-elective
scans/tests, which reduce delays for urgent and emergency patients.

e Improved predictability and confidence in booking scans and tests: The centralised
elective centre with co-located services provides a ‘one-stop’ shop clinic with greater
predictability of care which in turn means that scans and tests can be booked with more
confidence leading to improved utilisation of the service.

e Impact of a more sustainable estate: The delivery of appropriately designed and compliant
facilities provides opportunities to contribute to CTMUHB’s environmentally sustainable goals
and national strategies around decarbonisation and optimising energy efficiency. The
transformed model of care with its standardised pathway is likely to make it easier to implement
and maintain sustainability programmes that CTMUHB has instituted in other areas, such as
reducing waste and single use products.

LHP will also deliver various non-financial benefits which while they cannot be quantified in
monetary terms are equally important to the delivery of local, regional and national policy. These
include:

e Additional Imaging and Endoscopy capacity leading to reduced waiting times: The
additional capacity at LHP will allow the Health Boards to meet the NHS Wales target that no
patient is waiting more than 8 weeks for imaging or endoscopy tests.

e Help to meet ‘Straight to Test Guidance’: The additional capacity provided at LHP will assist
with meeting ‘Straight to Test Guidance’, allowing an increase in the number of direct referrals
from GPs to radiology. It will also allow for improved regional sustainability and provide
contingency for other sites across the region.

e Increased number of and improved clinical pathways: Due to LHP being a centralised
elective centre and a “one-stop” clinic, it will lend itself to developing and delivering more and
improved clinical pathways. These pathways and improved ways of working could be used as
an exemplar and then also be rolled out across the region.

e Reduced health inequalities: Reduction in waiting times and ease of access supports equality
of access.
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e Community Benefits: The contractor has agreed to implementing several community benefits,
including hiring local, providing volunteering and donations to local organisations, investing in
people learning and using Welsh and investing in the local supply chain.

e Improved patient experience: As well as reduced waiting times patient experience is
enhanced by the modern fit for purpose facilities and the ease of access the location of LHP
offers, with its good road links and parking. Having a centralised elective centre with co-located
services provides the convenience of a one-stop shop clinic with greater predictability of care.

e Increased staff satisfaction: The improved training pathway and increased training
opportunities, along with the modern fit for purpose facilities and a consolidated service model
that enables more effective ways of working, contributes to staff satisfaction and creates an
attractive place to work which will support recruitment and retention of highly trained health
professionals in the long term.

o Develop a skilled endoscopy workforce: Delivery of the Skills Academy in partnership with
HEIW will provide significant opportunities to increase the number of training places available in
the region and help to build a skilled and sustainable endoscopy workforce.

e Increased compliance: The dedicated CDC will ensure that the Health Boards have capacity
across the region to ensure alignment with GiRFT principles and continue to achieve JAG
accreditation. Modern fit for purpose facilities that are compliant with WHBNs and HTNs,
achieve BREEAM rating of Excellent.

e Future proofing: The site also provides a level of future proofing by providing expansion space
that offers opportunities for other future developments.

e Opportunities for future transformation: The additional capacity offered by LHP provides
opportunities to transform and reconfigure core local services and deliver things differently in
the future. Further to this the robust and in-depth data/reporting the service at LHP will provide
to the Health Boards will greatly inform future decisions. The successful delivery of a regional
centre will also provide proof of concept as the basis for the development of any future regional
pathways and will have a positive reputational effect.

The results of the options appraisal (excluding BAU) are presented in the table below.

Table 28 - Results of options appraisal

Option 2 (PWF) -
Option 1 - Fully Traditional capital build +
Element outsourced managed ISP equip and deliver
service contract services via managed
service contract

Option 3 - Traditional Option 4 - Traditional
capital build and equip + capital build and equip +

ISP deliver services via NHS staffing and service
managed service contract provision

Initial capital

h £0m £109.1m £119.7m £119.7m
investment
Incremental
NPSV -£10.8m £39.9m £24.9m £16.5m
Ratio
Key benefits As per benefits outlined As per benefits outlined As per benefits outlined As per benefits outlined
above for the Preferred above for the Preferred above for the Preferred above for the Preferred
Option Option Option Option
Key risks e Unable to secure a e Significant initial capital = e Significant initial capital e Significant initial capital
service provider who outlay outlay outlay
Wou'_‘é behW|II|ng _to e Unable to secure e Unable to secure e Unable to secure
provide the service revenue funding revenue funding revenue funding
* Unable to secure o Implementation is « Implementation is
revenue funding delayed due to delayed due to
e Implementation is increased procurement increased procurement
delayed due to timescales timescales
increased procurement e Unable to recruit
timescales

sufficient staff to enable
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Option 2 (PWF) -
Option 1 - Fully Traditional capital build +

Element outsourced managed ISP equip and deliver
service contract services via managed
service contract

Option 3 - Traditional
capital build and equip +
ISP deliver services via
managed service contract

Option 4 - Traditional
capital build and equip +
NHS staffing and service
provision

¢ Significant risks around
handover of the
building at the end of
the managed service
contract period,
including higher than
expected handover
costs and that the
building would not fully
meet the Health
Boards requirements.

delivery of the model in
the short term

It should be noted that this assessment is based on an initial assessment of benefits and risks and
further work is required to quantify these more fully. As outlined above, it is anticipated that this is
likely to further strengthen the BCR and value for money case as the scheme progresses to FBC

stage.
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Commerclal Case

Llantrisant Health Park — Outline Business Case

102

102/135 207/811




7  Procurement strategy

7.1 Introduction

This section of the business case outlines the procurement strategy and proposed deal to deliver
the preferred option to develop a community diagnostic hub for CTMUHB, co-located with a
regional endoscopy centre on the Llantrisant Health Park site, as discussed in the economic case.
The preferred delivery model would be to undertake the build and fit out of the site using NHS
capital funds and deliver the services through a contract with a commercial service partner who
would also equip the facility.

The former British Airways Avionics Engineering (BAAE) site was acquired by CTMUHB in
February 2023. The Llantrisant Health Park site will comprise a Community Diagnostics Hub,
Orthopaedic Surgical Hub with associated ward accommodation, and other regional services,
which may include Day Surgery. The Community Diagnostics Hub will be delivered as the first
phase of a multi-phase development.

The following section sets out the commercial arrangements for the capital LHP site, including
procurement and delivery of the design and build and fit out, with the procurement strategy for the
independent delivery partner shown in section 7.3.

7.2 Procurement of the Capital Build and Fit Out

Work on the design of the CDH commenced shortly after the site purchase in the autumn 2023 and
progressed via the appointed design team lead by Strides Treglowan Architects. The design team
progressed through the RIBA design stages from masterplanning to completion of RIBA 2 in
December 2024 culminating in the approval to commence demolition works and RIBA 3 design
works in December 2024.

Alongside the completion of the RIBA 2 works, work had commenced on the appointed of separate
contractors for the demolitions and the main build programmes and each will be set out as below:

7.21 Demolition Contractor procurement

A detailed procurement tender was undertaken by CTMUHB procurement and NWSSP using the
Crown Commercial Services Framework, Construction Works and Associated Services Lot 10
Demolition framework.

The procurement was prepared and completed by CTMUHB, the appointed design team and
NWSSP procurement services. The procurement process was undertaken for a new contract,
whereby an Expression of Interest was issued to 13 national demolition providers on 30 October
2024 and providers had until 31 October 2024 to respond. Following the deadline, only five
providers responded to the Expression of Interest.

A Mini competition was undertaken, utilising RM6088 Construction Works and Associated Services
Framework lot 10 Demolition, and was published via e-Tender Bravo portal, in which certain
selection criteria was applied at the qualification, technical and commercial evaluation stages.

Tenders were published on 1 November with the deadline for submission on 25 November. At the
end of the tender period, five submissions were received, however after review, two suppliers
failed to meet the minimum criteria, leaving three for scoring. Detail of the scoring approach is
included in the tender analysis submitted as part of the estates annex.
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A preferred supplier was identified and appointed in January 2025 following WG approval of
funding for demolition works to proceed.

The contract has commenced and works began on site on 14 April 2025. This contract was
originally programmed to conclude by 22 August 2025, however, there has been a delay of around
three weeks, and the works are now expected to complete by 20 September, when the contractor
will leave site.

71.2.2 Main Contractor procurement

The main contractor tender process completed in November 2024. The tender was issued via the
Crown Commercial Services (CCS) framework. The Welsh NHS run Building for Wales (BfW)
framework was not selected due to:

e Delays in the implementation of the new framework after the previous one ended in April 2024
e Delays associated with securing the funding information required to commence the tender

e Inclusion of high levels of modular development in the design, with no modular supplier on BfW
this would not have provided value for money.

As a result, a framework was selected that enabled the Programme to test the appetite and ability
of both modular and other modern methods of construction (MMC) contractors to respond and offer
the most advantageous infrastructure solution to the programme. A two-stage design and build
contract solution was selected with a fixed price for the professional services and a target cost
model for the construction phase (similar to the contractual arrangements under BfW).

An expression of interest was issued in October 2024 and seven companies opted in to show an
interest. The tender was published on 13 November 2024 and after two extensions, closed on 31
January 2025.

The process has been managed by Mott McDonald, acting as primary PM for tender and
procurement exercise and at all stages support has been provided by NWSSP procurement
services.

The tender period closed on 31 January 2025 with three responses received. There were some
clarifications required from tendering parties, the detail of which is available if required. Legal
advice was sought regarding the contractual terms and conditions.

By the end of the process, only one contractor confirmed full acceptance of the proposed terms
and conditions for both design and build contracts. In addition, the same contractor offered the best
overall score in the combined qualitative and quantitative analysis. This information can be found
in the tender analysis report contained in the estates annex to the business case.

Following completion of the tender scoring, the outcome was presented to NWSSP-SES and a
paper prepared for WG approval for CTMUHB to appoint MTX, the preferred contractor. This
approval was granted by letter on 14 March and, following the mandatory 10 day standstill period,
MTX were appointed as the successful contractor on 31 March 2025, under an NEC professional
services contract, to deliver the design up to completion of RIBA 4 and development of target cost.

Once FBC approval is received, CTMUHB will enter into an ECC contract with MTX to deliver the
phased construction solution. This is expected to be structured to support sectional completion in
line with the LHP phased construction programme.

Tendering parties provided costs up to RIBA 4 completion, as per standard NEC professional
services contract (PSC). This will enable generation of completed design, securing of planning and
SAB approvals, with fully tendered build costs. As a design and build arrangement, and to proceed
to construction, an ECC contract will be required to be entered into on FBC approval.
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CTMUHB requested WG approval to enter into the full PSC contract, which would take the scheme
up to RIBA 4, at a contractor design fee cost of £3.935m. This cost excludes VAT and the
additional health board fees associated with both RIBA 3 and 4. Full costs are included in the
finance section of this case.

It should be noted that the cost tendered by the contractor was based on a single business case
process and start-on-site of a phased construction completion programme. The recent decision
and instruction to split this work into phases, each with its own business case and development
programme, has subsequently elongated the programme and increased the level of costs and fees
incurred. A longer design period will mean further costs for all time-based consultants. Additional
design works will also be required to ensure that Phase 1 can be fully operational as a standalone
building for a longer period. In addition, the ability to create linked buildings whilst maintaining the
operational status of the CDH has also had to be considered and resulted in some redesign of the
area that will immediately adjoin Phase 2.

One of the key areas of impact has been around the mechanical and electrical engineering and
medical gases works, where short term solutions had been proposed to support a phased opening
whilst construction of other phases, including the permanent engineering infrastructure, was
completed. With the risk of a longer period of opening without this infrastructure in place, the
timing and location of much of the supporting infrastructure has had to be reconsidered and
alternative areas included. This has also brought much of this forward in the programme and
means it is included in Phase 1.

Work with the construction partner has confirmed the level of fees to support the Phase 1 contract
however the design fees for Phases 2 and 3 are under review and being developed at the time of
writing this business case. This information will be included in the phase 1 FBC and the Phase 2

OBC.

In December funding was approved for the RIBA 3 design stage of £3.5m which included stages
3A and 3B, 3B undertaken by MTX. RIBA 3A was completed by the end of March 2025, with RIBA
3B completed by the main contractor by 30 June 2025.

As per the tender return, the total MTX fees only for the design stage are £3.935m based on a
fixed price submission. The total Phase 1 fees have now been agreed and sit within this sum.
Phase 2 fees are currently being agreed, and it is likely that these will exceed this original tendered
sum and will require an uplift.

Table 29 - Breakdown of original tendered fees

Cost element RIBA 3 £000 RIBA 4 £000 Total £000

Design fees 2,632 3,009
Management services - 495 495
Surveys - 207 207
Overhead and profit @ 6% 23 200 223
Total 400 3,535 3,935

As mentioned above this covered the total programme costs. Whilst the RIBA 3 costs have not
changed, from those committed above, the sums for phase 1 RIBA 4 have changed.

Phase 1 RIBA 4 costs are £2.573m, however this represents main contractor design fees only.
The total RIBA 4 cost up to approval of the FBC and contractor start on site are as set out in Table
30Table 31 below, to date £2.828m funding has been received from WG, approved on 12 August.
Therefore, the balance sought to complete RIBA 4 and proceed to works on site will be £2.177m
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Table 30 - Requested fees to complete RIBA 4 up to start on site

Fee description Forecast cost £000

Health Board Fees 1,507
MTX Fees 2,573
Non works costs 341
Planning Fees 430
Sub total 4,851
VAT (less recoverable) 154
Total cost 5,005
Funding Received to OBC -2,828
Balance of funding required 2,177

Should a decision be made not to complete RIBA 4 following the outcome of this business case
then there is a risk of a contractor claim against the Health Board under the PSC contract. Whilst
any payment is likely to be negotiated, it is probable that a sum amounting to any actual costs
rightfully instructed and incurred will be paid, alongside a claim for loss of profit on all phases and
likely to be around two months of committed / contracted cost.

As a worst-case scenario, this could amount to a liability of approximately, £1.3m however it is
likely to be significantly lower after negotiation.

7.3 Independent Service Provider (ISP) procurement

CTMUHB, acting on behalf of the three Health Boards in South East Wales is currently undertaking
a procurement exercise to appoint a prime contractor to act as a design partner and contributor to
the pathway redesign currently being scoped out for diagnostic services to provide one imaging
CDH with the option to flex to one further CDH over the course of the contract. In addition, the
CDH will also have at the same location, an ISP staffed Endoscopy Suite comprising of up to four
rooms co-located with an NHS staffed two room Endoscopy Training Academy. The endoscopy
suite requirements will be designed and fitted out to meet JAG accreditation standards.

There will be a co-located training academy which will include an endoscopy theatre. It is expected
that the fitting out of the academy training rooms, and delivery of activity will be facilitated by NHS
organisations through collaborative work with Health Education and Improvement Wales.

The Regional Radiology Project Board and the Regional Diagnostics Programme Board endorsed
the use of competitive dialogue to test the market potential to support the development of a
regional diagnostic centre and associated community diagnostic hubs, one of which will be on the
LHP site. The competitive dialogue procedure is flexible and allows the Procurement Evaluation
team to discuss proposed solutions with bidders to understand advantages and disadvantages.

The recommended option is to develop a regional endoscopy centre through a traditional NHS
capital build proposal and to seek the equipment and delivery of the centre activity through contract
with a commercial partner.

To drive this strategy, further competitive dialogue will need to be completed to understand
financial implications and other non-financial risks. The current procurement programme leads to
the appointment of the ISP by the end of October 2025.
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The successful provider will provide a range of new clinical and non—clinical equipment items,
including furniture as required for the commissioned services. Equipment must be new and
installed at the start of the contract. The overall requirement would be expected to provide
economies of scale linked to staff resources, training and cross cover; logistics associated with
consumables, equipment, maintenance, corporate and management overheads.

The proposed contract between CTMUHB and the ISP is for an initial period of seven years from
the operational commencement date with an option to extend for up to an additional three years (in
12 month tranches).

As stated above, MTX, the main contractor, has been appointed to undertake the modular
construction of the whole site and the CDH shell for the ISP to equip, commission and operate.

7.4 Health Board contracting arrangements

CTMUHB will enter into the ISP contract with the successful bidder. The proposed contract
mechanism with the ISP partner will be a cost per case arrangement with a base minimum level of
expected activity creating a floor financial value for each modality of service. Any activity over and
above this floor will be charged on an agreed marginal cost per case using agreed activity
currencies.

Initial volumes indicate a potential for surplus capacity at the site that the commercial service
provider could utilise for private patient access, all non NHS activity undertaken at the site will
attract an enhanced rate for the health boards’ contract with the supplier for the NHS activity.

During the next few months arrangements with regional partners will be confirmed so that upon
entering into contract with the ISP there is a confirmed and signed agreement in place with all
regional partners for contracting and recompense. This will be further detailed at FBC stage.

7.5 Workforce Plan for CDH Delivery via ISP/MSC e plans
7.5.1 Background

There is a well-documented shortage in the diagnostic workforce across Wales, particularly in
radiology and endoscopy. This has created a significant barrier to timely diagnostics and service
delivery, impacting patient outcomes and system flow across south Wales.

To address this, the Community Diagnostic Hub (CDH) model will be delivered in the medium term
through an Independent Sector Provider (ISP) under a Managed Service Contract (MSC). The ISP
will operate independently with its own commercial and operational model but must align with NHS
Employers standards and the strategic workforce objectives of Cwm Taf Morgannwg UHB (CTM)
and the wider South East Wales region.

The MSC is expected to be a seven-year contract, with the option of three one-year extensions
(7+1+1+1), subject to performance and strategic review. This provides a stable platform for service
delivery while allowing flexibility for future transition planning addressing the workforce pipelines
shortages that will be essential to transition back in house.

Whilst the new ISP provider must define its own commercial structure to have its own identity and
flexibility to function, through this it must also provide robust assurance to all stakeholders. They
must provide a safe and effective workforce that delivers a safe and high-quality service to the
users of the facility.
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7.5.2 Assurance

To ensure the ISP delivers a safe, effective, and sustainable workforce model, a robust assurance
framework will be embedded in the tender and contract documentation.

Workforce KPIs

The contract will include a suite of workforce-related Key Performance Indicators (KPIs), such as:

e Staffing levels and skill mix appropriate to meet service demand demonstrating efficiency
e Compliance with professional registration and revalidation

e Completion of Statutory and Mandatory Training (StatMan Framework)

e Sickness absence, turnover, and retention rates

e Use of agency or temporary staff, ratio to substantive

e Evidence of qualifications, DBS checks, and safe recruitment practices

e Percentage of workforce recruited from within South East Wales, the wider UK, and
internationally.

Recruitment standards

All recruitment must align with NHS Employers governance and standards. The ISP will be
required to demonstrate adherence to safe recruitment practices, including verification of
qualifications, right to work checks, enhanced DBS clearance, and reference checks.

These requirements will be explicitly stated in the tender and contract documentation aligned to the
parameters of the framework compliance.

Workforce impact mitigation

While the ISP cannot be contractually prevented from recruiting CTMUHB staff, the contract will
include mechanisms to monitor and limit the impact on the existing South East Wales workforce.
KPls will track recruitment sources and workforce movement to ensure the ISP does not
destabilise local services. The ISP will be expected to work collaboratively with CTMUHB and
regional partners to support workforce sustainability.

Partnership and governance

CTMUHB will ensure senior workforce representation on the tender evaluation panel. Workforce
and clinical experts will review the provider’'s submitted workforce plan to ensure appropriate skill
mix and competencies, suitability for CDH service delivery, and alignment with patient safety and
training standards.

Providers will be expected to demonstrate experience of collaborative working with NHS facilities in
England or similar settings, with a proven record of partnership and workforce stability.

There will be monitoring of the service delivery and workforce through regular contract meetings
with the ISP

7.5.3 Transition back in-house

The long-term ambition is to transition diagnostic service delivery back into CTM, ensuring
integration, sustainability, and alignment with NHS values.
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Transition planning

The timing of the transition will be defined collaboratively with the appointed provider during the
tender and contract agreement stage, recognising the dialogue-based nature of the contract.
CTMUHB will begin scoping the transition plan during the contract period, depending on service
maturity and workforce readiness. The addition of the Skills academy will support the development
of an increased work force to provide a greater number of staff trained with skills to work within an
endoscopy environment. This will form a key component of the plan to bring the CDH endoscopy
service back into the NHS

The transition plan will include:

e A training and development programme to support internal workforce growth
e Exploration of dual running costs to support over-recruitment and phased handover

e Scope and develop a transition plan that will comply with the legal regulation (TUPE) to move
workforce from the ISP to CTMUHB contract of employment

e Engagement with HEIW (for endoscopy) and the Radiology Academy to support workforce
development and succession planning.

Workforce Development

CTMUHB will explore opportunities to develop new roles and increase skill mix, including:

e Clinical support workers
e Assistant practitioners
e Advanced radiographers.

These roles will be developed in partnership with the ISP, drawing on their experience and models
used elsewhere throughout Wales and England. The transition plan will also include a skills gap
analysis and a future workforce model to ensure readiness for in-house delivery model with a clear
plan around the transition timeline.

Education and training

CTMUHBand regional partners will work to provide better access to education and training,
supporting:

e Upskilling of existing staff

e Development of new career pathways
e Attraction and retention of local talent.

The ISP will be expected to contribute to this agenda by sharing best practice, supporting
placements, and participating in joint workforce planning.

Monitoring and evaluation

Regular review points will be built into the MSC to assess readiness for transition. Workforce
impact assessments will inform decision-making. Ongoing stakeholder engagement will ensure
transparency and shared ownership of the transition process.

7.5.4  TUPE arrangements and/or transfer of staff

It is not anticipated that TUPE will apply to any existing NHS staff in the establishment of the
service agreement as there will be no change to existing capacity at the Health Board.
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Following the end of the Contract term there may be TUPE implications for staff employed by the
Commercial Service Provider in the continuation of the services either by NHS providers or by any
subsequent Commercial Service Provider Partner.

It is anticipated that there will be no TUPE arrangements required in relation to the wider site
development as staff would not be required to transfer out of their existing organisation. This will be
reviewed at FBC.

7.5.5 Adapted-risk service model

Detailed workforce implications will continue to be developed as part of revenue assessments. This
service model is anticipated to lead to some workforce efficiencies as there will be improved
integration within teams and support systems.

7.6 Associated disposals

There are no known disposals associated with this development, which would generate income for
the three Health Boards.

7.7 Design and compliance with mandatory standards

7.71 NHS Net Zero compliance

In October 2020 the NHS published the Delivering a Net Zero National Health Service in
response to the health emergency that climate change will bring. More intense storms and floods,
more frequent heat waves and the spread of infectious diseases resulting from climate change
threaten to undermine years of health gains.

Two clear and feasible targets emerge for the NHS net zero commitment, based on the scale of
the challenge posed by climate change, current knowledge, and the interventions and assumptions
that underpin this analysis:

e For the emissions the NHS controls directly (the NHS Carbon Footprint), net zero by 2040, with
an ambition to reach an 80% reduction by 2028 to 2032;

e For the emissions that can be influenced (the NHS Carbon Footprint Plus), net zero by 2045,
with an ambition to reach an 80% reduction by 2036 to 2039.

NHS Net Zero Building Standard

The NHS Net Zero Building Standard, published in February 2023, provides technical guidance to
support the development of sustainable, resilient, and energy efficient buildings that meet the
needs of patients now and in the future. 10% plus of the carbon emissions associated with
operating the NHS estates are as a result of energy usage (operational carbon) alongside
embodied carbon. The standard is a critical element in ensuring that the design, and construction
of new NHS buildings and the inevitable refurbishment / repurposing of the existing estate,
supports the “Delivering Net Zero” commitment to a zero-carbon estate by 2040.

The proposed LHP development design process will follow the guidance of the standard through
RIBA stages 1-4.

The construction process for LHP will follow the guidance of the standard through RIBA stages 5-7.
To facilitate this as required a Net Zero Carbon (NZC) Coordinator will be appointed who will be
responsible for managing the process as well as being an advocate for Zero Carbon within the
design team.
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7.7.2 Modern Methods of Construction

NHS Wales and NHS Improvement with the Department of Health and Social Care, are working on
progressing the approaches used to increase the use of Modern Methods of Construction (MMC)
on all business cases requiring central NHS sign off. As part of this, an interim draft guidance has
been developed for inclusion in the NHS Capital Business Case Fundamental Criteria Checklist.

Early consideration of the use of off-site manufacture, allows the process to be streamlined through
the design and construction process, maximising the benefits this approach can bring. Agreement
to an early BIM Execution Plan and sharing information in a project specific Common Data
Environment (CDE) allows all parties to input in an integrated design, manufacturing, and
assembly process.

LHP will be constructed using MMC and be entirely modular.

7.7.3 BREEAM

The Building Research Establishment Environmental Assessment Method (BREEAM) is the
leading and most widely used environmental assessment method for buildings and communities. It
sets the standard for best practice in sustainable design and has become the de facto measure
used to describe a building's environmental performance.

As of 1 July 2008, all developments of new healthcare buildings in the UK seeking OBC approval
must commit to achieving an EXCELLENT rating (assessed against BREEAM New Construction)
and all refurbishments (assessed against BREEAM Non-Domestic refurbishment and fit-out) to
commit to a VERY GOOD rating. Any project with a capital value exceeding the £2m threshold
must include a BREEAM assessment.

BREEAM provides clients, developers, designers and others with:

e Market recognition for low environmental impact buildings

e Assurance that best environmental practice is incorporated into a building development
¢ Inspiration to find innovative solutions that minimise the environmental impact

e A benchmark that is higher than regulation

e A tool to help reduce running costs, improve working and living environments

e A standard that demonstrates progress towards corporate and organisational environmental
objectives.

BREEAM addresses wide ranging environmental and sustainability issues and enables developers
and designers to prove the environmental credentials of their buildings to planners and clients and:

e Uses a straightforward scoring system that is transparent, easy to understand and supported by
evidence-based research

e Has a positive influence on the design, construction and management of buildings
e Sets and maintains a robust technical standard with rigorous quality assurance and certification.

BREEAM is a compulsory requirement for projects of this scale in Wales, as such work towards
accreditation has been ongoing since RIBA Stage 1. The Design Stage Tracker set out the target
ambition for the project to achieve BREEAM ‘Excellent’. Moving forward, workshops are to be set
up for RIBA 3B stage, ensuring that design adaptions do not compromise the project trajectory.
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7.7.4 Infection control

The proposed development will be designed and configured in compliance with HBN and HTM
guidance to provide clean, well-designed environments within which clinical services and
procedures can be carried out safely. Infection prevention and control measures will be designed
into the new building through zoning, with appropriate clinical adjacencies to facilitate clean to dirty
flows and the provision of good access for cleaning and maintenance to take place.

As planned for the design development at OBC stage, the clinical leads will be fully engaged to
ensure the needs of users are understood and clearly articulated in the design brief. Health Board
Infection Prevention and Control Teams will also be further engaged by the Project Team and
Design Team to inform the detailed designs.

7.7.5 Sustainability

Efficient building services design can have a positive impact on future climate scenarios by
reducing energy consumption and greenhouse gas emissions associated with buildings. Climate
change is primarily driven by the release of greenhouse gases such as carbon dioxide, methane,
and nitrous oxide into the atmosphere, and buildings account for a significant portion of these
emissions.

When designing LHP, the aim will be to ensure that the building will operate as efficiently and
sustainably as possible.

See Appendix 7; RIBA 3a report for further information on the design details.

7.8 VAT recovery

A VAT Advisor has not yet been engaged for OBC stage, but the Cost Forms allow for VAT
recovery on fees and a nominal amount (5%) on the main build. Once into FBC Stage,
engagement with the VAT Advisor will be sought.

7.9 Interface

The LHP finance representative has confirmed there is no interface between any NHS LIFT, PFI,
PF2 or other PPP and there are no joint venture agreements/contracts already in place and
therefore there are practical or contractual issues in the light of HM Government changes to the
use of PFl in its various forms.

7.10 Summary and conclusion

Following a robust tender process, MTX have been appointed as the preferred contractor offering
the most commercially advantageous tender, following both qualitative and financial appraisal.

Welsh Government approval for the balance of RIBA 4 cost of £2.177m which will fund the
programme to complete RIBA 4 stage and through FBC approval and start on site is being sought
as part of this business case.
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Financial Case
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8 Financial appraisal

8.1 Introduction

The purpose of the Financial Case is to outline the financial implications of the preferred option and
assess affordability. As such it sets out the capital requirements and revenue consequences, along
with underpinning assumptions, of the proposed scheme. It outlines anticipated funding
arrangements and the impact on the overall financial statements.

As outlined in the Economic Case the preferred option involves an NHS funded capital build while
an independent sector provider (ISP) provides and manages the necessary equipment and
delivers MRI, CT, non-obstetric ultrasound (NOUS), and Endoscopy services.

8.2 Capital costs and funding
8.2.1 Capital costs

Delivery of the preferred option requires capital investment of £109.1m in total, including
expenditure incurred to date. This is based on capital requirements prepared by the Health Board’s
Cost Advisors, Mott Macdonald using the following assumptions:

e Agreed Schedules of Accommodation and RIBA 3b design. Agreed scope of Phase 1 to cover
the build of the CDH plus additional site wide infrastructure to facilitate later phases

e Proposed start on site 26 February 2026 and proposed works completion date end of July 2027.
At completion the site will be handed over to the ISP for equipping and commissioning which is
estimated to last 3-4 months

e Works costs calculated using benchmarked rates suitable for South Wales (including
Healthcare Premises Cost Guide) @ BCIS TPI updated 20/08/2025.

e Allowances for fees, equipment costs, planning contingency have been applied as appropriate.

¢ No allowance for optimism bias has been applied given the degree of certainty at this stage in
terms of maturity of design, knowledge of the site, and publicly declared political support for the
development. It is therefore superseded by the Costed Risk Register figure.

e VAT advisor advice will be sought on VAT recovery options before FBC. Currently all fees are
forecast to be VAT recoverable.

The resulting capital costs estimates are summarised in the table below and a copy of the detailed
capital cost forms are provided in Appendix 8.

Table 31 - Capital costs

Works costs 58,058 11,611 69,669
Fees 14,463 2,892 17,355
Non-works costs 10,362 2,072 12,435
Equipment costs 2,628 526 3,145
Quantified risk contingency 10,583 2,116 12,699
Subtotal 96,094 19,218 115,312
Less: recoverable VAT - -5,323 -5,323
Total capital costs 96,094 13,895 109,989
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The capital cost schedule includes costs for the provision of the CDH alongside a range of site
wide infrastructure works to support the later phases of development. This is the most efficient
way to deliver these services as it avoids having to dig up areas more than once. It also offers
efficiencies in only requiring machinery and certain skills for a concentrated period of time in one
phase therefore further reducing the risk of duplication in a phased approach.

The scope of sitewide works is detailed in the estates annex to this business case and has been
shared with NWSSP-SES for their consideration. The inclusion of this element of the infrastructure
does therefore mean that the capital costs appear above benchmarking if just measured across the
9,500m2 building footprint for Phase 1.

8.2.2 Funding requirements
Funding of £18.1m had been received to date from WG for:

e Site purchase - £8.0m e Demolition - £0.7m
¢ RIBA 2fees-£3.1m e RIBA 4 fees - £2.8m.
¢ RIBA 3fees - £3.5m

This includes funding of £2.828m which has been approved in August 2025 to support the phase 1
OBC redesign and the commencement of RIBA 4 works to support the FBC being completed for
November Boards. Further funding of £91.9m is therefore requested from Welsh Government.

Table 32 - Capital cashflow and funding sources

2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 Total
£'000 £'000 £'000 £'000 £'000 £'000 £'000

Costs

Construction costs 0 0 0 1,803 42,054 14,200 58,058
Project fees 0 791 3,498 5,544 3,759 871 14,463
Non-works costs 7,990 268 962 825 310 8 10,362
Equipment costs 0 0 0 0 0 2,628 2,628
Planning contingency 0 0 0 1,746 5,891 2,945 10,583
Subtotal 7,990 1,059 4,460 9,918 52,013 20,652 96,094
VAT 0 0 192 874 9,651 3,178 13,895
Total capital costs 7,990 1,059 4,652 10,794 61,664 23,830 109,989
Funding

Site purchase 7,990 10 0 0 0 0 8,000
RIBA 2 0 1,049 2,042 0 0 0 3,091
RIBA 3 0 0 2,013 1,486 0 0 3,499
Demolition 0 0 109 591 0 0 700
RIBA 4 0 0 0 2,828 0 0 2,828
Funding received to date 7,990 1,059 4,164 4,905 0 0 18,118
Construction 0 0 0 5,889 61,664 23,830 91,871
Funding still required 0 0 0 5,889 61,664 23,830 91,871
Total funding 7,990 1,059 4,164 10,794 61,664 23,830 109,989

As mentioned in section 7.2.2 in table 32, this OBC is requesting fees to take the programme from
OBC approval to FBC approval and start on site, currently forecast to be late February 2026. The
fee requested is contained in table 32 and excludes any works costs. This is why the funding
balance differs slightly from that in Table 33 above. On FBC approval it is anticipated that the
remaining 2025/26 funding of £3.712M will be required within the 25/26 CRL to avoid programme
delay.
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8.3 Revenue affordability

8.3.1 Recurring revenue costs

It is anticipated that the creation of the new diagnostics centre will incur additional recurring full
year revenue costs of £9.3m p.a. related to the managed service contract with the ISP for the
provision of equipment and delivery of services related to MRI, CT, NOUS, and Endoscopy. This is

based on:

o Activity based on individual HB requirements included in the ISP procurement specification.

e ISP cost estimate currently based on 2025/26 NHSE CDC tariff.
e Case mix assumptions are based on 2024/25 CTMUHB activity.

e ISP procurement specification assumes seven-year contract with the option to extend for a

further three years.

o Excludes depreciation and any IFRS16 implications (which are considered in section 9.4).

It is expected that the contract value will be reduced through the agreement of a tariff discount in
return for the ISP’s use of land and buildings. This has been estimated for the purposes of the

OBC at£1.9m p.a.

It is also expected that activity and revenue costs will begin post completion and ISP
commissioning of Phase 1 of the build. Whilst the main contractor build programme will complete
at the end of June it is expected that the handover, equipping and commissioning could take up to
four months, which is expected to be at the end of October 2027, which means the first year will

incur five months of activity and revenue costs.

A summary of costs is provided below with more detailed calculations provided in Appendix 9 and

10.

Table 33 - Summary of revenue costs

2027/28 (assume opening

- end of October 2027) 2028/29

Revenue element

2029/30 until end of
ISP contract period

No. of tests

Activity No. of tests No. of tests

MRI 3,333 8,000
CT 5,000 12,000
NOUS 2,500 6,000
Gastroscopy 1,413 3,390
Colonoscopy 2,568 6,491
Sigmoidoscopy 250 763
MRI 544 1,307
CT 518 1,242
NOUS 155 373
Gastroscopy 713 1,711
Colonoscopy 1,584 4,003
Sigmoidoscopy 107 326
Total ISP contract 3,621 8,961
Less: tariff discount for land -724 -1,792
Total ISP costs after discount 2,897 7,169
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8.3.2

Commissioner funding requirements

Commissioner revenue funding requirements have been estimated for each of the three Health
Boards based on projected activity assumptions at this stage, as outlined in the table below.

Table 34 - Activity assumptions

2027/28 ©

No. of tests

PAATPAS)

No. of tests

2029/307

No. of tests

MRI 3,333 8,000 8,000
CT 5,000 12,000 12,000
NOUS 2,500 6,000 6,000
Gastroscopy 850 2,040 2,040
Colonoscopy 1,360 3,264 3,264
[Costs . £000 £000 ____ £000 |
Allocation of ISP contract costs 2,486 5,965 5,965
Less: allocation of tariff discount for land -497 -1,193 -1,193
Allocation of revenue costs 1,989 4,772 4772
C&vV ‘ Activity No. of tests No. of tests No. of tests
Gastroscopy 563 1,350 1,350
Colonoscopy 1,208 2,900 2,900
Sigmoidoscopy 250 600 600
(Coss eow  gow €00
Allocation of ISP contract costs 1,135 2,726 2,726
Less: allocation of tariff discount for land -227 -545 -545
Allocation of revenue costs 908 2,181 2,181
AB ‘ Activity No. of tests No. of tests No. of tests
Colonoscopy 0 327 784
Sigmoidoscopy 0 163 392
[Coss e g £oo0
Allocation of ISP contract costs 0 271 651
Less: allocation of tariff discount for land 0 -54 -130
Allocation of revenue costs 0 217 521

These assumptions will be firmed up at FBC stage once more detailed information is available and
funding requirements adjusted accordingly. This results in a full year funding requirement of £9.3m
p.a. (£7.5m per year after the proposed tariff discount) associated with the ISP contract, to be

allocated as follows:

o CTMUHB £6.0m p.a. (£4.8m after the proposed tariff discount)
e C&VUHB £2.7m p.a. (£2.2m after the proposed tariff discount)
e ABUHB £0.7m p.a. (£0.5m after the proposed tariff discount)

6 assumed opening - end of July 2027
7 until end of ISP contract period
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8.4 Accounting treatment and capital charges

8.4.1 Accounting treatment

The resulting asset will be held on CTMUHB’s balance sheet and therefore be treated in line with
the Health Board'’s policy in relation to depreciation and impairments.

8.4.2 Capital charges

Capital charges have therefore been estimated based on the following assumptions:

e Asset additions of £110.0m

e Impairment is applied when the resulting asset comes into use. Based on recent schemes in the
region, specifically the Grange as a new build development at ABUHB, it is anticipated that this
will be in the region of 20%, although this will need to be explored with the District Valuer and
CTMUHB’s Auditors during the development of the FBC stage. Full impairment is assumed on
fees and non-works costs

e Depreciation charges are applied based on straight line depreciation using the following
standard useful life:

+ Buildings — 60 years for buildings and 30 for engineering works (using a typical 65:35 split)

+ Equipment — seven years as a proxy for a mixture of short life ICT equipment (five years)
and longer life equipment (10 years). This will be explored further at FBC stage when a
costed equipment list is available.

It is anticipated that this will result in:

e Circa £48.0m non-recurring AME impairment on completion of the new build which will be
funded as AME funding via Welsh Government

e £2.29m annual depreciation, which will be funded by Welsh Government.

8.4.3 IFRS16 implications

There will be IFRS16 implications associated with the external contract with the independent sector
provider for Diagnostic Imaging and Endoscopy services. These will be calculated at FBC stage
once more detail is available about equipment requirements and contractual arrangements. An
estimate of these costs has been being provided via the WG required non cash returns.

8.5 Overall affordability

The financial analysis demonstrates that delivery of the preferred way forward is affordable
providing that Welsh Government capital funding can be secured, and agreement reached with
commissioners about revenue funding requirements.

8.5.1 Capital affordability

The cost plan prepared by CTMUHB'’s Cost Advisors, based on RIBA3a design, estimates that
delivery of LHP will result in capital investment requirements of £110.0m in total, including
expenditure incurred to date. It is anticipated that this will be funded as follows:

e £18.1m has been received, to date from WG, for:
+ Site purchase - £8.0m + RIBA 3 fees - £3.5m + RIBA 4 fees - £2.8m
+ RIBA 2 fees - £3.1m + Demolition - £0.7m
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This includes funding of £2.828m which has been approved in August 2025 to support the phase 1
OBC redesign and the commencement of RIBA 4 works to support the FBC being completed for
November Boards.

Further funding of £91.9m is therefore requested from Welsh Government for construction works.

8.5.2 Revenue affordability

Work undertaken to date by the programme team and finance leads, estimates that provision of
services at LHP will incur recurring revenue costs of £9.3m for contracted out services for MRI, CT,
NOUS, and Endoscopy.

It is expected that the contract value will be reduced through the agreement of a tariff discount in
return for the ISP’s use of land and buildings. This has been estimated for the purposes of the
OBC at £1.9m per year.

These indicative costs are based on high level assumptions at this stage and will be firmed up at
FBC stage once more detailed information is available.

This therefore results in a full year recurring revenue funding requirement of £7.5m. This has been
allocated across the three Health Boards, based on projected activity assumptions which have
been identified at this point in time, which equates to the following:

e CTMUHB £6.0m per year (£4.8m after the proposed tariff discount)
e C&VUHB £2.7m per year (£2.2m after the proposed tariff discount)
e ABUHB £0.7m per year (£0.5m after the proposed tariff discount)

It should be noted that should less activity be required funding requirements adjusted accordingly.
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Management Case
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9 Management arrangements

9.1 Introduction

This section of the business case sets management arrangements that will successfully deliver
Llantrisant Health Park Programme to time, cost and quality. The Management Case outlines the
following arrangements:

e Project management arrangements ¢ Risk management plans

e Project assurance at different stages of the project e Contract management arrangements
¢ Change management arrangements e Post project evaluation plans

e Benefits realisation and plans e Contingency plans.

9.2 Project management arrangements

The project will be delivered in line with PRINCE2 methodology. PRINCEZ2 is organised into seven
principles and seven themes, which are deemed essential for any project to be deemed to be
‘controlled’. This programme will apply these principles and themes throughout.

Figure 17 - Project management principles and themes

The key principles of PRINCE2 are the identification of three main functional areas of the project
governance structure, including governance, delivery and assurance functions.

9.2.1 Project reporting structure

The programme governance structure has been established to reflect the principles and themes of
controlled project delivery. The workstreams will report into the Project Team and Steering Group,
Steering Group then reports into Programme Board which then reports to the Regional Oversight
Board and CTMUHB Governance.

The project governance arrangements are outlined below.
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Figure 18 - Project governance arrangements

9.2.2 Governance pathway

There is a clear demarcation between those groups with a responsibility to produce outputs
needed to deliver the project i.e. workstreams and delivery groups, and those forums with
responsibility to scrutinise, challenge and approve the outputs ensuring that the programme is
directed consistently across all subject matters i.e. governance committees.

The main governance routes for reporting include CTMUHB Main Board and the Regional Portfolio
Oversight Board.

9.2.3 Programme Board
Chair: Paul Mears, Chief Executive Officer and SRO for the Project, CTMUHB

The Llantrisant Health Park Infrastructure Programme Board has responsibility for overseeing the
management and delivery of all aspects of this programme including the design proposals and the
associated business cases.

The duties of the Programme Board are as follows:
e Ensure the programme objectives and scope of all projects have been appropriately defined

and that any material changes are formally approved and integrated

e Ensure a robust programme timetable has been produced and monitored and that each
workstream lead is committed and remains committed to its delivery

e Oversee the delivery of all projects within the defined parameters of time, cost and to the
required quality and specification

e Ensure the cost implications of the programme are fully set out within robust financial plans and
that it remains within the health board’s overall affordability envelope

e Ensure there is an effective system of cost control in place and receive regular reports on the
current and planned expenditure relating to the delivery of the programme

e Ensure that the programme is sufficiently resourced to deliver within its agreed scope, time,
cost, and quality parameters

e Ensure there is an effective risk management system in place and that regular reports on the
risks and issues are effectively acted upon
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e Ensure that all development proposals meet the highest possible standards of design in respect
of clinical use, patient and staff environment and building quality

¢ Sign off key documents including the clinical services strategy, business case, prior to
submission to the 11B/Welsh Government for approval, as well as other key programme
documents as required.

9.24 Programme Management Office

The Programme Management Office (PMO) is responsible for the oversight of all workstream
project management within the programme. The PMO maintains internal reports and PRINCE2
documents including risk registers, issues logs and an assumptions log for the redevelopment. The
team provides assurance by maintaining a focus on governance and programme controls and
through the regular review and mitigation of risks and issues.

The programme plan is regularly reviewed and revised by the PMO team to accurately reflect
progress, identify potential delays and ensure lessons learned are applied to planning. The PMO
support resource management within the programme and produce project artefacts and tools for
workstreams.

The duties of the PMO are as follows:

e Establish and run an effective PMO to support the programme during the business case
process

e Establish and implement a robust governance structure

e Collate and interrogate management reports, assessing the health of the programme delivery
environment

e Assess the status of milestones and deliverables from each workstream
e Plan and schedule resources efficiently in order to meet objectives

e Streamline and automate processes and workflows, ensuring escalation routes to governance
committees are robust and succinct

e Facilitate knowledge transfers between workstreams

e Support project management resource within workstreams, where appropriate

e Facilitate cross stream working and collaboration

e Develop progress and assurance reports for key groups and committees as required.

9.2.5 Specialist workstreams and task and finish group

Included in the structure above (Figure 18) are specialist task and finish groups to support the
clinical and non-clinical aspects of the redevelopment. These groups are the key interface between
the delivery functions and the ‘front line’ workforce who deliver clinical and operational (non-
clinical) services. The groups provide feedback and knowledge on their departmental requirements
to the programme technical delivery experts.

9.2.6 Design Team

A design team has been appointed to review the concept site assumptions made prior to the site
acquisition and develop design proposals. The design team’s work will be informed by the regional
workstreams’ clinical specification and proposed models of care.

The key deliverables from this work are:
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Review of the technical infrastructure report (completed)

A high-level design (RIBA Stage 1) and master plan (completed)

A concept design (RIBA Stage 2) for the agreed clinical pathways (completed)

RIBA 3 design works developing on the agreed clinical pathways (underway)

Undertaking of site surveys (completed)

A specification of enabling works for the temporary diagnostics facility (completed)
Preparation of a temporary planning application for the mobile diagnostics facility (completed)
Appointment of modular partner (completed)

Confirmation of planning strategy and development of planning applications as required during
the timeframe.

Terms of reference for all key project groups i.e. Programme Board, Steering Group, Project Team
or Design Team can be made available upon request.

9.2.7 Outline project roles and responsibilities

Key Project delivery roles are described below:

Senior Responsible Officer (SRO)
The Chair/SRO role is held by Paul Mears, CEO of CTMUHB - responsibilities include:

124/135

Keeping the Programme Board members informed of progress, escalating matters, as relevant

Is responsible for providing leadership and the strategic activity of the Health Board, ensuring it
is operating effectively and efficiently

Being the ambassador within the local community and also at a regional and national level
Ensuring that the programme aligns with the priorities of the wider Welsh Government plans

Ensuring that the redevelopment programme fulfils its duties to exercise its functions effectively,
efficiently and economically thus ensuring improvement in the quality of services and the health
of the local population whilst maintaining value for money

Sponsoring the project within CTMUHB and acts as the main point of contact with the Health
Board and Executive Director

Owning the vision for the project and the supporting business case
Providing clear leadership and direction at an executive level throughout the programme

Having full responsibility and accountability for the outcome of the project and realisation of the
benefits

Managing the interface with key senior stakeholders, keeping them engaged and informed

Being the key link between the relationship between the programme, Regional Portfolio
Oversight Board and Welsh Government;

Maintaining the alignment of the project to the organisation’s strategic direction

Ensuring that the project remains affordable and will improve the quality of care to the target
population

Ensuring that the necessary resources are made available to deliver the scheme
Chairing the Programme Board.
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Infrastructure Programme Director

The Programme Director role is held by Rosie Cavill, LHP Programme Director - the main
responsibilities include:

Co-ordinating all workstreams to deliver the agreed objectives

Monitoring progress, resolving issues, mitigating risks, and initiating corrective action as
appropriate

Providing an overall monitoring and assurance role across the project workstreams, ensuring
that project risks and issues and any internal or external dependencies are defined, managed,
and escalated where appropriate

Ensuring appropriate risk, benefits and stakeholder management frameworks are in place for
the project

Acting as the day-to-day agent on behalf of the SRO for the infrastructure elements to ensure
the successful delivery of the scheme

Owning and reviewing the project plan, communicating the impact of any revisions in terms of
milestones, timelines, and dependencies

Ensuring the development of the business case and project documentation

Ensuring that the initiatives and projects that support the infrastructure delivery of the Health
Park are initiated on a consistent basis with governance arrangements that meet requirements

Managing allocated outputs to the required quality within the agreed time and costs constraints
Managing and providing assurance for the work of project team members

Reporting regularly to all relevant individuals and groups using standard reporting processes
and templates.

Clinical Operational Director

The Clinical Operations Director role is held by Glenys Mansfield, LHP Clinical Operations
Director - the main responsibilities include:
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Clinical and operational pathway development to inform design and operational running of LHP
Review of 1:200 and 1:50 designs

Development of clinical governance structure

Development of the workforce plan and delivery plan

Development of the Digital infrastructure

Establishing and managing task and finish groups

Managing interdependencies of clinical model/pathways across workstreams

Acting as the day-to-day agent on behalf of the SRO for the clinical pathway and operational
elements to ensure the successful delivery of the scheme

Ensuring that the initiatives and projects that support the delivery of the new hospital are
initiated on a consistent basis with governance arrangements that meet requirements

Ensuring appropriate risk, benefits and stakeholder management frameworks are in place for
the project

Reporting regularly to all relevant individuals and groups on clinical and operational pathway
developments using standard reporting processes and templates.
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Infrastructure Project Manager

The Infrastructure Project Manager role is held by Alex Bowles, Archus PM - the main
responsibilities include:

e Ensure operational delivery of the project to time, quality, and budget
e Decision on matters for escalation and approval to Project Board and Health Board as required

e Management of risks and issues and escalation of appropriate matters for executive direction
and/or approval

e Developing the format of the report, contents, and key requirements for consideration
e Planning and delivering stakeholder engagement and workshops
e Ensure the key milestones are agreed and communicated with all stakeholders.

Construction Partner
The role of Construction Partner Lead will be fulfilled by MTX. The role includes:

¢ Being point of contact for all infrastructure and estate related issues including arranging
Isolations and issuing permits to work etc.

e Management of the construction programme
e Providing design/estates related input to OBC/FBC processes.

9.3 Special advisors — roles and responsibilities

Special Advisors have been used in a timely and cost-effective manner in accordance with the
Treasury Guidance: Use of Special Advisors, to support the internal resources for this
development. Special advisors and their roles on the project are shown below.

Business Case Support — Archus

e Manage the Business Case process e Technical authoring of the OBC

including the facilitation of workshops, Support submission of OBC to WG
chasing of information etc. o . )
e Liaise with LHP Programme Lead on Business

e Stakeholder engagement Case progress.

Technical Advisor (Architecture and Design) - Stride Treglown

e Providing design advice to the LHP e Liaise with appropriate stakeholders
Project Team on contractor lead design

Preparing regular reports for the Project Manager.
changes e paring regu p ) g

Technical Advisor (Mechanical and Electrical Engineering) Stantec

e Providing technical advice and e Assist with the design and construction teams
solutions to the Project/Design Team where required
e Liaise with appropriate stakeholders e Preparing regular reports for the Project Manager.
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Cost Advisor — Mott MacDonald

¢ Full financial management and reporting of project costs together with payment
recommendations for all expenditure incurred on the project

e Preparation of contract documents, procurement of contractors, payment of valuations and
agreement of final accounts

o Budget estimating and cost modelling

e Cost planning

e Provision of cost advice

¢ Analysing and reporting on tenders received.

e Reporting and advising on all tendering and contractual arrangements

e Preparation of tender documents, including incorporation of client standard amendments and
appropriate insurance provisions

e Preparing and issuing regular executive financial reports and cash flow summaries to the
Project Manager.

Site Supervisor
To be appointed during RIBA 4

9.4 PM and professional fees budget

The following table outlines the estimated project and professional fees budget for the OBC.

Table 35 - Fees and non-work costs

Archus Project Management £1,069,127
Archus Business Case Support £20,250
Stride Treglown (ST) Design Planning to RIBA 3a £1,026,114
Mott Macdonald Cost Advisor £423,480
TBA NEC Supervisor £310,000
Stantec / ST TA Support £180,000
CTMUHB Client Fees £4,158,299
MTX Construction (PSCP) £8,555,529

MTX Planning Incl. in MTX fees

MTX Building Services; M&E and Surveys Incl. in MTX fees

Stride Treglown (MTX) Design Planning Incl. in MTX fees
Total £15,742,799
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9.5 Key milestones

A construction project programme has been developed to control and track the progress (attached

at Appendix 11 and included in the estates annex) and delivery of the project and resulting
outcomes. Key milestones for Phase 1 are summarised below.

Table 36 - Phase 1 project timeline

Confirm Scope and Develop OBC 14/07/2025 31/08/2025
Draft OBC Submitted to WG 05/09/2025 05/09/2025
HB OBC Approval 08/09/2025 15/10/2025
WG OBC Review and Approval 04/09/2025 16/10/2025
Planning Application 11/07/2025 15/10/2025
RIBA 4 and FBC Prep 28/07/2025 20/11/2025
HB FBC Approval and WG Submission 27/11/2025 27/11/2025
Scrutiny and WG FBC Approval 28/11/2025 23/01/2026
Contractor Mobilisation 23/01/2026 26/02/2026
Construction 01/03/2026 30/06/2027
Supplier Fit out of CDH 01/07/2027 31/08/2027
Commissioning 01/09/2027 31/10/2027

Indicative Milestones dates are also provided for the procurement of the ISP which should see
them brought on line just at the completion of RIBA stage 4. It has been assumed that the ISP
procurement is approved at 1B on 16" October alongside the Phase 1 OBC. In addition, whilst the
date of the provider appointment is given it is anticipated that there will be a number of contractual
negotiations during the construction phase. The ISP will become part of the design team moving
forward so that programmes around equipping and commissioning can be fully aligned. It is
anticipated that this may shorten the fit out and commissioning programme allowances however
this cannot be confirmed at this stage.

Table 37 - ISP provider appointment timeline

ISP Tender Issue 18/08/2025 18/08/2025
ISP Tender Period 18/08/2025 19/09/2025
ISP Tender Evaluation 22/09/2025 03/10/2025
HB ISP Approval 06/10/2025 06/10/2025
WG ISP Procurement Approval 06/10/2025 16/10/2025
Intent to Award and Standstill Period 17/10/2025 31/10/2025
ISP Provider Appointment 31/10/2025 31/10/2025
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9.6 Stakeholder engagement
9.6.1 Engagement to date

Key staff stakeholders across all health boards have been involved in design so far. RIBA 3 design
review meetings were held in April and May 2025 to confirm all key stakeholders were agreed with
current designs. In addition, the LHP Clinical team have worked closely with clinical users to
ensure compliance with clinical standards and also with members of JAG compliance teams to
ensure compliance.

9.6.2 Future communications and engagement

A communications and engagement group will be put in place to manage the engagement,
consultation and communication processes for the regional Diagnostic Programme. This group will
consist of communications and engagement leads for each health board, service leads and other
colleagues to be co-opted as required.

The communications and engagement plan will be supported by the following key steps:

¢ Facilitating and supporting stakeholder identification, mapping and analysis

e Engagement with patients, clinicians, staff and the public to discuss and explore issues, refine
and evaluate proposals, and decide which questions to consult on. This includes the proposed
pre- engagement activity to assess the public’s views on the development of diagnostic services
(endoscopy and radiology) delivered outside of an acute hospital setting on both a local and
regional level, and to identify their needs and any barriers they face in accessing services.

e Focused formal consultation on fully evaluated proposals will last a minimum of six weeks

e Communication of agreed changes to key stakeholders, organisation-wide staff groups, and the
public — it should be noted that this activity does not replace management communications with
specific teams.

In developing and delivering our communications and engagement activities we will:
e Maintain stakeholder and public confidence in the LHP as a landmark development that will
improve the provision of modern health care in south-east Wales

e Provide the public with a range of opportunities to inform the development of the LHP in ways
that maximise access, clinical effectiveness and the experience of patients

e Take a collaborative approach, with NHS partners, to developing and disseminating messages
and communications/engagement resources, that enable consistency, clarity and accuracy
across the region and nationally

¢ Identify and promote opportunities to add social value within local communities
e |dentify and celebrate programme milestones, alongside partners
¢ Involve local political partners and relevant third-sector organisations

e Provide assurance to the programme board and national bodies on the effectiveness of
communications and engagement activities and seek to continually improve.

9.6.3 Involving and engaging the public

It is important that those communities who will benefit from the LHP, are provided with meaningful
opportunities to inform the ways in which they will experience, and access healthcare and support
provided from the facility.
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Working in partnership with Llais, and through collaboration across NHS partner organisations, we
are developing approaches and resources that enable people to be engaged and involved in a
range of ways, recognising and respecting barriers and protected characteristics, and adhering to
best practice and law including the Llais Service Change Protocol as appropriate.

We will take a continual involvement approach that seeks to embed the patient voice into the
structure of the programme and the development of the facility. This may include the formation of a
citizens’ panel which would include representation from different communities across the region.

9.7 Project assurance

The current governance structure allows for a clear separation between governance functions and
those that deliver or approve outputs. The assurance functions will confirm that the processes and
procedures followed by the delivery groups have been sufficient and in accordance with sound
management principles. The assurance function will also act as the coordination point between the
delivery and governance functions. Within the PRINCE 2 governance arrangements the PMO is
classed as part of the Assurance function.

Programme

e Review of upcoming programme activity and milestones with LHP Technical PM and Project
Director to determine outputs required by workstreams

e Create lookahead programme highlighting key programme deliverables over coming
weeks/months for dissemination to workstreams

e Track workstream output and performance toward achieving programme deliverables and feed
progress into monthly reporting — PMO drumbeat.

Risk

e Review of risk with LHP Technical PM and Project Director to review and update risk register
based on workstream risks

e Track workstream risks and feed into project reporting — PMO drumbeat.

Key Performance Indicators (KPIs)

e Work with LHP Project Director to determine workstream KPls
e Track workstream KPIs and feed into project reporting — PMO drumbeat.

9.8 Change management

The Health Boards are aware that the project will cause major change for staff working in the area
and across all three Health Boards, and therefore its success is predicated on staff supporting the
project. To date, key staff have been involved in workshops regarding clinical flows and design,
and it is envisaged that they will continue to play an instrumental role as the project moves into its
next phase. Prior to the new facilities opening, detailed planning will be undertaken to understand
any changes to ways of working, and staff will be supported by the project team to prepare for this.
Transition plans will be developed, in collaboration with relevant stakeholders, to ensure the new
facilities run smoothly and that staff are prepared for any resulting changes to their working models

There will be no change to organisational structures following completion of the development.
There is potential for positive cultural changes following completion to enable staff to work more
effectively and efficiently in a new fit-for-purpose building. This can help contribute to higher levels
of staff retention over the coming years to improve the working culture for both staff and patients.

Llantrisant Health Park — Outline Business Case
_________

130

130/135 235/811




Within each stage there will be a series of decision points where major documents produced by
workstreams will be ratified within the governance arrangements. For example, clinical advice
leaflets pre/post day surgery. All documents will be subject to a robust and consistent version
control methodology.

All changes will be subject to a formal change control process. Change is not design development.
Change can only occur when strategic, operational policies or functional content quantities are
altered from those included in the current approved documents. Change management associated
with the infrastructure aspects of this project will be managed by the LHP Project Team through
Programme Board and Regional Oversight Board.

9.9 Contingency plans

Should the current scheme fail to proceed, the only contingency plan would be to continue with
business as usual for services regionally, working with wait list initiatives or temporary diagnostic
solutions such as mobile MRI when required to meet additional demand.

9.10 Benefits realisation

A Benefits Realisation Plan will be developed by the Programme Board to put in place the
necessary arrangements to ensure that the project delivers its anticipated benefits. This includes
setting out the arrangements for planning, modelling and tracking the identified benefits as well as
a framework that assigns responsibility for the realisation of the benefits throughout key phases of
the project. The Benefits Realisation Plan will be owned jointly by the Health Board’s Infrastructure
and Clinical and Operational Programme Directors.

The main benéefits for the preferred option are outlined in the benefits register included in Appendix
6 while the actions required to realise the benefits will be confirmed at FBC stage.

The spending objectives and aligned benefits used in the selection of the preferred option will be
used to measure the project success.

This evaluation process will be run in parallel with the Post Project Evaluation Plan as noted below
and will be developed as part of the detailed design stage. The Benefits Realisation Plan will be
regularly reviewed and updated. This will ensure that — should any strategic change take place,
such as a legislative change — the service and project will be flexed accordingly to ensure that the
facility delivers a fit for purpose service from the point of operational commencement.

The benefits realisation approach outlined above is a key output to provide assurance on
investment delivery and performance and will be shared with the Health Boards and Welsh
Government to facilitate shared learning at FBC stage.

9.11 Risk management

The complexity of the LHP programme necessitates an appropriate risk management process is
put in place to identify, assess and mitigate the likelihood of risks materialising throughout the
programme duration.

Workstream risks are those which are considered by each workstream as a risk to successful
delivery of business outcomes and targets. They vary from seemingly insignificant risks to risks
which are potentially very damaging. Where risks are deemed to be significant (residual rating >12)
and occur across several workstreams these are considered as programme risks and dealt with
accordingly.
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Risk management is therefore dealt with in a two-tier system approach:

e Workstream risk management is an iterative process undertaken by workstream leads, with a
monthly reporting cycle up to the LHP Steering Group. All workstreams will be issued a risk
register template to log their risks and issues

e Programme risk management is an iterative document that is reviewed monthly in the
Programme Board and Steering Group meetings and updated to reflect any changes that may
impact programme scope, cost, timeliness, quality, or designs.

Should any risks be identified through the programme that have an impact on the Health Board
service delivery and / or strategic direction then it should be escalated via the SRO to the Assistant
Director of Governance and Risk for inclusion and scrutiny on the Organisational Risk Register.

9.11.1 Consequence and likelihood definitions

The below tables include the initial definitions relating to the consequence and likelihood of a risk
occurring. These definitions are used for both workstream-level risks that are maintained in the
dashboard report and the programme levels risks that are reflected in the programme risk register.

Table 38 - Risk consequence definitions

Score  Descriptor Actual or potential impact on the individual/service or organisation

¢ Minimal injury requiring no/minimal intervention or treatment.
e Potential for public concern

¢ Insignificant cost increase/ schedule slippage

e Minimal or no impact on the environment

1 Negligible

e Minor injury or illness, requiring minor intervention.

e Local media coverage — short-term reduction in public confidence
o <5% over project budget, schedule slippage

e Minor impact on the environment

2 Minor

o Moderate injury requiring professional intervention.
3 Moderate ¢ Local media cove.rage — long-term reduct.ion in public confidence
e 5-—10% over project budget, schedule slippage

¢ Moderate impact on the environment
e Major injury leading to long-term incapacity/disability

+ National media coverage with <3 days service well below reasonable public
4 Major expectation

o 10-25% over project budget, schedule slippage, key objectives not met

e Major impact on the environment

+ National media coverage with >3 days service well below reasonable public
expectation. MP concerned (questions in the House)

5 Catastrophic ¢ Incident leading to > 25% over project budget, schedule slippage, key
objectives note met

e Catastrophic impact on the environment
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Table 39 - Risk likelihood definitions

Score Descriptor Likelihood of occurrence

1 Rare This will probably never happen/recur

2 Unlikely Do not expect it to happen/recur but it is possible it may do so
3 Possible Might happen or recur occasionally

4 Likely Will probably happen/recur but it is not a persisting issue

5 Almost certain ~ Will undoubtedly happen/recur, possible frequently

9.11.2 Risk matrix

The risk matrix shown below is also consistent between both levels of risk management. The
Health Board risk matrix is shown below.

Figure 19 - Risk scoring matrix (Likelihood x Consequence = Risk score)

Risks should be assessed and reviewed on a regular basis, as determined by their score:

Low risks should be reviewed and progress on actions recorded and updated at least

S R every 6 months

Moderate risks should be reviewed and progress on actions recorded and updated at
least quarterly

15-25  Hiah High risks should be reviewed and progress on actions recorded and updated at
9 least every 2 months; if scored 20 or over the risk should be reviewed each month

The following management actions are taken for each category:

8-12 Moderate

¢ Red - Reviewed at every Steering Group and Programme Board meeting with clear and
determined action reviews in each pertinent workstream. Workstream leads are predominantly
identified as the risk owner;

o Amber — Reviewed regularly and appropriate review dates are agreed at workstream
groups/committees. The risk owner should be a senior member of the pertinent workstream;
and

o Yellow and Green — Reviewed regularly to ensure the likelihood and/or consequence of the
risk arising has not risen. Risk ownership can be assigned to anyone on the pertinent
workstream.
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9.12 Contract management

Robust contract management process will be put in place to oversee both the construction
contracts and the managed service contracts with the ISP. The use of regular reviews and KPI
monitoring will be critical to managing and overseeing performance throughout contract durations.

9.13 Post-project evaluation

Post-project evaluation (PPE) is a mandatory requirement for infrastructure projects that receive
Welsh Government funding. The purpose of PPE is to improve project delivery through lessons
learned during the project delivery phase and to appraise whether the project has delivered its
anticipated outcomes and benefits.

The Health Board and its partners are committed to ensuring that a thorough and robust post-
project evaluation is undertaken at key stages in the process to ensure that lessons are learnt. The
PPE also sets in place a framework within which the benefits realisation plan set out in section
10.11 can be tested to identify which benefits have been achieved and which have not.

The Health Board is exploring opportunities to work with a local university in carrying out the PPE.
Detailed plans will be drawn up in partnership with the university. The evaluation will be carried out
in line with NHS guidance, and will measure the project against the following factors:

e The extent to which the original objectives e The cost of the project and the extent to
have been met which it can demonstrate value for money

o Measurement against the Benefits e The Project outcome compared with the ‘Do
Realisation Plan Nothing’ or ‘Do Minimum’ scenarios

¢ Risk allocation e User satisfaction

o Timetable e Procurement route

e The economic viability of the project in comparison with the ‘Do Nothing option
o Functional Suitability — how the facility performs
¢ Functional Relationships — how well the various process flows (staff, patient, service) work.

We envisage four key stages to the evaluation, outlined as follows:

Stage 1: Project procurement

The objective of the evaluation at this stage is to assess how well the project was managed from
the time of OBC approval to commencement of the construction phase. It is planned that this
evaluation will be undertaken within three months of construction commencement. The evaluation
at this stage will examine:

e How effectively the project was e Communications and involvement during
managed procurement

e The quality of the documentation o The effectiveness of advisers used on the scheme
prepared by the Health Board and its

e The efficacy of NHS guidance in delivering the
scheme.

Stage 2: Implementation

The objective of this stage is to assess how well the project was managed from the time the
construction phase commences through to commencement of operational commissioning.

partners
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It is considered that this should be undertaken three months following operational commissioning
of the unit. The evaluation at this stage will examine:

o How effectively the project was managed e The effectiveness of the joint working
arrangements established by the Contractor,

e Communications and involvement during the design team and the project team

construction

Stage 3: New operational model in place

The objective of this stage will be to assess how well the project was managed during the
operational commissioning phase, through to operation in the new building. It is proposed that this
stage will be undertaken up to 12 months after completion of operational commissioning of the
scheme. The evaluation at this stage will examine:

o How effectively the project was managed e Overall success factors for the project in

o Effectiveness of the new operational model terms of cost and time

e Extent to which the new operational model
meets users’ needs — from the point of view
of patients, carers and staff.

Stage 4: New operational model well-established

It is proposed that this evaluation is undertaken 18 months following completion of operational
commissioning. The objective of this stage will assess how well and effectively the project was
managed during the actual operation of the new Health and Wellbeing Centre. The evaluation at
this stage will examine:

e Communications and involvement during
commissioning, and into operations

o Effectiveness of the new operational model

o Extent to which the new operational model meets users’ needs — from the point of view of
patients, carers and staff.

The evaluation process will be managed by the Project Manager via a bespoke team established
to oversee the PPE. Evaluation reports will be made available to all relevant stakeholders,
including Welsh Government.

Llantrisant Health Park — Outline Business Case
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Background and current situation:

Partnership and collaborative working has been progressing across South East Wales Health
Boards and Velindre NHST since September 2022 in the guise of a South East Wales regional
planning portfolio. Good progress has been made during this time.

The South-East Wales Regional Joint Committee (RJC) represents an evolution of and step
change in the potential for these existing arrangements and is a strategic collaboration
established by direction of the Cabinet Secretary for Health and Social Care. It more
formally brings together Aneurin Bevan University Health Board, Cardiff and Vale
University Health Board, and Cwm Taf Morgannwg University Health Board to oversee
regional planning and service delivery for a catchment population exceeding 1.5 million,
noting the service provision of these organisations reaches beyond this.

The RJC aims to enhance collaboration, reduce inequalities, and promote sustainable
healthcare services across the regional footprint and represents a significant step toward
integrated regional health governance through collaborative leadership and shared
accountability among the constituent health boards and associate members.

The attached Terms of Reference provides a comprehensive framework for its operation
and governance, ensuring that regional health needs are met effectively and efficiently.

Executive Director Opinion and Key Issues to bring to the attention of the

Board/Committee:
Status and Authority

The RJC is formed under the powers of the Welsh Ministers pursuant to the National
Health Service (Wales) Act 2006. It is not a separate legal entity but a joint committee
accountable to the Boards of the three constituent health boards. Each board delegates
certain functions to the RJC, which is bound by these decisions under the schedule of
delegated powers. The health boards retain ultimate responsibility for the planning and
delivery of health services to their populations but may choose to be bound by a majority
view at the joint committee.

The RJC’s Terms of Reference includes a schedule of reserved and delegated powers
which clarifies the division of responsibilities between the health boards and the RJC,
ensuring clear governance and accountability.

Chief Executives of the health boards serve as Accountable Officers with personal
responsibilities for financial propriety, sustainability, value for money, risk management,
and accurate accounting. Their membership in the RJC ensures decisions respect these
duties, avoiding conflicts between personal responsibilities and board roles.

Purpose and Objectives

The RJC seeks to transform regional collaboration by providing collective leadership for
planning, commissioning, and delivering health services. It focuses on aligning clinical
service development with population health needs, addressing service and financial
challenges, and reducing unwarranted variation in outcomes and access. Specific
objectives include developing a regional work programme, reviewing baseline activities for
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efficiency and quality, prioritizing capital projects, approving business cases, and ensuring
integrated impact assessments for service change.

Chairing and Membership

Upon establishment, the RJC will appoint a Chair from the Health Board Chair
representatives and rotate annually thereafter between the three health board Chairs.
Membership of the RJC includes representatives from each health board, including Chairs,
Vice Chairs, Chief Executives, and nominated Executive Directors. Associate membership
iIs extended to representatives from Powys Teaching Health Board and Velindre University
NHS Trust, who attend meetings without voting rights. The committee may invite
additional attendees to assist its work, including representatives from the wider health
and care system and community sectors.

Values, Behaviours and Principles

The RJC will operate under four core partnership principles:

A system-focused partnership aiming for agreed population outcomes.
A system enabler fostering collaboration.

A low-bureaucracy, high-trust environment.
A culture of constructive behaviours.

RJC members will be expected to adhere to their respective health board policies, NHS
Wales values, Nolan Principles, and agreed partnership principles. They must consider
equality, diversity, and inclusion in decision-making and prioritize regional population
interests over individual health board interests.

The RJC will promote openness and transparency by holding public meetings where
possible, while safeguarding confidential information as necessary. Conflicts of interest
will be managed per health board policies, with declarations required at meetings and
appropriate actions determined by the RJC Chair or Vice-Chair.

Disputes between health boards related to RJC operations will follow a structured
resolution process beginning with discussions among involved parties, escalating to chief
executives, then chairs, and ultimately to the Welsh Government Director General and
Cabinet Secretary if unresolved. This process emphasizes cooperative resolution in line
with the agreed partnership principles.

Meetings and Decision-Making

The RJC will typically meet quarterly, with a minimum of three meetings per year. A
quorum requires at least six members, including an Independent Member and an
Executive member from each health board.

Decisions will be reached by consensus or, in exceptional circumstances, by vote among
RJC members or referral to respective health boards. Meeting notices and papers are
distributed in advance, and meetings are conducted with transparency, including public
sessions when appropriate.

Governance support to the RJC will rotate annually among the health boards based on the
chairing arrangement in place.
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Review and Reporting

The effectiveness of the RIJC will be reviewed annually, with reports submitted to the
health boards. The Terms of Reference will also be reviewed regularly to ensure they
remain relevant and effective with an initial review planned to take place six months after
establishment.

RJC meeting minutes and summary reports will be shared with the health boards for
assurance and transparency.

Creating the wider conditions for success

There is an abundance of evidence however which suggests structural change by itself is
not a likely route to successful or sustainable regional service delivery / improvement.

Establishing successful partnerships between organisations requires shared objectives and
demands the engagement of ‘hearts and minds’ across all levels of the system.

Emotional and cultural alignment will be essential to build trust, foster collaboration, and
ensure that joint working is sustained through periods of change and challenge. Trust and
psychological safety will also be foundational to an effective partnership. When individuals
and teams believe in each other’s intentions and feel safe to express concerns or ideas,
they are more likely to engage openly and constructively. This environment will also support
shared problem-solving and reduce the risk of siloed thinking or defensive behaviors.

Creating these wider conditions will require a number of actions / considerations to be
progressed in the early phase of the RJC -

a) Development of a value proposition and shared sense of purpose that goes beyond
that laid out by the Minister.

Aligning purpose alongside further developing and embedding values (described above)
across the RJC and constituent partners will help to create a unified direction. While partners
will have different operational pressures ensuring that all partners are committed to a
common vision for patient care and system improvement will translate into stronger
ownership of shared goals and greater resilience in the face of operational or financial
pressures.

b) Assessment of the spectrum of collaboration.
The extent to which any partnership collaborates can vary considerably (as shown in the
spectrum of collaboration below). Ensuring a collective acknowledgement on both where
the current partnership is and where the RJC does, and does not, strive to get to will be
vital in building trust and transparency. It will guard against any particular partner being
unfairly labelled ‘difficult’” merely because their expectations of the partnership differs from
others but has not been fully understood from the outset.
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c) Exploration and agreement of the partnerships ‘sweet spot’ in terms of responsibility
at scale v’s at-site.
The more ‘at scale’ the partnership operates the more diluted the benefits of strong
local/organisational leadership. The stronger the local/organisational leadership the less
likely the partnership will achieve benefits at scale.

The choice of ‘at scale’ or ‘at site’ need not be a binary one but a transparent conversation
between partners as to where the collective ‘sweet spot’ is for the RJC will enable progress
at a pace that all partners are comfortable with.

Trust and a willingness to work in collaboration can often be eroded through frustration at
the perceived pace of progress, or lack of. Learning and reflections on regional working
over the past three years has shown that too often partners have focused, too heavily, on
specific regional models of care that need deploying compared to other foundational
elements that also need time and attention. These would ultimately support delivering those
service models at greater pace. Further consideration thus needs to be given to;

d) Wider enablers of effective collaboration.
A focus on achieving collective consensus at an RJC level on the approach towards a
number of key enablers will provide the foundations for collective service delivery at
scale.

These enablers will include how clinical leadership is embraced, how digital (including data
sharing) solutions are best exploited across organisational boundaries and also how
regional approaches to workforce are best developed.

e) ‘Alignment versus assimilation’
An equal focus on building trust through considering an early emphasis on aligning and
stream-lining pathways, standardising clinical policies, joint management / clinical
leadership models as opposed to moving directly to regional delivery of service (assimilation
of services) will also help build confidence within the RJC.

In creating the wider conditions for success and to ensure the RJC meets from a position of
strength points a — e above should be considered through the development of a regional
Organisational Development (OD) programme that is wrapped around the emerging RJC
and its partners.

Recommendation:

Respective Boards are asked to:
e Approve the establishment of the South-East Wales Regional Joint Committee (RJC)
and its associated terms of reference and operating arrangements as attached;
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¢ Note the RJC will appoint a Chair from its membership followed by a rotating period
of appointment. Governance support will be provided by the Health Board of the
Chair appointed as RJC Chair;

e Determine membership from each respective health board to join the RJC, in-line

with the membership requirements;

¢ Note the wider determinants for the RJCs long term sustainable success and;
e Approve the development of a regional OD programme for the RJC and its partners.

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)

Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference
and Score:

N/7A

Safon(au) Gofal ac lechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
Choose an item.
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.
N/A

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

ymgynhorwyd ymlaen llaw y

Parties / Committees consulted

Cyfarfod Bwrdd lechyd Prifysgol:

prior to University Health Board:

Ar sail tystiolaeth: N/A
Evidence Base:

Rhestr Termau: N/A
Glossary of Terms:

Partion / Pwyllgorau a N/A
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Effaith: (rhaid cwblhau)

Impact: (must be completed

Is EIA Required and included with this paper

Asesiad Effaith No does not meet requirements
Cydraddoldeb
Equality Impact An EQIA is required whenever we are developing a

Assessment (EIA) completed | policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant Collaboration - Acting in collaboration with any
Cenedlaethau’r Dyfodol — 5 | other person (or different parts of the body itself)
ffordd o weithio that could help the body to meet its well-being
Well Being of Future objectives

Generations Act — 5 ways Choose an item.
of working

https://futuregenerations.wal
es/about-us/future-

generations-act/
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SOUTH-EAST WALES REGIONAL JOINT COMMITTEE (RJC)

TERMS OF REFERENCE & OPERATING ARRANGEMENTS

Introduction

Status

1. On 2 April 2025, the Cabinet Secretary for Health and Social Care directed
Aneurin Bevan University Health Board, Cardiff and Vale University Health
Board, and Cwm Taf Morgannwg University Heath Board to establish a
Regional Joint Committee (RJC) to exercise the facilitation and oversight of
regional planning to drive effective collaboration and regional working. This
direction is given pursuant to the Welsh Ministers’ power in section 12(3) of the
National Health Service (Wales) Act 2006.

2. Forthe purpose of these terms of reference, the three organisations
comprising the RJC will be referred to as the health boards.

3. To enhance collaboration in integrated care, representatives from Powys
Teaching Health Board and Velindre NHS Trust will be Associate Members
of the RJC.

4. Additionally, a Welsh Government Official is to receive a standing invitation
to observe all meetings of the Committee. This will usually be a member of
the Health, Social Care, and Early Years Executive Directors Team. This
will provide the Cabinet Secretary with confidence that there is an
appropriate level of oversight and assurance from the Welsh Government in
place.

5. The RJC is expected to bring greater focus on:
* regional planning and delivery of service models.
« improved outcomes and a reduction in inequalities in access.
» potential for service transformation, including new workforce models.
» establishing new relationships and/or resetting existing relationships.
* exploring regional solutions to advance sustainable service provision
* providing coordinated support to the health boards.

6. The RJC is to be established under the powers vested in Welsh Ministers
under Section 12 of the National Health (Wales) Act 2006 which allows:

(1) Welsh Ministers to direct a Local Health Board to exercise in relation to its
area:
(a) functions which were transferred to the National Assembly of Wales (now
Welsh Government following the Government of Wales Act 2006) by the
Health Authorities (Transfer of Functions, Staff, Property, Rights and
Liabilities and Abolition) (Wales) Order 2003 (S.1. 2003/813 (W.98)),
(b) such other of their functions relating to the health service as are specified
in the direction.

(2) The functions which may be specified in directions under subsection (1)
include functions under enactments relating to mental health and care homes.

(3) The Welsh Ministers may give directions to a Local Health Board about its
exercise of any functions.
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Accountability, 7. The RJC is established by, and ultimately accountable to, the Boards of
Responsibility Aneurin Bevan UHB, Cardiff and Vale UHB and Cwm Taf Morgannwg
and Authority UHB.

8. As a joint committee of the three Health Boards, the RJC is not a
separate legal entity from each of the LHBs.

9. The RJC shall report to each Board on its activities, to which it is
formally accountable in respect of the exercise of the functions carried
out on their behalf.

10. Ultimately, the three Health Boards remain accountable for planning,
securing and delivering health services to their respective populations.

11. Each Health Board has delegated authority to the RJC for the exercise
of certain functions, as set out within these Terms of Reference.

12. These RJC Terms of Reference form a schedule of each Health
Board’s own Standing Orders and have effect as if incorporated within
them.

13. Where Health Boards have delegated functions to the RJC, each Health
Board shall be bound by the decisions of the Joint Committee in
accordance with the Schedule of Powers delegated to the RJC
(Appendix A).

Purpose of the  14. The RJC has been established to:

RJC (a) Create a step change in the effectiveness of arrangements to
collaborate across the regional footprint in the interests of our shared
population, marking a change in the way we work collectively as
health boards.

(b) Provide collective leadership for the regional planning,
commissioning, and delivery of services for the population served by
the three health boards, considering the service challenges, financial
challenges and population health needs of all three organisations.

(c) Establish a regional approach to the development of clinical services
planning, aligned to regional population health needs assessments, to
develop and deliver sustainable services in terms of achieving quality
and outcome measures, workforce and financial sustainability.

(d) Identify priorities for the three health boards, where a regional
approach will deliver benefit.

(e) Explore how the benefits of a regional health economy are harnessed
to best serve the south-east Wales population of over 1.5million.

(f) Reduce unwarranted variation and inequality in health outcomes,
access to services and experience at a regional population level.

(g) Be cognisant of the wider environment of health services in Wales,
including the needs of those who use health services in the south-
east Wales region but are from populations which are outside of the
responsibility of the three health boards.
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Objectives of
the RJC

Partnership
Principles

15.

16.

In-line with delegated levels of authority and accountability (Appendix A),

the RJC will specifically:

a) Develop a regional programme of work, aligned to individual Health
Board plans, to ensure the benefits of a regional health economy for a
population of over 1.5million are realised.

b) Review baseline activity, based on individual Health Board clinical
services plans, focusing on cost efficiencies, quality, and service
fragility.

c) Develop and oversee an approach to prioritisation of capital
programmes which underpin the regional health economy approach.

d) Consider and prioritise the regional projects included within the
regional programme of work, approving Business Cases and
identifying and agreeing to any further projects to be included in the
regional programme.

e) Seek assurance that projects deliver against their outcomes and
timescales, and deliver against the quality measures and programme
benefits, as identified in their PIDs and or Business Cases.

f) Provide a vehicle to progress work programmes within the remit of the
RJC without unnecessary recourse elsewhere to ensure pace.

g) Seek assurance that integrated impact assessments are undertaken
of all planned service change programmes and embedded in the
ways of working of the RJC.

h) Develop, implement and evaluate the required governance framework
to deliver the regional programme of work, underpinning the RJC.

i) Consider any audit and review related activity relevant to the work of
the RJC to inform learning and improvement.

As a strategic partnership of the three Health Boards in the region, the

RJC will adopt and embed the following four partnership principles into its

business and operating arrangements. The RJC will be:

a) A partnership with a system focus which seeks to collectively agree
the outcomes it wants for its combined population.

b) A partnership that is a system enabler.

c) A low bureaucracy, high trust partnership.

d) A partnership of constructive behaviors.

Page 3 of 14
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Chairing 17. The Chair of the RJC will be drawn from one of the Chairs of the three

Arrangements health boards and this position will rotate amongst the three chairs on an
annual basis at the meeting of the RJC in April of each year. The RJC will
be established in October 2025 and the first appointed Chair will serve
until March 2027.

18. The other two health board Chairs will jointly become vice chairs of the
RJC and will agree who deputises and presides at a meeting in the
absence of the Chair.
Membership 19. The RJC shall have the following members drawn from the three health
boards, as follows:

e Chairs of Aneurin Bevan UHB, Cardiff and Vale UHB and Cwm Taf
Morgannwg UHB (3)

¢ Vice Chairs, or 1 nominated Independent Member, of each of Aneurin
Bevan UHB, Cardiff and Vale UHB and Cwm Taf Morgannwg UHB (3)

e Chief Executives of Aneurin Bevan UHB, Cardiff and Vale UHB and Cwm
Taf Morgannwg UHB (3)

¢ 1 nominated Executive Director from each of Aneurin Bevan UHB, Cardiff
and Vale UHB and Cwm Taf Morgannwg UHB (3)

20. With the permission of the Chair of the RJC, the members of the RJC
set out above may nominate a substitute, equivalent Board Member
(as defined above) to attend a meeting that they are unable to attend.
The substitute may speak and vote on their behalf. The decision of the
Chair regarding the authorisation of nominated substitutes is final.

Associate 21. The RJC shall have the following associate members, attending meetings
Membership on an ex-officio basis, without voting rights:

a) A nominated Board Member of Powys Teaching Health Board (1)

b) A nominated Board Member of Velindre NHS Trust (1)

22. With the permission of the Chair of the RJC, the associate members of
the RJC set out above may nominate a substitute to attend a meeting
that they are unable to attend. The substitute may speak on their behalf.
The decision of the Chair regarding the authorisation of nominated
substitutes is final.
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In Attendance 23. At the discretion of the Chair of the RJC, the RJC may invite others to
attend meetings, where this would assist it in its role and in the
discharge of its duties. This may include, but is not limited to:

a) Employees of the three Health Boards as appropriate.

b) The Senior Responsible Officers of RJC programmes.

c) Representatives from the Health and Care system, including NHS
Bodies and Local Authorities.

d) Representatives from the Voluntary, Community and Social
Enterprise sector.

e) Representatives of Llais.

24. The RJC will take account of its responsibility to actively encourage the
engagement and, where appropriate, involvement of citizens and
stakeholders in the work of the RJC (whether directly or through the
activities of bodies such as Llais) and to demonstrate openness and
transparency in the conduct of business.

25. A Welsh Government Official will receive a standing invitation to observe
all meetings of the RJC.

Accountable 26. Chief Executives of Health Boards are designated Accountable

Officers Officers, in-line with Managing Welsh Public Money, and hold several
personal responsibilities. Accountable Officers have a personal
responsibility for: propriety and regularity of the public finances
delegated to them; affordability and sustainability; value for money;
management of opportunity and risk; learning from feedback; and
accounting accurately.

27. The Chief Executive, as the Accountable Officer (Accounting Officer), of
each respective Health Board is included within the membership of the
RJC to ensure any decisions delegated from Boards to the RJC do not
undermine the personal responsibilities Accountable Officers hold.

28. Accountable Officers will need to be cognisant of their responsibilities,
as set out within Managing Welsh Public Money (MWPM) and their
respective Accountable Officer Memorandums, ensuring principles are
applied to decision making, including:

a) MWPM 3.8.5 — “There are sensitivities about the role of the
Accounting Officer in a public body which is governed by an
independent board, e.g. a charity or a company. The Accounting
Officer, who will normally be a member of the board, must take care
that his or her personal responsibilities do not conflict with his or her
duties as a board member. In particular, the Accounting Officer
should vote against any proposal which appears to cause such a
conflict; it is not sufficient to abstain.”

b) MWPM 3.8.6 — “Moreover, if the chair or board of such a public
body is minded to instruct its Accounting Officer to carry out a
course inconsistent with the standards in box 3.1, then the
Accounting Officer should make his or her reservations clear,
preferably in writing....”

Page 5 of 14
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Working with 29. In exercising its responsibilities, the RJC shall ensure arrangements are
Llais (Citizen in place to engage and co-operate with representatives of Llais as
Body for Health appropriate.
and Social Care)
30. Part 4 of the Health and Social Care (Quality and Engagement) (Wales)
Act 2020 (2020 asc 1) (the 2020 Act) places a range of duties on Local
Health Boards and Trusts in relation to the engagement and
involvement of Llais in their operations, which are extended to the
activities of the RJC.

31. The RJC will ensure it is clear who will assume responsibility for
engaging and co-operating with Llais when planning, developing,
considering proposals for service change, in-line with delegated levels

of authority.
Delegated 32. When exercising any Delegated Functions, the RJC will ensure that it
Functions and acts in accordance with, and that its decisions are informed by, the
Powers relevant policies and procedures which have been developed by the

three health boards to support those functions and to inform the
commissioning, provision and delivery of any relevant services.

33. Within the framework approved by each Health Board and set out within
these RJC Terms of Reference, and subject to any directions that may
be given by the Welsh Ministers; the RJC may make arrangements for
certain functions to be carried out on its behalf, so that regional
planning and delivery may be carried out effectively and in a manner
that secures the achievement of its aims and objectives. In doing so,
the RJC must set out clearly the terms and conditions upon which any
delegation is made.

34. The RJC’s determination of those matters that it will retain, and those
that will be delegated to others shall be set out in Appendix A:
a) Schedule of matters reserved for the RJC; and a
b) Scheme of delegation to joint sub-Committees and others;
all of which must be formally adopted by the RJC and approved by
Health Boards as a schedule to their own Standing Orders.

Sub- 35. The RJC may and, where approved by the LHB Boards jointly, or directed
Committees, by Welsh Ministers, must appoint joint sub-Committees of the RJC
Groups and either to undertake specific functions on the RJC’s behalf or to provide
Panels advice and assurance to others (whether directly to the Joint

Committee, or on behalf of the Joint Committee to each LHB Board
and/or its other committees).

36. This may also extend to:

a) Programme and Project Governance — Established to provide a
framework for managing and controlling programmes and projects.

b) Expert Panels — Established to review and make technical
recommendations on specific subjects which generally consist of
experts with relevant knowledge and experience within a particular
field.

c) Advisory Groups — Established to provide advice over an issue/range
of subject matters which generally consists of an external chair and
internal and/or external stakeholders to make recommendations on a
specific issue.

Page 6 of 14
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Meetings

37. The RJC shall determine a governance structure that meets its own
advisory and assurance needs and in doing so the needs of the three
Health Boards. These would be set out within agreed Terms of
Reference and Operating Arrangements, agreed by the RJC.

Scheduling meetings

38. The RJC will ordinarily meet quarterly, and, as a minimum, shall meet
on three occasions each year. Additional meetings may be convened on
an exceptional basis at the discretion of the Chair.

39. The three Health Boards may ask the RJC to convene further meetings
to discuss issues on which they want RJC advice, subject to the
agreement of the Chair.

Quoracy

40. In order for a meeting to be quorate there must be at least six members
in attendance, which shall include:
a) An Independent Member (Chair or Vice Chair) and an Executive member
(CEO or other executive) from each of the three health boards.

41. If any member of the RJC has been disqualified from participating in an
item on the agenda, because of a declaration of conflicts of interest, then
that individual shall no longer count towards the quorum. Nominated
deputies who have been authorised by the Chair shall count towards
quorum.

42. If the quorum has not been reached, then the meeting may proceed if
those attending agree, but no decisions may be taken.

Voting

43. The RJC will ordinarily reach conclusions by consensus. If this is not
possible, the Chair may call a vote. Only members of the RJC
Committee (or nominated substitute as set out in section 20) may vote;
each Member is allowed one vote. The result of the vote will be
recorded in minutes

44. Where there is no consensus and the likelihood of no consensus at a
subsequent meeting, the Chair of the RJC will refer the decision to each
Board of the three respective Health Boards for further consideration. If
the same decision is not made by each of the three Health Boards, the
dispute process (Appendix B) will be enacted.

45. Should a decision be referred to the three respective Health Boards as
set out in section 44, the outcome of all three decisions will be reported
to the next meeting of the RJC and recorded in minutes.

Papers and notice

46. A minimum of seven clear days’ notice of all meetings is required, which
Page 7 of 14
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shall comprise venue, time and date of the meeting, together with an
agenda of items to be discussed. Supporting papers must be distributed
at least five clear working days ahead of the meeting.
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47. On occasion it may be necessary to arrange urgent meetings at shorter
notice. In these circumstances the Chair will give as much notice as
possible to members. Urgent papers shall be permitted in exceptional
circumstances at the discretion of the Chair.

Virtual attendance

48. It is for the Chair to decide whether the RJC will meet virtually. Where a
meeting is not held virtually, the Chair may nevertheless agree that
individual members may attend virtually. Participation in a meeting in
this manner shall be deemed to constitute presence in person at such a
meeting. How a person has attended a meeting shall be specified in the
meeting minutes.

Recordings of meetings

49. Except with the permission of the Chair, no person admitted to a
meeting of the RJC shall be permitted to record the proceedings in
any manner whatsoever, other than in writing.

Minutes

50. The minutes of meetings will be formally taken in the form of key points
of debate, actions and decisions and a draft copy circulated to the
members of the RJC together with the action log as soon after the
meeting as practicable. The minutes shall be submitted for agreement
at the next meeting.

Governance support

51. Governance Advice and Secretariat support for the RJC will be provided
by the organisation from which the Chair is elected and will therefore
rotate between the three Health Boards on an annual basis.

Interpretation

52. Where there is doubt as to the applicability or interpretation of the RJC’s
terms of reference and operating arrangements, the Chair of the RJC,
with advice from the nominated Governance Advisor, shall have the
final say, provided that the decision does not conflict with rights,
liabilities or duties as prescribed by law.

Confidential information

53. Where confidential information is presented to the RJC all attendees will
ensure that they treat that information appropriately considering any
confidentiality requirements and information governance principles.

Openness and Transparency

54. As far as is practicably possible and appropriate, the RJC will meet in public
to promote openness and transparency. A public notice of the time and
place of the meeting, and the public part of the agenda, shall be displayed
on each Health Boards website, where the papers supporting the public
part of the agenda will be available.
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55. There will be occasions when some of the RJC’s business is more
appropriately considered in private session; this is to ensure that any
business considered is not prejudicial to public interest, commercial
sensitivities and data protection.

56. The final decision on whether business should be discussed in private or
public session shall be made by the RJC Chair, having taken advice
from the nominated Governance Advisor.

Conflicts of 57. Conflicts of interest will be managed in accordance with relevant policies
interest and procedures and shall be consistent with the three health boards’
respective statutory duties and applicable national guidance.

58. Where individual RJC members identify an interest in relation to any
aspect of RJC business set out in the meeting agenda, that member
must declare an interest at the start of the meeting. RJC members
should seek advice from the Chair before the start of the meeting if they
are in any doubt as to whether they should declare an interest at the
meeting.

59. All declarations of interest made at a meeting must be recorded in the
Joint Committees minutes.

60. It is the responsibility of the Chair, on behalf of the RJC, to determine
the action to be taken in response to a declaration of interest declared.
Where the Joint Committee Chair declares a personal interest, any
decision on the action to be taken shall be made the Vice-Chair
designated for that meeting.

Disputes 61. Where a dispute arises between the three health boards, which is
connected to the operation of the RJC and its work, this shall be
resolved in accordance with the dispute resolution procedure at

Appendix B.
Behaviours 62. Members will be expected to behave and conduct business in
and Conduct accordance with:

a) The policies, procedures and governance documents that apply to
their respective Health Board.

b) Any collectively developed procedures or codes.

c) The Values and Standards of Behaviour Framework of NHS
Wales.

d) The Nolan Principles

e) Agreed partnership principles.

63. Members must demonstrably consider equality diversity and inclusion
implications of the decisions they make.

64. Within the constraints of these Terms of Reference, RUC Members will
act in the best interests of the population of the south-east Wales

region, rather than representing the individual interests of an individual
health board.
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Reporting 65. A copy of the meeting minutes of each meeting of the RJC, along with a

Arrangements summary report, shall be shared with the three Health Boards for
information and assurance. The report shall set out matters discussed
and pertinent issues, together with any recommendations and any
matters which require disclosure, escalation, action or approval.

Review 66. The RJC will review its effectiveness at least annually on its work in
discharging its responsibilities, delivering its objectives and complying
with its terms of reference. The outcome of this will be included within the
standing report to the three Health Boards set out in 65.

67. These terms of reference, including membership and chairing
arrangements, will be reviewed at least annually and more frequently if
required.

68. Any proposed amendments to these terms of reference will be
submitted to the three Health Boards for approval.
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APPENDIX A

SOUTH-EAST WALES REGIONAL JOINT COMMITTEE (RJC)

SCHEME OF DELEGATION AND RESERVATION OF POWERS

The tables below set out a Framework of Reservation and Delegations anticipated in respect of RJC

business.

Unless explicitly set out within the RJC’s Terms of Reference and this Framework, everything is retained
by the three Health Boards respectively. Where Health Boards have delegated functions to the RJC,
each Health Board shall be bound by the decisions of the Joint Committee in accordance with the
Schedule of Powers delegated to the RJC

This Framework will be kept under active review and, where appropriate, will be revised to take account
of developments, review findings or other changes.

A. MATTERS RELATING TO THE RJC, RESERVED FOR HEALTH BOARDS
REF. | AREA MATTER
A1l. Operating Approve the Joint Committee’s Terms of Reference and Operating
Arrangements Arrangements (the Governance Framework for the RJC)
A2. Strategy & Approve the annual priorities and programme of work for regional
Planning developments, as recommended by the RJC
A3. Strategy & Approve a Regional Commissioning Strategy, if recommended by
Planning the RJC, for inclusion in Health Board Integrated Medium-Term
Plans
Ad. Strategy & Approve the overarching financial commitment and financial
Planning framework required to enable delivery of the priorities set for the RJC
(A2 and A3)
A5. Strategy & Approve Capital and Revenue Business Cases (prior to WG
Planning approval if required), within the framework of:

e The agreed annual priorities and programme of work for
regional developments (A2)

The agreed Regional Commissioning Strategy (A3)

e The overarching financial commitment and financial
framework required to enable delivery of the priorities set for
the RJC (A4)

AG. Strategy & Approve the commencement of formal engagement and consultation
Planning on significant service change proposals
A7. Strategy & Approve significant service change proposals for implementation
Planning
B. MATTERS RELATING TO THE RJC, DELEGATED FROM HEALTH BOARDS AND
RESERVED FOR THE JOINT COMMITTEE
REF. | AREA MATTER
B1. Operating Develop, vary, and amend the Joint Committee’s Terms of
Arrangements Reference and Operating Arrangements (the Governance
Framework for the RJC) for Health Board approval
B2. Operating Develop and Approve the Terms of Reference and Operating
Arrangements Arrangements for the following which are deemed necessary to
support the RJC in the exercise of its functions:

Page 12 of 14

259/811



13/14

e Programme and Project Governance — Established to provide a
framework for managing and controlling programmes and
projects.

o Expert Panels — Established to review and make technical
recommendations on specific subjects which generally consist of
experts with relevant knowledge and experience within a
particular field.

e Advisory Groups — Established to provide advice over an
issue/range of subject matters which generally consists of an
external chair and internal and/or external stakeholders to make
recommendations on a specific issue.

B3. Strategy & Develop and approve, prior to Health Board approval, the annual
Planning priorities and programme of work for regional developments, in line
with the RJC’s purpose and responsibilities
B4. Strategy & Develop and approve, prior to Health Board approval, a Regional
Planning Commissioning Strategy, for inclusion in Health Board Integrated
Medium-Term Plans, where it is required
B5. Strategy & Determine, for Health Board approval, the required financial
Planning commitment and financial framework to enable delivery of the
priorities set for the RJC (A2 and A3)
B6. Strategy & Approve Capital and Revenue Business Cases (prior to WG
Planning approval if required), within the framework of:

e The agreed annual priorities and programme of work for
regional developments (B3)

e The agreed Regional Commissioning Strategy (B4)

e The overarching financial commitment and financial
framework required to enable delivery of the priorities set for
the RJC (B5)

B6. Strategy & Develop significant service change proposals which relate to regional
Planning developments, for Health Board approval
B7. | Strategy & Develop arrangements for the commencement of formal
Planning engagement and consultation on service change proposals, for
Health Board approval
B8. Performance & Receive reports from Senior Responsible Officers on progress and
Assurance performance in the delivery of the RJC’s priorities and programme of
work, and approve action required, including improvement plans
where required
B9. Performance & Receive assurance reports from the RJC’s sub-Committees and
Assurance groups on the delivery of those delegated programmes of work
B10. | Performance & Receive audit and review reports related to the work of the RJC (in
Assurance addition to consideration through Health Boards)

C. MATTERS RELATING TO THE RJC, DELEGATED FROM THE JOINT COMMITTEE TO
SUB-COMMITTEES, GROUPS AND OTHERS

REF.

AREA

MATTER

To be determined upon establishment of the RJC
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APPENDIX B

SOUTH-EAST WALES REGIONAL JOINT COMMITTEE (RJC)

PROCESS FOR DISPUTES AND ARBITRATION

. In accordance with the Terms of Reference for the RJC, Aneurin Bevan University

Health Board, Cardiff and Vale University Health Board, and Cwm Taf Morgannwg
University Heath Board (the Health Boards) will seek to work cooperatively with each
other as constituent members of the RJC and with the RJC as a whole. Where there is
an impasse which cannot be resolved by means of conciliation between appropriate
individuals, then as a last resort the following process should be followed.

. Inthe event of any dispute between Health Boards relating to RJC business, all parties

involved in the dispute must try to reach an agreement. This will involve meeting to
discuss and trying to resolve the issues. All reasonable efforts must be made before
escalating any disputed issues.

. If a dispute cannot be resolved in accordance with the provisions of paragraph 2, the

respective Health Board Chief Executive should have a further meeting with the two
other Chief Executives of the RJC to determine if the matter can be resolved in-line
with the partnership principles agreed within the RJC’s Terms of Reference.

. If a dispute cannot be resolved in accordance with the provisions of paragraph 3, the

respective Health Board Chair should have a further meeting with the two other Health
Board Chairs to determine if the matter can be resolved in-line with the partnership
principles agreed within the RJC’s Terms of Reference. The Health Board Chairs may
wish to engage their respective wider Boards on this matter.

. If a dispute still cannot be resolved in accordance with the provisions of paragraph 5,

it shall be referred to the Welsh Government Director General for Health and Social
Services and ultimately onwards to the Cabinet Secretary for Health and Social
Services for resolution.
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CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING
DYDDIAD Y CYFARFOD: 24 September 2025
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Board
TEITL YR ADRODDIAD: Review of the Performance Management and
TITLE OF REPORT: Accountability Framework
CYFARWYDDWR Hannah Evans, Director of Strategy, Planning and
ARWEINIOL: Partnerships
LEAD DIRECTOR:
SWYDDOG ADRODD: Trish Chalk, Assistant Director of Planning and
REPORTING OFFICER: Performance,

Pwrpas yr Adroddiad
Purpose of the Report

Ar Gyfer Penderfyniad/For Decision

The purpose of this report is to seek Board approval for the updates to the
Performance Management and Accountability Framework (PMF) following a thorough
review.

Specifically, the Board is asked to:
- Note the work and outcomes of the review.

- Note the recommendations from the review and for updating the Framework.
- Approve the updated Framework

ADRODDIAD SCAA
SBAR REPORT

Sefyllfa / Situation

In September 2023, the PMF was approved by the Board following recognition that
the Health Board required a systematic approach and clarity around the
performance and accountability requirements, which needed strengthening,
incorporating current good practice internally and reflecting best practice.

The PMF supports the Health Board's strategic goals by tracking and improving
performance to achieve better outcomes for patients and staff. The PMF sets out
the arrangements for the oversight of operational Divisions and Corporate teams
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how they are assessed, and the consequences of poor performance via the
escalation section.

The design principles for the current Framework are integrated bringing together
quality and safety, operational delivery, and finance.

In line with the national Planning and Performance Frameworks, the Integrated
Medium-Term Plan 2025-2028, and national priorities, it is important to revisit
and refresh the PMF to ensure relevance, effectiveness, and engagement.

A review commenced in December 2024 to evaluate the implementation actions,
gather feedback and wider opinion about the effectiveness of the current
Framework in achieving its aims to monitor and improve organisational
performance.

Cefndir / Background

The comprehensive review of the Performance Management and Accountability
Framework (2023) was commissioned to ensure alignment with national and
ABUHB priorities recognising during the period the organisation had commissioned
a review of its 10-year strategy and the changes in escalation status. The review
evaluated the framework’s effectiveness in promoting accountability since
implementation, improving performance, and supporting safe, effective service
delivery. It was recognised the PMF would require review and iteration, as
supporting components were developed and learning through application.

The 2023 PMF was developed with engagement from the Board, Executive team,
and the Cross Divisional leadership group. When launched, the Framework set out
the benefits anticipated to having a PMF, these included:

Oversight and integration of approaches to addressing performance,
strengthening “grip” on key issues, and learning from existing approaches,

¢ Providing a linkage from PADRs through to strategic objectives,

e Provide a mechanism to objectively assess risk and areas across organisation
that need support and focus,

e Bring an appreciation of issues affecting delivery of operations closer to
corporate teams and identifying any opportunities to support,

e Clarity and appreciation of the contribution of corporate teams to delivering
statutory, strategic, and operational priorities,

e Improving alignment of performance across the organisation, including the
new Quality Outcomes Framework.

The review has sought to understand if these benefits are being realised by the
Organisation through having the Framework in place, and address areas that
could further improve accountability and delivery. The review has looked at the
following areas:

« Review the understanding of the purpose and principles
« Learn from the experiences of implementation and feedback since 2023, and
if the Framework is still fit for purpose
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e Understand individual and collective understanding, and if the Framework
reflects the status of the organisation and understanding of accountability at
all levels.

e Oversight arrangements — to understand the alignment between individual,
team, and organisational goals and do the arrangements ensure timely follow
up and intervention

o Escalation — understand if the 3x3 model is fit for purpose and the triggers
are understood, along with if the support has been clear and effective

« If the Framework promotes a culture of ongoing feedback and continuous
improvement

o Understand if it is appropriate to align to the national levels of escalation and
domains

It is worth noting that since the review was implemented the national escalation
framework has been updated: NHS Oversight, Assurance, Escalation and
Intervention Framework. The Health Board, like all NHS organisations is assignhed
an escalation status which is currently Level 3 (known as Enhanced monitoring)
for finance, strategy and planning and performance and outcomes related to
urgent and emergency care pathways at The Grange University hospital
emergency department. The organisation was de-escalated from Level 4
(Targeted Intervention) for finance, strategy and planning in July 2025.

Assessment

Key changes and improvements implemented since the PMF was introduced

include (but are not limited to):

- Development of Integrated Performance Report tracking directly to delivery of
IMTP commitments (covering operational performance, workforce quality and
finance)

- Established use of accountability letters for all Directors

- that cover the broader spectrum of deliverables over and above budget
delivery and include individual objectives,

- Accountability letters alongside the same model for all Divisions have been
developed and issued

- Introduction of Executive Team focused sessions on performance oversight

- Strengthening of the planning cycles to ensure there is better clarity on
delivery expectations alongside clear milestones and clarity on delivery
mechanisms — this will further strengthen the accountability letters for future
years

- Corporate teams undergoing Reviews

- Deployment of the financial governance checklist

- New Quality assurance framework

- Strengthen capacity and capability in the performance function

The refresh of the PMF is intended to build on the progress outlined above and to
assess understanding, alignment, escalation appropriateness, and culture of
continuous improvement through a two-part review involving desktop evidence
analysis and direct feedback via surveys, internal audit, and facilitated sessions.

The full review and report can be found in Appendix 1
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A summary of the review can be found below:

« Framework purpose and benefits: The PMF was designed to integrate
performance oversight, link individual objectives to strategic goals, assess
organisational risks objectively, and enhance alignment across the ABUHB
including the Quality Outcomes Framework, Standard Financial Instructions and
Accountability Conditions. The review aimed to assess these intended benefits
and identify improvement areas.

« National escalation context: The Welsh Government’s Oversight and
Escalation Framework define escalation levels and domains, with ABUHB
experiencing changes in escalation status in 2024 and 2025, for finance,
planning, and urgent and emergency care. These changes influenced the PMF’s
escalation processes and application throughout the organisation. It was also
noted that outside of national processes the Health Board addressed
operational risk through application of the PMF for mental health services.

« Feedback and engagement: Facilitated sessions and surveys revealed strong
support for the PMF’s purpose but highlighted challenges such as unclear
escalation triggers, administrative burden, and mixed perceptions of
accountability effectiveness. Independent member involvement and clearer
guidance were recommended to be strengthened in the refreshed PMF..

e Audit insights: An internal audit found reasonable assurance in framework
adequacy but identified areas needing improvement, including clearer
escalation consequences, resource demands, delayed reviews, and lack of deep
dive analyses. Plans to address these were outlined in the management actions.

« Implementation of the Framework findings: It was found that the actions
were carried out as intended, for example accountability letters issued to
executives and divisions and review meetings, though timing and clarity issues
were noted. The planning cycle was refreshed with clearer delivery expectations
and governance. Assurance reviews and escalation meetings have been
conducted regularly, supporting performance oversight.

« Emerging themes: The review confirmed the PMF’s value but emphasised
needs for improved clarity on escalation, streamlined processes, timely
accountability communication, enhanced support mechanisms, and inclusion of
leadership and governance domains within escalation criteria.

Recommendations
The following recommendations for revisions are made based on the review:

Recommendation 1 - Board and Independent Member involvement in
implementing the Framework

The involvement of independent members in the escalation process would further
strengthen support for improvement and actions and is aligned to the national
intention for greater transparency in escalation processes from September 2025.
Practically this means that teams in escalation may be invited to attend relevant
Committees to update on improvement plans. Including the relevant Executive
Director in this will be critical.
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Recommendation 2 - Alignment with organisational direction and
strategy

The process for agreeing and communicating accountability conditions aligned
with the IMTP should remain with a review of the time taken to produce and
circulate to Divisions. A clear timeline should be agreed and included in the
accountability conditions for Divisions supporting this process.

Recommendation 3 - Triggers and escalation

The triggers for escalation should be revised with new domains added for
leadership and corporate governance. De-escalation criteria should be clearer and
communicated at the time of escalation with a clear timeframe for review. The
domains should remain locally defined and not aligned to Welsh Government
framework because they are well understood. The level of escalation should be
proportional and within the scope of delegation of the Division.
Recommendation 4 - Enhanced feedback mechanisms balanced with
resource availability

The assurance meetings should be streamlined, with an annual in depth review
every 12 months for all Divisions and a 6-month review for Operational Divisions.
Quarterly reviews should be removed Operational Divisions should have monthly
assurance reviews with a streamlined agenda.

Recommendation 5 - Quality metrics

The measures for quality and reporting should be reviewed and streamlined for all
assurance meetings aligned with the new QOF, Integrated Performance Report and
Quality Management Group structure

Recommendation 6 - Format

The content PMF should be revised and streamlined to provide clearer information
and expectations, local arrangements should be aligned with the PMF, this was
noted as already in place in Primary Care.

Recommendation 7 - Deep Dives and Recovery meetings

The use of deep dives and/or budget recovery meetings should be established and
implemented to support understanding risks and corrective actions.

The updated PMF incorporating the recommendations can be found in Appendix 2

Summary of the updates 202372025

Document New format with triggers, escalation and de-escalation
criteria updated

Domains Corporate Governance and Leadership added

Reporting Updated to provide clarity on which Committees receive
information and when

Accountability Accountable domain leads added

Governance and Updated organigram to show reporting against

Reporting escalation process triggers and the actions for Enhanced

Monitoring and Deep Dive/Special budget meetings
Assurance meetings Defined set of metrics against each domain
6712 monthly Assurance meetings updated with the removal of
reviews quarterly meetings.
All Divisions Operational/Corporate to have a 12
monthly review, and Operational Divisions to also have
a 6 monthly review.
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Enhanced Monitoring is triggered if a minimum of 3
months of delivery is below standard/target which is
unlikely to recover in year.

Special Measures is triggered if there is no assurance
the standards/ targets can be met within the year, or
there is a lack of progress /engagement against the
actions set

Against each domain, there is a defined set of metrics

Escalation Triggers
updated and defined

Triggers and Actions

Actions Updated actions that take place as a result of escalation
with the inclusion of Independent Members in recovery
and deep dive meetings as appropriate

Support A section added to signpost to the relevant teams for

support of information

Argymhelliad / Recommendation

The Board is asked to:

- Note the work and outcomes of the review.

- Note the recommendations from the review and for updating the Framework.
- Approve the updated Framework for submission to Board

Amcanion: (rhaid cwblhau)

Objectives: (Imust be completed)
Cyfeirnod Cofrestr Risg 007
Corfforaethol a Sgor Cyfredol:
Corporate Risk Register
Reference and Score:
Safon(au) Gofal ac lechyd:
Health and Care Standard(s):

All Health & Care Standards Apply

All Health & Care Standards Apply

Choose an item.

Choose an item.

Adults in Gwent live healthily and age well
Every Child has the best start in life

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Governance

6/7

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Improve patient experience by ensuring services
are sensitive to the needs of all and prrioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Improve patient experience by ensuring services
are sensitive to the needs of all and prioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Improve the access, experience and outcomes of
those who require mental health and learning
disability services

6
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Gwybodaeth Ychwanegol:

Further Information:

Choose an item.

Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y

Parties / Committees consulted
prior to University Health Board:
Effaith: (rhaid cwblhau)

Impact: (must be completed
Resource Assessment:

Cyfarfod Bwrdd lechyd Prifysgol:

A resource assessment is required to support
decision making by the Board and/or Executive
Committee, including policy and strategy
development and implementation plans;
investment and/or disinvestment opportunities;
and service change proposals. Please confirm you
have completed the following:

e Workforce

Yes, outlined within the paper

e Service Activity &
Performance

Yes, outlined within the paper

e Financial

Yes, outlined within the paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

No does not meet requirements

Deddf Llesiant
Cenedlaethau’r Dyfodol — 5
ffordd o weithio

Well Being of Future
Generations Act — 5 ways
of working

https://futuregenerations.wal
es/about-us/future-

generations-act/

Integration - Considering how the public body's
well-being objectives may impact upon each of the
well-being goals, on their objectives, or on the
objectives of other public bodies

Long Term - The importance of balancing short-
term needs with the needs to safeguard the ability
to also meet long-term needs
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Introduction

Performance management and clear accountability is an integral component of
supporting and assuring our organisational performance, and the delivery of safe and
effective services.

The Performance Management and Accountability Framework (PMF) is in place to
enable teams and individuals to align their objectives with overall ABUHB goals and
delivery plans, embedding a culture of continuous improvement across our
organisation.

In line with the national Planning and Performance Frameworks, the Integrated
Medium-Term Plan 2025-2028, and national priorities, it is important to revisit and
refresh the PMF to ensure relevance, effectiveness, and engagement.

In September 2023, the PMF was approved following recognition that the Health Board
required an approach and clarity around the performance and accountability
requirements, which needed strengthening, incorporating current good practice
internally and reflecting best practice.

A review commenced in December 2024 to evaluate the implementation actions, gather
feedback and wider opinion about the effectiveness of the current Framework in
achieving its aims to monitor and improve organisational performance.

This report sets out the response to the comprehensive review and provides the
recommendations along with a draft refreshed PMF based on the learning during this
period. This report offers insights from this work, best practices, and recommendations
to promote a culture of continuous improvement and accountability.

The Rationale for Refreshing the Performance Management
Framework

The PMF was developed with engagement from the Board, Executive Team, and the
Cross Divisional Leadership Group. When launched, the Framework set out the benefits
anticipated to having a PMF, these included:

e Oversight and integration of approaches to addressing performance,
strengthening “grip” on key issues, and learning from existing approaches,

¢ Providing a linkage from PADRs through to strategic objectives,

e Provide a mechanism to objectively assess risk and areas across organisation that
need support and focus,

e Bring an appreciation of issues affecting delivery of operations closer to corporate
teams and identifying any opportunities to support,

e Clarity and appreciation of the contribution of corporate teams to delivering
statutory, strategic, and operational priorities,

2
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e Improving alignment of performance across the organisation, including the new
Quality Outcomes Framework.

The review has sought to understand if these benefits are being realised by the
Organisation by having the Framework in place, and address areas that could further
improve accountability and delivery.

National Context

The Welsh Government Oversight and Escalation Framework — NHS Wales
Organisations (Jan 2024 — updated July 25) [NHS Oversight, Assurance,
Escalation and Intervention Framework] sets out the process by which escalation
levels are considered, triggered, and responded to. The escalation levels are considered

by tripartite meetings twice yearly between Welsh Government officials, Audit Wales,
and Healthcare inspectorate Wales (HIW).

The 6 national escalation domains are defined as:

There are 5 national escalation levels as per below:
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In February 2024, the Health Board’s escalation levels were increased from Enhanced
Monitoring (level 3) to Targeted intervention (level 4) for planning and finance and from
routine arrangements (level 1) to Enhanced monitoring (level 3) for performance and
outcomes related to urgent and emergency care at The Grange University Hospital.

In July 2025 following assessment and consideration of progress against the de-
escalation criteria, it was confirmed a change to the escalation status. Finance, strategy
and planning were de-escalated from level 4 (targeted intervention) to level 3
(enhanced monitoring). The escalation levels are now as follows:

e Level 3 (enhanced monitoring) - Finance, Strategy, and Planning.

e Level 3 (enhanced monitoring) - Performance and Outcomes related to Urgent
and Emergency Care Pathways at the Grange University Hospital Emergency
Department.

Key Objectives of the Refresh and Approach
The refreshed performance management framework aims to:

e Review the understanding of the purpose and principles.

e Learn from the experiences of implementation and feedback since 2023, and if
the Framework is still fit for purpose.

e Understand individual and collective understanding, does the Framework reflect
the status of the organisation and understanding of accountability at all levels.

e Oversight arrangements — to understand the alignment between individual, team,
and organisational goals and if the arrangements ensure timely follow up and
intervention.

e Escalation — understand if the 3x3 model is fit for purpose and the triggers are
understood, along with, if the support has been clear and effective.

e If the Framework promotes a culture of ongoing feedback and continuous
improvement.

e Understand if it is appropriate to align to the national levels of escalation and
domains.

To achieve the objectives for reviewing the PMF, the review was carried out in two
parts:

1. Desk top review of evidence: evaluating if the agreed actions were implemented
and the anticipated benefits have been realised.
This included:
a. Effectiveness of the accountability letters for Executive Directors and Divisions.
b. The planning cycle and delivery expectations alongside clear milestones and
clarity on delivery mechanisms.
c. A review of the structured Quarterly Outcomes Report strengthened reporting

and performance reviews.
4
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d. Review of escalation status at the 6-month Assurance Review.

2. Collection of direct feedback via:
a. A survey,
b. Directly through feedback,
c. External audit,
d. Facilitated group sessions

The table below sets out the methods used to review against each of the anticipated

benefits:
Benefits
Oversight and integration of
approaches to addressing

performance, strengthening “grip”
on key issues, and learning from
existing approaches.

Providing a linkage from PADRs
through to strategic objectives.
Provide a mechanism to objectively
assess risk and areas across
organisation that need support and
focus.

Bring an appreciation of issues
affecting delivery of operations
closer to corporate teams and
identifying any opportunities to
support.

Clarity and appreciation of the
contribution of Corporate Teams to
delivering statutory, strategic and
operational priorities.

Improving alignment of
performance across the
organisation, including the new
Quality Outcomes Framework.

How this was assessed

Outcomes and progress from Assurance
Reviews and escalation meetings,
Accountability letters,

Feedback.

Feedback.

Outcomes and progress from assurance
reviews and escalation meeting,
Accountability letters,

Quarterly reports.

Outcomes and progress from Assurance
Reviews and escalation meetings,
Accountability letters,

Feedback.

Outcomes and progress from assurance
reviews and escalation meetings,
Accountability letters,

Feedback.

Outcomes and progress from assurance
reviews and escalation meetings,
Accountability letters,

Quarterly reports,

Feedback.
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Context and Assessment of the Current Framework

The PMF supports the Health Board's strategic goals by tracking and improving
performance to achieve better outcomes for patients and staff. It clearly outlines which
metrics are monitored, how they are assessed, and the consequences of poor
performance.

The design principles for the current Framework are integrated bringing together quality
and safety, operational delivery, workforce, finance, public health, and planning.

How information and accountability is implemented is set out below using a 3 x 3 model
for escalation and assessment against 3 domains, Quality and Safety, Operational
Delivery and Finance.

The PMF allows for consideration of escalation levels to occur at any time in line with
triggers in the same section. However, as a minimum, a formal review of status has
occurred every 6 months.
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The end of year reviews are completed from mid-June and the Executive Committee
consider current escalation levels informed by:

e Outcomes of 12-month reviews,
e In year delivery and management of risks,
e In year delivery of financial plan.

A Division in escalation must meet certain criteria to be de-escalated which is evaluated
at the 6 months/12-month review points.

Results of the review

Part 1- Desk top review

PMF Implementation actions - evidence of adoption and implementation
1. Accountability letters for Executive and Divisional Directors

The 25/26 planning cycle is the third year of issuing accountability letter to Executive
Directors and Divisions that cover more than just delegated budgets. These
accountability letters include:

¢ Individual objectives for the planning cycle.

e The key relevant IMTP targets and performance ambitions. The measures are
aligned to the IMTP measures and include the escalation and ministerial priorities.

o The workforce expectations and targets for the workforce directorate in line with
IMTP expectations.

e The budget delegation and delivery expectations including the contribution to the
savings requirement for the planning cycle.

e The contribution to wider system change required to support sustainability across
the Health Board.

e To capture the full expectations from the IMTP, delivery requirements are also
included as an appendix. These commitments are submitted as part of the
minimum data set, as part of the issued national planning framework to capture
the planned activity and triangulate to workforce, finance, and activity. This
action also linked to escalation criteria set out in the Planning Maturity Matrix.

The letters are prepared by the Planning Department and agreed for issue by the
respective Executive Director. The same format used for the executive
accountability, is used for the Divisional accountability and supported by the
Planning Team and issued by the Chief Operating Officer’s Office.

In 2024 the timing for the Divisional accountability letters were issued at the same

time as the 12-month reviews in August, with the Executive letters circulated in
June. This did result in a heavy administration burden for both Corporate and
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Divisional teams. It was noted through feedback that initially the understanding of
accountability/performance ambitions/ delivery commitments was confusing.

The letters were issued later than intended due to operational pressures and leave,
and require considerable time required to bring together and check, balancing
demanding operational pressures at the time. For 2025, there has been similar
pressures experienced, and they will be circulated again in August.

2. The planning cycle to be more explicit about delivery expectations
alongside clear milestones and clarity on delivery mechanisms

A review of the 23/24 and 24/25 planning cycle was undertaken with Executives and
Divisions. This resulted in a refreshed approach to the Annual Planning process which
included:

e A new governance structure.

e Bringing together all elements into and integrated framework.

e Agreed top priorities supported by commitments and parameters. These have
been aligned to the commitments set out in the 3-year road map through the
integrated framework and ensured:

e Greater understanding of staff in post and variable pay usage.
e Greater understanding of core activity and efficiency opportunities.
e Develop divisional plans to achieve financial sustainability.

The mechanism for ensuring assurance against Annual Plan/IMTP and accountability
letters has been through monthly, 6 monthly Executive led reviews and yearly
assurance review meetings taking place.

The format of the reviews has changed over the period with a standard agenda and
data pack. Reviews during the most recent cycle were reduced to an hour to support
operational delivery over the winter period. These meetings have been supported by a
standard agenda and a set slide deck to ensure consistency. The administration of the
meetings and capturing of the actions is supported by the Planning Team and the wider
Business Partnering Team, this has maintained alignment with the accountability set
out in the Annual Plan/IMTP.

Whilst escalation can happen at any point, the Executive Committee have reviewed the
escalation levels formally every 6 months line with:

e Outcome of 6 and 12-month reviews,

e Operational delivery,

e Consideration of any prevailing quality concerns (HIW etc),
e Financial position,

e« Any national escalation of services.
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It was noted that in line with expectations:

e Escalation levels were accordingly discussed and amended.

e Formal reports to Finance and Performance Committee were made in a timely
manner.

e In addition, the Divisions of Mental Health and Urgent Care have both been
subject to higher levels of escalation for the domains of Quality and Operational
Performance. Mental Health was in Special Measures at the time of launching the
PMF (Sept 23) and in August 24 was de-escalated to Enhanced Monitoring.

e Additional leadership resource was deployed to support Division de-escalation
and the Improvement Plan, overseen via a Director of Nursing fortnightly
meeting.

e The Urgent Care Division was escalated to internal enhanced monitoring in
January 2024. Shortly after in February 2024 the ED service in the Grange was
escalated by Welsh Government.

e Progress against national escalation metrics has been overseen via COO led
weekly Safety Flow meeting with monthly reporting to Welsh Government

e All Divisions have at some point since the PMF been in escalation for finance in
line with triggers.

e In response to this escalation a number of cycles of special budgetary meetings
have taken place

3. Reporting

In year review of the structured Quarterly Report strengthened reporting and
performance reviews.

The existing Quarterly Report has undergone ongoing iteration and improvement. A
new quarterly integrated reporting format has been agreed for the Board to include an
interim set of quality metrics. This is linked to a monthly briefing for Executives which
has been aligned to other national reporting asks such as JET, IQPD, Escalation and TI
meetings. This report will be further developed in line with the revised Quality
Outcomes Framework when available.

4. Other areas of progress and focus

e Executive Director accountabilities and portfolio leads have undergone review,
led by the Director of Corporate Governance.

e The Board has approved a Quality Assurance Framework, including the
establishment of the Quality Management Group.

e In line with national escalation, cascading of budget holder training and
governance checklists
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Part 2 Engagement and Feedback

Facilitated Sessions

A number of facilitated sessions were held including:
o Executive Team
e Clinical and Divisional teams (Cross Divisional meeting)
e The planned session with the Independent Members had to be cancelled due to
unforeseen reasons and an opportunity to feedback virtually was provided.

Executive Time Out Session

An Executive time out Session was held covering all aspects of implementing the
Framework. The following recommendations were made as a result of the session:

e Quality measures to be reviewed for assurance and escalation.

o Extra escalation domain to be added for leadership and corporate governance.

e Triggers for escalation and de-escalation to be reviewed and updated.

« Clarity on roles and responsibilities at all levels to be reviewed.

e Quarterly reviews to be removed — Operational Divisional Assurance to be
continued monthly with an escalation review in 6th month with Executives.

Cross Divisional Time Out Session and Time at Divisional Management
Meetings

A further timeout session was held at cross divisional and individual team management
meetings which resulted in the following recommendations:

e A need for consistency, clarity, and support what is required for implementation,
and the understanding the importance to addressing barriers to accountability.

e Support provided by Business Partners in Finance, Planning, and Workforce,
highlighting the challenges of limited capacity and the need for better integration
and support for Divisions.

e A need for clear criteria for escalation and de-escalation in the escalation
framework, as well as sufficient support for divisions in understanding and
managing the process.

e The Quality and Patient Safety metrics are not clearly defined, the levels need to
be defined clearly in terms of trigger points, the current definitions make it
difficult to have a consistent approach.

e Schemes approved that are not funded, Divisions should not fall into
accountability with financial elements of the PMF and further flexibility is needed
in this area and proportional to delivery areas.

e Many areas of reporting can support information flow for accountability but are
parallel processes to Divisional accountability process e.g. Quality and the Health
and Safety agenda should look to be streamlined.

10
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e Operational Divisions feedback it is helpful to have a structured approach;
however performance is often concentrated on particular areas, and it is difficult
to maintain approach across the board due to firefighting/ministerial priorities.

e Underperformance in some areas is related to shift of resources to other areas.

e Improving ownership and transparency of performance is essential and while
offered in framework as “additional local measures”, this could be incorporated
into the accountability letters so a formal approach in the Division’s response.

Independent members — Virtual Feedback

e The principles and purpose of the PMF were understood and need to remain.

e Whilst not explicitly drawn-out further clarity is required in respect of the flow of
all performance and outcomes information for escalation and expectations.

e There should be the opportunity for Independent Members to observe and provide
scrutiny and support sessions for those Divisions in escalation.

e A response to escalation should be for teams to be invited to committees, with
relevant Director to update on improvement plan progress.

Internal Audit

An internal audit (Appendix 1) of Aneurin Bevan University Health Board’s Performance
and Accountability Framework (PMF) reporting in May 2025 (June Audit Committee)
and provided “reasonable assurance” on the framework’s adequacy and
implementation, while identifying areas for improvement and full execution. The
following recommendations were provided:

e Framework review overdue: The PMF was formally approved in September 2023 but was
overdue for its annual review at the time of audit; a full review is underway to update and
align the framework with current practices.

e Escalation implications need clarity: The framework includes escalation arrangements but
lacks explicit detail on the consequences across Quality & Safety, Operational Delivery, and
Finance domains.

e Resource burden significant: The current performance review processes demand substantial
senior staff time and administrative effort, with some Executives delegating attendance.

e Timing of reviews requires adjustment: End-of-year and six-monthly reviews are conducted
later than scheduled, impacting timely target setting and reporting; efforts are planned to
ensure earlier completion and prompt issuance of accountability letters.

e Corporate Team reviews not conducted: Despite being part of the framework, Corporate
Team Assurance Meetings have not taken place in 2024/25; decisions will be made to either
reinstate or remove this requirement.

e Deep dive reviews absent: No deep dive reviews have been performed since framework
implementation; a schedule for 2025/26 deep dives has been established to better understand
risks and corrective actions.
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e Delayed committee reporting: Reports to the Finance and Performance Committee on six-
monthly and end-of-year reviews are received four to five months late, hindering effective
management decisions; improving timeliness

Survey and Direct Feedback

A Survey was circulated via MS forms and email to Operational Divisional Management,
Clinical Leaders, Corporate Leadership and Business Partners.

The response rate was 11% of which the majority if respondents (68%) were from
Corporate Teams. The smallest response rate was from Operational Divisions, however
there were a number of face-to-face facilitated sessions held with operational teams
through Cross Divisional, Senior Leadership Group and Divisional Management Team
meetings about the review. The survey was split into five themes with a mix of open
and closed questions:

1. Understanding and clarity

2. Accountability - Personal and conditions,
3. Escalation,

4. Assurance Review meetings

5. Performance information:

A summary of the responses are as follows:

SECTION RESPONSE MEASURES FEEDBACK
1. Understanding | 92% of respondents felt they | 18-page document is too long,
and clarity understood the purpose of the
PMF. Diagrammatic representation is too

complicated, more accessibility and
simplicity is requested through
simplifying and consolidating
documentation

2. Accountability | 69% felt having a PMF supports | The framework is overly document-

— personal and | understanding of personal | heavy and embedded in a culture of
conditions accountability, and the conditions | excessive paperwork.
attached.

It is not always clear what is meant by
65 9% stated accountability | accountability, this could be clearer i.e.
conditions were included in their | what happens if the requirements are
PADR’s. not met

Clarifying levels of accountability will
help with linking performance to
patient impact.

Where there are cross divisional
responsibilities and interdependencies
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the accountability is
interpretation.

Through the accountability conditions
it would be better if this could be
clearer from the outset.

open to

We are still prioritising everything, can
we capture clear priorities to truly
focus on as there are multiple exec
boards making decisions that impact
on delivery /spend/development.

3. Escalation

There was a mixed response
regarding escalation highlighting
concerns about consistency and
equity with responses weighted
rated slightly towards not
understanding the process or
reasons for escalation or the
triggers.

Escalation is not always perceived as
supportive.

There is lack of guidance on how to
improve or change or how to de-
escalate.

4. Assurance
Review
meetings

The feedback about the value of
Assurance Meetings and
Accountability Letters was mixed
this suggests mixed perceptions of
their effectiveness in clarifying
accountability.

55% felt the meetings were
effective however comments for
improvement requested faster
production of the outcomes and
circulation of the actions which are
tracked and followed up.

5. Performance
Information:

The comments about the
availability of performance
information linked to the
accountability conditions,

highlighted a number of areas for
improvement.

More competent system management
and clearer support mechanisms.

Please can Planning provide support in
accessing and interpreting data.

I think equity of approach across the
whole organisation is critical for people
to engage with this. | think some of our
systems and processes cut across
performance management  which
either dilutes and or confuses
accountability.

13/18
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Emerging Themes

Through the comprehensive review internally and externally it is recognised the 2023
PMF would require review and iteration, as supporting components were developed and
learning through application.

The review of actions has shown that the arrangements required to implement the PMF
have mostly been met in line with the expectations which included:

e Accountability letters for Executive Directors.

e Accountability letters for all Divisions, alongside the same model.

e The planning cycle and governance review was more explicit about delivery
expectations alongside clear milestones and clarity on delivery mechanisms.

e An in-year review of the structured Quarterly Outcomes Report strengthened
reporting and performance reviews.

e Review of Escalation Status at the 6-month Assurance Review and at 12 months
has been carried out and implemented in a timely manner.

The following themes were noted for consideration:

Understanding

e The importance having a PMF is understood, recognised and supported.

e The priorities and principles are understood and remain current.

e Lack of understanding of the triggers for escalation and escalation.

e Proportionality of triggers at all levels along with de-escalation was not clear.
Process

e There is risk to cultural acceptance and understanding if there is not clarity of
expectations.

e Bureaucracy over improvement is a concern through the implementation.

e Timeliness of the accountability letters potentially hampers understanding of
accountability.

e Lack of assurance processes in place for Corporate Departments.

Support

e Lack of the use of deep dives to understand issues and put in place corrective
actions.

¢ A review of the length of Assurance Meetings.

e Assessment of the workload against the timeline of certain Executives to
implement and agree the accountability conditions, notably the COO.

e The appropriate escalation response needs to be reviews and how this is
supported by independent members.
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Assessment of implementation against the expected benefits:

Benefits Assessment \

Oversight and integration of
approaches to addressing
performance, strengthening “grip”
on key issues, and learning from
existing approaches.

Providing a linkage from PADRs
through to strategic objectives.

Provide a mechanism to objectively
assess risk and areas across
organisation that need support and
focus.

Bring an appreciation of issues
affecting delivery of operations
closer to corporate teams and
identifying any opportunities to
support,.

Clarity and appreciation of the
contribution of corporate teams to
delivering statutory, strategic and
operational priorities.

Improving alignment of performance

across the organisation, including the
new Quality Outcomes Framework.

Recommendations

Through having a Framework in place,
there was evidence of issues being
highlighted and addressed, and this
learning fed into future Assurance
Meetings and actions.

There was evidence of accountability
conditions included in PADR’s, the extent
thou could not be determined to truly
assess impact.

The PMF has provided an evidence base
to assess status and performance, the
understanding of escalation and risk could
be robustly evidenced.

Through  the  Assurance Meetings,
accountability conditions and reviews
issues are being highlighted, however the
volume of information and time to issue
the responses meant sometimes this was
confusing.

This benefit could not be clearly
evidenced as being in place however the
changes to the planning process
governance and external audit would
imply this has been implemented.

The review of the planning processes,
Assurance Meetings and reviews have
shown consistency of approach and
understanding. The QOF however has
been in development for the period of this
review and therefore could not be
evidenced.

The following recommendations for revisions are made based on the review:

Recommendation 1 - Board and Independent Member involvement in

implementing the Framework

The involvement of independent members in the escalation process would further
strengthen support for improvement and actions and is aligned to the national
intention for greater transparency in escalation processes from September 2025.
Practically this means that teams in escalation may be invited to attend relevant
Committees to update on improvement plans. Including the relevant Executive
Director in this will be critical.

15

15/18 283/811



Recommendation 2 - Alignment with organisational direction and strategy

The process for agreeing and communicating accountability conditions aligned with
the IMTP should remain with a review of the time taken to produce and circulate to
Divisions. A clear timeline should be agreed and included in the accountability
conditions for Divisions supporting this process.

Recommendation 3 - Triggers and escalation

The triggers for escalation should be revised with new domains added for leadership
and corporate governance. De-escalation criteria should be clearer and communicated
at the time of escalation with a clear timeframe for review. The domains should
remain locally defined and not aligned to Welsh Government framework because they
are well understood. The level of escalation should be proportional and within the
scope of delegation of the Division.

Recommendation 4 - Enhanced feedback mechanisms balanced with
resource availability

The assurance meetings should be streamlined, with an annual in depth review every
12 months for all Divisions and a 6-month review for Operational Divisions. Quarterly
reviews should be removed Operational Divisions should have monthly assurance
reviews with a streamlined agenda.

Recommendation 5 - Quality metrics

The measures for quality and reporting should be reviewed and streamlined for all
assurance meetings aligned with the new QOF, Integrated Performance Report and
Quality Management Group structure

Recommendation 6 - Format

The content PMF should be revised and streamlined to provide clearer information and
expectations, local arrangements should be aligned with the PMF, this was noted as
already in place in Primary Care.

Recommendation 7 - Deep Dives and Recovery meetings

The use of deep dives and/or budget recovery meetings should be established and
implemented to support understanding risks and corrective actions.

16
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Conclusion

In summary, the review found there was widespread understanding of the PMF and its
need with extensive application.

There were improvements noted as required for timeliness, clarity of escalation and
support requirements. The recommendations as a result of the review, collectively
support a more coherent approach to assurance, strengthening the understanding of
the triggers and actions.

By aligning review mechanisms with operational needs, redesigning the documentation,
refining quality metrics, and implementing deep dives clarity about accountability, and
responsiveness can be provided.
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Appendix 1 - Internal Audit Report: Performance and Accountability
Framework

-

ABUHB-2425-05
Performance Framev
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1. Introduction

Our Approach Performance and Accountability across 5 domains:

The Performance Management and Accountability
Framework (PMF) sets out our approach to performance _

management and improvement. Its purpose is to support o Quality & Safety
teams and services to be clear on and then meet delivery
expectations and improve outcomes for patients and staff.

The PMF sets expectations at all levels and outlines —

performance monitoring and management processes
along with what support is available to drive improvement

and focus on what is important for our staff and patients. e Corporate Governance

This framework applies to our whole organisation. Aligned
with  our values, kindness, integrity and respect

recognising everyone has a role to play in identifying o
opportunities for improvement, and in enacting them to

improve outcomes and health for patients, staff and our
population.

Finance

The PMF aligns with existing corporate governance
documents such as the Standing Financial Instructions
and the Scheme of Delegations.

AL ﬁi‘ﬁo @M = [IT] /'@ me
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2. Aims and principles

The PMF is designed to support a culture of continuous improvement for the benefit of patients, communities and staff and

is intended to provide:

Clarity on the performance management and accountability arrangements, and roles and responsibilities at all levels

within our organisation.

The metrics and trajectories by which performance is assessed against and aligned to the NHS Wales Performance
Framework and Planning Framework.

Provides alignment and integration between quality,

finance to identify areas of improvement.
Provide an opportunity to listen and learn through our assurance processes to enact change to improve our services

and patient experience.

The key principles underpinning approach:

Transparent and
Mutually Agreed

Expectations and
accountabilities clearly
set out

Performance targets
and measures clear in
escalation and de-
escalation

Positive performance
recognised and
support to understand
expectations
Accountability and
performance
arrangements aligned
to PADRs

5/18

* Accountability and

performance
arrangements will be
integrated covering
Quality and Safety,
Workforce,
Performance and
Finance data sets
Performance delivery
will be aligned with
national IMTP
accountability
conditions, escalation
status (where relevant)
and benchmarking.

Improvement
Focused

Accountability and
performance
arrangements will
support the
development of a
culture of continuous
performance
improvement
Services identified as
falling short on
delivery will be
supported through the
escalation framework
via a suite of possible
responses

performance, planning,

Proportionality
and Balance

Accountability and
performance
arrangements will
ensure that
interventions and
actions are
proportionate
Balance the burden of
reporting and
providing assurance
to delivery the best
outcomes for patients
and staff

workforce, risk management and

* Foster a culture of

accountability, through
staff empowerment
The structure will
nurture collaboration
and transparency to
solve problems to
optimise delivery.
Greater support will be
offered to make
improvements through
the agreed escalation
process.
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3. The Performance and Accountability Domains

The Performance and Accountability domains, though distinct in their focus, are interdependent to encompasses the
structures, processes, ownership and behaviours to improve performance and accountability from individual to

organisation. Robust performance and accountability leads to outcomes that are demonstrable and sustainable with a
commitment to continuous improvement.

Performance and Accountability will focus across 5 domains:

Focuses on quality assurance which measured through a range of
c Quality & Safety quality and safety metrics aligned with the Quality Outcomes
Framework e.g. patient safety incidents, complaints, medical examiner
issues, Duty of Candour, deteriorating patients, infections and patient
satisfaction

Assesses the effectiveness of leadership in place to ensure the
organisation is well led at all levels. Evaluates against a number of key
metrics as well as staff and employer experience.

Assesses the effectiveness of quality governance, risk management,

audit and inspection compliance, and decision-making processes.
e Corporate Governance Escalation levels are determined by consideration across audits, risk
management, meeting effectiveness and the timeliness of policy
updates

Focuses on financial performance, including in year and forecast

_ overspend, budget management, savings plans and the financial

o Finance governance and processes. Escalation levels are determined by the

extent of overspend, the robustness of financial plans, and the
effectiveness of savings initiatives

Evaluates performance against key targets and agreed improvement
trajectories. Escalation levels are determined by the extent of
underperformance and the effectiveness of recovery plans.
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4.1 Boards and Committees
The role of the Board is to:

» Set the organisation’s strategic direction - _ o

. Esﬁabljshlng and upholding the organisation’s governance and accountability framework, including its values and standards of
ehaviour

 Ensuring delivery of the organisation’s aims and objectives through effective challenge and scrutiny of the health boards
performance across all areas

The role of the Committees are to:

* Provide the _challengFe_ and scrutiny on elements of performance within this remit, for example financial performance delivery sits
with the remit of the Finance and Performance Committee

Performance reporting is_undertaken for all domains through the Assurance or Committee meetings and algainst the Health Board’s
integrated medium plan. These performance reports provide Welsh Government, Board, Quarterly Committees and Executive Team
assurance on our organisational performance.

Reporting Mechanisms

PMF update

Quality Outcomes Framework (QOF)
Performance Report

Finance Report

Workforce Report

Deep dives as required

Report Integrated Performance Report
Financial report

Purpose Monitors progress against strategic * Tracks delivery against agreed plans (IMTP or recovery
objectives' performance objectives, risks *  Monitors the application of the PMF
and outcomes *  Quality and Safety Outcomes

« Areas in escalation

Frequency Every Board *  QOF - Quarterly
*  PMF - 6 monthly
*  Monthly for areas in escalation
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4.2 Executive Committee

Role of the Executive Committee

The Executive Committee, led by the Chief Executive, offers a platform for the Executive Team to deliberate on strategic or
operational issues before, when appropriate, referring them to the Board or its Committees.

A focused performance session is held on a monthly basis with detailed discussion on performance across all of domains.
Deep Dives and issues by exception or for services or teams in escalation at received on a more frequent basis as
required. Members of the Executive Committee review performance reports and address any unresolved issues at the
local level.

The Executive Committee evaluates Divisional performance reports to determine whether any performance deviations are
minor or significant according to the Health Board’s escalation procedures outlined above.

The Executive Director for Planning, Partnerships and Performance is the Executive Director with responsibility for
establishing and managing the performance framework.

Each Executive Team member is responsible for delivering their performance targets within their respective Divisions
/Directorates.

e Executive chsads for each of the 5 domains :

omain Lea
Quality & Safety: Director of Nursing, Quality and Patient Experience
_ Director of Workforce and Organisational Development
Corporate Governance: Director of Corporate Governance
Finance: Director of Finance

8a) VAN SRS EE
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4.3 Division/Directorate

Role of the Division/Directorate
This PMF requires Divisions and teams to implement their own local performance reporting and management systems.

The expectation of this PMF is that they meet regularly with service leads, monitoring performance, implement good
governance and working with staff to unblock issues and drive forward improvements.

Each Division/Directorate is expected to:

Set clear goals and objectives aligned with Health Board strategic objectives .
|dentify the metrics how they will do this.

|dentify and mitigate risks affecting delivery

Regularly meet to check progress and address issues together.

Collaborate across to resolve issues and areas for improvement.

Through Divisional Assurance mechanisms assess progress.

Divisional Assurance for Operational Divisions occurs monthly and should cover metrics in the 5 domains, twice a year
there is a Chief Executive lead review, and escalation status is reviewed following these reviews.

Should separate, more detailed finance (or other) discussions be required, these will be agreed through the assurance
review process using the escalation options.

There is an expectation that the reviews will build on the historical reporting to look ahead on a rolling quarterly basis and
define the actions to ensure performance is delivered and where relevant recovered from any position of variance

_ Operational Monthly Assurance

Report Divisional Assurance Slide deck — covers all domains of this PMF.
Report out of each Assurance Review with themes and actions shared with Executive
team

Purpose Monitors progress performance objectives, risks and outcomes against the 5 domains

and aligned to the accountability conditions
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4.4 Mid Year and End of Year Reviews

Role of the Mid Year and End of Year Review
This PMF applies to the whole organisation
Mid year and End of Year Reviews for Operational Divisions will be chaired by the CEO with all Executives in attendance.

Reviews will focus on delivery against the 5 domains will be supported by agreed action notes and a formal letter from
the Chair of the meeting.

Each of the Corporate Divisions will have an End of Year Review to cover off the areas of their portfolio as agreed in the
scheme of delegation and delivery against key metrics in the 5 domains.

Corporate reviews will focus on key objective delivery and financial, workforce and other areas of performance and will be
supported by agreed action notes and a formal letter from the Chair of the meeting

_ Mid Year and End of Year Review

Report Standard side deck covering key achievements, risks and forecasts against the 5 domains

Purpose Monitors progress against strategic objectives, performance expectations, risks and outcomes against the
5 domains and aligned to the accountability conditions

Frequency 6 monthly for operational divisions
Annual for corporate teams

Y 6,

QQEWJ._I/\(\mQ AL EEMV\QWQ
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5. Governance and Reporting

The following diagram shows how the Framework assurance mechanisms feed into the escalation arrangements and
management structures. The principal mechanism for assessing performance and agreeing actions to improve
performance will be assurance and review meetings. The arrangements for these meetings are set out in the following
slides below for both operational Divisions and Corporate Directorates, along with the escalation mechanisms

Bimonthly/Weekly
Board & relevant Special Measures Escalation recovery
Committees meetin

Deep Divesl/issues by
Exception/Special Budget

. . recovery meeting
Executive Committee

(Operational Monthly
Divisional Assurance,

Normal
Arrangements

Division

Operational Divisional
Mid and End of Year
and Corporate
End of year Reviews)

Team/Directorate
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6.1 Escalation Processes

The PMF is predicated on the principle that, wherever possible, issues should be resolved at individual, team, Division or
Corporate Directorate level and that Divisions and Corporate Directorates should work collaboratively and be mutually
supportive in line with our values. Escalation should be very much the exception and that, where it is necessary,
proportionate and appropriate support and intervention takes place at the earliest opportunity to ensure performance
remains on track to achieve our objectives. The lead Director for each domain will provide a view on the escalation levels

which will be ratified at the Executive meeting against the following criteria:

Limited or no assurance Limited or no assurance
that the Division can that the Division can meet

Quality & Safety

Limited or no assurance
that the Division can meet

prescribed meet prescribed prescribed
targets/standards targets/standards for the targets/standards
N2 within a 3-month rolling  following areas: Continued failure to
period * Employee relations respond /maintain in more
Ne of actions not completed cases than 1 key
within the stated action plan + PADR Completion deliverable/area:
1. PTRvolume/ * Mandatory training * Risk management
compliance * Overdue pay * Audits/ inspections
2.  NRI volume/ progressions responses
compliance * Rosters & job plans *  WHCs/ Ministerial
3. Increase in number of (includes agency use) Directives
patient incidents » Staff Survey * Governance
resulting in harm Feedback arrangements
4. Neofreg28s/ * Policies in/out of date
inquests *  Freedom of
5. Progress of actions information and
- NMC/AD _ vrAcrnaAancAce

Reasonable assurance that the Division
can meet agreed targets, standards and
expectation in a given domain within the

Minimum 3 months of delivery below
required standards/targets and limited
assurance these can be met within the
year

Finance

Limited or no assurance

that the Division can
meet prescribed

targets/standards within

the year

* Where divisional level

budget is forecast to
overspend by more
than £1m through
monthly financial
reporting

* Where corporate level

budget is forecast to
overspend through
monthly financial
reporting

Limited or no assurance

that the Division can

meet prescribed

targets/standards

against the

accountability conditions

within the year

* Out of seasonal range
performance for more
than a minimum of 3
months

» Off track performance
against forecast for
more than a minimum
of 3 months

Special Measures

No assurance that the required targets/
standards can be met within the year,
with insufficient actions or engagement in

place to secure recovery
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6.2. Escalation Processes — Triggers and Actions

The PMF allows for consideration of escalation levels to occur at any time in line with triggers. However, as a minimum, a formal
review of status has occurred every 6 months. Every 6 months, the Executive will review the progress of each function against the
key metrics and through the 6 months assurance meeting and end of year review, the actions set out below are proportional to the
level along with the criteria for de-escalation set and agreed through the actions.

Actions

No assurance that Division can meet prescribed targets/standards in a
given domain within the year, with insufficient actions or engagement in
place to secure recovery

Special Measures
Additional to the actions for Enhanced Monitoring :

Independent review of
effectiveness

Temporary or permanent change in leadership arrangements
Consideration of compliance with Professional Codes and standards

and proportionate response J

division/service/corporate  department

Limited assurance that the Division can meet prescribed

targets/standards in a given domain within the year.

Can meet prescribed targets/standards against:

* Where divisional level budget is forecast to overspend by more than
£1m through monthly financial reporting

* Where corporate level budget is forecast to overspend through
monthly financial reporting

Reasonable assurance that the Division can meet
* prescribed targets/standards in a given domain within the year

Normal Arrangements

Improvement/recovery plan required to address issues identified
Recovery Special Budget/Deep Dive meetings with Executive and
Independent Members

Deployment of appropriate HR policies e.g. Capability policy
Reported through to executive and relevant committee
Weekly/fortnightly meetings with CEO and/or relevant execs to track
progress against improvement actions (which directly related to de-
escalation criteria)

* Monthly Integrated Assurance meetings with 6/12 monthly review

De-escalation

A minimum of 3 months sustained improvement following start of the plan
Measured within tolerance of the targets/standards agreed in the respective accountability conditions

13/18
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6.3. Meetings: Reviews, Recovery and Deep Dives

The table below sets out the minimum metrics, attendance and frequency for meetings at each level of escalation

- Normal Arrangements Escalation

Performance -
Accountability Conditions
. Variable Pay and Agency
spend
Cost Pressures
Savings progress
Employee relations cases
. Sickness
. Turnover
PADR Completion
. Mandatory training
0. Overdue pay progressions

« COO
* Triumvirate
* Business Partners

Attendance

Monthly

11.
12.

13.

Monthly Assurance and 6-month review

Staff Survey completion
Rosters & job plans
(includes agency use)
Risk management

14. Audits/ inspections

responses

15. WHCs/ Ministerial

16.
17.
18.
19.
20.

21.

* Month 6 - All Execs in attendance

Directives

Freedom of information
and MS/MP responses
PTR volume / compliance
NRI volume / compliance
Patient incidents resulting
in harm

Number of reg 28s /
inquests

Progress of actions from
Reg 28’s

Operational Divisions

* Reflections to year
end

* IMTP Periorities

* Domain performance

* Successes plus
Annual Review
monthly assurance
metrics

* Risks and Issues

Corporate Divisions

* Reflections to year
end

* IMTP Periorities

* Domain performance
where appropriate

* Risks and Issues

Annual Review

* All Execs, Chaired by
CEO

* Triumvirate

* Business Partners

* Annual

Recovery

Metrics for monitoring and
de-escalation determined at
kick off meeting relevant to
domain

« If a Division is escalated
in any of the 5 key
domains, the domain’s

¢ director or nominated
deputy are required to
hold recovery meetings

e Triumvirate

* Business Partners

* Independent Members

* Bimonthly/Weekly
Escalation recovery
meeting

Deep Dive/Special
Budget

Metrics for monitoring and
de-escalation determined
at kick off meeting
relevant to domain

* If a Division is
escalated in any of the
5 key domains, the
domain’s

» director or nominated
deputy are required to
hold recovery meetings

* Triumvirate

* Business Partners

* Independent Members

* As determined by
escalation
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7. Timeline and Actions through the year

It is the responsibility of each Division and Corporate Directorate to implement their own local performance reporting and
management systems and frequency. The expectation of this PMF is that the following ,meetings and actions occur over the
course of the year as part of deploying the Framework:

Quarter 1

*CEO Chaired End of Year
Review

*COO chaired Monthly
Assurance meetings

eReview of delivery against
financial plan

eDiscussion on performance
projections based on Q1
performance

eReview and circulation of
Accountability Conditions for
Division in line with Plan

eDeep Dives as required
eReview of escalation status
*Review of key risks

ooloojon
oplenjon

=

Quarter 2

*COO chaired Monthly
Assurance meetings

eReview of priorities emerging
plan for upcoming planning
cycle

eProgress against plan
deliverables

eDeep Dives as required
eReview of key risks
eCelebration of achievements

U e

Quarter 3

*6 monthly review with
projected performance over
next 6 months

*COO chaired Monthly
Assurance meetings

eDelivery against financial plan

eProgress against plan
deliverables

eDeep Dives as required
*Review of key risks
*Consideration of escalation
status

*Discussion on 12-month
performance projections for
next year

Quarter 4

*COO chaired Monthly
Assurance meetings

*End of year review of
performance

*Delivery against financial
plan

eProgress against plan
deliverables

eDeep Dives as required
eCelebration of achievements

o [ElgElo

==
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8. Support Available

Key resources available to support

It is recognised insight and support is a key enabler for accountability and improvement. There are a number of teams
gashb_oards and reports that can support the application of the Framework and continuous improvement across all
omains.

The following resources are available to support the implementation of the PMF:

Integrated Performance report

Quarterl¥ Quallt¥ Outcomes Framework report
Weekl?/ utting Things Right dashboard

Monthly Divisional Month ié_Assurance reports
Management Information Financial Packs - monthly
Value and Sustainability Dashboard and reports
Workforce Dashboard

Teams

Planning, Finance and Workforce Business Partner Teams
Performance, Analytics and Modelling Team

Information Team

Value-Based Health Care Team

Primary Care Information Team

Public Health Analytics Team

Quality Improvement Team

External Support and resources
Depending on improvements required, external support and/or resources may be secured to support teams. Terms of
reference, scope and duration of support will be clearly defined at the outset of the support period.
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Appendix 1 - Summary table of metrics,

. Quality and Safety _ Corporate Governance

Finance

triggers, actions and support

Accountability Conditions

1.

2.

3.

Metrics

Triggers

PTR volume /
compliance

NRI volume /
compliance
Increase in number
of patient incidents
resulting in harm
Number of reg 28s /
inquests

Progress of actions
from Reg 28'’s

Limited or no
assurance that the
Division can meet
prescribed
targets/standards
Number within
minimum a 3-month
rolling period
Number of actions not
completed within the
stated action plan

1.

ook wn

N

Employee relations
cases

Sickness

Turnover

PADR Completion
Mandatory training
Overdue pay
progressions
Rosters & job plans
(includes agency
use)

Staff Survey
Completion

Limited or no assurance
that the Division can
meet prescribed
targets/standards for the
following areas:

Employee relations
cases

PADR Completion
Mandatory training
Overdue pay
progressions

Rosters & job plans
(includes agency use)
Staff Survey Feedback

1.
2.

o O

Risk management
Audits/ inspections
responses

WHCs/ Ministerial
Directives
Governance
arrangements
Policies in/out of date
Freedom of
information and
MS/MP responses

Limited or no
assurance that the
Division can meet
prescribed
targets/standards
Continued failure to
respond /maintain in
more than 1 key
deliverable/area

1.

oo s

Variable Pay and
Agency spend
Sickness rates
Activity
increases/decreases
Service efficiency
Drug costs

Savings progress

Limited or no assurance
that the Division can
meet prescribed
targets/standards within
the year

Where divisional level
budget is forecast to
overspend by more
than £1m through
monthly financial
reporting

Where corporate level
budget is forecast to
overspend through
monthly financial
reporting

1.

2.

Out of seasonal
range performance
for more than a
minimum of 3
months

Off track
performance against
forecast for more
than a minimum of 3
months

Limited or no assurance
that the Division can
meet prescribed
targets/standards against
the accountability
conditions
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Appendix 1 - Summary table of metrics,

. Quality and Safety _ Corporate Governance

Accountability Conditions

Actions and Support

Improvement plan
development — clear
milestones and
measures of
improvement

Targeted internal
support

Independent review of
division/service/corporate
department effectiveness
Temporary or permanent
change in leadership
arrangements
Consideration of
compliance with
Professional codes and
standards and
proportionate response
Deployment of
appropriate HR policies
e.g. Capability policy
Weekly/fortnightly
meetings with CEO
and/or relevant execs to
track progress against
improvement actions
(which directly related to
de-escalation criteria),
with members of QMG
Invite to relevant
committee, supported by
Executive Director. To

1 8 outline improvement plan

* Improvement plan

development — clear
milestones and
measures of
improvement

Targeted OD support
Additional training and
resource

Deployment of
appropriate HR policies
e.g. Capability policy
Deep Dives into
subject areas
Independent review of
division/service/corpora
te department
effectiveness

Invite to relevant
committee, supported
by Executive Director.
To outline improvement
plan

* Improvement plan

development — clear
milestones and
measures of
improvement

Targeted internal
support

Time bound action plan
against each indicator
Additional training and
resource

Deployment of
appropriate HR policies
e.g. Capability policy
Deep Dives into
subject areas

Invite to relevant
committee, supported
by Executive Director.
To outline improvement
plan

triggers, actions and support

Finance

* Agreed action plan

established monitored
through financial
reporting arrangements
Internal support as
required
(QI/VBHC/planning —
issue dependent)

CEO to call a special
‘Budget Review
Meeting’ of all
Executive Directors
and

Invite to relevant
committee, supported
by Executive Director.
To outline improvement
plan

* Improvement plan
development — clear
milestones and
measures of
improvement

* Internal support as
required (Finance
QI/VBHC/planning —
issue dependent)

* Time bound action plan
against each indicator

* Additional training and
resource

* Deployment of
appropriate HR policies
e.g. Capability policy

* Internal Governance
support

* Deep Dives into
subject areas

* Invite to relevant
committee, supported
by Executive Director.
To outline improvement
plan
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Commercially sensitive / privileged information and should be treated in
confidence.

CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING
DYDDIAD Y CYFARFOD: 24 September 2025
DATE OF MEETING:
CYFARFOD O: Board
MEETING OF:
TEITL YR ADRODDIAD: General Medical Services (GMS) — Aberbeeg Medical
TITLE OF REPORT: Practice — Outcome of Vacant Practice Process.
CYFARWYDDWR Leanne Watkins, Chief Operating Officer
ARWEINIOL:
LEAD:
SWYDDOG ADRODD: Lloyd Hambridge, Divisional Director for Primary Care,
REPORTING OFFICER: Community Services, Complex and Long Term Care

Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Ar Gyfer Penderfyniad/For Decision

ADRODDIAD SCAA
SBAR REPORT

Sefyllfa / Situation

The purpose of this report is to inform the Board of the outcome of the interview panel following a robust
procurement exercise in respect of Aberbeeg Medical Practice, Blaenau Gwent East.

Cefndir / Background

The Health Board is responsible for providing General Medical Services (GMS) to residents throughout
Aneurin Bevan University Health Board and commissions services from independent contractors through
The National Health Service (General Medical Services Contracts) (Wales) Regulations 2023.

There are currently 68 General Practices, 5 of which are Health Board managed:
¢ Aberbeeg Medical Practice; From 1 March 2025
Brynmawr Medical Practice; From 1 March 2025
Blaenavon Medical Practice; From 1 March 2025
Tredegar Health Centre; From 1 April 2025
Bryntirion Surgery (including Markham Branch Surgery); From 1 April 2025

Practices are responsible for providing care to patients between 08:00 and 18:30 Monday to
Friday. Outside of these “core hours”, access to medical care is provided by the Health Board’s Out of
Hours Service, operating between 18:30 and 08:00 each weekday evening and throughout weekends
and Bank Holidays.
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Commercially sensitive / privileged information and should be treated in

confidence.
It was agreed in February 2025 by the Executive Committee and subsequently endorsed by Board, to
instigate the Vacant Practice Policy and undertake a procurement process for Aberbeeg Medical Practice
due to the Health Board being approached by a number of local GPs, both existing contractors and those
keen to establish a partnership, expressing an interest in acquiring the GMS contract for Aberbeeg
Medical Practice, should this be an option.

The procurement process, undertaken in accordance with the Health Services (Provider Selection Regime)
(Wales) Regulations 2025, commenced on 6 June 2025.

Asesiad / Assessment

The Health Board commenced a procurement process in accordance with the Health Services (Provider
Selection Regime) (Wales) Regulations 2025. The Invitation to Tender (ITT) and associated documents
was published with a deadline for applications of 18 July 2025.

Two submissions were received, with one bid successful at the evaluation stage and invited to interview
on 31 July 2025.

The evaluation and interview panels consisted of Health Board officials, Gwent Local Medical Committee,
Local Authority, NWSSP Procurement and a local Councillor covering Llanhilleth ward.

A Llais representative was invited to participate but was unable to attend. This did not impact quoracy. The
Primary Care Contracting Team will liaise with Llais, in confidence, regarding the evaluation stage.

The evaluation panel considered each bid in turn against the evaluation criteria covering quality, value,
collaboration and service sustainability, improving access and reducing health inequalities and social
responsibility and carbon footprint.

One submission was discounted as did not meet the threshold in the evaluation criteria and one
submission progressed to interview stage - Dr Shore-Nye & Partners, who also hold the GMS contract
for Cwm Calon Surgery.

Interview Format

Bidders were required to deliver a 10-minute presentation on ‘How they propose to deliver the Aberbeeg
Medical Practice GMS Contract in accordance with The National Health Service (General Medical Services
Contracts) (Wales) Reqgulations 2023 and in line with the Specification of Requirements issued by the Health
Board.” Bidders were advised that their presentation should include the following (but is not limited to):

e Workforce
Quality
Provision of Services
Business Continuity and Sustainability
Financial

A series of questions from the interview panel followed the presentation.

The interview panel was held on the 31 July 2025. Dr Shore-Nye, Dr Powell and the Practice Manger,
Angela Jarrett were in attendance.

The interview panel comprised of;
e |loyd Hambridge, Divisional Director

e DrLiam Taylor, Deputy Medical Director
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Commercially sensitive / privileged information and should be treated in
confidence.

Rachel Prangley, Head of Primary Care

Kay Morris, Finance Business Partner

Michelle Llewellyn, Senior Primary Care Manager
Dr Natasha Collins, LMC Chair

Councillor Lee Parsons

® Andrew Woods, Primary Care Contracts Manager (Observer)
e Hannah Shotton, Procurement Lead (Facilitator)

The partnership delivered an assured presentation, and responses to panel questions, covering the 5
domains, offering a clear commitment to the Transfer of Undertakings (Protection of Employment)
Regulations (TUPE) obligations and the integration of the two practice teams to ensure continuity of care
and the delivery and expansion of high-quality services to the patients currently registered with Aberbeeg
Medical Practice.

Also highlighted, was the commitment to maintaining the delivery of services from Aberbeeg Medical
Practice premise. The intention to merge both contracts within the first 12 months, whilst retaining the same
level of service in both practices, was also outlined.

The partners described a clear workforce plan, with additional resource during the transition period being
provided by the partners and existing salaried GPs along with locum engagement whilst they actively recruit.

As a neighbouring practice, with GPs who have previously worked in Aberbeeg, they are familiar with the
needs of the registered population.

The intention to nominate a Clinical Governance lead was positively acknowledged by the panel as was the
commitment to expand the delivery of supplementary services aligned to the Health Board’s NCN priorities,
along with the ambition to expand their commitment as an existing training practice.

The partners provided a high-level overview of their financial model and additional support required from the
Health Board and both the panel and the partners acknowledged that further detail was required on both
parts to accurately determine the level of mobilisation and transition support required over a defined period.

Overall, the panel were satisfied that the partnership provided sufficient assurance that they would be able
to deliver the full GMS Contract for Aberbeeg Medical Practice.

Outcome

Based on the outcome of the interview, the panel were unanimous in recommending that the full General
Medical Services Contract for Aberbeeg Medical Practice be awarded to Dr Shore-Nye and Partners of Cwm
Calon Surgery. This would result in the current services continuing to be delivered from Aberbeeg Medical
Practice and all staff subject to TUPE.

The recommendation was approved by the Executive Committee on 7 August 2025.

Following the conclusion of the standstill period in accordance with the PSR requirements, further
discussions will be had with the incoming partnership regarding transition arrangements, including
commencement date, support requirements and monitoring arrangements. It is anticipated that the contract
will be in place by the 1 December 2025, if not sooner.

Next steps
e Confirm transition arrangements
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Commercially sensitive / privileged information and should be treated in

confidence.

Formally write to all stakeholders regarding the outcome
o Formally write to patients regarding ongoing arrangements

Argymhelliad /7 Recommendation

Board area.

The Board is requested to note the content of this report and the successful awarding of the General Medical
Services contract for Aberbeeg Medical Practice to an existing independent contractor within the Health

Amcanion: (rhaid cwblhau)

Objectives: (Imust be completed)

Cyfeirnod Cofrestr Risg Datix a
Sgoér Cyfredol:

Datix Risk Register Reference
and Score:

N/A

Safon(au) Gofal ac lechyd:
Health and Care Standard(s):

5. Timely Care

5.1 Timely Access

3.1 Safe and Clinically Effective Care
6. Individual care

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Adults in Gwent live healthily and age well

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Experience Quality and Safety

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

ymgynhorwyd ymlaen llaw y
Cyfarfod Bwrdd lechyd Prifysgol:

Ar sail tystiolaeth: N/A
Evidence Base:

Rhestr Termau: N/A
Glossary of Terms:

Partion / Pwyllgorau a N/A
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Parties / Committees consulted
prior to University Health Board:

Effaith: (rhaid cwblhau)

Impact: (must be completed

Is EIA Required and included with this paper

Asesiad Effaith No does not meet requirements
Cydraddoldeb
Equality Impact An EQIA is required whenever we are developing a

Assessment (EIA) completed | policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant Choose an item.
Cenedlaethau’r Dyfodol — 5 | Choose an item.
ffordd o weithio
Well Being of Future N/A
Generations Act — 5 ways
of working
https://futuregenerations.wal
es/about-us/future-
generations-act/
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CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING

DYDDIAD Y CYFARFOD: 24 September 2025
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Board
TEITL YR ADRODDIAD: General Medical Services
TITLE OF REPORT: North Celynen Practice: Branch Closure Request
CYFARWYDDWR Leanne Watkins, Chief Operating Officer
ARWEINIOL:
LEAD DIRECTOR:

Rachel Prangley, Head of Primary Care
SWYDDOG ADRODD: Lloyd Hambridge, Divisional Director of Primary
REPORTING OFFICER: Care, Community Services and Complex and

Long-Term Care

Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Ar Gyfer Penderfyniad/For Decision

This purpose of this report is to inform the Board of the recommendation of the
Branch Practice Review Panel held on 7 August 2025, regarding the Branch Closure
request received from North Celynen Practice in the Caerphilly East locality, in
respect of the branch site at Ashfield Road, Newbridge.

ADRODDIAD SCAA
SBAR REPORT

Sefvllfa / Situation

On 20 March 2025, the Health Board received a request from North Celynen Practice,
Caerphilly East, to close their branch site at Ashfield Road, Newbridge.

All branch surgery requests are subject to consideration in accordance with the
Health Board’s Branch Surgery Closure Policy (Annex A).

The decision on the closure of a branch surgery is the statutory duty of the Health
Board as each GP is contracted to the Health Board for the provision of General
Medical Services. Whilst there is limited guidance in this regard, paragraph 4.56 of
the Primary Care Contract Quality Standards states:

“A branch surgery can be closed subject to agreement between the PCO and
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providing practice. In the event there is no agreement the practice can give notice
that it wishes to close a branch surgery. There will be a given period in which the
PCO can issue a counter-notice, to allow for any required consultation, requiring the
surgery to remain open until the issue is resolved. Normal appeal procedures will
apply, or where both the practice and the PCO agree that the surgery should remain
open, then the PCO is required to continue supporting it with the necessary funding.”

The Primary Care Organisation (PCO) in the Welsh context is the Health Board.

Cefndir / Background

North Celynen Practice is a 5 GP Partner and 1 ANP Partner practice with a
registered list size of 9,338 (NWSSP July 2025). The Practice also has two salaried
GPs. The practice currently provides 49/51 GP equivalent sessions on alternate
weeks across both sites. This represents 2.3-4.3 sessions above the local
benchmark of 1 GP equivalent session per 200 registered patients.

The practice currently provides General Medical Services (GMS) across two sites as
below:

- Main site — North Celynen Practice, Crown St, Crumlin, Caerphilly East

- Branch site — Ashfield Road, Newbridge, Caerphilly East

The Newbridge branch premise is a two - storey purpose-built building. The
building is owned by previous partners of Newbridge Medical Centre and is leased
to the current partners of the practice. The lease is due to expire in December
2025.

Newbridge branch surgery is open 8:00am — 1:00pm every day apart from
Thursdays when it is closed and is 0.7 miles away from the main site in Crumlin.
There is a direct bus service from Newbridge to Crumlin.

Upon receipt of the application, the Primary Care Contracting team met with the
partners to discuss the details of their application and reasons for the proposed
closure.

The practice feels that by consolidating resources in the main site in Crumlin this
would support the continued delivery of the full range of services to their registered
population, any existing services currently offered from the Newbridge branch
surgery would be relocated to the Crumlin site, with no reduction in service. All staff
that currently work in the Newbridge branch would also re-locate to Crumlin.

Currently, a clinician undertakes one session, four mornings a week at the
Newbridge branch.
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The practice does not envisage any negative impact to patient care should their
application be supported and, in their experience, patients accept an offer of being
seen by a clinician at the main site.

In accordance with the Branch Surgery Closure Policy, the Primary Care Contracting
Team in conjunction with Llais, agreed an 8-week stakeholder engagement period
which ran from 9 June 2025 until 1 August 2025. All registered patients, aged 16
and over, were sent a questionnaire offering them the opportunity to consider, and
provide their views, on how the proposed changes may affect them. During the
engagement period, two drop-in sessions were held at the branch practice, with both
practice and Health Board colleagues in attendance to respond to any patient
queries. Interested parties were also afforded the opportunity to make any
representations regarding the proposal during the engagement period with letters
issued to all relevant stakeholders.

Asesiad / Assessment

The Branch Practice Review Panel convened on 7 August 2025 to consider the
practice business case and the results of patient and stakeholder engagement.

Panel members:
e Lloyd Hambridge (Chair), Divisional Director of Primary Care, Community
Services and Complex and Long Terms Care
e Dr Alun Walters, Primary Care Clinical Director
e Rachel Prangley, Head of Primary Care
e Andrew Lloyd, Division Accountant
e Jodie Collins, Deputy Head of Primary Care
¢ Michelle Llewellyn, Senior Primary Care Manager
¢ Dr Natasha Collins, LMC Representative
e Isolde Shore-Nye, NCN Representative
e Etienne North, Llais Cymru
e Eira Turner — Head of Service, Caerphilly NCN

The panel considered a range of information collated by the Primary Care
Contracting Team. The information considered is detailed below.

North Celynen Practice Business Case:
e The reasoning for the request for closure; Lease agreement ending December
2025.
e The financial saving to the practice is in the region of £45,000 annually.
e The branch is not utilised to a level where renewing the lease would be
beneficial. One clinical session is provided four days a week
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e No reduction in service provision would occur as a result of the closure of the
branch and all services and clinical sessions would relocate to the main site in
Crumlin.

Claire Bowen (Practice Manager) also attended the panel to present the practice
business case on behalf of the GP partners, outlining that when the Crumlin practice
and Newbridge Surgery merged in 2014 it was agreed that they would retain the
Newbridge premises as a branch site and honour the terms of the lease until it
expired. The panel were given the opportunity to ask Ms Bowen any questions
relating to the closure application. Ms Bowen outlined that in response to concerns
raised around the potential disruption to parking within Crown Street, the practice
had purchased permanent signs for outside the building requesting patients not to
park on the street. Unfortunately, there are not any parking restrictions on Crown
Street, therefore the practice is not able to enforce this, but they continue to advise
patients of the public parking facilities at the end of the street. Ms Bowen also
advised that the savings made by not renewing the lease could be used to improve
patient services.

Patient & Stakeholder Engagement:

e Patient engagement at the drop-in sessions was low with a total of seven
patients attending across the two dates.

e The response rate for the patient questionnaire was 9.3% and 95% of
respondents indicated they already attend the main site in Crumlin.

e 56% of respondents had no concerns should the application be supported

e 36% of respondents were concerned that service provision would be reduced
and that it would be harder to get an appointment if the branch should close.

e Representation was made through Councillor Woodland that residents of
Crown Street, where the main site is located, voiced concerns that if the
application is supported the parking situation, which is currently difficult,
would be exacerbated with an increase in traffic to the main site.

Equality Impact Assessment (EqlA)
e An EglA was undertaken and identified that elderly and disabled patients may
be disadvantaged more than others due to potential frailty and mobility issues,
should they need to rely on public transport to attend the main site.

The panel acknowledged the potential negative impact for a small number of
patients who would be required to travel to Crumlin to attend the main site, however
felt this would be minimal due to public transport links.

The panel also recognised the concerns in respect of the parking situation however,
as the majority of registered patients already attend the main site, the panel felt
there would be minimal disruption. It was also noted that there are Health Board
and Local Authority staff working within the premises at Crumlin and the Locality
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Head of Service agreed they would liaise with them to ensure staff utilise the
designated staff parking or public car park.

The panel unanimously supported the application to close the Ashfield Road site in
Newbridge, subject to the required 3 months’ notice and therefore effective 1
December 2025.

It was noted that concerns around service provision and parking issues should be
addressed in patient letters, should the decision be ratified by the Executive
Committee. The proposed change has attracted some local media interest and,
should the application be supported, proactive communication will be developed in
conjunction with the Health Board’s Communication and Engagement team.

Next steps (with approximate time frames), subject to ratification by Executive
Committee;

e 21/08/25 - Executive Committee consideration

e 22/08/25 - Practice informed of outcome

e W/C 25/08/2025 - IP communication to be issued (MS/MP’s, Local Councillors,
NCN leads)

e W/C 01/09/2025 — Patient communication to be issued providing the required
3 months’ notice

e 01/12/2025 Branch Surgery closure effective

Argymhelliad /7 Recommendation

The Board is asked to consider the content of this report and endorse the
recommendation of the Branch Practice Review Panel to support the application to
close Newbridge branch surgery, effective 1 December 2025.

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference

and Score:
Safon(au) Gofal ac lechyd: 1. Staying Healthy
Health and Care Standard(s): 2. Safe Care

3. Effective Care
5. Timely Care
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Blaenoriaethau CTCI
IMTP Priorities

Adults in Gwent live healthily and age well

Strateqic Equality Objectives
2020-24

Link to IMTP
Galluogwyr allweddol o fewn y Choose an item.
CTCI Choose an item.
Key Enablers within the IMTP Choose an item.
Choose an item.
Amcanion cydraddoldeb Choose an item.
strategol Choose an item.
Strategic Equality Objectives Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:

Further Information:
Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y
Cyfarfod Bwrdd lechyd Prifysgol:
Parties / Committees consulted
prior to University Health Board:

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb
Equality Impact

Choose an item.

An EQIA is required whenever we are developing a
Assessment (EIA) completed | policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk
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https://abuhb.nhs.wales/files/key-documents/integrated-medium-term-plan-imtp/imtp-2022-2025-finalpdf/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/
mailto:ABB.EDI@wales.nhs.uk
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Deddf Llesiant
Cenedlaethau’r Dyfodol — 5
ffordd o weithio

Well Being of Future
Generations Act — 5 ways
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Long Term - The importance of balancing short-

term needs with the needs to safeguard the ability

to also meet long-term needs
Choose an item.
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1.0 Definition of a Branch Surgery

A subsidiary practice utilising the resources and staff of the parent
practice. Usually attended only at specified, limited hours, with the
opportunity for a patient to go to the parent practice in an
emergency.

2.0 Background

This document sets out a draft process for the management of
branch surgery closure applications.

A branch surgery can be closed subject to agreement between the
Health Board and the providing practice. Whilst there is limited
guidance in this regard, the Primary Care Contract Quality
Standards relating to “branch / split — site surgeries” (paragraphs
4.53 — 4.59) outlines a process under paragraph 4.56;

“A branch surgery can be closed subject to agreement between the
PCO and providing practice. In the event there is no agreement the
practice can give notice that it wishes to close its branch surgery.
There will be a given period in which the PCO can issue a counter-
notice, to allow for any required consultation, requiring the surgery
to remain open until the issue is resolved. Normal appeal
procedures will apply, or where both the practice and PCO agree
that the surgery should remain open, then the PCO is required to
continue supporting it with the necessary funding.”

The PCO in this instance will be the Health Board.

The Health Board is required to put arrangements in place to
consider branch surgery applications. This document describes a
process and links to formal NHS appeals mechanism.

All arrangements for considering branch surgery closure applications
will be managed by the Primary Care and Community Division.

The Health Board is aware that Llais, as a statutory organisation,
could consider a Branch Surgery Closure to be a significant loss of
service to the patients accessing services in this venue. The views
of Llais will be presented to the Board independently as part of the
decision-making process.

Page 3 of 16
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3.0 Process for considering Branch Surgery Closure
applications

The rationale for developing this process is to ensure that all
interested parties work collaboratively to ensure that the delivery of
patient care is paramount in all considerations.

All arrangements for considering branch surgery closure applications
will be managed by the Primary Care and Community Division

3.1 A Branch Practice Review Panel will be established by the
Primary Care and Community Division. This group will be
responsible for the decision process, the end result of which will be
a recommendation to proceed with the appropriate option for the
branch practice.

Proposed membership of the Branch Practice review Panel is:

e ABUHB Divisional Director Primary Care & Community Services/
General Manager

e ABUHB Deputy Medical Director (General Practice) / Primary Care

Clinical Director

ABUHB Head of Primary Care / Deputy Head of Primary Care

Senior Primary Care Manager

Neighbourhood Care Network Lead / Head of Service

Local Medical Committee (LMC) representative (voting rights)

Llais Gwent Region representative (non-voting)

Other Primary Care colleagues involved in the process

Additional representatives may be invited as per local agreement

and decision.

4.0 Notification and Management of request to close Branch
Surgery

The practice formally writes to the Health Board with their request
to close a branch surgery, detailing:

e Reasons for the proposed closure request including an up-to-
date sustainability report, i.e., Sustainability Assessment
Framework risk matrix (the income streams information is not
required for the purposes of this process)

e Detail on any estate issues

e Opening times and surgery times of the branch and main
surgeries

e Current access rates

e The list size of the practice

e Number of patients accessing the surgery services in the last
three years, broken down by month

¢ Number of patients that have accessed services at the branch
site alone in the last three years, broken down by month.
Where the Practice is unable to identify patients who use the

Page 4 of 16
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Branch Surgery, then all patients registered with the practice
will need to be consulted with

Services that are currently being provided from the branch
surgery

Impact the closure will have on patients and services at the
main site

Proposals for how the information will be communicated to
patients if the closure application is approved

Details of the timing of the closure if approved, i.e. a phased
closure.

Details of any engagement already undertaken with key
stakeholders including NCNs and neighbouring practices
Impact on patients including consideration to vulnerable
groups.

The Primary Care Contracting Team will:

1. Acknowledge the request for closure in writing within 5
working days of receipt and inform Llais and the Local
Medical Committee that this has been received, asking for
their views on the application.

The Primary Care Contracting Team, in conjunction with the
Practice will also identify the following:
e Premises infrastructure concerns, i.e. costs to meet DDA
compliance, statutory regulations compliance
e Any other purpose for which the branch surgery is used
e Details of the nearest GP practices and pharmacies. This
should be presented on a map
e Any proposed changes to services at the main practice
e Details of public transport links from the branch site to
the main practice site
e Conduct and review the outcomes of an Equality Impact
Assessment
e Practice patient distribution map plus boundary maps of
neighbouring practices.

2. Escalate the notification internally and establish the
timeline for decision making, Branch Surgery Closure
process and implementation of the outcome.

3. Issue confidential communication notice to WG, LMC and
Llais.

4. Inform in confidence, MS/MPs and local councillors, issue

patient letters and questionnaires, advising of consultation
process.

Page 5 of 16
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5. The Primary Care Contracting Team will co-ordinate and agree

the consultation process with Llais, identifying key
stakeholders which may include:

e NCN Leads

e Local Medical Committee

e Llais

e Community Pharmacists in the area

e Other appropriate Llais Regions, if impacted by the

proposal (outside the Health Board area)

e Other practices in the area which may be impacted upon
from the closure

e Local politicians

e Patient Participation Group representation

A patient consultation process will take place, in conjunction
with engagement with Local Politicians, using an approved
questionnaire and other relevant forms, which will also be
available in Welsh. All patients accessing the Branch Surgery
will be consulted with. If the practice is unable to identify
those patients, then the total practice population will be
subject to the patient consultation.

Local drop-in sessions for patient consultation may be
considered by the Primary Care Contracting Team, in
collaboration with the practice and appropriate support from
the Health Board Communication & Engagement team, and
advertised within the practice, details will also be included on
the patient letters.

Consultation should last a minimum of four weeks (extended
if this coincides with holiday periods) or Llais deems a longer
period necessary. This will be agreed with Llais.

The Health Board and practices may choose to progress
further patient consultation in addition to the questionnaire,
for example attendance at patient forum and/or community

group.

The Primary Care Contracting Team will progress an Equality
Impact Assessment.

The Health Board will inform neighbouring Local Health
Boards, of the request, that may be affected by the closure.

Once the consultation is completed the Primary Care
Contracting Team will collate and review the responses to the
questionnaire. A further review will be conducted on the
additional information provided by the practice and Primary
Care Contracting Team.

. Arrange a Branch Practice Review Panel meeting. A Panel will

be convened to consider the application from the Practice, the
outcome of the patient consultation, views of Llais and Local

Page 6 of 16
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10.

Medical Committee, and the Equality Impact Assessment, to
make a decision. The Primary Care Contracting Team will
prepare the information packs and issue these seven days
before the panel meeting will take place. The Practice will be
offered the opportunity to present their case in the form of a
15-minute presentation during the course of the meeting so
that the panel are briefed and able to ask questions.

The Branch Practice Review Panel will consider the request
from the Practice, the outcome of the patient consultation,
views of Llais, Local Medical Committee and other interested
parties and determine a recommendation to either support the
application in full, partially support or reject the application.

. Representatives from Llais and Gwent Local Medical

Committee (voting rights) will be in attendance to observe the
process, Llais will not have voting rights.

. If there is a change to service there will be a requirement that

following the approval of the recommendation by the
Executive Team, this decision is then considered by the Llais
Executive Committee. The timeframe for this will be
discussed and agreed accordingly.

The decision of the Board or Committee will be notified to all
listed stakeholders which will include the practice and
interested parties and patients. Where the closure application
iIs approved, a clear communication plan will be agreed to
ensure all registered patients are informed of the closure and
how they will access services from the Practice.

Practices should ensure a minimum of 3 months’ notice
following the Board approval to close, unless agreed otherwise
with the Health Board.

Where the closure application is approved it is the
responsibility of the practice to meet all associated costs with
closing the surgery including redundancy and practice
information costs.

Where an Improvement Grant has been provided to upgrade
the premises which are being closed, the Health Board will
assess whether this warrants a recovery, advise practice of
same and implement a recovery plan.

Where the closure application is not supported by the Board
or Committee, the Primary Care Contracting Team will discuss
with the Practice the sustainability implications of this
decision.
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11. Further correspondence to be issued to all stakeholders

following the Branch Practice Review Panel including the
outcome of the patient consultation.

Each Branch Practice Review will need to be considered on its
individual merits and the local context:

e Health Board Strategic Plan: this will be based on
proactive planning from the cluster and sustainability
framework

e Local population health needs including distance from
other services, demography, local provider assets and
other commissioned contractor services.

5.0 Appeals

Any appeal against the decision of the Board in relation to Branch
Surgery Closure applications will be resolved through the
contractual appeals process “Contract Dispute Resolution — Part 10
of Schedule 3 to the National Health Service (General Medical
Services Contracts) (Wales) Regulations 2023(*The Regulations™).

The decision of the appeal will be made in consultation with the Llais
and the Executive Board.

The decision of the Board or Committee will be notified to all listed
stakeholders which will include the practice and interested parties
and patients.

Objection from Llais

Llais has a right to undertake an independent consultation, should
they not consider the Health Board’s consultation to be a robust
process.

If Llais objects to the Health Board’s decision they have a right of
appeal to the Cabinet Secretary for Health and Social Care (as per
the Welsh Government Guidance for Engagement and consultation
on changes to Health Services).

Quoracy

Branch Practice Review Panel will be quorate when the following are
in attendance:

1 Clinical Representative

1 Head/Deputy Head of Primary Care/Senior Primary Care Manager

1 Divisional Director/General Manager

1 Independent Representative LMC/Llais
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Annex1l
PROCESS FOR CONSIDERATION OF BRANCH SURGERY CLOSURE
APPLICATION

l _

|—The Finen ore conyacang fean ik inpltont i ehapggnent procss ki s |
!

T Pimar G Contacting Team il conct s Sty Impact ssessment o sppor e |

The Primary Care Contracting Team will collate and review the responses to the questionnaire. ‘

The decision of the Board will be notified to the Practice, Patients, Llais, Local Medical Committee
and neighbouring practices within 1 week.

|
|

Appeal Process if required.
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Practice Submission

Practice Name;
Completed by;
Annex 2

1 Reasons for the proposed closure, including an update on the
practice’s sustainability status plus any issues relating to your
primary care estate. Please enclose a current sustainability
assessment framework risk assessment matrix .

2 What are the current opening times of your main surgery and
your branch surgery?

3 Practice current list size.

Page 10 of 16
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11/16

Number of patients accessing the main surgery services over
the last three years, broken down by month.

Services Year 1 Year 2 | Year 3

Number of patients that have accessed services at the
branch site alone in the last three years, broken down by
month (if unable to identify these specific patients then all
patients will need to be consulted with).

ABUHB/Primary Care/1005

Services Year 1 Year 2 | Year 3

Detail on services currently being provided from the branch
surgery including a timetable of clinics/services. Please also
any other purpose for which the branch surgery is used.

Page 11 of 16
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7 What impact will the closure have on patients including
vulnerable groups and how it will affect services at the main
site?

8 Detail on how this proposal will be communicated to patients

if application to close is approved by the Health Board.

9 Detail of any engagement already undertaken with cluster
networks and neighbouring practices.

Page 12 of 16
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10 Detail of the timing of the closure i.e. will this be a phased
closure?

11  Any other relevant information.

Page 13 of 16

13/16 329/811



Aneurin Bevan University Health Board
General Medical Services Branch Practice Closure Policy

ABUHB/Primary Care/1005

Owner: Primary Care & Community Services Division

Time Frames

Annex 3

Detail of workflow Days
Acknowledgement of formal 5 days Within 5 working
request received from practice days
including further information if
required.
Consultation with stakeholders 8 weeks By Week 9
PCC Team to collate and review |5 days By Week 15
responses and complete EIA
Panel meeting - documents 5 days By Week 16
issued prior to panel
Panel meeting 1 day By Week 17
Inform stakeholders/IP’s of By Week 17/18
recommendation
Paper to be prepared for 1 day By Week 18
Executive Board (following

Thursday

after

panel)
Paper to be presented to 1 day By Week 17/18
Executive Board
Practice and all IPs notified of 1 day By Week 17/18/19
decision (within 5

days of

Exec

decision)
Patients notified 1 day By Week 17/18/19

Page 14 of 16
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Revised Sustainability Framework Risk Matrix (including
guidance notes)

The framework involves applying a Red/Amber/Green (RAG)
weighted score against the risk matrix criteria. The following
weighting has been applied:

- High/Red -10

-  Medium/Amber — 5

- Low/Green -1

The outcome of the risk assessment matrix score has been set as
follows:

- High risk of unsustainability > or = 80

- Medium risk of unsustainability >55 -79

- Low risk of unsustainability <55

ABUHB/Primary Care/1005

Practice:

Area Indicator Ranking Ranking
Demographics: Open Low
STAGE 1 Application

Open/closed list submitted Medium
(formal/informal)
Closed High
Welsh index of multiple <10% Low
deprivation (WIMD % of patients | 10 -20% Medium
:cli}/ggg)m the two most deprived ~20% High
<30% over 65 Low
(F:ractlce population age spread 30% - 50% over Medium
Y0 65
>50% over 65 High
Premises: Number of sites/branch 1 site Low
STAGE 1 surgeries >1 site Medium
(to include both open and
temporarily closed branch >3 sites High
surgeries)
adequate/new or
Condition of premises; approved Low
(practices with more than 1 site | funding
will be ranked against a Poor, but
judgement of the total estate working towards | Medium
condition) improving
Poor quality High
Adequate for
current needs Low
. . only
Capacity of premises Inadequate to
accommodate .
. High
current service
needs
15/16 Page 15 of 16 331/811
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\éveogé(:gr ce Partnership/singlehanded 2?;;?;;22'56 d l:fg:]
Practitioner: Patients 000's per WTE GP <2000 patients Low
STAGE 1 (WTE assumed as 8 sessions) >2000 patients Medium
>2500 High
Age profile <50 years Low
(individual GP ages will be used ;
to give an overall rank for age 50-55 years Medium
profile. To include all substantive
GPs including principles and >55 years High
salaried posts.)
Current vacancies Linked to % =10% LO_W
of WTE 10 — 20% Medium
>20% High
< 6 months Low
Length of vacancies 6 months Medium
>6 months High
. <3 sessions Low
Reliance on locums : -
(sessions per average week) 3-5 sessions Medium
>5 sessions High
Workforce Patient 000's per WTE senior <2000 Low
General: clinician (GP, Advanced >2000 Medium
STAGE 1 Practitioner, Pharmacist etc.) >2500 High
No of unfilled clinical sessions 0 LO.W
per week <3 Me@um
>3 High
Income Income loss arising after MPIG <10% Low
Streams: redistribution 10%-15% Medium
STAGE 1 (as a % of GSE) >15% High
Access to Opening hours (per site) - No Low
Services: recent changes
STAGE 1 (Relating to a reduction in hours | Yes High
only)
Total

16/16

Medium Risk

50-70

Low Risk

<50

Page 16 of 16
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MEETING
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CYFARFOD O: Board
MEETING OF:
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TITLE OF REPORT:
CYFARWYDDWR ARWEINIOL: | Andy Bagwell, Acting Executive Medical
LEAD DIRECTOR: Director

Jennifer Winslade, Executive Director of
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Peter Carr, Executive Director of Therapies &
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Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Er Sicrwydd/For Assurance

ADRODDIAD SCAA
SBAR REPORT

Sefvllfa / Situation

Aneurin Bevan University Health Board’s Annual Quality Report for 2024/25 presents
a comprehensive account of the Health Board’ commitment to delivering safe,
effective, and compassionate care. This report is not only a statutory requirement
under the Duty of Quality and Duty of Candour, but also a reflection of the Health
Board’s values and culture. It captures the collective efforts of staff across all
services to improve outcomes, enhance patient experience, and embed quality into
every aspect of care. The report is structured around the Health Board’s Pillars of
Quality and the STEEEP domains—Safe, Timely, Effective, Efficient, Equitable, and
Person-centred—and provides assurance that quality is being actively managed and
continuously improved.
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Aneurin Bevan University Health Board presents its Annual Quality Report for
2024/25, aligned with the reporting requirements of the Health and Social Care
(Quality and Engagement) (Wales) Act 2020. This legislation places quality,
transparency, and engagement at the heart of healthcare through the Duty of
Quality, Duty of Candour, and the Citizen’s Voice body, Llais.

The report narrates our quality journey over the past year, reflecting on previous
objectives and setting new priorities to improve patient and staff safety,
outcomes, and experiences. A strong focus was placed on developing our quality
management system to support this work. As we move into 2025/26, we carry
forward these achievements with a renewed commitment to continuous quality
improvement.

The Health and Care Quality Standards continue to provide a clear framework for
planning, delivering, and monitoring healthcare services, and the outcomes and
indicators reported here align with the Health Board’s strategic goals—covering
clinical outcomes, patient safety, and experience. This Annual Quality Report
offers a comprehensive account of our commitment to delivering safe, effective,
and compassionate care.

Cefndir / Background

Over the past year, the Health Board has made significant strides in strengthening
its quality infrastructure. The implementation of the Quality Strategy and the Patient
Experience and Involvement Strategy has provided a clear framework for
improvement, while the development of the Quality Management Group and
Framework has enhanced governance and oversight. The Ward Accreditation
Programme has expanded to cover more clinical areas, and the launch of the Quality
Improvement Capability Strategy for 2025-2028 has embedded a culture of
continuous improvement across the organisation. These developments have been
supported by robust data systems, inclusive engagement mechanisms, and a
commitment to learning from lived experience, incidents, and feedback.

Asesiad / Assessment

The Annual Quality Report provides information on our progress to deliver the Duty
of Quality and review our reporting and assurance framework. The Health Board
adopted a reporting structure which mapped progress on quality and patient safety
as mapped against the Pillars of quality:

» Patient and staff experience and stories
e Incident reporting — falls, pressure ulcers, medicines management and mortality
e Complaints, concerns and compliments
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e Health, safety and security
e Infection Control and Prevention
= Safeguarding

The report demonstrates measurable progress across all domains of quality.

In terms of safety, there has been a reduction in inpatient falls and pressure ulcers,
improved infection prevention and control, and the establishment of a Sepsis
Working Group. Safeguarding referrals have increased, and staff training compliance
has improved, reflecting a proactive approach to keeping people safe.

Timeliness has been enhanced through early resolution of complaints, rapid
response to infection outbreaks, and strengthened escalation protocols.

Effectiveness has been evidenced by participation in national clinical audits, the
implementation of the Learning from Deaths Framework, and the use of PDSA cycles
and real-time dashboards to drive improvement.

Efficiency has been improved through centralised complaints handling, better
antibiotic stewardship in GP surgeries, and streamlined resolution of Public Services
Ombudsman for Wales cases.

Equity has been promoted through inclusive bereavement support, engagement
with diverse communities, and the use of accessible feedback platforms.

Person-centred care remains a cornerstone, with high satisfaction rates, active
patient panels, and real-time feedback mechanisms shaping service delivery.

The Health Board has also demonstrated strong leadership and workforce
development, with the QI Coach Programme and the Human Factors Programme
improving safety culture in high-risk areas. Digital tools such as CIVICA and AMaT
have supported data-driven decision-making, while collaborative learning events
and patient stories have helped embed a culture of openness and improvement

Looking ahead to 2025/26, the Health Board should continue to embed the Quality
Management System and Pillars of Quality into everyday practice. This includes
rolling out the new Quality Improvement Strategy, expanding coaching and training
programmes, and strengthening data systems for real-time assurance. Engagement
with patients, families, and communities should be deepened, with a focus on
inclusive service design and feedback mechanisms. Strategic oversight should be
maintained through governance forums such as the Clinical Advisory Forum and the
Quality Management Group, ensuring that quality remains the golden thread running
through all aspects of care.

By sustaining momentum, investing in staff capability, and fostering a culture of
learning and collaboration, the Health Board will be well positioned to deliver on its
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statutory duties and continue improving outcomes and experiences for the
communities it serves.
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Argymhelliad / Recommendation

The Board is requested to note the progress of work over the past 12 months as
reflected in the annual quality report and to take assurance from this report.

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)

Cyfeirnod Cofrestr Risg Datix a
Sgbr Cyfredol:

Datix Risk Register Reference
and Score:

Safon(au) Gofal ac lechyd:
Health and Care Standard(s):

3. Effective Care

3.1 Safe and Clinically Effective Care
3.3 Quality Improvement, Research and
Innovation

Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Getting it right for children and young adults

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Experience Quality and Safety

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Improve patient experience by ensuring services
are sensitive to the needs of all and prrioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Improve patient experience by ensuring services
are sensitive to the needs of all and prioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Choose an item.

Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:
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Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y

Parties / Committees consulted
prior to University Health Board:

Cyfarfod Bwrdd lechyd Prifysgol:

Impact: (must be completed)

Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

Choose an item.

An EQIA is required whenever we are developing a
policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant
Cenedlaethau’r Dyfodol — 5
ffordd o weithio

Well Being of Future
Generations Act — 5 ways
of working

https://futuregenerations.wal
es/about-us/future-

generations-act/

Collaboration - Acting in collaboration with any
other person (or different parts of the body itself)
that could help the body to meet its well-being
objectives

Prevention - How acting to prevent problems
occurring or getting worse may help public bodies
meet their objectives
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Chief Executive’s Introduction to the Annual Quality Report

I am pleased to present our organisation’s Annual Quality Report, which reflects our ongoing commitment to the
highest standards of health care, as enshrined in The Health and Social Care (Quality and Engagement) (Wales) Act
2020. This report i1s both a record of our achievements and a transparent assessment of areas where we must continue
to improve, as we strive to consistently meet exceptional standards of care for those we serve across Gwent.

The success of our quality improvement journey is underpinned by the dedication and expertise of our workforce.
Over the past year, our teams have worked tirelessly against unprecedented challenges. The ongoing impact of the
COVID-19 pandemic, alongside increased demand and workforce pressures, has continued to test the resilience of
services and individuals alike. Despite these difficulties, I am proud to report that our staff have continued to
uphold the core values of NHS Wales — putting people at the heart of everything we do.

As we look to the future, our priorities remain clear. We will continue to focus on:

Enhancing patient and service user experience through person-centred care and genuine co-production
Strengthening data-driven quality improvement and sharing best practice across services

Addressing health inequalities and improving accessibility for all groups

Investing in workforce wellbeing, development, and leadership

Embedding a culture of openness, candour, and accountability at all levels of the organisation.

In partnership with our communities, staff, and stakeholders, we will continue our journey
toward excellence — never losing sight of our duty to deliver safe, compassionate, and
effective health care.

I would like to extend my deepest gratitude to all our staff, volunteers, partners, and the
individuals and families who put their trust in us. Your commitment, courage, and resilience
inspire everything we do. Together, we are shaping a health and social care system that is
truly worthy of the people of Gwent.

Thank you.

2/56 Nicola Prygodcicz 340/811



Executive Summary: A Message from the Clinical Executives

We are proud to present the 2024/25 Annual Quality Report on behalf of Aneurin Bevan University Health Board.

This report is more than a statutory requirement, it is a heartfelt reflection of the care, compassion, and commitment
shown by our staff every single day. It tells the story of a Health Board that is learning, listening, and improving
together. A Health Board where quality is not just a word, It is a shared value, a lived experience and the golden
thread that runs through everything we do.

We would like to begin by sincerely thanking our teams across all services. Their dedication, resilience, and humanity
have been extraordinary. Whether at the bedside, behind the scenes, or iIn leadership roles, they have kept the patient
at the centre of every decision. Our staff have spoken up, shared learning and supported one another through challenges
and change. This report is a tribute to their efforts.

Over the past year, we have strengthened how we report on quality, not just to meet our duties under the Duty of
Quality and Duty of Candour, but to make assurance meaningful. Through our Pillars of Quality programme, we have
created a structure that allows us to report with clarity, consistency, and compassion. We have worked hard to ensure
that this report is not only comprehensive, but also accessible, so that everyone, from frontline staff to patients and
families, can see what quality means in practice and how 1t connects to their own experiences.

Aligned with the STEEEP domains: Safe, Timely, Effective, Efficient, Equitable and Person-centred, this report
highlights the progress we’ve made, the lessons we’ve learned, and the areas where we must continue to grow. It
reflects a culture where improvement is not a project, it is a way of being.

As we look |ahead to 2025/26, we remain comnitted to nurturing a culture of openness, inclusion, and contpnuous learning.
Together, we will keep building g health| system that i1s caring, [safer, more responsive and more compassionate for
everyone.

Jennifer Winslade Dr James Calvert Peter Carr Tracy Daszkiewicz
Executive Director of Nursing Executive Medical Executive Director of Executive Director of Public
Director Therapies and Health Health and Strategic
Science Partnerships
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Introduction

As a Health Board within NHS Wales, i1t i1s our moral and legal duty to
demonstrate how we are delivering high quality and safe care. This Annual
Quality Report serves as a vital assurance tool—in demonstrating our openness
and transparency in our quality reporting through this report, an easy-to-
understand story of our progress, challenges, and commitment to quality,
keeping people safe, learning and improving.

It enables us to show how we are meeting the expectations set out In:

e The Health and Social Care (Quality and Engagement) (Wales) Act 2020
e A Healthier Wales
e The Core Commissioning Requirements

These structures place quality and safety at the heart of everything we do.
The 2020 Act strengthens this focus by introducing a Duty of Quality and a
Duty of Candour, and by establishing Llais, the i1ndependent Citizen Voice
body.

The Annual Quality Report Is not just a statutory requirement, i1t iIs a vital
opportunity to reflect on our progress, share our achievements and be

transparent about the challenges we face. 1t helps build trust with the
4/56 2i81aY B T¥a Aemoncectrate acecoiintabs sty anAd continiiniicelyy smnrovwvve tThe care \A/p342/811



Key Achievements

The Health Board has made considerable progress
involvement, and improvement.
every day.

Insight

We have deepened our understanding of keeping people safe
by drawing intelligence from a range of sources, including
incident reports, medical examiner reviews, and patient
feedback. This comprehensive, system-wide approach enables
more informed decision-making and the development of
targeted interventions to improve care.

The use of data analytics has further enhanced our ability
to monitor performance and drive improvement. In

particular, the development and refinement of our Quality
Outcomes Framework (QOF) allows us to systematically
measure, report, and raise standards of care across all
services.

Improvement

We have launched several quality iImprovement programmes,

including our participation in the Safe Care Collaborative
a National quality programme which focuses on key safety
priorities. These programmes provide structured support
for teams to test, implement, and embed changes that lead
to lasting iImprovements In care.

Alongside this, we are

investing 1n staff development

through targeted training, direct coaching, and support
for frontline 1mprovement (iInitiatives, ensuring our
workforce has the skills and confidence to lead iImportant
areas of change.

By fostering a whole-system approach to quality, we are
strengthening collaboration across departments and
services. This 1iIntegrated way of working ensures that

Ininirovement efforts are not only effective, but also

This supports our wider ambition:

in delivering both Strategies, guided by a strong focus on insight,

to deliver high-quality, safe, and compassionate care

Involvement

The 1introduction of the CIVICA Citizen Feedback System has significantly
increased the volume and richness of feedback from both patients and staff.
These insights are actively shaping service delivery and informing ongoing
improvements.

Our commitment to person-centred care is evident In how people are included in
planning and decision-making processes, which involve patients, families, carers,
and system partners. This has contributed to an overall satisfaction score of
88% within Civica, exceeding the benchmark of 85%.

We continue to promote a culture of openness and helping people to feel safe to
speak up and encouraging staff to report iIncidents and raise concerns without
fear of blame. This supports continuous learning and shared accountability

ACWo e S\Ritein! Edirtthitment to Quality and Safety

Together, these efforts reflect our wider commitment to become a true team that learns and improves, where every
member of staff is empowered to contribute to the delivery of safe, effective, and person-centred care.

The work we are doing through insight, involvement, and improvement is helping us to better understand our systems
of care, build collective capability through an ‘all teach, all learn’ approach, and foster a culture of curiosity and
innovation.

Our improvement efforts are continuously shaped by the voices of patients, families, carers, staff, and communities.
We are committed to learning from mistakes and to creating an environment where people feel safe, supported, and
encouraged to speak up.

Quality is not just a principle, it is embedded in our systems, behaviours, and outcomes. Above all, we believe that
important and sustainable change happens with our patients and communities—not just for them but their
involvement is central to our vision. Together, we are building a safer, more responsive, and more compassionate
health system.
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Quality Strateqy Patient Experience and

This three-year strategy InVOIvement Strategy
sets out a clear and
ambitious Dblueprint for Developed in direct response to
delivering safe, effective, feedback from patients, families,
and person-centred care. carers and staff, this strategy
ensures that lived experience
It places quality and safety at the heart of shapes the way we design and
everything we do, recognising that risks and deliver services.
challenges evolve over time. The strategy commits us It reflects our belief that:
E? A culture that values quality and ensuring we e Learning from experience must be central to our
improve. improvement efforts.
e A fTlexible and responsive approach to emerging e Staff are passionate about improving the

safety and quality issues. experience of those who use our services.
e Clearly defined 1i1mprovement plans to address

themes from feedback and supporting structures * Engagement must ensure that, everyone 1is
to drive measurable progress. included and that this Is an ongoing process.

By embedding quality into our planning delivery,
and evaluation processes, we are actively

J Na_Q ATUto ) OT Oua
Together, these strategies provide clear evidence of how the Health Board is delivering on its statutory
responsibilities under both the Duty of Quality and the Duty of Candour. They establish a robust and
integrated structure for assurance, demonstrating how we improve with clear accountability through ensuring
that the care delivered i1s as good as it can be, that people are kept safe, and how people feel about care
remains central to everything we do.

Both articulate our goals to enhance outcomes and experiences, whilst ensuring that everything we do has a
culture of engagement. They reflect our commitment to listening to feedback, learning from i1t, and using that

4/811
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Milestones Achieved to Date

The Health Board has made considerable progress iIn embedding principles and processes for
quality and embedding these in everything we do, in order to make sure we do a good job and
are honest, with a whole-system approach that i1s grounded iIn evidence, shaped by lived
experience, and driven by a culture of openness, learning, and collaboration.

rrerm

Strategic Embedding a Quality Patient Learning, Clinical
Implementation System Management Group Experience, Insight and Effectiveness
and Governance and Framework Engagement and Improvement

Support
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e Refined the Quality Outcomes Framework (QOF) to systematically

e Dashboards are being developed to enable real-time monitoring of

8/56

Strategic Implementation and Governance

Successfully implemented the Quality and Engagement (Wales) Act

Developed a comprehensive Reporting Framework and Quality Outcomes
Framework (QOF) aligned to the Health Board’s Six Pillars of Quality
and the Health and Care Quality Standards.

Reviewed and strengthened Quality, Safety and Patient Experience
(QPS) structures within divisions and directorates, formalising
lines of responsibility, accountability, escalation, and assurance.

Restructured the QPS function under the Executive Director of
Nursing, including redefining the Deputy Head of QPS role to focus
on data and performance analysis, ensuring alignment with the

Quality Strategy, Patient Experience and Involvement Strategy, and
Quality Improvement approach.
Implemented an escalation process to support divisional teams in

managing Public Services Ombudsman for Wales (PSOW) cases and other
critical issues, ensuring timely resolution and accountability.

Established regular meetings with Divisional Triumvirates to
facilitate communication, set work plans, and address divisional
priorities.

Designed a Quality Improvement Approach and a commissioning model

service planning and delivery.

that places quality at the centre of

Embedding a System to Check and Improve Care

measure, monitor, and enhance healthcare
benchmarking and evidence-based practice.
ensuring robust systems to monitor and drive the QPSE agenda.

quality, supporting

escalated cases and action plans.

Quality Management Group
and Framework

To further strengthen governance and assurance
across the Health Board, a dedicated Quality
Management Group has been established iIn 2025/26.
This group provides strategic oversight of quality
performance, escalation, and improvement across all
domains of care. It serves as a central forum for
reviewing real-time data, monitoring trends, and
ensuring that divisional and corporate priorities
are aligned with the Health Board’s statutory Duty
of Quality.

The Quality Management Group 1is underpinned by a
robust Quality Management Framework, which defines
the Health Board’s approach to quality planning,
control, improvement, and assurance. This framework
supports the delivery of safe, effective, person-
centred, timely, efficient, and equitable care by:

« Embedding performance monitoring and escalation
processes.

« Aligning reporting structures with strategic
priorities.

« Supporting evidence-based decision-making
through dashboards and data triangulation.

« Ensuring consistent compliance with Health and
Care Quality Standards.

« Promoting a culture of accountability and
continuous improvement.

Together, the Group and Framework will enhance
transparency, responsiveness and assurance,
ensuring that quality is not only measured but
actively managed across all services. 346/811



Patient Experience, Engagement
and Support

Learning, Insight and Improvement

e Rolled out the 1'Big Conversation’ Engagement e Launched a ‘Listening and Learning Framework’ and established a
Strategy across all boroughs, enabling Important Learning and Improvement Forum, Blearning from and sharing themes and
community, staff and patient involvement iIn end- trends, putting rapid learning cycles 1iInto everything we do and
of-life care planning. improving care and services.

e Introduced single points of access for key e Improved early resolution of complaints and strengthened learning and
services including PALS, Dementia, GRACE (end-of- communication around Health and Safety.

life and bereavement), and enhanced the

h e Developed a Learning from Death Framework and a Mortality Report,
deployment of Volunteers and Companions. P g Y b

triangulating data from the Medical Examiner Service to inform
e Implemented the Immediate Support Pathway for learning and assurance.
sudden and unexpected deaths in children and
young people up to age 25, ensuring timely and
compassionate support for families.

e Increased the number of safeguarding referrals and i1mproved training
uptake, enhancing protection for vulnerable individuals.

e Embedded organisational learning through monthly Learning from Events
Reports (LFERs) and drop-in sessions to support interpretation and
action.

e Delivered the National Bereavement Pathway for
Wales and implemented the Health Board’s
Bereavement Model by August 2024, standardising
care and support for those who are bereaved. e Supported the [launch of new psychological support programmes,

Clinical Effeciiveiiess Elid ASSuLdaiise

e Developed and implemented an Annual Clinical Audit Plan, an Annual Audit Activity Report, and launched a web-based Audit
Management and Tracking System to improve oversight and accountability.

. Established a Clinical Advisory Forum to provide strategic oversight and drive quality improvement across clinical
services.

e Strengthened evidence-based Infection Prevention practices and introduced process improvements in Infection Prevention and
Control, including targeted action plans iIn response to escalated issues such as C. difficile outbreaks, norovirus, and
Covid-19, coordinated through a Silver Command Group.

Clinical Effectiveness will become one of the Pillars of Quality for 2025/26, as part of our review and refinement. These
milestones reflect a Health Board that is not only meeting iIts statutory duties—but actively delivering visible, patient
9/%ecused and measurable improvements in care with what matters to people at the centre. They demonstrate a culture of leamaypeg]



Ongoing work for 2024/25 was outlined iIn our
ambitions for our Year Two Quality Strategy.

Workplans were developed for:

nfection Refining
Prevention the
& Reporting
Control Structure
Workstream
Priorities and
Achrevements

Human
Factors

Programme
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Infection Prevention and Control

The Health Board has taken a proactive and system-wide approach to infection prevention and control this year. A
strategic leadership group and organisational action plan were established to address rising healthcare-associated
infections, particularly C. difficile and Staph aureus. Outbreaks were managed swiftly with enhanced cleaning, rapid
isolation, and targeted staff education. Quality improvement projects focused on hand hygiene, environmental cleanliness,
and compliance with care bundles. Monitoring and assurance were strengthened through dashboards, regular check-ups, and
leadership surveys. Despite a rise in some infection rates, the Health Board responded with updated policies, investment
in cleaning resources, and piloting new decontamination technologies. Learning from root cause analyses was widely shared,

and careful use of antibiotics remains a continuous focus. These actions have reinforced

people safe and high-quality care.

As part of the Infection Prevention and Control (IPC) pillar of our Quality Strategy,
reful use of antibi and the safe use o

its focus

Enhanced Cleaning Patient Flow and Reporting and Root

Programme Infection Cause Analysis

Prevention

Daily participation Datix is used to
in Patient Flow report and analyse
Meetings ensures HCAls, with virtual
infection prevention root cause analysis
is embedded in meetings reinstated
patient placement to identify themes,
decisions, supporting share learning, and
safe and timely care. drive improvement.

A robust cleaning
strategy has been
implemented to reduce
HCAls. This approach
balances keeping people
safe with operational
pressures such as bed
availability and ward
reconfiguration, using a
more targeted and risk-

ibiotics. Routine r
ibing pr i

Supporting
Divisions

IPC teams continue
to work closely
with clinical
divisions to
promote best
practice and
provide expert
guidance on
infection

the Health Board
ing of iInfection ra
educe he

IPC as a cornerstone of keeping

IS strengthening
ontinues,

Antimicrobial
Prescribing,
Stewardship and

In coARbIFaRFSH with
clinical teams, the
Health Board is
reinforcing the Start
Smart - Then Focus
principles, ensuring
antibiotics are
prescribed
appropriately,

This workstream reflects our commitment to the Duty of Quality, ensuring that infection prevention and careful use of antibiotics are

11/5@mbedded across all services, supported by data, education, and improvement.

349/811
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Refining the Reporting Structure

During 2024-2025, the Health Board has made progress in refining i1ts reporting structure to provide greater assurance,
transparency, and responsiveness iIn quality and keeping people safe. The Quality Outcomes Framework (QOF) was
systematically reviewed and enhanced to highlight trends, enabling more timely and actionable insights. The development of
the system to check and improve care framework and the establishment of a dedicated Quality Management Group in the last 12
months has ensured that reporting is not only standardised but also aligned with strategic priorities and the Duty of
Quality.

Regular meetings with Divisional Triumvirates, the implementation of dashboards for real-time monitoring, and ensuring
escalation processes for safeguarding, 1iIncidents, and regulatory concerns are part of everyday practice have further

strengthened quality assurance. These developments mean that the Board and operational leaders now have access to robust,
information from a number of sources with stories and peoples experience, supporting evidence-based decision-making and how

we improve across all domains of quality.

N wdawm
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Human Factors Programme

Over the past year, the Health Board has made huge strides in putting human factors principles into clinical
practice and quality improvement. The Human Factors Programme has focused on the building of capability and
safety culture, particularly in high-risk areas such as theatres. Theatres have benefited from the
introduction of Human Factors simulation sessions, safety culture surveys, and the roll-out of the updated WHO
checklist and the “Pause for the Gauze” iInitiative, all designed to reduce serious mistakes that should not
happen in a theatre environment and improve team communication.

The Quality Improvement Coach Programme has also incorporated human factors training, with 31 coaches trained
to date and a target of one million minutes of QI coaching over four years. Human factors principles are now
routinely included in QI projects, safety briefings, and incident reviews, supporting a just culture and
ensuring that staff feel safe to speak up. These efforts have contributed to a sustained period without
serious mistakes that should not happen in theatres with improved staff engagement, and a demonstrable shift
towards proactive risk identification and system-based learning across the organisation.

1 0 e proaramme expanded bevond nea e 10 A rdioloo and 0O C

o

Key Components:
Regular introductory and advanced training sessions delivered by the Human Factors Lead, tailored to clinical context and team needs.

Embedding Human Factors principles into everyday practice to foster psychologically safe, open, and high-performing environments, ensures department
integration.

Undertaking cultural transformation by empowering staff at all levels to speak up, challenge unsafe practice, and contribute to continuous learning and
improvement.

This workstream is a critical enabler of the Health Board’s commitment to the Duty of Quality, driving safer
care through behavioural i1nsight, systems thinking, and team-based learning.
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Sepsis
As part of our ongoing commitment to keeping people safe and the Duty of Quality, the Health Board is actively implementing the

updated NICE Sepsis Guideline (NG51). This work addresses systemic challenges in recognising and managing deteriorating patients,
with a strong focus on early identification, timely intervention, and effective escalation of care.

Over the past year, we have prioritised:

e Early recognition of sepsis through the planned rollout of updated Early Warning Scores for adults, paediatrics, maternity
and neonates. across all divisions. This has been planned for implementation throughout 2025/26.

e A comprehensive approach encompassing digital tools, education, implementation, escalation pathways, and check-up.
e A standardised education package has been developed and will be delivered throughout 2025.

A dedicated Sepsis Working Group has been established. There has been a scoping exercise to review current practice and
align with updated NICE and Academy of Medical Royal Colleges guidance. In November 2024, the Health Board launched an
internal sepsis awareness campaign, with a public-facing campaign planned for April 2025. This will include a new website,
staff Pulse page, and awareness materials to support wider engagement.

We are also applying quality improvement methods, such as PDSA cycles, to test and implement the UK Sepsis Trust tool within
acute settings. Compliance and effectiveness are being continuously reviewed through a developing check and assurance
structure.

The Health Board continues to contribute to national sepsis forums and the development of elLearning resources, ensuring
alignment with national standards and shared learning.

Initial Treatment - Timely prescribing and administration of antibiotics
Source Identification - Prompt identification of infection source
Early Monitoring - Rapid clinical assessment and review

Escalation of Care - Strengthened protocols including Call for Concern and Martha’s Rule
Information and Support - Accessible sepsis information for patients and families
Training and Education - Building staff confidence and capability

Audit and Assurance - Monitoring compliance and driving improvement

Our collaboration with the UK Sepsis Trust continues to embed best practice and strengthen our contribution to national
efforts to improve sepsis recognition, response, and outcomes.
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Pillar One: Patient and Staff Experience and Stories

Key Achievements and Successes

Embedding Patient Experience and Involvement

Feedback Platform

The roll-out of the CIVICA electronic
feedback system, has enabled real-
time collection of opinions and
thoughts from patients. Over 8,900
answers were received in 2024/25.
with an overall satisfaction rate of
89% and 91% for Person Centred Care
(PCC) questionnaires.

Patient Participation Panels

Ongoing involvement through
patient panels, Patient Advice and
Liaison Service (PALS), loss of a
loved one (bereavement) services,
and volunteer programmes has

strengthened care that focuses on
the person and provided direct
input Into service improvement.
Funding has also been secured for
a dedicated Patient and Family
Involvement Lead to take forward a
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Positive Emotional Trends

86-91% of answers reflected positive
emotions, with compassion,
emotional/physical support and
friendliness consistently the top

positive themes.

Award Recognition

The Patient Experience and
Involvement Team and Maternity
Services achieved the silver
distinction award as part of the
Diverse Cymru Black. Asian and
Minority Ethnic Cultural Competence
Certification Scheme. The Fracture
Liaison Service won the MediWales
Innovation Award.

Cancer Cafés and Support Groups

Volunteer and Peer

CiirnnmaA -4

Volunteering Service

Volunteers have played a key role iIn
supporting patient experience,
especially for those whose first
language is not English, and in
collecting opinions and thoughts.
Over 20,000 volunteer hours were
provided.

Initiatives such as cancer cafés and
help for feelings (psychological)
support groups have been launched in
response to patient feedback,
enhancing help with improving the
support for people receiving care and
people who help others.
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Pillar One: Patient and Staff Experience and Stories

Results

Quantitative

CIVICA Survey Responses: 8,985 total answers (2024/25), with
7,472 PCC questionnaire answers and 918 Emergency Department
questionnaire answers. 595 other surveys received (e.g.
endoscopy, children)

Compliments logged via CIVICA and Datix
increased, with “beyond duty of care,”
communication, and listening as frequent

S S . ,
Activity: PALS managed an average of 476
enquiries per month, with communication
issues and access to services as the most

studies (e.g. Patient Advice and Liaison
Service interventions, cancer patient panels.
end of life care) have been used to drive

i improvements and inform training

Learning Forums: Regular Learning and
Improvement Forums have facilitated cross-
divisional sharing of best practice and
learning from incidents.

Cultural Competence Initiatives: The Diverse
Cymru accreditation process has led to
tangible changes in staff training.
Recruitment, and patient engagement practices.
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Challenges

Sustaining High Engagement and Data Quality

While response rates are high, some locations still have limited feedback, and there are ongoing efforts to
increase involvement in underrepresented areas. This improved coverage and reduces survey fatigue.

A recent CIVICA system upgrade led to queries about the accuracy of “waiting” as a negative theme,
highlighting the need for ongoing data validation.

Addressing Negative Themes

“Waiting,” “food & beverages,” and “facilities” remain the top negative themes in patient feedback,
indicating persistent issues with timeliness and the care environment. Bespoke reports are sent to the
Facilities team and other areas each month capturing comments and themes.

The theme of communication issues is broad, including language barriers and continues to be the
most common theme raised through PALS enquiries and early resolution complaints. Because
this feedback is received in real time, it allows for quicker identification of concerns where
possible. The Health Board is now working to explore defining the specific issues related to
communication by expanding the categorisation options. This will support more meaningful data
integration and help clarify what is meant by “communication” in different contexts.

Equity and Inclusion

While progress has been made on culture competence, there is a need to further embed cultural
competence and address health inequalities. particularly for minority ethnic groups and those with
additional needs.
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Pillar One: Patient and Staff Experience and

18/56

Establish People
Participation

fBiBE#h§ together those

with different backgrounds
(protected
characteristics) and
seldom-heard voices,
including condition-
specific groups, to ensure
their experiences shape
services and improvements.

Establish a Community

of Practice

To provide a safe space
for patients, carers and
staff to share opinions
and thoughts and speak up,
strengthening trust and
driving meaningful service
improvement.

Priorities for 2025/26

Stories

Expand CIVICA and
All-Wales Surveys

Continue to iIncrease
coverage and response
rates, including the
launch of the All-Wales
People’s Experience Survey
and targeted
questionnaires for
maternity and looked-after
children.

Enhance Real-Time
Feedback

Further develop real-time
opinions and thought
mechanisms and ensure a
rapid response to emerging
themes.
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Pillar One: Patient and Staff Experience and Stories

Bereavement Summary

The Health Board has made significant progress in developing a compassionate, inclusive and responsive loss of a loved one

(Bereavement) support system. The approach is based on a principle of working together involving both staff and bereaved
people and is underpinned by robust opinions and thought mechanisms and a commitment to improvement. Priorities for the
coming year include; further involvement with diverse communities, enhancing staff support, developing and delivering staff

training and ensuring that

Collaborative Approach

and Engagement

In September 2024, the Bereavement
Collaborative event brought together
94 people (staff and bereaved
members of the public), with 42
attending in person. Priorities
included pregnancy loss, child loss,
and loss from traumatic experiences.
Over the last 12 months, 400 people
have been involved in the
collaboratives.

12 bereavement subgroups have been
identified, some led by bereaved
people themselves, ensuring lived
experience is at the heart of
improvement work.

A dedicated event for workers (Staff
Bereavement Collaborative) was
arranged for December 2024 to
coincide with National Grief
Awareness Week, focusing on
psychological support, workforce and
staff needs.
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‘loss of a loved one’

Survey and
Feedback

A new Bereavement Survey
guestionnaire was tested and
amended, now built into the CIVICA
platform and including a National Core
Question. The questionnaire is easy to
use in audio and British Sign Language
(BSL) formats, supporting changes to
help people and inclusivity.

The questionnaire captured a range of
experiences. including place of death
(home, hospital, care home, hospice,
pregnancy, elsewhere,) relationship to
the deceased, and satisfaction with

‘loss of a loved one’ support (ratings
from “very poor” to “very good”). It
also asked whether the death was
expected or unexpected, and if
support needs were met.

Key Priorities

and Actions

There is a focused plan

for Engagement with People with
Protected Characteristics to engage
bereaved people with different
backgrounds and needs through
face-to-face and webinar events.
Engagement events have been
agreed for staff, people living with
dementia, people with sensory loss,
people whose first language is not
English, and those affected by baby
loss.

The questionnaire on Reasonable
Adjustments and involvement
activities are designed to be easy to
use, with adjustments for audio and
BSL users.

Learning and
Improvement

There has been collaboration

when prioritising pregnancy loss,
child loss, sensory loss, and
traumatic loss, recognising the
unique needs of these groups.

Staff Support: Recognising support
for staff is needed when dealing with
the loss of colleagues and loved ones
and developing resources and
events to address this.

End of Life Care Senior Nurse and
Patient and Family Support

Officer roles commenced in October

2024 to strengthen bereavement
support and end-of-life care.

(baseline
implementing the loss of a loved
one model)

Place of Death: Most common were

services are easy to use and meet the needs of all who experience loss.

findings prior to

at home and in hospital, but also
included care homes, hospices,
during pregnancy, etc.

Relationship to Deceased: Responses
included parents, spouses/partners,
children, siblings, and extended
family.

Satisfaction: Responses ranged from
“very poor” to “very good,” with a
spread across all categories.
highlighting variability in
experiences.

Most respondents indicated their
support needs were not fully met.
Expected vs Unexpected Death:
Both expected and unexpected
deaths were represented. with a
slight majority being expected.
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Pillar Two: Patient Safety/Incidents

Serious

Incidents

Investigated

It has been encouraging to see a high
number of incidents being reported on Datix
Cymru, with a clearly defined process for
those that go onto Patient Safety Incidents
(PSIs) investigations. The Health Board
maintained a strong learning culture, with
regular thematic reviews and divisional
dashboards. Staff reported 26,661 incidents
using the Datix Cymru system. This shows
people are speaking up to help make care
safer.

Fewer Late Reports

Two very serious
mistakes happened. They
were Tully investigated
and downgraded from
never events and lessons
were shared to stop them
from happening again. No
Never Events happened
between January and
March 2025.
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Learning Together

84 cases triggered the Duty of
Candour, which means we told
patients and families when
something went wrong and shared
what we learned. Duty of Candour
triggers have a robust divisional
monitoring and an improvement
programme.

142 Early Warning
Notifications (EWNs) were
sent to the Welsh
Government. These helped
us act quickly on issues
like violence,
safeguarding, and
patients going missing.
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Pillar Two: Patient Safety/Incidents

What Was Reported:

26,661 528 84 948 142

Never Events
2 serious mistakes were i1nvestigated and shared, and
declassiftied as never events

Closing Cases

Serious cases are being closed faster, but some
still take time, between 76 and 299 days, depending
on how serious they are.

Learning and Sharing

Monthly reports and sessions help staff learn from
real events. Improvements were made in areas like
blood clot prevention, baby monitoring, and Tfollow-
up care regular learning forums, thematic reviews,

21/;5#@(1 monthilv divicional renortina

Some serious cases still take too long to finish,
especially when they are complicated and
involve multiple agencies.

Some incidents are hard cases to investigate
as involve many teams or outside groups,
which makes them harder to sort out.

It's important to get the details right and write
down what happened clearly and correctly,
especially for things like pressure sores and
falls.

There are high numbers of incidents and not
always enough people to investigate them
quickly.

It can be hard to keep staff focused on
reporting and learning when they’re busy with
other work.
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Priorities for 2025/26

Keep using the
Duty of Candour
to be open and
honest with
patients and
families and
learn from what
happened.

3

S—

Make sure all
reports are
written clearly
and correctly,
with good
training and
checks.

———

Make sure
safety teams
feel supported
and have enough
people and time
to do their
work well.

———

L Jel  Jel  Jer  Jel  Jel

Keep working to
close serious
incidents more

quickly and
improve how we
investigate
them.
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Focus on
preventing
Never Events
and sharing
lessons, to
help further
occurrence when
they do happen.

Keep using
Early Warning
Notifications s
to act fast and
learn from
Serious iIssues.
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Themes and Learning

Learning from Events held as monthly Ilearning sessions
and reports help teams understand what happened and how
to 1mprove and how themes can be i1dentified to support
others.

The Duty of Candour process encourages being open and
honest and helps staff spot when healthcare caused harm,
so we can be honest and learn from 1i1t.

Families are now more involved 1n 1nvestigations, and
their questions are included in reports.

For complicated 1incidents, teams meet early and work
together to make sure everything i1s done properly. Early
contact with 1i1nternal and external stakeholders and
strategy meetings TfTor complex cases have i1mproved the
coordination and quality of iInvestigations.

Reviews have already helped i1mprove care i1n areas like
blood clots, baby monitoring and follow-up appointments.

361/811



Pillar Two: Falls

« The number of inpatient falls showed a downward trend in the . 3,625 inpatient falls were reported in 2024/25, with detailed
final quarter, with March 2025 recording the lowest monthly severity analysis and monthly reporting. For 2023/24 this was
figure (281) since April 2024. 3,480 inpatient falls reported annually.

« Most falls resulted in no or low harm (96.5%), with « Falls prevention strategies included daily huddles, targeted audits,
severe/catastrophic harm being rare. and sharing of learning through QPS forums.

. Falls with severe of greater harm, Q1 and Q2, a total of one PER « Trauma service reviews and ring-fencing beds to reduce A&E
quarter, and zero for Q3 and Q4. delays.

- Regular falls panels and executive huddles reviewed all falls with
fractures, supporting learning and prevention.

. Variation between divisions 1n falls rates and harm severity.
. Some falls closed without full senior nurse validation or focused review.

. Delays 1In transfer to orthopaedic wards and 1In surgery for hip fractures.
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Priorities for 2025/26

Further
analysis of
themes and

trends with a
focus on high-
risk areas.

3

Embed the newly
established
methodology to review
all falls with
fractures and falls
with associated head
injuries by means of a
concise review as
aligned to
recommendations of the

inpatients Falls.

Ensure all
incidents receive
Senior Nurse
validation and
that a focused
review is
completed for all
incidents of
falls.

. Jel JeI = Jel = Jer  Jter

Embed and monitor
the requirements
of the updated
‘Falls Policy for
Hospital Adult
Inpatients’.

Increase the
implementation of
evidenced bases
practice and
methodologies to
reduce the
incidents of
falls e.g.

Expand daily
huddles and use
of digital tools

for early
identification
and prevention.

~—Swarms.
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Themes and Learning

Most falls resulted in no or low harm (96.5%). Severe or catastrophic harm related to 1 fall in Q1, 1 Fall in Q2 and
no falls in Q3, and there were no severe/catastrophic falls in the final quarter (number of falls with severe or
greater harm per Quarter were Q1=1, Q2=1 and Q3 and Q4 were zero).

Falls with fractures are reviewed weekly at Executive huddles, and all data is
available at ward Ilevel fTor review and discussion. This enables rapid
identification of trends, learning and targeted interventions.

Some falls were closed without full Senior Nurse validation or focused review,
highlighting the need for 1mproved documentation and validation processes.
Inconsistencies In completion of the Multifactorial Risk Assessment (MFRA) 1In
terms of quality of information to support current patient status.

The National Hip Fracture Database audit highlighted the importance of prompt
orthogeriatric assessment, timely surgery, and early mobilisation. These are
being reinforced through regular governance meetings and action planning.

Delays in transfer to orthopaedic wards and In surgery for hip fractures were
identified as areas for Improvement. Trauma service reviews and ring-fencing
beds are being used to address these i1ssues.
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Pillar Two: Pressure Ulcers (PU)

« This year, 8,963 pressure ulcers were recorded, with breakdown by
category and avoidability reported. For 2023.24, 8429 were reported.
These are high level figures and do not relate to harm. This is a 6%
increase.

« There was a notable reduction in pressure ulcers in March
2025, reflecting the impact of early identification, daily
huddles, and improved documentation.

« Most divisions reported fewer hospital-acquired pressure

incidences, and grades 1, 2, and 3 pressure damage over time. « There has been a steady volume of pressure ulcers with Grade 2 being

reported and a slight increase in Grade 3 ulcers in December and
« A professional forum group was established to enhance February.

d validation of Dati ting.
assurance and vatidation ot batix reporting « Monthly audits, daily huddles, and a professional forum group for

validation and learning.

« Implementation of symbols on PSAG boards and use of the PANDO app
for wound imaging.

« PDSA cycles are being used to test and refine improvements.

« Ensuring accurate grading, documentation, and validation of pressure ulcers.
. Some cases closed without full senior nurse validation or focused review.
. Variation in performance between divisions.
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Priorities for 2025/26 Themes and Learning

A professional forum group is being established to enhance
assurance and validation of Datix reporting. This will include
monthly meetings to review dashboards and validate incidents.

Continue to
promote early

identification
and resy_aonse Early identification and response strategies, such as daily huddles
st rateg 1€S. and the use of symbols on PSAG boards, have contributed to the

reduction in pressure ulcers.

Improved documentation, staff training in tissue viability, and the

use of the PANDO app for wound imaging are supporting better
prevention and management.

C  Jel  Jel

Scrutiny and oversight panels and focused reviews, with
Senior Nurse sign-off have been key to PU management

Strengthen Share successftul

validation P ractices. Most divisions reported fewer hospital-acquired pressure

processes and incidences demonstrating learning from data.

ensure all cases

are reviewed by

senior nurses.

Scrutiny panels and focussed reviews with Senior Nurse

= - sign off have been key to PU management.
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Pillar Three: Complaints, Concerns and Compliments

Key Achievements and Successes

Sustained High Performance

in Early Resolution

Early Resolution of concerns
was maintained at an average
of 67-71% throughout the
year, with some divisions
consistently above 80%.

Learning from Complaints

Teams worked together to find
better ways to fix problems
and make things easier by
encouraging open

communication and sharing
1deas.
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Fewer Late Complaints

Focused efforts, such as
weekly meetings and daily
huddles, led to a led to a
reduction 1n the number of
overdue and long-standing

complaints.

More Thank You Messages

Staff received more
compliments from patients
during the reporting period.
October saw the largest surge
in compliments as teams are
proactively recording the
compliments received.

One Place to Handle Complaints

Complaints are managed
centrally ensuring staff
respond to calls efficiently
and the process is more
streamlined. This approach
enhances consistency,
eliminates duplication, and
provides more robust

~invesnht

Better use of PALS

The PALS team implemented a
new system to record
compliments, helping everyone

see the good work being done.
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Pillar Three: Complaints, Concerns and Compliments

Priorities for 2025/26

Training staff to Keep writing down Make communication
produce better compliments to celebrate good better with clearer
information and write work and use the system to messages and

down complaints show what'’s going well. language support.

clearly and correctly.
Give staff training and
keep patients informed
during the complaints
process.

C  Jel Jel = Jel = Jel  Jtel

Continue to focus on improved Use reviews and action Build better
timeliness and closure rates, plans to share learning dashboards and
reducing overdue complaints and help all teams learn tools to help

and increasing compliance with from complaints. manage complaints

30-day closure targets,
especially for PTR-managed
concerns.

in real time.
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Pillar Three: Complaints, Concerns and Compliments

Learning and Improvement

\' g

Q

Q

Q

Holding monthly learning sessions
has enabled teams to discuss
themes and how to address issues.

Every team includes
members dedicated to
addressing issues
promptly.

Teams employ intelligent
methods to identify the
root causes of problems
and implement Improvements.

Reports now include questions from
patients and families to make sure
their voices are heard and illustrate
we are listening.

Q

Q

'

Q

A dashboard assists in
identifying issues and improving
staff training on the system’s use.
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A strategy meeting helped the
Medicine team decrease complaints
by 13%

The legal and complaints teams have
shown their commitment to
collaborating on complaints by meeting
monthly to resolve issues promptly.

Making sure that every team
member Is present to take
calls and properly trained
to address complaints
effectively.
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Pillar Three: Patient Advice & Liaison Service (PALS)

Key Achievements and Successes Results
e About 476 contacts are received each month, mostly about
= - communication and getting services. 18 complaints solved
Helping People Fixing Problems Early early each month, mostly about treatment.

e Over 500 compliments were written down. People said

PALS helped with about 476 PALS helped solve about 18 .
a 3 staff went “above and beyond,” listened well, and were
questions every month. They complaints each month Kind
gave HERTED AT support to ?efore (5 [EEENE DEeET . PALS helped create real-life stories in tough
patients and families who issues. Most were about situations. like supbortin conle with serious
needed help or had concerns. treatment, but they also i PP 9 peop

illnesses, setting up video calls for lonely patients,

and helping those with communication or memory problems.
. Learning and Feedback has been pivotal as the PALS

team shared what they learned in monthly reports so the

whole organisation could improve.

Recording Good Feedback Supporting Patients Challenges
and Families

Since January 2025, PALS PALS helped patients and
started using a new system families in many ways—like
called CIVICA to write helping them talk to

down compliments. This hospital staff, supporting

helped with communication,
appointments, leaving
hospital, and patient

e There is a high volume of work as PALS had many questions
and complex problems to deal with, which made it hard to
keep up.

. New rules and systems meant staff needed training to make

helps everyone see what’s people with autism or - -

going well. o ACE e ERes. Ene Zg;g igg;ﬁéZlng was written down properly and to help keep
helping with discharge N j
plaﬁs 9 9 e At times there are not enough staff, when staff were off

duty, some calls went to voicemail, and fewer questions
were recorded.

. Some problems were challenging cases and involved many
teams, which made them harder to fix quickly.
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Pillar Three: Patient Advice & Liaison Service (PALS)

Priorities for 2025/26

Make sure
there are
enough staff
to answer
questions
quickly,
even when
someone is
off duty.

—

Help more
patients and
families,
especially
those who find
it hard to ask
for help, so
our outward
reach increase
S.

Yol ___JoX ___JoX ek

Keep using
CIVICA to
record
compliments
and make sure
all PALS work
is written
down clearly.
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Train PALS
staff to keep
solving
problems
swiftly and
share good
ideas/
practice with
other teams.

Learn from Good
and Bad
Feedback, by
using

both compliment
s and
complaints to
learn and
improve across
the

e

Learning and Improvement

PALS share real life cases

and stories (without names) in
reports and meetings to show what
went well and what could be better
to enhance learning.

PALS feedback to hospital teams
what they have heard from patients
SO services can improve.

The new CIVICA system and changes
to complaint rules helped PALS
improve processes in how they
record and follow up on cases.

PALS staff get regular training
on how to talk with people, solve
problems, and manage information.
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Pillar Three: Legal Services / Public Service Ombudsman for Wales/ Regulation 28

Key Achievements and Successes

- * 349 new inquests came in; 291 were finished (67 in person, 224 in writing), 3

Managing Inquests Well serious reports from the Coroner were received, 34 redress cases were looked

at; 14 were settled, saving about £30,000 each compared to bigger legal claims,

Reports were shared 349 new inquests came in this year. 291 123 new clinical negligence cases were received; 419 were still open at the end

regularly with the Board to were completed —67 had staff speak in of the year and 37 new personal injury cases came in; 82 were still open at the
demonstrate the legal and person, and 224 were undertaken with end of the year.

risk workload. New rules written answers. This saved time and
were put into place for big helped staff.

cases (over £1 million) and
inquests to help things run
smoothly and fairly.

* Reports were shared every few months. New rules were made for significant
cases and inquests, The Board and leaders were kept updated.

* In 2024/25, the Health Board received 3,190 complaints. Of these, 178 were
escalated to PSOW, which is equivalent to 0.30 per 1,000 residents. The number
of interventions decreased by 30%, from 37% in 2023/24 to 28% in 2024/25,

Fewer Serious Reports . reflecting a reduction in the number of full investigations conducted. 6 reports
from the Coronper Clearing Old Cases were issued, with 3.3% of referred cases to the Health Board upheld in 2024/25,
compared to 25 cases upheld in 2023/24.

Only 3 reports were sent by the A special project helped
Coroner to help prevent future deaths. close old redress cases
That’s fewer than last year, showing faster, reducing risks and
we’re learning and improving. delays.

Improved Legal Team Challenges
Structure

* Some cases take a long time, especially when they involve

* Lessons from Ombudsman cases were shared through posters and updates,
contributing to improvements in areas such as discharge advice and patient
information.

The legal team changed how they outside groups or large sums of money

work. Now they focus on different * There are lots of cases, which makes 1t hard for the team
areas of work i.e claims or inquests , to finish them quickly.

which helps them respond faster and e It’s sometimes hard to keep all the paperwork and details
be more expert in their work. correct and on time.

* Legal cases and 1i1nquests can be stressful. Staff need
support to manage the emotional and work pressure.
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Pillar Three: Legal Services / Ombudsman / Regulation

Priorities for 2025/26

Learning and Improvement

Make sure
lessons from
legal cases
and Ombudsman
reports are
shared and
lead to real
improvements.

Give staff
training,
feedback,
and
emotional
support when
they’' re
involved iIn

Iegal cases.

Yol ___JoX ___JoX ek

Keep working
to close
inquests and
legal cases
more
quickly.
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Improve
how we
track and
report
legal and

risk work.

Keep
improving
rules,
reports, and
Board updates
to make sure
everything is
well managed.

e —

Every serious report is
reviewed. Action plans are
made and shared to help
everyone learn. For example,
advice after leaving hospital
was improved to include tips
on drinking water, leg

énpprtast, largoparare shared
using posters and bulletins so

staff know what happened and
how to improve.

The legal team now works in
smaller groups focused on
different topics. This helps
them respond faster and learn
more.

Legal and risk lessons are
included In monthly reports
and reviewed iIn meetings.
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Pillar Four: Health, Safety and Security

Most staff completed
important safety
training:

A new training for
manual handling
started in April 2025.
The goal 1s to reach
85% 1n high-risk areas
by December.

NOo new warnings or
actions were needed
from the Fire Service.
Some changes were
requested to help fire

alarms work better.
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Reporting of
serious iIncidents,
there were 12 were
reported to the
Health and Safety
group in the last

part of the year.
Most (83.3%) were
reported on time,
which i1s an
improvement.

The team helped
with 1,120
incidents where
staff faced
violence or

aggression at work.

This shows how
important Health
and Safety is iIn
keeping people
safe.

 Training and Safety Checks are:
Health & Safety training: 86.5%
Fire Safety: 82.3%
Violence & Aggression: 86%
Manual Handling: 70%

. Of the serious incidents were reported in the last part of the year. Most
were reported on time. Two cases about patient falls are still being
reviewed.

. Health and safety updates were shared often with the Board and top
managers.

Challenges

« More staffneed to complete Manual Handling Training, the new
programme will help.

. The Health Board is waiting for advice from the Fire Service about alarm
changes in old buildings. Work is still going on to make older buildings
safer.

. Some problems, like burns or serious falls, take longer to understand and
fix as they are complicated incidents. Outside experts are helping.
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Pillar Four: Health, Safety and Security

37/56

Priorities for 2025/26

Learning

and Improvement

RIDDOR awareness sessions are
being developed to enhance
understanding of reporting
requirements and responsibilities
under the Regulations.

Ensure regular checks and review
for safety training compliance.
Dashboards are being made to help
teams understand their progress.

All serious incidents are reviewed
to learn from them. Complicated
cases are shared with experts like
the Health and Safety group and the
Fire Service.

A review of the training framework
is being undertaken to evaluate
both the competency requirements
and the methods of delivery. This
review will adopt a risk-based
approach, ensuring that training
remains relevant and proportionate

to individual job profiles.
Health and Safety Management

Audits are being integrated into
the Audit Tracking and Management
System (AMaT) to support the
development of a performance
dashboard.
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Pillar Five:

Key Achievements and Successes

The team worked
hard to stop
infections like C.
difficile,
norovirus, COVID-
19, and others.
They iInstigated
cleaning more
often, checked
wards regularly,
and acted quickly
when problems
appeared.

The team met their
goals for using
fewer antibiotics
in GP surgeries. In
hospitals, they
worked on improving
how antibiotics are

prescribed using
digital systems.
They also taught
staff and checked
how antibiotics
were used.
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Infection Prevention and Control (inc. Antimicrobial

Special projects
helped wards
improve infection
control. These
included work on
C. difficile and

oral hygiene.
Infection control
was also added to
leadership
training.

When 1nfections
spread, the team
held quick
meetings,
instigated
cleaning, grouped
patients safely,
and managed
visiting to stop
further spread.

Infection Numbers - 275 cases of C. difficile (20% more than last year), 189
Staph Aureus infections (47% more), 376 E. coli infections (8% more), 115
Klebsiella infections (15% less), 42 Pseudomonas infections (68% more)

Ward Closures - 21 closed for C. difficile, 30 for norovirus, 25 for COVID-
19, 3 for flu - over the 12 months.

Checks and Training - Regular infection checks and staff training, Webinars
on topics like C. difficile and winter viruses, Surveys to check how well
staff understand infection control

Antibiotic Use - GP surgeries met their goal for using fewer antibiotics but
didn’t reach the target for using the safest types, Hospitals created

B Chéllénges

e Some infections increased, partly due to shared spaces, poor airflow, and busy wards.

o GP surgeries didn’t meet the target for using the safest antibiotics. Hospitals had staff shortages
and delays in using new digital systems.

o There were delays in getting clean mops and replacing old ones which created cleaning delays .
« Some infection and antibiotic records weren’t complete, making it harder to track and learn.

« It was hard to keep staff focused on infection control with so many other things going on.
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Pillar Five: Infection Prevention and Control (inc. Antimicrobial

Priorities for 2025/26 Learning and Improvement

Yol __ _JoX _JoX JoX

Reach the goal
for using safer
antibiotics in
GP surgeries,
use digital
systems in
hospitals to
track and
improve
antibiotic use,
providing GP

Focus on
reducing
infection rates
like C.
difficile,
Staph Aureus,
E. coli, and
Pseudomonas
with better
cleaning and

39/56

“fast-actron——

surgeries with
“more—that-need—
support

Plan for
Resources, by
making sure
there are
enough
cleaning
supplies and
staff to keep
up with
infection
control.

Make sure
infection and
antibiotic
records are
complete and
accurate. Use
dashboards to
help wards see
and improve
their results.

v

Keep teaching
staff about
infection
control and
include it in
leadership
training.

Special projects helped wards
take charge of infection
control. These were supported
by regular checks and

leadership involvement.
Quick meetings were held

during outbreaks. Lessons
learned were shared to help
prevent future problems.

Infection checks and staff
training helped teams learn
and improve. Results were
shared to keep everyone
informed.

Staff were trained regularly
on infection control, how to
use antibiotics safely, and
how to manage data.

377/811



Pillar Six: Safeguarding

Reports Made: 506 reports to help adults, 4,290 reports to help children

There were more Strong Safeguarding
reports made to Groups were formed, the Trainina:
help keep adults team worked with raining-

d child £ lead t t » Level 1 Adult Safeguarding: 81% completed
and chridren safe. caders 1o S(_e up = Level 1 Children’s Safeguarding: 82% completed
Adult reports went regular meetings about = Level 2 Adult Safeguarding: 82% completed

0 .

uglli)y 31?’ s IS<eepl):ng peoplessafe- = Level 2 Children’s Safeguarding: 83% completed
children’s reports matier groups were = Level 3 training is now required and will be tracked from early next year
went up by 14%. also created to focus

on adults, children,
and staff concerns.

Managing Cases: A new digital system has commenced to help track safeguarding concerns and
actions. Cases open longer than three months were reviewed to make sure they were dealt with
quickly

Challenges

e The number of safeguarding concerns has gone up and there are more complex issues
resulting in increased demand on the safeguarding team.

Most staff completed their Timely referral ensured
safeguarding training. If staff could engage

any areas fell behind, early with patients,
plans were made to help families and their

them catch up. representatives to
develop safety plans.
The statutory
safeguarding processes
enabled us to work
closely with multiple
services within our own
organisation, as well
as with statutory
partners and third
sector organisations,
to ensure the correct

40/56 support is in place 378/811
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e Some teams didn’t reach the 85% training goal, extra help and support has been provided.

e The new Datix system to track safety concerns is being rolled out, which has presented
challenges.

o There are different arrangements in different areas within the five local authorities, which has
made things confusing at times, work is underway with partners to make the systems clearer.

e Some cases have taken an extended time to complete, especially when external partners were
involved. This has at times affected staff wellbeing and made workloads more challenging.




Pillar Six - Safeqguarding

Priorities for 2025/26 Learning and Improvement

Finalise the Continue

configuration collaborating with

of the Datix partners to Regularly examining cases that remain open for
digital system regularly review extended periods allows teams to gain insights

and expedite closure. This practice has become
a routine and has received positive feedback
from both staff and partners.

cases that remain
open for long
durations, enabling
prompt learning
and timely action.

to effectively
monitor and
report safety
issues.

Collaborate with Local Authorities and the
Safeguarding Board to clarify procedures and
guidance, minimising confusion about what
needs to be reported.

T

A new Safeguarding Datix Module
is currently being developed for
release, awaiting the completion

Yol ___JoX ___JoX ek

of the All-Wales multi-agency
Traini Work with local with consistent referral form.
rainin o
Goals b?/ authorltles and feedback and Awareness raising around the importance of
ensuring 85% Police to ensure ensure they initiating early communication with patients,
of staff thac;( prollcgdures feel supported their families, and representatives to
and policies are i i collaboratively create safety plans at an earl
complete consistently WE':? handling stage. y P Y
the!r_safety applied. challenging
training, safegu:rdlng
especially cases to
those in promote their
i wellbeing.
_

roles.
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Ward Accredirtation: Annual Review

The Ward Accreditation Programme developed in 2024-25. More areas have achieved accreditation and staff are
motivated to improve and achieve accreditation, and quality improvement is now part of everyday work. 1In
2025-26, the focus will be on finishing the rollout, improving data and audits, and keeping staff supported

« Monthly checks are now normal, which look at patient care,

Key Achievements and Successes

The Ward Accreditation Programme Growth is staff feedback, and team improvements. “One Patient One
Programme now covers 78 evident - Phase 1 is Day” audits help show how care is improving. New folders
areas, including adult finished. Phase 2 help teams plan and track their progress. A data expert
wards, mental health, (including theatres and started in May 2025 to help with reporting. Staff can use
learning disabilities, critical care) has Padlet (an online tool) to find audit i1nformation and
and children’s wards. started, and Phase 3 resources.

(maternity and district

nursing) will begin in « Feedback forms help teams share what they need. Senior

nurses help keep audits on track. Guides and tools are

Independent Checks are Staff morale was Chal lenges
carried out - 14 improved and staff were
reviews were completed. more aware and involved o Staff said some audits were repeated too often, which
8 wards earned bronze thanks to updates, slowed down awards.

awards, and 2 were online tools, and news
ready for Silver. posts. - Data issues can be a hindrance, with challenges in pulling
useful information from the audit system. A data analyst

Is starting in post in May 2025.

Quality improvement (QI) « Some wards didn’t meet the 6-hour goal Tfor risk
is now part of daily assessments or had delays due to staff shortages.

work, not just a special

project. « Keeping Up Momentum and maintaining audits was a concern.

Staff have needed clear guidance and regular support.
42/56 J J PPOTE- 380/811



Ward Accreditation

What Should We Be Focussing on 1n 2025-26

Learning and Improvement

C YoX YeoX  JeoX

Use the new
data analyst
to improve
reports and
spot trends.
Make Padlet
easier to use
and share good
ideas.

Start Phase 3
- Begin
accreditation
for health
visitors,
district
nurses,
maternity,
and
specialist

43/56 -

3

Keep Staff
Involved by
sharing stories
and celebrate
wins. Build a
team of experts
to help others
improve.

Improve Audits
and Support by
cutting down on
repeated audits.
Help teams
complete their
folders and keep
audit quality
high. Update
guides so
everyone

—prderstangs = ——

what’s needed.

v

Staff feedback helped reduce
repeated audits and improve
folder formats, listening to
staff is important.

Reviews showed the need for
clearer time targets. Teams are
now comparing with other health
boards to improve.

Supporting areas which are
struggling. Wards that didn’t
achieve Bronze are receiving
extra help. Lessons from reviews
are shared with senior nurses.

Making QI Part of Everyday Work
as the programme is helping
teams to improve every day, hot
jJust during special projects.

Better Access to Information
includes using a Padlet and
other tools are making it easier
for staff to find what they need
and stay on track.
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Nutrition and Hydration Progress Overview

In response to concerns raised through complaints, Regulation 28 notices, and audit findings, the Nutrition and Hydration
Task & Finish Group was established under the Aneurin Bevan University Health Board (ABUHB) Nutrition and Hydration
Strategic Group. The group initially focused on two priority workstreams—Nutrition Escalation and Fluid Balance Monitoring,
which were later amalgamated to streamline efforts and enhance shared learning.

Nutrition Escalation

nutritional needs and gaps in staff awareness and timely
action for patients with complex requirements, such as
those with learning disabilities, swallowing difficulties,
or requiring tube feeding. In response, the (group
developed a 7-minute briefing and an Action Card to
support staff in 1identifying and escalating nutritional
concerns. The WAASP tool was promoted for risk screening
within 24 hours of admission or extended ED stays. Clear
guidance was provided for patients unable to participate

in assessments, those with swallowing difficulties
(including SLT referral pathways), and those with
cultural, religious, or therapeutic dietary needs.

Protocols were also established for tube feeding and
missed meals.

Assurance measures included dissemination of materials
across divisions, audit and feedback mechanisms, and
ongoing development of training and escalation procedures.

Fluid Balance Monitoring

regarding poor documentation and associated patient harm.
Audits revealed that over half of staff had not received
training on completing fluid balance charts. To address
this, a 7-minute briefing and Action Card were developed
to standardise practice. Roles and responsibilities were
clarified across the multidisciplinary team, and criteria
were defined for when fluid balance charts are required
(e-g- sepsis, AKI, v fluids, enteral/parenteral
nutrition). Detailed guidance was provided on accurate
input/output recording, recognising signs of dehydration,
and understanding measurement standards and receptacle
volumes.

Assurance measures included pilot audits showing improved
practices, such as midday calculations and alternate-day
weighing. PDSA cycles were used to refine the approach,
and SOPs and guidelines are currently under review by the
Clinical Policy Group.

Forward Planning

Future plans include continued audit and improvement cycles for both workstreams, the development of a Nutrition and Hydration intranet
resource hub, an annual action plan, and expansion of the Clinical Sub-Group’s membership.




Embedding a Culture of Listening, Learning and Improvement

The Health Board’s commitment to becoming a true team that learns and improves 1is clearly demonstrated through the
implementation of our Listening and Learning Framework. This provides a structured and consistent approach to capturing,
analysing, and acting on Hlearning from incidents, feedback, and lived experience. It ensures that learning i1s not only
identified but also embedded into practice—supporting safer, more effective, and more compassionate care.

A key enabler of this work 1is our web-based learning repository, which allows us to track how learning is identified,
triangulated, shared, and implemented across the organisation. This supports a culture of appreciative enquiry and improvement,
while also enhancing the experience of our workforce.

We are committed to becoming a team that learns and improves —one that improves keeping people safe, people’s experience of care
responding to insights and feedback in order to continuously improve. Our plans and priorities are continuously adapted to
ensure we are doing the right things, in the right way, at the right time.

Collaborative Learning, Education and Improvement

and patlent experlence Key achlevements include:

e Identifying key quality issues and keeping people safe priorities through using multiple sources of intelligence, shaped by
the voices of service users, to inform a responsive learning plan.

e Strengthening partnerships between corporate and educational teams to support the development of health professionals around
core quality and safety themes.

e Facilitating cross-disciplinary education that aligns with organisational priorities and promotes shared understanding
across teams and services.

e Ensuring Hlearning and education are embedded in key quality and keeping people safe groups across the organisation,
supporting alignment between clinical and corporate priorities.

e Supporting divisions and directorates to develop annual improvement plans based on insights from complaints, incidents,
surveys, and reviews —ensuring a standardised, consistent and evidence-informed approach.

e Building capacity within teams to co-produce digital patient stories that support iImportant listening, reflection, and
learning.

e Standardising training, education, and competency records to reduce unwarranted variation and strengthen assurance.

e Establishing Collaborative Learning Events, multi-agency, public, and staff collaboratives, including Hlearning events
attended by patients, families, and carers to ensure a collective and inclusive approach to improvement.

This integrated approach reflects the Health Board’s commitment to learning and improvement where education, insight, and
45/56:ollaboration drive improvement in care quality and patient and staff experience. 383/811



Delivering Assurance Through the Quality Management System (QMS)

The Health Board 1i1s committed to delivering safe, high-quality, and equitable care through the
development and implementation of a comprehensive QMS.

This system will define the Assurance Framework that underpins our approach to quality planning, control,
improvement, and assurance—ensuring that care iIs consistently safe, effective, patient-centred, timely,
efficient, and equitable.

The QMS will support the Health Board in embedding a culture of improvement and accountability, with a
clear focus on the following objectives:

Implementing proactive plans to minimise risk, reduce avoidable harm and keep people safe.

Ensuring clinical care is evidence-based and grounded and consistently delivers optimal outcomes.
Fostering a culture for Person-Centred Care that prioritises the needs, preferences, and experiences
of patients and their families.

Optimising the use of available resources to deliver high-quality care In a sustainable and cost-

effective manner.

Addressing disparities In healthcare access, equity and outcomes to ensure all patients receive the
same high standard of care.

Measuring and understanding the quality and safety implications of timely access to care.

Setting clear performance metrics and monitoring systems for each pillar of quality to ensure
comprehensive oversight and improvement.

Evaluating changes to service access and delivery to ensure they enhance safety, effectiveness, and
experience—while preventing health inequalities and promoting improvement.

By aligning these objectives with the principles of Quality Planning, Quality Control, and Quality
Improvement, the QMS will provide a structured and transparent approach to delivering assurance. It will
enable the Health Board to demonstrate how quality is being embedded at every level of the organisation,
supporting our statutory duties under the Duty of Quality and ensuring that patients receive the highest
46/56n3ndard of care, every time. 384/811



Clinical Advisory Forum

To strengthen clinical oversight and embed assurance into our quality governance
arrangements, the Health Board established a dedicated Clinical Advisory Forum during 2024-
25. This strategic group was created to provide expert guidance, challenge, and support
across all clinical services, ensuring that decisions about care are informed by evidence,
lived experience, and best practice.

The Forum brings together senior clinical leaders and subject matter experts to review
performance, share learning, and drive improvement aligned with our Quality Strategy and
the statutory Duty of Quality.

As part of its strategic oversight function, the Clinical Advisory Forum has taken on a
pivotal role In reviewing and assuring Quality Impact Assessments (QlAs) across the Health
Board. This ensures that any proposed changes to services, pathways, or models of care are
rigorously evaluated for their potential iImpact on patient safety, clinical effectiveness,
and experience.

The Forum provides a structured, multi-disciplinary space where QIAs are scrutinised
through a clinical lens, balancing i1nnovation and transformation with the statutory Duty of
Quality. By embedding QIA review Into 1ts core business, the Forum supports evidence-based
decision-making, promotes consistency in quality assurance, and ensures that risks are
identified, mitigated, and transparently addressed before i1mplementation. This approach
strengthens governance and reinforces the Health Board’s commitment to delivering safe,
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Quality Improvement

Over the past year, Aneurin Bevan UHB has made significant strides in embedding a culture of quality improvement
(QIl) across the organisation. The development and launch of the new Quality Improvement Framework approach for
2025-2028 has been a cornerstone achievement, setting a clear vision for Ql as a core organisational value and
daily practice. This strategy was shaped through broad engagement, including staff at all levels, QI leaders, and
external experts, and is aligned with the Health Board’s Quality Management System.

A key feature of the QI culture i1s the empowerment of staff to lead and participate 1In
improvement activities. The ABUHB QI Knowledge and Skills Programme 1is building
internal capacity for QI and 1i1s contributing to a network of QI Coaches and
Practitioners who support colleagues, fTacilitate change, and drive iImprovement Tfrom
the ground up. The expansion of the Ward/Team Accreditation Programme to include QI 1s
reinforcing local accountability and continuous improvement at the frontline.

The Health Board’s approach to QI i1s characterised by openness, collaboration, and a
willingness to learn from both success and challenge. Staff are encouraged to
undertake 1mprovement locally, celebrate achievements and share best practice. As a
result, QI is increasingly seen not as a separate iInitiative, but as an integral part
of everyone’s role. The culture i1s one where iImprovement i1s continuous, learning 1is
valued, and staff at all levels are empowered to make a difference for patients,
families, and colleagues. This cultural shift i1s laying the foundation for even
greater achievements i1n the coming year, as the Health Board continues to implement
its QI Capability Strategy and build on the successes of 2024/25.
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Quality Improvement

Key Achievements and Successes

NHS Wales - Safe Care Collaborative
ended in May 2024:

Number of Incidents Reported

The Health Board developed and launched a new Quality Improvement
(Ql) approach for 2025-2028, with broad engagement from staff, Ql
leaders, and external experts. The strategy sets out a vision for
embedding QI into every aspect of organisational practice as part of a
wider Quality Management System. It aims to develop the Health Board
as a learning organisation where clinical & non-clinical staff share
ownership over the services they provide, have the agency to improve
them, and an environment that enables them to do so. It will do this by
building QI capacity, creating enabling conditions, and fostering
connections for shared learning and improvement. This has helped to
create a more open, proactive, and collaborative culture for Ql, where
improvement is seen as everyone’s responsibility and is part of daily
work. The Driver Diagram below outlines key areas of work to achieve
this

49/56

Ql Coach Programme

Spread and Scale of QI Coaching
capacity is key to enabling teams
to improve quality locally. The
QI Coach Programme was launched in
2024. The ultimate aim is to

“unleash a million minutes of QI

Coaching over the next four
years,” with 17,355 minutes
delivered so far. This is about
embedding improvement capability
and empowered staff at all levels
to lead and support change.

Continuous Improvement Culture

Through the implementation of the
QI Capability Strategy the Health
Board embedding a culture of

continuous improvement. Regularly
engaging with health board teams,
sharing learning, using Ql
principles and tools, staff are
being encouraged to celebrate
success and address ongoing
challenges.

Increase from 40 to 490 days
between cardiac arrests on Ward CO
— 17 cardiac arrests avoided with
potential savings of over £290k
Positive outcomes also achieved by
the Monmouth Integrated Team and
the OT Early Intervention Memory
Service

Theatre Safety Programme - reduction
in Never Events

Increase from 90 to 518 days
between Never Events in theatres -
5 Never Events avoided up to March
2025 with a potential saving of
over £330k

Lab - Head and Neck Cancer
Duration between initial suspicion
of cancer to decision to treat
halved to 31 days, with 7
potential deaths avoided.
Compliance with suspected cancer
pathway doubled to over 61%.
Estimated health benefit value

between £2-3 million annually 387/811



Quality Improvement

Priorities for 2025/26

Quality Improvement Knowledge and Skills Framework: This
has been developed to ‘dose’ appropriate knowledge and
skills training around QI principles and methodology
targeted at staff at different levels. Training 1s
delivered through the following programmes:

* QI Coach Programme - 31 coaches trained by the end of
2024. Programme is set up to train 75 QI Coaches
across 3 cohorts per year to create 300 QI Coaches
integrated into services by the end of 2028.

* Pockd QI virtual training - 349 staff undertook
virtual QI method/tools training (a 32% increase, with
102 trained in 2024)

* Pockd Measurement virtual training - 67 staff
completed measurement training focused on run charts
and SPC. This has improved the organisation’s ability
to use data for improvement and to measure the impact
of changes.

QI Networks/Partnerships

* Positive links with external Ql Bodies such as the
national Quality Safety and Improvement, Q Community,
Q Lab,Q Lab Cymru, NHS Elect.

QI Resources:
* OT Padlets including Problems to Solutions tool

Challenges

Sustaining Momentum: Keeping up the pace of QI work and

ensuring protected time for QI coaches and staff,
especially as the programme scales up.

Corporate and divisional Ileadership - structures to
support quality improvement as part of a wider Quality

50/}]386agement System

Continue to
train Ql
coaches and
staff - and
building
network for
ongoing support

Quality
Improvement
projects
delivered at
Bronze,
Silver, Gold
and Platinum
levels -
linked with QI
Coaching

support.....
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Roll out the new Ql
Framework
approach across the
Health Board,
ensuring alignment
with the Quality
Management System
and embedding Ql in
everyday practice.

Providing QI
Coaching
support and
leadership for
Deconditioning,
Acute
Deterioration,
HCATI -
Clostridium
Difficile, Duty
of Quality -
QMS

Develop use of
HIVE QI
Project/Progra
mme platform
to share
learning
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Clinical Effectiveness:
Ensuring Quality and Patient
Safety

Delivering consistently safe, effective,
and evidence-based care is central to
the Health Board’s vision and our
statutory Duty of Quality. Over the
past 12 months, we have strengthened
our focus on how well care works to
support improved outcomes and keeping
people safe across all services.

National Clinical
Audit Programme

The Health Board actively participates
in the National Clinical Audit
Programme, using its findings to
benchmark the quality of care and
identify areas for 1mprovement. Our
Annual Clinical Audit Plan outlines the
timeline of national check-up
publications and ensures alignment with
local priorities. Insights from these
check-ups are reviewed by the Clinical
Standards and Effectiveness Group and
reported to the Patient Quality, Safety,

and Outcomes Committee, ensuring robust
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Learning from Deaths Framework

We have strengthened our approach to deaths review through the implementation
of a comprehensive Learning from Deaths Framework, supported by a detailed
report capturing key deaths metrics and insights. This work is triangulated
with data from the Medical Examiner Service, which now reviews all deaths
within the Health Board. Emerging themes are shared through newsletters and
briefings, ensuring learning is disseminated and embedded into practice.

By putting continuous improvement into our governance, audit, and learning
systems, we are ensuring that quality and keeping people safe remain at the
heart of everything we do—delivering the highest standards of care to the

communities we serve.

Clinical effectiveness will be embedded as a core component of the Health

Board’s Quality Pillars for 2025/26,

enhancing our ability to monitor,

measure, and report on the delivery of safe, evidence-based care with greater

conststeggy g VEIRIGTY

Participation

We have 1mplemented a
standardised approach to clinical
audit through the development of
a Clinical Audit Strategy, Annual
Clinical Audit Plan, and Annual
Audit Report. This ensures
purposeful participation in both
national and local audits. Local
actions and recommendations are
captured and tracked through our
Audit Management and Tracking
(AMaT) system, enabling teams to
refine practice, raise standards,
and improve patient outcomes.

Continuous Improvement and
Collaboration

Our commitment to how continuous
improvement 1s supported through
collaboration with other NHS Wales
Boards, Trusts, and the NHS Wales
Executive via the Safer Care
Partnership. This national 1nitiative
supports local teams i1n delivering
safe, reliable, and high-quality care,
and ensures that Improvement 1is
informed by shared learning and best
practice.



Conclusion

The 2024725 Annual Quality Report reflects Aneurin Bevan University Health
Board’s unwavering commitment to delivering care that i1s safe, timely, effective,
efficient, equitable, and person-centred, aligned with the STEEEP domains of
quality. These principles are not just aspirational; they are embedded In our
systems, behaviours, and outcomes, guiding every aspect of our work.

Our Pillars of Quality programme has provided a robust framework for assurance,
enabling us to monitor performance, escalate concerns, and celebrate
achievements across all domains of care. It ensures that our statutory Duty of
Quality and Duty of Candour are actively upheld, and that quality remains the
golden thread running through everything we do.

We would like to extend our heartfelt thanks to all our staff and teams across
the Health Board. Their dedication, compassion, and relentless focus on putting
the patient at the centre of everything we do i1s the foundation of our success.
It 1s through their hard work and commitment to learning and improvement that we
continue to deliver safe, effective, and compassionate care.

As we look ahead to 2025/26, we remain focused on listening, learning, and
improving—together. With our Quality Management System and Pillars of Quality
guiding the way, we are building a health system that i1s safer, more responsive,

and more inclusive for all.
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Appendices

To strengthen our assurance and demonstrate meaningful progress under the Duty of Quality, the
following table outlines key achievements from 2024-25 mapped against the STEEEP domains of
quality — Safe, Timely, Effective, Efficient, Equitable, and Person-centred and the core quality
enablers that underpin our improvement efforts. These examples reflect how the Health Board has
embedded quality into i1ts systems, behaviours, and outcomes, supported by robust governance,
data-driven decision-making, and inclusive engagement. Together, they provide clear evidence of

how we are delivering safe, effective, and compassionate care, while continuously learning and
improving across all services.

STEEEP Domains Summary

The Health Board’s Quality Management System (QMS) aligns with the STEEEP domalns, ensuring care
IS:

» Safe: Through incident reporting, infection control, safeguarding, and sepsis management.

= Timely: Via 1i1mproved patient TfTlow, early identification of 1issues, and rapid response
mechanisms.

» Effective: Through evidence-based practice, clinical audits, and structured learning from
deaths.

= Efficient: By optimising resources, refining reporting structures, and reducing delays 1In
investigations.

53/56" Equitable: With targeted engagement of underrepresented groups and efforts to reduce healtlgi/811
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Domains of Quality (STEEEP): Achievements with Assurance Focus

Domain

Effective

Efficient

Equitable

Person-centred

2024-25 Achievements

Assurance Mechanisms

Reduction in inpatient falls and pressure ulcers

Sepsis Working Group and updated NICE guideline
implementation

Infection control response to outbreaks (C.
difficile, norovirus, COVID-19)

Executive huddles and scrutiny panels for
falls and pressure ulcers

Real-time dashboards and Datix reporting
Root cause analysis and thematic reviews

Early resolution of complaints wvia PALS
Rapid response to infection outbreaks
Escalation processes for safeguarding and
regulatory concerns

Monthly divisional reviews and escalation
protocols

Dashboards for incident tracking and patient
flow

Participation in National Clinical Audit
Programme

Launch of AMaT audit system

PDSA cycles as part of Quality Improvement

Annual Audit Plan and Clinical Advisory
Forum

Mortality Report triangulated with Medical
Examiner data

Centralised complaints handling
Improved antibiotic stewardship In GP surgeries
Escalation and resolution of PSOW cases

Quality Outcomes Framework (QOF) and
reporting structure refinement
CIVICA system for feedback and compliments

Engagement with diverse communities in
bereavement support

CIVICA feedback in BSL and audio formats
Diverse Cymru accreditation

Protected characteristic panels and
inclusive survey design

Community of Practice and targeted
webinars

89% satisfaction rate from CIVICA feedback
Patient panels and volunteer programmes
Bereavement collaborative and support roles

Patient Experience and Involvement Strategy
Real-time feedback and monthly learning
forums
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Quality Enablers Summary

The report i1dentifies several quality enablers that support the Duty of Quality
and STEEEEP domains:

Leadership: Strategic oversight and governance through divisional structures and
executive engagement.

Information: Dashboards, CIVICA feedback platform, AMaT audit system, and real-
time monitoring tools.

Learning, Improvement and Research: Listening and Learning Framework, Learning
from Events Reports, and collaborative forums.

Workforce: Training programmes, QI coaching (aiming for one million minutes over
four years), and human factors integration.

Culture: Patient panels, bereavement collaboratives, and multi-agency learning
events.

Whole Systems Approach: Quality Outcomes Framework (QOF), Clinical Audit Plan,

and structured reporting.
55/56 393/811



Quality Enablers: Achievements with Assurance Focus

Enabler

Leadership

Information

Learning,
Improvement and
Research

Whole System
Approach

56/56

2024-25 Achievements

Assurance Mechanisms

Strategic oversight via Divisional Triumvirates

Executive huddles for falls and infection
control

Governance structures and escalation
pathways
Quality Management Group planned for
2025/26

CIVICA feedback platform

Real-time dashboards for QOF and infection
rates

AMaT audit tracking system

System to check and improve care Framework

Data triangulation and reporting tools

Listening and Learning Framework
Monthly Learning from Events Reports (LFERS)
Drop-in sessions for staff reflection

Learning and Improvement Forum
Embedded learning from incidents and
deaths

Human Factors Programme and simulation training

QI Coach Programme (1 million minutes target)
Training in sepsis, safeguarding, and infection
control

Standardised education and competency
records

Strategic representation in quality
groups

Bereavement collaboratives and subgroup
leadership by bereaved individuals
Multi-agency learning events

Patient and Family Support Officer roles

Inclusive engagement strategies and
feedback loops
Community involvement in service design

Quality Outcomes Framework (QOF)
Structured audit plans and reporting
Escalation and accountability frameworks

Clinical Audit Strategy and AMaT system
Monthly governance meetings and performance
monitoring
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Purpose of the Report (select as appropriate)
Er Gwybodaeth/For Information

ADRODDIAD SCAA
SBAR REPORT

Sefvllfa / Situation

The Putting Things Right (PTR) Annual Report has been prepared in accordance with
the PTR Regulations. The annual report demonstrates our ongoing commitment to
the population of the Health Board, which covers Blaenau Gwent, Torfaen,
Monmouthshire, Caerphilly, and Newport. This equates to around 600,000 children,
young people and adults. It will provide an overview of the 2024/2025 position in
terms of how Aneurin Bevan University Health Board (ABUHB) has managed
concerns, Redress cases, Claims, Patient Safety Incidents, Duty of Candour and
Public Services Ombudsman for Wales (PSOW) cases during this reporting period. It
will provide information on progress, performance as well as an overview of
emerging themes and trends, including lessons learnt and emphasises the Health
Board's dedication to openness, honesty, and patient-centred care and the
subsequent vision for 2025/2026.

Cefndir / Background

The Report focuses on and describes the successes and challenges related to ‘Putting
Things Right” during the reporting period. It encompasses, Complaints,
Compliments, Redress, Patient Safety Incidents, and PSOW cases and Duty of
Candour all of which are underpinned by the NHS (Concerns, Complaints and
Redress Arrangements) (Wales) Regulations 2011.
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The Health Board values feedback and concerns from service users and families,
recognising their vital role in improving services and patient safety. The introduction
of the Health and Social Care Quality and Engagement (Wales) Act and NHS Duty of
Candour on 1 April 2023 further strengthens our organisational responsibility to
communicate openly, learn from concerns, and integrate these principles into
everyday practice.

The report also details the organisational structure and governance of the Putting
Things Right/Quality Patient Safety (QPS)/Putting Things Right (PTR) teams, which
have been aligned with the Nursing Directorate since February 2024

Assessment
The period 2024/25 has brought both opportunities and challenges.

At the heart of the "Putting Things Right" (PTR) and Duty of Candour arrangements
is the requirement to be open and honest when dealing with concerns. Most
importantly to play a significant role in improving patient safety; endorse a person-
centred approach to concerns management and reinforce a culture of organisational
learning and quality. This is underpinned by the National Health Service (Concerns,
Complaints and Redress Arrangements) (Wales) 2011.

The Health Board is committed to making it easy for people to raise concerns, feel
that they are being listened to, and that their concerns are being taken seriously.

The Organisational Change Process, which integrated the Divisional and Nursing
Directorate resources for Quality and Patient Safety, was completed in February
2024, with the Quality Improvement team from ABCi joining in May 2024. This new
model is now in place, ensuring that Quality Patient Safety (QPS), Putting Things
Right (PTR) and Quality Improvement (QIl) services are coordinated and aligned to
deliver the vision set out in the Health and Social Care (Quality and Engagement)
(Wales) Act 2020, 'A Healthier Wales' (Welsh Government, 2018), and the more
recent 'NHS Quality & Safety Framework’, Duty of Quality and Duty of Candour. The
effectiveness of this organisational change will be subject to evaluation to ensure it
achieves the intended outcomes.

As a Health Board we aim to echo the NHS core values by putting Quality and Patient
Safety first by always providing high value evidence-based care for our communities
and delivering that via a Person-Centred approach.

The Health Board position for the delivery of the PTR regulations in 2024/25 is as
follows: -
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Patient Experience: Complimentary to the PTR process the Patient Experience
and Involvement team have supported clinical teams in meeting with patients or
patients’ relatives who would like to share their experiences following either
incidents and or complaints.

Dedicated members of the Patient Experience and Involvement team meet with the
person who has agreed to talk about their experiences to support listening and
learning. The person agrees to the format of their ‘story’ and consents to their story
being used either internally, externally or both. The person is not interviewed,
rather, they speak from the heart about an episode of care that has had the most
significant impact on them, either positive or negative. The person is shown the film
once it has been edited for their approval. The whole process gives them an
opportunity to talk about what has happened and to put structure to it in the format
of a ‘patient story’, which can then be shared for learning and quality improvement.

Some patients or carers who have shared their experiences are also invited to
participate in involvement events such as the Bereavement Collaborative, People
Participation Panels and the Dementia In-Patient Working Group. The involvement
of patients and carers is increasing through listening and ongoing collaboration.

Formal complaints: During the reporting period, the Health Board has taken
receipt of 1518 concerns which have been managed under the Putting Things Right
regulations, meaning that a formal investigation has been undertaken, the findings
of which have been collated into a letter of response which is reviewed and signed
by the CEO.

Early Resolution: In addition to concerns Managed Under the Putting Things Right
guidelines, the Health Board can attempt to address concerns within 48 hours, and
these are considered as Early Resolution. This aims to bring concerns that are
appropriate to a swift resolution for people without needing to await a formal
investigation and response.

Patient Safety Incidents and Never Events: During the reporting period 161
patient safety incidents met national reporting criteria, reflecting a decrease from
187 in the previous year. Never Events, which are serious and preventable incidents,
continued to decline, with only two reported this period—one historic case and one
wrong-site surgery. This downward trend demonstrates the effectiveness of ongoing
safety measures and quality improvement.
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Redress Panel: Of the Redress Panels convened by the Health Board, 40 cases
were prepared, heard and deliberated upon. Redress panels assess and determine
concerns where potential failings and resulting patient harm have occurred. This is
a high-level panel with quorate membership.

Inquests: Over the last 3 years, the Health Board has seen a year-on-year
growth in the number of new Inquest matters with 299 inquests concluded in year

PSOW Cases: The Public Service’s Ombudsman for Wales (PSOW) referred 178
cases to the Health Board for consideration during the reporting period. These
encompass matters which are enquiries only, full investigations, anonymous
queries and in some cases where a full investigation is undertaken by the PSOW
service. The PSOW has been complimentary in meetings of the improvements that
the Health Board have made.

The 2024/25 reporting year has been both challenging and rewarding for the
Corporate Putting Things Right (PTR) Team. The Health Board has continued to
evolve its approach to complaint management, building on earlier improvements
and introducing new initiatives to enhance patient experience and service quality.

Significant progress has been made in centralising processes, embedding a culture
of early engagement, and strengthening the infrastructure for timely, person-
centred resolution. Despite operational pressures, the team has focused on
improving communication, compliance, and learning from experience to drive
system-wide improvement. The Health Board’s commitment to quality, safety, and
listening to patient voices remains at the heart of everything we do.

The Health Board will build on its achievements in 2024/2025, maintaining a
commitment to continuous learning and improvement. This process will
incorporate feedback from service users as well as insights gained through internal
evaluations to identify opportunities for quality improvement. The PTR Annual
Report sets our the key priorities for 25/26.

Argymhelliad / Recommendation

The Board is asked to: -

¢ APPROVE the Putting Things Right Annual Report 2024/2025.
e NOTE the three key priorities for the PTR Annual Work Programme.

Amcanion: (rhaid cwblhau)

Objectives: (Imust be completed)
Cyfeirnod Cofrestr Risg CRROO2
Corfforaethol a Sgor Cyfredol:

Corporate Risk Register

Reference and Score:
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Safon(au) Gofal ac lechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
3.1 Safe and Clinically Effective Care

6.3 Listening and Learning from Feedback
3.2 Communicating Effectively

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.
Not Applicable

Galluogwyr allweddol o fewn y
CTClI
Key Enablers within the IMTP

Experience Quality and Safety

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau: NA
Glossary of Terms:
Partion / Pwyllgorau a NA

ymgynhorwyd ymlaen llaw y

Cyfarfod Bwrdd lechyd Prifysgol:

Parties / Committees consulted

prior to University Health Board:

Resource Assessment:

A resource assessment is required to support
decision making by the Board and/or Executive
Committee, including: policy and strategy
development and implementation plans;
investment and/or disinvestment opportunities;

and service change proposals. Please confirm you

have completed the following:

¢ Workforce

Choose an item.

e Service Activity &
Performance

Choose an item.

e Financial

Choose an item.

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

Choose an item.

5
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https://abuhb.nhs.wales/files/key-documents/integrated-medium-term-plan-imtp/imtp-2022-2025-finalpdf/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/

An EQIA is required whenever we are developing a
policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant Choose an item.
Cenedlaethau’r Dyfodol — 5 | Choose an item.
ffordd o weithio

Well Being of Future
Generations Act — 5 ways
of working

https://futuregenerations.wal
es/about-us/future-

generations-act/
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Introduction

This Annual Putting Things Right Report covers April 2024 to March 2025, reflecting Aneurin Bevan University Health
Board's commitment to over 600,000 residents across Blaenau Gwent, Torfaen, Monmouthshire, Caerphilly, and Newport.

At the core of PTR and Duty of Candour arrangements is a commitment to openness, honesty, and person-centred
concern management, supporting patient safety and organisational learning. This approach is guided by the NHS
(Concerns, Complaints and Redress Arrangements) (Wales) 2011.

The Health Board values feedback and concerns from service users and families, recognising their vital role in improving
services and patient safety. The introduction of the Health and Social Care Quality and Engagement (Wales) Act and NHS
Duty of Candour on 1 April 2023 further strengthens our organisational responsibility to communicate openly, learn from
concerns, and integrate these principles into everyday practice.

If you require a printed version of the Annual Report or in alternative formats/languages, please contact us using the
details below:

Headquarters

St Cadoc's Hospital
Lodge Road
Caerleon

Newport

NP18 3XQ
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Staffing and Governance

There is a structure underpinning PTR, with executive leadership delegated to the Executive Director of Nursing (EDoN). Since the end of February 2024, the
central Divisional Quality Patient Safety (QPS)/PTR teams have been aligned to the Nursing Directorate. Assurance is provided by reporting to the Quality
Management Group, Patient Quality and Safety Learning and Improvement Forum, which in turn reports to the Executive Committee and the Patient Quality

and Safety Outcomes Committee.

This committee sets out the Health Board's strategy and objectives to encourage continuous improvement, as well as compliance with national and local
policies. It is further tasked with responsibility to develop and implement systems for quality monitoring that are robust, auditable and effective, as well as

raising the awareness of the PTR and QPS agenda.

The current Putting Things Right/QPS Team structure is illustrated below:

Head of Quality Patient Safety and
Learning

Deputy Heads of Quality Patient Safety Deputy Head of Quality & Patient Safety
& Learning Performance and Data Analyst

ABCI Improvement Lead

QPS QPS QPS QPS QPS Senior Quality Assistant Head
Improvement, Improvement, Improvement, Improvement, Improvement, Patient Safety of Patient Safety
Learning & Learning & Learning & Learning & Learning & Manager Putting
Development Development Development Development Development Things Right
Manager Manager Manager Managers Manager

Urgent Care Mental Health Surgery and Primary Care & Family &

and Medicine & Learning Clinical Support Community and Therapies
Disabilities Services Complex Care

Quality & Patient Safety Divisional Teams Putting Things Right Patient Safety ABCI Team
Team Team
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Summary of Achievements

IN last years annual report, we set our priorities for 2023-204. How did we do?

Ensured readiness for revised
Putting Things Right regulations
through collaboration with
external partners and internal
teams.

Streamlined quality assurance
processes for earlier resolution
and a more person-centred
approach.

Improved documentation,
response, and investigation of
concerns, with enhanced
engagement and accessibility for
service users.

Introduced Communication
Standards and established a
dedicated acknowledgment
team to deliver consistent and
timely updates to individuals
raising concerns.

« Established central QPS/PTR/QIl teams to

Improve operations and drive patient safety
and quality initiatives.

Delivered targeted training (including Once for
Wales sessions), workshops, learning events,
and newsletters to enhance staff expertise.

Enhanced support for Patient Safety Incidents
(PSI) through specialised training, a dedicated
toolkit, and updated templates to meet Duty of
Candour requirements.

Launched the Quality Improvement Coach
programme in Autumn 2024 to foster
Improvement skills within the organisation.

Introduced a new Listening and Learning
Framework and set up robust forumes,
including a central repository and the Patient
Quality and Safety Learning and Improvement
Forum for shared learning and continuous
Improvement.

Strengthened collaboration with key external partners,
ensuring community voices shaped our work and
fostering ongoing improvement in service delivery.

» Collaborated closely with the Medical Examiner’s Office to

iImplement Death Certification Reform, enhancing
transparency, improving accuracy in the certification process
and ensuring timely communication for bereaved families.

Implemented the GRACE bereavement model across services,
providing compassionate and consistent support for bereaved
families, with comprehensive staff training to maintain high
standards of care.

Developed an inclusive End of Life Care model through wide
consultation with people, staff, and partners, ensuring the
model reflected collective experiences and needs.

Hosted the “Big Conversation” event to raise awareness and
encourage participation in Future Care Planning, gathering
valuable community feedback.

* Leveraged the CIVICA system to capture timely patient

feedback and enable divisional teams to act quickly on insights
for continuous service improvement.
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Arrangements for the Management of Concerns

To support the effective management of complaints and patient safety incidents the Health Board has
Implemented the Putting Things Right Policy for the Management of concerns (complaints) policy along
with the Patient Safety Incident Reporting & Management Policy. These should be read in conjunction
with the National Health Service (Concerns, Complaints and Redress Arrangements) (Wales) Regulations
2011 and Putting Things Right Guidance (2013).

Complaints are submitted through various channels, including direct submissions from patients, families,
staff, partner organisations, and feedback systems such as CIVICA. The primary method for contacting the
Health Board is email, which represents 57.1% of complaints received; 25.7% are submitted by phone.

Feedback reporting channels include:

2 %&4

Online Telephone Email Letter Social Network In Person

105 2
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Grading of Managed under PTR Complaints upon Receipt 2024/25

22 1

Grade 4 Grade 5

Severe Harm Catastrophic Harm

All complaints are graded and triaged upon receipt, from 1 (No Harm) to 5 (catastrophic Harm) in accordance with the All-
Wales Grading Framework. This will determine the level of investigation required in dealing with concerns raised. All
complaints undergo an assessment of harm to determine the grading and whether there is a possibility that the Health
Board may have breached its duty of care, to ensure that the appropriate level of investigation is commissioned. This
structured approach facilitates timely investigation, resolution, and learning from each case, helping to drive ongoing
Improvements in service quality and patient safety.

A large proportion of concerns 83.5% were categorised as Grade 1 and 2 (low or having caused no harm (upon receipt, with

Crade 3's (moderate) representing 15%, and with Grades 4 and 5 (severe and catastrophic) accounting for 1.5% of the total
received. The grading of complaints is dynamic and should be kept under review throughout the investigation.
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Overall Health Board Compliance

Number of Concerns Received (ER & PTR)
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Overdue Concerns 2024 & 2025
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39

36

overdue

6 to

2024

9 months

m2025

14 8 16 ,
—

overdue
> 12 months

overdue
9 to 12 months

Compliance with the Welsh Government 30-working
day target averaged 51% across the reporting period.

Extensive collaborative work, involving the Deputy
Director of Nursing, the Head of Quality Patient Safety,
Deputy Heads of Quality Patient Safety, and the
dedicated PTR and divisional teams, has taken place
alongside the Once for Wales data team and Divisional

leadership teams to prioritise and finalise concerns
INnvestigations.

The PTR & QPS teams have made progress in
managing and resolving aged concerns more
efficiently, resulting In an 875% decrease in the
number of cases open longer than 365 days.
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Trends in Compliance Data - ER/PTR

In 2024/25, the Health Board received 1,518 formal complaints and addressed 1,656 concerns through early resolution. This suggests
that recent enhancements to complaint management processes have had a positive impact, with more issues being resolved via Early
Resolution approaches in a person-centred way, thereby reducing the need for formal investigations.

The Health Board aspires to resolve 75% of concerns as Early Resolution, as well as attaining a 75% compliance with Managed through
PTR.

The main themes relate to: Clinical treatment/assessment; Appointments and Communication issues across 2024/25. The Health Board
has been undertaking significant work across these areas which aims to support and improve patient experience.

The Health Board achieved significant progress in 2024/25 across key priorities, notably reducing long referral to treatment waits and
making advances in cancer and diagnostics performance. Targeted funding enabled substantial decreases in patients waiting over 104
weeks for treatment, especially in ENT, Ophthalmology, and Trauma & Orthopaedics, with some specialties reporting zero patients

above this threshold. Waits exceeding 156 weeks were eliminated, and nearly 3,000 fewer patients waited over 52 weeks for outpatient
appointments.

Collaborative work with the Welsh Ambulance Services Trust improved system flow and while system reconfiguration and service
redesigns, such as the extension of Community Resource Teams and the establishment of an Acute Frailty Response Team, enhanced
care for older people. The Same Day Emergency Care model expanded its reach, serving increasing numbers at Grange University
Hospital and Ysbyty Ystrad Fawr. Efforts to facilitate early discharge, including the 50-day challenge and the Hospital 2 Home initiative,
further improved patient transitions and partnership working with local authorities.

The Health Board also focused on communication improvements, adopting a more person-centred approach to managing concerns

and complaints. These initiatives, recognised positively by the Public Services Ombudsman for Wales and Llais, have led to earlier
engagement and more effective resolutions for patients and families.

The Health Board reports and monitors concerns received by all divisions. This allows identification and active engagement in
collaboration with services that are receiving concerns to understand areas of good practice or where targeted improvement and

action may be required. This supports the Health Board in its aim to be a proactive learning organisation.
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Concerns Data

9/36

Feedback by Subject Codes Managed Under PTR by Division (Top 6)
700 700
592
600 600 596
427
400 363 200
300 300
2008 147 200 174
100
° N
- _ - [ L
Clinical Treatment/ Appointments Communication Issues 0]
Assessment (including language) FATS MH/LD Surgery Medicine Urgent Care CSS
Feedback by Primary Services/Directorate (TAG)
300 569
250
200
11,993,343
150 130
L 99 91 - 2024/2025 total
patient interaction
0]
Trauma & General COTE Emergency Ophthalmology
Orthopaedics Surgery Admissions
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Learning From Concerns

Over the past year, the Health Board has continued to evolve its approach to complaint management, building on earlier improvements
and introducing new initiatives to enhance patient experience and service quality. The key learning points are as follows:

The Health Board has prioritised transparency and open Communication Standards have been developed to .
communication, valuing all feedback as opportunities for standardise interactions with patients and families, focusing
learning and im[orovement on timeliness, clarity, and empathy.

The centralisation of the QPS and Complaints Team has

matured improving consistency, collaboration, and There has been significant progress in reducing complaint.s
knowledge-sharing across divisions, allowing for better breaching the 30-day response target, due to targeted action
integration of learning from complaints and incident plans and real-time monitoring.

reviews.

A formalised acknowledgement process, launched in mid- Regular meetings with external bodies (PSOW and Llais) and
2024, reinforces prompt, personalised initial contact with direct engagement with patients support a culture of
complainants, leading to earlier engagement and more openness, leading to deeper insights into community
tailored resolutions. concerns and stronger accountability.

Weekly cross-team meetings, with expanded participation Patient stories and learning events are widely shared across
facilitate rapid sharing of learning and escalation of the organisation, ensuring real-life experiences inform
challenges across departments. continuous improvement and foster a culture of empathy.
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5940 calls were received over the 12-month period to the PALS Team.
The total number of complaints escalated to the Putting Things Right (PTR) over the past 12 months = 20 (0.34%).

Single point of contact.

Early intervention and resolution to
patient and family queries.

Helping patients and families to keep
in touch.

Supporting patients and families in
clinical meetings.

Supporting face-to-face listening
meetings

Positive assurance for families who are
unable to visit/live away

Learning From Concerns: PALS Performance/Impact

The positive impacts PALS has had on patient experience is significant and includes:

Facilitated ward moves closer to home

Recommended reasonable
adjustments for people with protected
characteristics

Secured volunteer visits for people
who are lonely or isolated

Sighposting to support services for
example, bereavement support

Reduced escalation to PTR

Development and near future
deployment of a sticker with PALS
contact details on every bedside locker
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Compliments

The Health Board receives compliments through various channels, such as letters, emails, telephone calls, cards, conversations,
and social media. Compliments provide valuable feedback, highlight positive practices, support staff morale, and help measure
patient satisfaction and drive improvement. Complainants often include a compliment within a complaint; areas are
encouraged to share these with staff.

1452 compliments were captured on the RL Datix system during 2024/25 which is a 219% increase on the compliments
recorded in the reporting period 2023/24. Further work is ongoing to have a more systematic approach to capturing
compliments.

Compliments Received April 2024 - March 2025

300
250
200
150
100
-l
0
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2024 2025
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Public Services Ombudsman for Wales (PSOW)

In 2024/25, the Health Board held quarterly meetings with the PSOW Improvement Officer and Head of Complaints Standards, along with relevant managers, to address
concerns and complaints. If a complainant is not satisfied with the Health Board's response, they may refer their case to the Public Ombudsman for Wales (PSOW), who
provides independent and impartial support for issues involving public services and NHS organisations.

The PSOW ensures impartial delivery of public services, has the authority to uphold concerns, and can make recommendations for improvement. Despite efforts to resolve
complaints, some cases may still be referred to the PSOW. The Health Board values collaboration with the PSOW to achieve positive outcomes for complainants and
maintains agreed processes to meet deadlines whenever possible.

Closed Referrals

73

43

27
19

5 5
1 2 1

Complaint Complaint Decision not Early Matter out of Non-public Non-public Non-public Premature
investigation investigation to resolution* jurisdiction interest interest interest
discontinued discontinued investigate report report report
complaint issued: issued: issued:
resolution at settlement) complaint complaint complaint
assessment not upheld upheld*  upheld with
stages)* early
resolution at
assessment
stage™

(with early (without
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PC&C Surgery Urgent

Care

35
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25
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10

Annual Full Investigation
Comparison
33

20
18

2022/23 2023/24 2024/25

In 2024/25, the PSOW received 178 new referrals and closed 176 cases — including some carried over from the previous year. Of these, 1 complaint investigation was
discontinued with early resolution at assessment stage*; 2 complaint investigations were discontinued without settlement; PSOW decided not to investigate 73 complaints;
The Health Board settled 43 matters through Early resolution® and 27 matters were considered out of jurisdiction. There were 6 instances where non-public interest reports
were issued, meaning 3.3% of the cases referred to the Health Board being upheld in 2024/25 compared to 25 cases being upheld in 2023/24.

The number of PSOW interventions decreased by 30%, from 37% in 2023/24 to 28% in 2024/25, reflecting a reduction in the number of full investigations conducted.

There has been a reduction in financial compensation awarded for the year 2024/25, representing a positive reflection of settlements ordered. In 2023/24 it equated to
£3000.00, which was approximately 33.3% more than 2024/25 which was £2000.00. The Ombudsman has conveyed highly positive feedback regarding the Health Board's
achievements over the past year.

* Denotes intervention
13/36
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Feedback from the Ombudsman including Learning and Actions Implemented

Of the six cases upheld by the PSOW, the main themes identified throughout the period relate to complaint handling. Specifically,
the Health Board either did not adhere to PTR guidance appropriately or delayed sharing the findings of the investigation.

14/36

ACCOUNTABILITY AND GOVERNANCE

Systems and processes have been introduced to improve
accountability and focus roles and responsibilities across the
wider PTR team. This will ensure appropriate levels of
escalation and monitoring oversight regarding concerns
mManagement.

Emphasis on documenting clear clinical rationale and
management plans when deviating from BNF guidance. This
has been cascaded to all relevant staff and included in trainee
iInductions.

COMMUNITY NURSING AND DOCUMENTATION
MANAGEMENT

Community nursing teams are currently evaluating and
enhancing documentation procedures in anticipation of
transitioning to electronic records, with the goal of achieving
greater integration through the All-Wales community nursing
Initiatives.

A

FLUID MANAGEMENT AND HYDRATION

Fluid management and hydration have been recurring
themes in cases where PSOW has intervened. An Educating
and Recommendations After Significant Events (ERASE)
poster has been shared to highlight the Ombudsman’s
findings and ensure learning is shared.

LEARNING FROM ACCIDENTS AND INCIDENTS

The ABUHB Physiotherapy service has emphasised the
iImportance of assessing patients who display unexpected
mobility changes or lack of progress, and to request X-rays if
necessary, considering joints above and below the site of pain.

Obstetrics, Gynaecology, and related services have
iImplemented discharge information sheets advising on
worsening symptoms, contact details, and fluid intake to
prevent dehydration.
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Legal Services: Claims

ABUHB Legal Services oversee the management of clinical negligence claims, personal injury claims, concerns
progressed under the PTR Redress Scheme, and Coroner ingquests.

Quarterly Reports with data, analysis and learning are formally reported to Board by way of assurance and
governance (2024-2025).

Clinical Negligence and Personal Injury are indemnified activities under the Welsh Risk Pool all-Wales indemnity
scheme.

As at 31 March 2025 the Health Board had a combined 505 live claims under management.
Clinical negligence live claim numbers have increased to 422 with the preceding year at 368.

Personal injury claims continue a year-on-year 16-year downward trend with 83 live claims.

Claims Received by Division

60 55
50 44
40
S0 24
20 14
10 8
- ’
0]
Surgery FATS Medicine PC&C Urgent Care CSS MH/LD
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Clinical Negligence

The Health Board aims to provide its patients with the best level of healthcare and treatment possible. Most people do not experience any difficulties, but
occasionally things can go wrong, and this may result in adverse outcomes for patients. This may then lead to people seeking out independent legal advice in

relation to the care they received from the organisation.

169 new clinical negligence claims were received during 2024-2025.

Clinical Negligence by Category (Top 10) Claims are spread across Divisions and Directorates. Numbers
are higher as expected in higher risk areas, including surgery,

Clinical Assessment/Clinical Diagnosis I EEEEEE——————————— e ) : . .
trauma & orthopaedics, urgent care, midwifery and obstetrics.

Treatment or Procedure Issues I 2

Neonatal N 10 . . . : :
T — There continues to be a mixed picture in the detail of the cases,

Diagnostic Testing - Radiology === 3 spread over multiple Divisions/Directorates, sites and
Slip, Trip or Fall =3 timescales, with key themes:

Unexpected Death 1= 3

Patient/Service User Monitoring 13 .. ;
o J Clinical Negligence by Category (Top 5)
Consent process for examination or treatment... 12
Medication Prescribing Error 12 40 o
0] 10 20 30 40 50 60 70 35
Further context on the Neonatal and Maternal categories: 30
Neonatal/Maternal Themes 25
6 5
5 20
4 3
3 2 2 2 15
i 1 1 1 1 10 10
3 ] ] ] ] 10 8 8
= © c 7 © = c o =
g : £ - E £ 28 3 S 5
5% c o = I o 28¢ 28 55689 3
Qg = = = 3 - @© 5 o C O £S5 35 8 e
-2 3 : 7 3 £ s 82 o5 2588 3 ?
= - - — (@) Y— . . . .
Qo ® § = = 5 g @© § E g Qo= 0 = Diagnosis Delay / failure Failure to Care not as Treatment or
o S 5 — 225 = I delayed in recognising diagnose directed / procedure
%’ g g Q9 03: complication of (missed clinical practice delayed
e treatment diagnosis) guidelines not
Neonatal Maternal followed
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Personal Injury

Personal injury claims are a mixture of employer liability claims (injury sustained by employees within the course of their employment
with the Health Board) and public liability claims (injury sustained by members of the public whilst on Health Board owned or

Mmanaged premises).

From 1 April 2024 — 31 March 2025 the Health Board received 33 new personal injury claims. By way of comparison, over the same
period in 2023-24, the Health Board received 38 new claims - this is a 13% decrease in new claims.

Personal Injury Claims
April 2024 - March 2025

6
4
3 3 3 3 3
3
2 2 2

2

1 1
| I I
0]
Aug Sep Oct Nov Dec Jan Feb Mar
2024 2025

Apr May Jun Jul

Personal injury claims have declined steadily over 16 years, with current live
cases down to 83 from over 160. Of the 33 new claims this year, 85% were from

employees. This sustained reduction reflects strong preventative efforts
across the Health Board, with Legal Services managing all active cases.

Opened Personal Injury Cases by Category
April 2024 - March 2025

Aggressive/threatening behaviour ]
Breach of patient / service user confidentiality M= 1
Burns or scalds IEEEE—————— 3
Contact with needles or medical sharps NEEEEEEEE———————_— 4
Entrapment / Drawn in IS 2
Il health N
Manual Handling - Non patient/service user handling = 1
Physical assault (physical contact) IEEEEEE———————— 4
Slip, trip or fall | O

Struck against or by an object I———— S

Over the last 12 months, we have seen an increase in sharps cases and injuries

involving burns/scalds. Please see exemplar learning in response to this.




Learning From Claims: Key Lessons and Improvements Implemented
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Staff are reminded to promptly report
hazards and defects, such as unsafe
infrastructure, to ensure timely repairs and
prevent repeat incidents. Clear guidance
has been issued to all community premises
on their responsibilities.

New guidelines and mandatory training for
mManagers and supervisors have been
introduced to strengthen local risk
assessment skills, particularly in high-risk
environments like showers and cleaning
areas, preventing slips and workplace
accidents.

Reviews led to adjustments in equipment
placements, such as relocating or
deactivating hand dryers and switching to
hand towels, to reduce slip hazards in
bathrooms.

Regular inspections, clear marking, and
removal of faulty clinical waste bins are now
policy. Contracts with external contractors
are being updated to ensure robust
procedures for checking and repairing
critical equipment.

Enhanced risk assessments, safety alerts,
and staff reminders around sharps disposal
and equipment checks have been
implemented. There is now increased
collaboration between Health and Safety
and Estates/Facilities to reduce injuries from
sharps and burns.

Neonatology: Guidelines, training, and
induction processes have been strengthened
to improve management of neonatal
hypoglycaemia. All staff have easy access to
policies and participate in regular training.

Surgery and Orthopaedics: Dedicated
teaching sessions and audit meetings are
used to address previous diagnostic
oversights and share learning on fracture
assessment.

Emergency and Paediatrics: Clear rules now
require all children with repeat visits to be
reviewed by a senior doctor, improving early
identification of serious conditions.

Primary Care: GPs are encouraged to use
standard assessment tools, such as the NICE
7-point checklist, to improve cancer
detection and referral practices. Learning is
shared across teams.

Maternity: Updated guidelines, training, and
patient information materials now support
better post-natal bladder care, with learning
shared widely among midwives.

Radiology and Emergency Department:
Cross-divisional sharing of learning stresses
the importance of correct imaging
procedures and documentation, with
training updated accordingly.
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Redress

Redress is a range of actions that can be taken to resolve a concern.

* An apology and explanation of what happened,;
« and/or an offer of treatment/rehabilitation to help relieve the problem:;

« and/or financial compensation. In these cases there has to be consideration of Breach of duty and Causation.

The Health Board manage a redress portfolio in accordance with the PTR regulations. This involves assessing concerns/investigations where a
breach of duty of care has been identified causing moderate harm or above. Redress cases are currently capped at £25,000.

There are significant benefits to the redress scheme. Often the alternative route available to patients/families is the option of pursing a clinical

negligence claim.

Redress allows the Health Board to make an early admission of liability. This early
dialogue is often appreciated by patients/families who find it beneficial during
distressing times.

Data for 2024-25 is consistent with the previous year, with a similar number of cases of
qualifying liability determined both years, The data demonstrates higher referrals to
redress from the emergency department and obstetrics, this is unsurprising given these
are “high risk areas” from a claims/litigation perspective. In addition, these are
departments which proactively refer matters under the redress scheme..

The majority of cases concerned issues of delayed diagnhosis and failure to diagnose. The
previous year, the category of “clinical treatment including delayed diagnosis” was the
highest category. As such, there appears to be little change in the trend on themes.
Pressure ulcer cases have reduced in numbers in comparison with the previous year.

Whilst again the largest class of cases, there continues to be a very mixed picture in the
detail of the cases, spread over multiple Divisions/Directorates, sites and timescales, with
Nno evident area of concern or outlier identified.
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Learning From Redress

Every case presented to the Redress Panel is the subject of consideration of any immediate actions or follow up actions to
prevent future patient harm or improvement in services, including the assurance of personal learning and reflections where

appropriate.

A Divisional Learning from Events Report (LFER) is produced for each case, setting out the key ‘issues’ identified from the
investigation and the resulting ‘actions’ by way of learning/improvement/assurance of all actions taken and to be taken to
prevent future harm. Where a qualifying liability is identified every LFER will then undergo several stages of vigorous scrutiny and
assessment by the Welsh Risk Pool, including clinical and peer review via a ‘Learning Advisory Panel’ (LAP) to provide robust
assurance and approval of the Health Board’'s actions taken, improvements and learning.

Improvements in stroke care have Mandatory 'Gap training' for all staff is
been implemented following a case being closely monitored, with
involving delayed thrombolysis, compo:ladnfe and audit iyldergjce
iIncluding increased specialist nurse provided to ensure continued

: . improvement in clinical practice.
staffing and enhanced training for
ward nurses in stroke management
and administration of thrombolysis.

Guidance on the induction of labour
for patients with gestational diabetes

Is under review and clarification,

retained swabs, with induction ted b J .
programmes and induction packs prompted by a redress case, to
ensure clear and safe planning for

now reinforcing swab counting timing of birth
procedures during births.

Maternity practices have been
updated to reduce the risk of
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Inquests

Inquest Data 2024/25 Financial Year

Inquests opened in year: 349

Total Open live inquests (31/3/25): 241

Concluded Inquests

* Inquests where the Coroner
feels assured by the witness
statements and reports

Inquests in Writing « Without the need for Health
Board staff to attend
23]

* Savings on clinical time and
resource

* 77% of concluded inquests

« High profile/complex cases
Inquests in Person  High numbers of staff attending
68 * Over several days in length

» 23% of concluded cases

21/36

Increasing volume

Q1-3 (April-Dec 2024/25): 226 new Inquests (= 25 pm)

Q4 (Jan-March 2025): 123 new Inquests (= 41 pm)

% increase per month in Q4. Monthly increase of 64 %

Over the last 3 years, the Health Board has seen a year-on-year growth in
the number of new Inquest matters.

Regulation 28 Prevention of Future Death Reports

Inquests concluded in year: 299

Regulation 28 Reports issued: 3

Reports issued to Inquests heard as %: 1%

Decrease for 2024-25: 5 reports for 2023-24

There were no connecting themes or

Themes / Trends:
trends

Standard Operating Pathway (SOP) - Inquest Management

This year the Legal Team have developed a SOP with regards to the
management of Health Board Inquest files.

The intention is to drive improvement in consistency and timeliness of
management of the Health Board's Coronial matters
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Inquests

The Health Board has strengthened its approach to inquest management, developing clear procedures and prioritising consistency and
timeliness. Emphasis has been placed on learning from inquests, with the sharing of reports, action plans, and lesson learning statements to
Improve practice and promote organisational learning. Enhanced collaboration with the Coroner's Office—including meetings, staff sessions,
and relationship building—has further supported this work and contributed to a reduction in Prevention of Future Deaths reports. Feedback
and debrief sessions post-inquest have been positively received, reinforcing a culture of openness, improvement, and support for staff and

families.

Health Board staff are supported throughout their inquest journey at every stage, from initial notification, to statement, to preparing for and

attendance at inquest, and post inquest de-briefs, working with Divisional peer support colleagues.

Positive feedback received from staff this year has included -

Thank you for all your help,
It made the experience
much easier than | had

worried it would be.

| was really nervous
going in but thank you
for all your support and
advice it made it much
easier.

Staff Feedback

difference to have such thorough
support throughout the process.

Your guidance on the i

procedure, help to secure relevant
statement bundles, and your
presence on the day itself was
Invaluable. It really made a

You have been completely
accessible throughout this
whole process, offering

expert advice, support and
reassurance, and | for one
am very grateful for that.

| really appreciated your su ppor

and the support of legal services
for the duration of the process. A

big thank you from me, and please
do extend this to the wider team.
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Early Warning Notifications (EWN'’s)

An Early Warning Notification (EWN) is a formal communication mechanism used to rapidly alert Welsh Government to issues that may or
may not involve patient safety incidents but could impact:

Service provision
Organisational reputation
Media coverage

Political sensitivity

Positive developments worth highlighting

Public interest (e.g., Regulation 28 inquests or PSOW reports)

They are distinct from Nationally Reportable Incidents (NRIs), though both processes must be followed if an incident qualifies for both.

During the reporting period, 142 Early Warning Notifications were processed, compared to 127 in the previous year. The top 10 themes were:

Early Warning Notifications submitted to Welsh Government (Top 10)

Criminal Offences - ABUHB Employee is the Suspect
Questionable Professional Practice

Absconding (Mental Health Incident)

Attempted Suicide in a Public Place (Mental Health Incidents)
Criminal Offences (Mental Health Incidents)

PRUDIC Incidents

Violent Incidents on Patients by Staff

Completed Suicide (Mental Health Incidents)

Criminal Offences - Patient is the Suspect

Violent Incidents in General Public (Mental Health Incident)

A 29

18
12
A 10
—— O
L}
I 7
v
6
I 6
0 5 10 15 20 25 30 35
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Patient Safety Incidents

From 1 April 2024 to 31 March 2025, a total of 25944 patient safety incidents were reported via RL DATIX across all ABUHB sites, representing
a 3.95% increase from 2023-24. Following investigation, 25,617 (98.74%) incidents were categorised as resulting in no or low harm. During the
reporting period 161 patient safety incidents met national reporting criteria, reflecting a decrease from 187 in the previous year. Never Events,
which are serious and preventable incidents, continued to decline, with only two reported this period—one historic case and one wrong-site
surgery. This downward trend demonstrates the effectiveness of ongoing safety measures and quality improvement. This increase is
representative of the Health Boards safety culture, and staff willingness to report to enhance organisational learning.

Top Three Patient Safety Incident Themes

Unexpected admissions to Neonatal
Intensive Care Unit (NICU)
(37 weeks+ gestation)

Inpatient fall with fracture

There were 136 incidents, up from 121 in All HCAIs are reported on RL Datix as NRIs. There were 101 falls with fractu'res reported on RL

2023-24. Out of these incidents, 1 resulted in In total, 71 NRI notifications were sent for aiEg(efr?gsziazfégg» Szzzsof’nrcegggtz'f?nfgg?e:\??;ﬂé

tus SmeIS.Slon O.f an NRI, the remamfjer HCAIs, compared to 68 NRIs Submltted n , with fractures have been retrospectively reported

have been investigated and C|(?S€C! with the 2023/24. A full Root Cause Analysis (RCAs) is as NRI's to represent Healthcare Acquired Harm.

harm assessments post-investigation low or conducted for each outbreak. IPaC In this category, 1 NRI was recorded. Ongoing

no harm. operates an ongoing infection prevention activities related to falls, bone health, and risk
programme. assessments continue led by the Falls and Bone

Health Strategic Group.

Patient Safety Incidents (PSI) resulting in Moderate harm and above including Never Events in the reporting period undergo scrutiny by the

Clinical Executives on a weekly basis to determine level of investigation required.
24/36 424/811
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Nationally Reportable Incidents

A Nationally Reportable Incident (NRI) is a patient safety incident that has
caused or contributed to the unexpected or avoidable death or severe harm
of one or more patients, staff, or members of the public during NHS-funded
healthcare. Patient Safety Incidents that meet the reporting criteria of the
National Reporting Framework are reported to the NHS Executive as NRI's.

From 1 April 2024 to 31 March 2025, 161 incidents were identified as meeting
the reporting criteria of the National Reporting Framework.This
demonstrates a decrease in reported incidents in comparison, to the
reporting period of 1 April 2023 - 31 March 2024 187 PSls were reported which
could be reflective of the criteria for Duty of Candour (moderate and above).

NRI Top 10 Most Common Themes

HCAI Associated Death (non-covid) I G
HCAI Covid associated Death " g
Neonatal Death I G

Unexpected death mmmmmmmm—= 9

Deteriorating Patient I 10

IUD s | 5
HCAI Covid IS 16
Delayed diagnosis #min s 16
Delayed Treatment I 16

HCAI Outbreak N 4.0

0 ) 10 15 20 25 30 35 40 45

Never Events

Never Events are one of the categories of
Patient Safety Incidents that are always
nationally reportable, even where no harm has
occurred. These are defined as:

“‘Patient safety incidents that are wholly
preventable where guidance or safety
recommendations  that  provide  strong
systemic protective barriers are available at a
national level and have been implemented by
healthcare providers”.

Reduction in Never Events

During the reporting period, two Never Events were
captured. These included: -

1) A historic case from 2010 relating to a retained
guidewire after a vascular procedure

1) Wrong site surgery (wrong site dermatology
biopsy).

The Health Board has observed a consistent decline
iIn Never Events, decreasing from 10 in 2021-22 to 7 in
2022-23, and further down to 5 in 2023-24.
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Duty of Candour

The Duty of Candour came into effect on 1 April 2023 with statutory provisions set through the Health and Social Care (Quality and Engagement) (Wales) Act

2020.

The organisational duty on all NHS bodies requires incident reporting, management and investigation into the circumstances of a notifiable adverse patient
safety event to be undertaken in an open and timely manner, including any actions to be taken under the Concerns, Complaints and Redress Arrangements

(Wales) Regulations 20T1.

The Duty of Candour is triggered when a review of an adverse patient safety event identifies that the service user experienced, or could experience, unexpected or
unintended harm that is more than minimal (moderate, severe, death), whilst in receipt of NHS funded care and where the provision of health care was or could

have been a factor in that harm occurring.

In preparation for this transition the Health Board reviewed its management of incidents, systems and processes to align to the requirements of the Duty of

Candour to minimise disruption to service user experience.

Following the DoC triggered by management review of incidents, there were 85 incidents that were found to be healthcare related harm.

Incidents which have triggered Duty of Candour
April 2024 - March 2025
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= N
a1 o

Number of Incidents
[EY
o

Clinical
support
services

Medicine Urgent care

learning community
disabilities

1 1 1
I S

Facilities Digital Data WOD
and
Technology

Over the past year there has become a better understanding amongst staff of the
definitions of the Duty of Candour and the difference between actual harm and
healthcare associated harm as defined by the Law. The focus of the organisation
going forward must be to improve compliance with the requirements of fulfilling
notification and outcome correspondence following the investigation.

Next Steps for 2025/26

Relaunch Duty of Candour (DoC) training on ESR for staff who have
not undertaken this. DOC training to become mandatory to all
patient facing staff with the Health Board.

The Assistant Head of Quality Patient Safety will oversee
organisational efforts to improve compliance with, and
understanding of, statutory requirements.

Encourage Divisional use of DoC dashboards to provide visual cues
of requirements.

Implement changes and improvements based on lessons learned.

Foster a culture of continuous learning and improvement.

To produce quarterly data for divisional review at the QPS, Learning
and Improving meetings.

Learning and Improvement to be discussed at Patient Quality and
Safety Learning and Improvement Forum.
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Patient Safety: Learning and Improvement Initiatives

O000 O

These initiatives demonstrate a commitment to learning, continuous improvement, and enhanced patient safety across the

The organisation has embedded a multi-layered approach to capturing and applying learning, including:

Divisional accountability for
implementing actions and sharing
learning through reports and
presentations

Integration of incident, complaint, audit,
and patient feedback data

Quality Outcomes Framework to
monitor progress and drive decision-
making

Support for a positive, learning-focused
safety culture aligned with national
standards

Acute Medical Unit (AMU): Staffing
adjustments and improved handover
processes were implemented following
incidents related to patient deterioration
and escalation, enhancing capacity
management and medical follow-up.

organisation.

Nutrition & Hydration: Investigations
identified the need for board-wide
protocols and multidisciplinary
coordination, especially for vulnerable
patients. An Executive-led task and finish
group was established to improve
nutritional assessment, monitoring, and
referral processes.

Bell's Palsy: Delayed diagnoses led to a
health board ALERT and a standardized
referral pathway to ENT, in line with NICE
guidance, to raise awareness across
primary care and emergency settings.

Avoidable In-patient Falls: There has been
a reduction in avoidable, injurious falls
classified as Serious Incidents, reflecting
ongoing safety improvements.

Nosocomial Measles Outbreak: Lessons
learned prompted new measures,
including a Pre-Triage Screening
Questionnaire to better identify and
isolate potential cases.
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Patient Safety Team

The corporate Patient Safety Incident (PSI) Team oversee the investigation and management of Patient Safety Incidents where
patient harm is moderate, severe or catastrophic.

ABUHB Patient
Safety Incident
Reporting &

Management Policy
further updated and
refreshed to map to
current best practice,
patient and family

feedback.

Key Achievements for 2024-2025 include:

Embedding of
revised PSI
Reporting
template
Incorporating
current best
practice in Human
Factors
methodologies.

Patient safety
incidents
information
leaflet updated
to align to Duty
of Candour.

Reduced NHS
Executive
historical case
closures and
iImproved NRI
closure
compliance.

Recruitment to
vacancies within
the team.

Providing
individual
support for
Investigating
Officers
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Medical Examiner Service and Mortality Review Screening Panel

The Medical Examiner Service (MES) in Wales, hosted by NHS Wales Shared Services Partnership (NWSSP), provides independent scrutiny of deaths not referred to
the coroner. Experienced Medical Examiners (MEs) ensure the accuracy of death certification, identify concerns for further review, and take into account the views
of the bereaved families. To maintain impartiality, MEs are employed by NWSSP and avoid reviewing deaths from their own work areas. The service offers external
oversight and refers concerns back to Health Boards. MES was introduced in January 2021 and achieved full coverage across hospital, primary care and community
settings by the end of 2024. MES findings are shared with care providers to support system-wide learning. This included identifying patterns in causes of death and
enabling Health Boards to reflect on and respond to concerns. It provides families with a transparent way to raise issues, aligning with the goals of Putting Things
Right. Referrals MEs that require a case review are assigned to a member of the Health Board’'s Mortality Review (MR) Screening Panel. This is a multidisciplinary
group with cross divisional representation that meets weekly. An assigned panel member reviews and presents the case to the group, which then determines
whether further investigation is warranted. Recommended actions are clarified and communicated to the relevant team or clinician for completion. To reinform
learning, a biannual newsletter is produced that shares key themes and insights from MES referrals and reviews. All ME-referred deaths undergo a structured
three-level review process:

Level 1: Initial review to determine if further investigation is needed.

Level 2: Cases requiring escalation are reviewed by the multidisciplinary Mortality Review Screening Panel, which meets weekly to assign actions.

Actions may include clinical reviews at Mortality and Morbidity (M&M) meetings, investigations under the Putting Things Right (PTR) process, or

HEAE 2 specialist panel reviews (e.g. Falls Review Panel).
ABUHB Referrals taken to Panel 2021 - 2025 Over a 12-month period, a total of 843 ME referrals were

1000 received in 23/24, this constituted 30% of the total deaths
900 898 at ABUHB during that period. 715 cases between 2024/25,
800 736 representing approximately 37% of all ABUHB deaths
700 during that time.
600
500 447 The Health Board produced a twice-yearly report on
400 357 Learning from Deaths, which includes a Framework on
300 272 290 241 57 mortality rates, MES data, trends, learning and
200 151 improvement. The Mortality Screening Panel publishes a
100 56 62 33 23 81 23 twice-yearly newsletter, sharing learning and raising

0 awareness, highlighting themes and insights from MES

2021 2022 2023 2024 2025 referrals

Total Referrals ™ Taken to panel ®Percentage %
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Learning Overview and Trends:

No Further Action: These referrals have decreased, likely due to improved referral quality and increased local sharing by the Health Board's
Mortality s MR Screening Panel. Many involve concerns already under review via other processes (e.g. Datix).

Infection Prevention & Control Referrals: Declined in line with reduced nosocomial COVID-19 cases.
Serious Incident (SlI) Referrals: Continued to fall, possibly due to earlier proactive management of incidents.
HMC Referrals: Increased compared to previous periods—trend to monitor.

Closed on Datix: Closure rates have improved significantly, though further progress is still needed.

Thematic Analysis of MES Referrals:

Acute Setting

Delays:. The most frequent theme, covering perceived delays in treatment, ambulance handover, diagnostics, and access to urgent care beds.
DNACPR: Concerns about incomplete documentation, particularly missing senior clinician signatures in Part 6. Frequency is gradually decreasing.
Communication: Ongoing issues in interactions between clinicians, services, patients, and families.

COVID-19: Referrals related to hospital- or community-acquired cases have declined.

Pressure Damage: Referrals have reduced from 5% to 3%.

Primary Care and Community Setting

Concerns from bereaved families regarding GP care.
Issues related to care delivery in residential and nursing homes.

Delays in the Medical Certificate of Cause of Death (MCCD) process.
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I honestly can’t fault them Future Goals:

at all, they gave 100%. | : . :
She said (The staff) were Aims for the remainder of 2025 include: -

very attentive, very | |
respectful and mindful. | 1. Maintain the biannual newsletter to
' support shared learning by highlighting key
themes and insights from MES referrals.

2. Share positive feedback from MES referral
letters, which often include valuable

\ | comments from bereaved families about the
She said the care (her | : \ care received—this qualitative data will
mother) received was She said the actual nurses were | continue to be collected and shared.

excellent and she could amazing, they looked after the

have not wished for better VENTTILR &l HiEll & (e s el 3. Improve referral closure rates on the

care. SRS Sald th%(/;\f;re absolutely Mortality Module in Datix to enhance data
' quality and support organisational learning.

4. Develop a Health Board-wide approach:

\ Collaborate with the Care After Death Team
'At every point (the staff) were all | and the Patient Engagement and

amazing. Communication was In the hospital (the staff) Involvement Team to ensure that the voices
excellent - we knew everything were second to none, of bereaved families, along with feedback
they were doing and why. They absolutely brilliant. The from the MES, inform and shape our
really looked after my and my ward staff were brilliant, learning and improvement efforts.
mum too. | really can't thank them and the ward manager
enough.’. was superb.
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Sepsis

Following a serious incident and the resulting action plan, the Health Board has prioritised sepsis as a key focus within one of the workstreams of the Quality Strategy.
This commitment has been further strengthened by the drive to standardise electronic Early Warning Scores, supporting timely recognition and response to

deteriorating patients.

Sepsis is a syndrome defined as life-threatening organ dysfunction due to a dysregulated host response to infection (NICE, 2024). The UK Sepsis Trust estimates that
in the UK, sepsis affects 245,00 per year, results in 48,000 deaths per year and 5 deaths per hour.

Over the past 12 months, the Medical Director’s Quality and Patient Safety team have been collaboratively developing a two-year sepsis strategy. The primary aim is to
enhance patient safety and improve outcomes by addressing systemic challenges in the identification and management of sepsis. This includes ensuring compliance
with the latest National Institute Care Excellence (NICE) NR51 guidance and adopting best practice from the Academy of Medical Royal Colleges (AoMMRC) guidance.

Improve sepsis recognition and Strengthening initial treatment Implement and enhance sepsis tools Standardise staff education and training
management Review current resources and Roll out Early Warning Scores (EWS) Promote consistency and raise awareness to
Enhance the timely identification, update sepsis related policies across all divisions to support clinical iImprove the effectiveness of sepsis response
treatment and management of sepsis and clinical materials decision-making and management
across ABUHB

Audit and Assurance Framework Quality Improvement Support Service User Engagement National Collaboration
Develop a robust audit strategy to Provide a mechanism for direct Gather feedback from patients and Continue working with UK Sepsis Trust and
monitor compliance and provide support to Divisions using Ql the public to identify NHS Wales Health Boards to maintain up-to-
assurance on sepsis management methodology to deliver missed opportunities and areas date guidance and explore innovative
sustainable high-quality care for improvement practices

National Drivers for Deteriorating Patient: The Welsh Health Circular (WHC) 2024/035 mandates the standardised use of Early Warning Scores (EWS) to identify and
Manage acute deterioration. The Health Board is actively working to meet the implementation deadline of 30th September 2025. This initiative is supported by the
Safer Care Partnership, led by NHS Executive and Improvement Cymru, is focusing on this initiative, including the rollout of Martha's rule (Call for Concern).

Local Implementation: The Health Board's Deteriorating Patient Working Group has formed dedicated task groups to implement NEWS2, focusing on digital
enablement, education, escalation protocols, and au<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>