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Introduction

The Programme Business Case (PBC) presents the strategic context for the
Transforming Cancer Services (TCS) Programme as well as providing a framework for
ensuring the sustained delivery of high quality non-surgical cancer services in South
East Wales. As such it lays out the case for investment in cancer services for the
resident and visiting populations of South East Wales.

A short summary of each of the five cases explored in this business case is included
below.

1 THE STRATEGIC CASE

1.1 Strategic context: A vision for Wales

1.1.1  The Welsh Government's ‘Together for Health — Cancer Delivery Plan’
recognises the rate of progress made in cancer services over the past ten years
and the excellence that exists in Wales. Notwithstanding this, the outcomes
for cancer patients in Wales still compare unfavourably with those across
Europe and the developed world in a number of tumour sites. In response, the
Welsh Government has clearly stated that the NHS must accelerate the rate of
improvement if Wales is to achieve the excellence it so desires.Therefore, the
NHS Wales and its partners are required to work to achieve:

* A reduction in cancer incidence;

* Anincrease in cancer survival rates; and

« The provision of excellent services which provide people living with and
beyond cancer a high quality of life.

1.2 Velindre’s Role in Delivering the National Vision for Cancer Services

1.2 VCC, as a specialist treatment centre, has a track record of delivering very good
outcomes following treatment.  However, and whilst the centre plays an
important role in improving patient outcomes, through delivering fast and
effective, evidence based treatment and care, the centre contributes to only a
relatively small part of the system and patient pathway. In response, the Trust
has an ambition to do more to integrate and support the public, patients and
colleagues elsewhere in the patient pathway, including in the areas of prevention
and early diagnosis, to improve outcomes for the population.

1.3 In order to do this in a systemic way, the Trust has been actively engaging with
patients, families and carers, staff, LHBs and a wide range of partner
organisations involved in the delivery of cancer services to better understand
how to more fully contribute to the wider patient pathway. This has resulted in the
development of a Velindre cancer strategy - ‘Shaping our Future Together’. The
strategy sets a vision for cancer services for the next ten years.
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Our Vision:
We want to lead in the delivery and development of compassionate,
individualised and effective cancer care to achieve outcomes

comparable with the best in the world
Our Mission:

Providing the best care, with you, when you need us

1.4 The strategy provides us with a clear direction and a desired future state which
enables us fo plan effectively over the coming years. The sitrategy will be
Implemented through two primary mechanisms. Firstly, through our Integrated
Medium Term Plan (IMTP). Secondly, through the TCS Programme. Whilst
we have established the Programme we are clear that it will simply support the
planning and delivery of services through the IMTP and not replace it. This is
for one very simple reason; the challenges and opportunities in front of us are
the same. Consequently, the establishment of the TCS Programme will
support us in accelerating the planned improvements within Velindre Cancer
services and more generally across the healthcare system in partnership with
Local Health Boards and the third sector.

2.1 Transforming Cancer Services Programme: Scope

2.2 Delivery of the TCS Programme has been separated into two distinct phases:

¢ Phase 1: Improving non-surgical tertiary oncology services. This will include
the provision of more care and treatment at home or within the local
community, the development of a Radiotherapy Satellite Centre@, the
provision of consultant oncologists working in local hospitals with mulii-
disciplinary teams on a planned daily basis and the development of a
comprehensive acute oncology service across South East Wales; and

« Phase 2: Seeking to add further value across the whole pathway of services
in relation to cancer. These include public health and prevention, early
diagnosis and detection and the management of patients in acute settings.
These are areas of work where VCC currently has some involvement in,
waorking with partners, but where the Trust believes, subject o support from
our partners, that we could support the system to improve further. For
example, increasing awareness of healthy lifestyles and positive role-
modelling, providing support to General Practitioners (GPs) to develop
enhanced skills to detect cancer at the earliest opportunity and the provision
of fast track diagnostic tests to aid early diagnosis.

The scope of this Programme Business Case relates to Phase 1 of the
Programme only; improving non-surgical tertiary service oncology
services in South East Wales.
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23 Programme Aim and Objectives

231 A s=et of Programme Spending Objectives (PS30s) were developed at
stakeholder workshops, which were altended by representatives with a broad
range of service views. The spending objectives are summarised in Table 1-1.

Table 1-1: Programme Spending Objectives
Spending objective

PS0O1: To provide patients and carers with quality services that deliver optimal
| clinical outcomes.

PSO2: To deliver sustainable cancer services to the population in the most |
| effective way.

PS03; To be a leader in education, research, development and innovation.

PS04 To comply with all relevant standards.

2.4 The Case for Change: Is there a need to do things differently?

2.4.1  We have spent a significant amount of time reviewing the current system and
the outcomes it delivers. Whilst there are a wide range of factors to consider,
there are a small number which need to be given prominence. These are set
out below.

2.4.2 The PBEC for Transforming Cancer Services in South East Wales sefs out a

compelling case for change based upon a number of key national and local
strategic drivers.

2.4.3  The national strategic drivers set out the key factors influencing the need to

drive step change through this Programme. The national strategic drivers can
be summarised through the following themes:

« |mproving patient outcomes;
+ |ncreasing demand for cancer services, and
« Improving the quality of services we deliver.

Z2.4.4 The local strategic drivers identify the current service limitations and how they
adversely affect the Trusts ability to deliver the reguired changes in service,
The local strategic drivers can be summarised through the following themes:

« Need to meet forecast future demand;

« Limitations of the existing service model; and
« Deficiencies in the current infrastructure.
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2.5 MNational strategic drivers

Outcomes in Wales are relatively poor when compared to developed
countries

251 Despite the significant progress made in preventing and treating cancer, the
number of deaths associated with cancer continues to rise. Cancer causes 1
in 4 of all deaths within the United Kingdom and in 2015 was the most common
cause of death, accounting for 28% of all deaths registerad

2.5.2 In Wales, MacMillan Cancer Support estimated that approximately 9,000

people died from cancer in 201 3." Thishasa devastating effect on individuals,
families, communities and the economic and social fabric and well-being of the
country. 2

25 170 750 9,000

2.5.3 Moreover, and desplte recent and sustained Improvements in Wales, the
clinical outcomes for cancer pafients compare unfavourably with other
countries. In short a patient who is diagnosed with cancer in Wales is less
likely to survive than if they were diagnosed with cancer in either England,
Scotland or Ireland.

254 [For example, Wales has;

« The lowest one and five year survival rates in the United Kingdom for lung
cancer,

+ The lowest one and five year survival rates in the United Kingdom for
breast cancer; and

+ The lowest one and five year survival rates in the United Kingdom for
colorectal cancer.

2.5.5 The difference is even starker when comparing outcomes with other
countries within the wider western world. Wales has the lowest 1 and &
year survival rates for colorectal, lung, breast and ovarlan cancers
compared with those In Australia, Canada, Denmark, Norway, and
Sweden.,

zhrtpj,“ﬁww.man:rmllaru:urg_ul-q."FundraIslng,ﬂn-muureaﬂifaleﬂ‘ih':alem#D-,rnamldumph'lenuh'lanager
_2 Anchor_2
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Increasing demand for cancer services

256  The number of people who are diagnosed with cancer has increased by a third
over the past 20 years. By 2020, MacMillan estimate that almost 50% of the
population will be diagnosed with cancer in their lifetime. *

Table 1-3: Macmillan projections of people diagnosed with cancer in the

UK
1992 2010
Proportion of people diagnosed with cancer
in the LK 32% 44% AT%

257 InWales, over 19,000 people are diagnosed with cancer every year, and the
WCISU has forecast that the incidence of cancer will increase by 2% per

annum up to 2031 1 This means that by 2031, the number of new cancer casas
within the VCC catchment population is expected to be 12677 per year
compared with an average of 9,393 cases per year during 2011-2013. This
equates to a 35% Increase in new cancer casss.

258 The increase in cancer incidence is as a result of a number of factors which
include an ageing population with increasing life expectancy, [ifestyle factors
such as smoking, alcohol consumption and obesity, and socio-economic
factors such as soclal deprivation and poverty. In parallel to the increase in
cancer, there has been a consistent and sustained increase in the complexity
of planning and delivering cancer treatments.

2.5.9  Another contributing factor to an increase in demand for cancer services is
associated with the ever increasing complexity of cancer treatments. As a
specialist cancer service provider the Impact for VCC is significant and
contributes to the increasing demands being placed upon the delivery of
services. For example, the increasing complexity of Radiotherapy planning
and treatments has resulted in a requirement fo increase the routine
appointment slot duration for Radiotherapy attendances. During 2007 / 2008
over B0% of referrals were allocated a 10 minute slot. By 2015 / 2016 this
had reduced to only 20% of atlendances because average appointment
times had increased,

2510 Increasing complexity is also having a considerable impact on Velindre's ability
to deliver Systemic Anti-Cancer Theraples (SACT) services. For example,
there has been a significant growth in the proportion of SACTs which are being
developed with novel ways of working, .g9. by targeting the specific pathways
that cause cancer or supporting the body's immune system in fighting the
disease. Unlike the conventional chemotherapy agents which are used for a
specific number of cycles, these new agents are typically used for longer

! By 2020 gimost half of Brtens will get cancer in their [ifetime — but 28% will not die from the diseass,
Mackdillan Trust http:/ feewos macmillan.org. uk Aboutus News/Latest asps.

*weisu phase 2 report
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periods of time as their withdrawal often results in the cancer causing pathway
being turned back on or the boedy's immune system being switched off.

2.9.11 In addition to an increase in the number of cycles administerad to each patient,
these new SACTs have different side-effects to conventional chemotherapy
agents. These need careful monitoring and patient follow up for longer periods
of time after the treatment has been discontinued.

Improving the quality of services we deliver

2.5.12 The Trust has undertaken an extensive engagement process with stakeholders
in order to gain a better understanding of patient expectations and what it is
they want from the service. A number of key themes emerged in terms of the
improvements that are important to service users. These include;

« Care closer to home: Patients want more care at home or locally, if we can
guarantee it s of the same quality Imespective of where it is delivered,

* More integrated care: patients should have consistency of care and
treatment with services linking up both within and outside of VCC. Patients
ldentified the need for a single point of contact and a single electronlc care
record;

« Better utilisation of technology to deliver care in different ways: patients
users should have the choice to make use of technology for receiving
appointments and communication and for appropriate outpatient
appointments;

+ More access to services in extended hours: patients should have access
to services, support and facllities at extended times,

« Better information: information should be evidence-based and guided by
professionals and should include access to treatment timelines, as well as
information packs and education sessions to better prepare for appointments;

« Partnership approach: patients and carers should be involved in multi-
disciplinary team meetings and the development of their Care Plan;

« Holistic approach: support should be provided in the context of pafient, carer
and family and should serve both physical and emotional needs;

« Improved facilities: patients should have access to a pleasant environment
that is calm, quiet, clean, colourful, bright, and inviting. In practical terms
patients and service users would like more privacy, better parking, increased
tollets and changing facilities as well as access to guiet areas,

« Choice: patients want more choice about what treatment and sarvices they
use, including where and how they access them;

« Control: patients want more control of their treatment decisions and to ensure
we focus on the things they value most in life;

« Communication and information: patients and service users want
information about their diagnosis and treatment, together with uncomplicated
and effective communication about the options they have. They also want
the communication between the providers of services o be ssamless and
support their care;

TCS PEBC V1.0
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+ Independence: patients want to be supported to achieve their aims and the
things they value most from the services they need. They wish to retain their
independence as they live with and through cancer; and

+« Highest quality of life. Patients want to recelve the services and support
that enables them to achieve the highest quality of life and delivers the things
they value the most.

2.9.13 A key objective of the TCS Programme is fo improve the guality of service
delivery in line with what Is important to our stakeholders.

Meed to meet future forecast demand

2.5.14 It is anticipated that there will be accelerated growth in demand for cancer
services in relation to
« The increasing incidence of cancer;
« [Increasing complexity of cancer services; and
¢ Improvements in access o cancer services.

2.5.15 In response the Trust has established a long-term strategic approach fo
forecasting future activity and has developed, in partnership with clinical
colleagues across South East Wales, a set of clinical growth assumptions up
to and Including 2031/32 and as summarised Table 1-4.

2.5.16 The activity growth assumptions are set across two time frames. The first time
frame is from 201617 - 2022/23 where the Trust believes it has a fair degree
of certainty In terms of forecasting future activity. The second timeframe is
from 2023/24 - 2031/32 where there s less certainty when forecasting future
demand (e.g. stratified approach for SACT versus greater incidence of cancer)
and the Trust has therefore opted to revert to the forecast incidence of cancer
(2%) as provided by WCISU. The Trust has chosen to take this long-term
approach to forecasting activity to try and ensure that there s sufficient service
capacity to meet future demand.

2.5.17 These assumplions, following the availability and validation of 2016/17 activity
data, have recently been reviewed by the VCC Senior Management Team and
by VCC service and clinical leads respectively. The main output of this review
was a reduction in assumed growth rate for radiotherapy from 4% to 2%
batween 2016/M17 and 2022/23. However, it should be noted that through this
review concermns were raised by VCOC clinicians as to why the previously
assumed growth rate of 4% has not presented over the last two financial years
as the cause Is unclear. In responss the TCS Programme clinical lead has
commissioned further analysis through the VCC Radiotherapy Development
Group.

Table 1-4: VCC core service clinical growth assumptions
Annual growth assumption/years

2016M17 - 2022123 2023/24 - 2031/32

Service

Radiotherapy
SACT
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2.5.18

Annual growth assumption/years

Service 2016/17 - 2022/23 2023/24 — 2031/32

Inpatients

OQutpatients and
Ambulatory Care

Radiology (CT & MRI)
and Nuclear Medicine

The impact of the forecast increases in service activity will be significant as
Velindre, without additional investment, will be unable to meet patient demand
fram within existing capacity in the future.

There are significant limitations within the existing Service Model

2.5.19

TCS PBC W10
September 2017

Achleving the best possible clinical outcomes for the population of South East
Wales will require primary, secondary and Velindre, as a specialist centre, to
work together to ensure cancer is prevented where possible or detected and
diagnosed early, and the best treatment delivered gquickly and effactively. The
existing Service Model presents a challenge fo fully optimising the healthcare
system outcomes it delivers. These include the following factors:
Detection, diagnosis and referral for urgent suspected cancers Is
inconsistent across the region. Whilst VCC does not have a direct role in
this vital aspect of cancer care, there are a number of ways it could assist in
improving performance such as routinely sharing staging data with Local
Health Boards and GF clusters;
Insufficient information sharing occurs regarding patient information e.g.
patient records between primary, secondary and tertiary care and planning
information e.g. staging data captured in tertiary care which would add
significant value to the planning process in primary and secondary care,
Greater information, education and support would improve co-production of
health services between patients and healthcare professionals;
Variation in the availability of tertiary cancer across South East Wales and
their gquality. For example, Outreach services are provided al numerous
locations and at varying times of the dayfweek which are not benaficial to
patients. There remains variation in the suppor provided for these services
with some having cancer nurse specialists and allied health professionals
avallable consistently, whilst others do not;
A comprehensive Acute Oncology Service (ADS) is not in place across
South East Wales;
Access to and uptake of new technologles is limited by the current capacity
of the service. The provision of advanced techniques such as Stereotactic
Body Radiotherapy (SERT), Intensity Modulated Radiotherapy (IMRET) and
Image Guided Bracytherapy (IGBT) is currently limited by the capacity
pressures at the Velindre Cancer Centre. This is often compounded by the
lack of capacity to undertake research and development, reducing the
potential for innovation in clinical practice and patient care;
Access to clinical trials and research is not available at all locations for
patients. The large majority of Velindre led clinical trials and ressarch are
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2.5.20

ohly availlable at VCC in Cardiff. This Is largely due to either a lack of
avallable capacity locally, unsuitable facllittes being avallable locally or a
shortage of specialist staff @.g. specialist nurses, being available locally.
Therefore, patients who receive their care and treatment at Velindre
Qutreach facilities in

Local Health Boards do not always receive the same opportunity to take part
in clinical nals and research; and

There are significant deficiencies across the Velindre Cancer Centre
estate

2.5.21

2.5.22

TCS PBC W10
September 2017

VCC was built in 1956 and has been extensively developed in an incremental
fashion without a ‘development control plan’. The hospital is widely
acknowledged as having a culiure where patients are at the centre of
everything with a compassionate and caring environment where staff
consistently go the 'extra mile' to meet the needs of patients. Nevertheless,
there are a number of limitations and challenges related to the current facilities
including:

« There Is no space for expansion on the existing Velindre estate. This
limits the Trust's ability to expand its capacity to meet growing demand,
especially in relation to Radiotherapy services,

= High risk and significant risk backleg maintenance requirements
continue to increase year after year due to the age of the building;

« The curent VCC infrastructure and accommodation is not fit-for-
purpose for a number of reasons including:

o Poor clinical adjacencies which impacts patient care and
efficiency of service delivery,

o 75% of the existing estate does not comply with current space
standards;

o Majority of the site accommodation does not comply with cument
Health Building Notes (HEN) guidance;

o Inpatient rooms on the first floor are very small, well below National
standards, and this makes it more difficult for nurses to assist
patients in and out of bed in hoists, for example;

o Inappropriate locations of services and poor adjacencies betweean
departments;

o Unacceptable standards of privacy, confidentiality and dignity
across patient areas,

o Little separation between patients, visitors, staff and external
workers across the hospital; and

o The majority of circulation routes are too narrow

There are inadequate car parking facllities; and

In-built inefficiency as there is a significant amount of wasted movament
of staff and a wide range of “work-arounds’ as a direct result of the
outdated nature of the hospital.

It is no coincidence that when constructing new buildings within the public
sector, the HM Treasury Green Book requireas organisations to depreciate their
value, or essentially consider their useful lifecycle, over period of sixty years.
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Consequently, Velindre Cancer Centre reached the end of its useful lifecycle
in 2016.

Velindre has used the resources available efficiently and delivers high
guality services

2.5.23 One of the key challenges for the healthcare system, and the organisations
within it, is to ensure that it uses resources efficiently and effectively to deliver
healthcare that is valued by patients. It is therefore, important that Velindre is
able to demonstrate that it performs efficiently and effectively before seeking
any additional investment In services.

Z.5.24 A significant amount of work was undertaken to compare VCC’s performance
with a range of organisations that provide cancer services, This was not easy
to achieve as there is no national or United Kingdom benchmarking club or
resource avallable for cancer services or, specifically, non-surgical tertiary
service oncology, unlike those avallable for secondary care.

2.5.25 Nevertheless, a focused exercise was undertaken to create a benchmarking
club which consisted of peers who were able to take part and were also
recognised as centres of excellence nationally and internationally - these
included The Royal Marsden and Clatterbridge Cancer Centre.

2.5.26 The outcome of this was positive and demonstrated that Velindre Cancer
Cenfre provides high guality services which compare well with those of its
peers.

2.5.27 Work was also undertaken to determine the unit cost of providing services at
VCC and how they compared to refereance costs in England.

unit costs with peer organisations
201518 501617

Cancer

Table 1-5: Benchmarking
2015/M8
Cancer

201617

Service area Centres Centres rEEf?m ¥ (After 37
Party Farty
(Lower \Upper Income) Income)
Quartile) Quartile) :
Radiotherapy £119 £305 £158 £119
SACT £262 £410 £479 £361
Inpatients £505 £1530 £513 E387
Qutpatients £116 £209 £127 £96

£2.2.£8 The above analysis clearly indicates that the unit costs for key services within
the Trust are in the lower guartile range when compared to other cancer
centres apart from for SACT services.

TCS PBC W10
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What does this tell us?

» Cancer causes 1 in 4 of all deaths within the United Kingdom and in 2015
was the most common cause of death accounting for 28% of all deaths
registered;

» Clinical outcomes for cancer patients in Wales compare unfavourably with
other developed countries,

« Wales has the lowest one and five year survival rates in the United Kingdom
for lung, breast and colorectal cancers,

= There will be accelerated growth in demand for cancer services over the
next five years as a result of increasing cancer incidence and increasing
complexity of treatments;

= There Is no space for expansion on the on the VCC estate and therefore
without additional investment will be unable to meet patient demand in the
future;

= The quality of services provided to patients by Velindre Cancer Centre
compare well with other leading cancer centres; and

= VCC can demonstrate good levels of efficiency and productivity in delivering
core services,

So what does this mean?

Without Improvements across Wales and at VCC the following s likely to occur

in the future:

« Velindre will be unable to provide adequate care and treatment for the
number of patients expected,

= Patient waiting times will increase;

= The quality of care will reduce;

= The outcomes for patients and their experience of the service is unlikely to
improve. In reality, there is a very real risk that they will deteriorate;

s |t will become more difficult to attract and retain the best clinicians and staff
into South Wales:

« The cost of providing treatment will rise as the functionality of Velindre
Cancer Centre continues to recede; and

# Investment Is required to enable the Systemic planning and deliver high
quality cancer services for the long-term.

The case for change is compelling. It is not a question of whether we
need to do something different. This is proven. It is now a matter of

what we do, how we do i, when and what difference will it make for
the people of Wales.

TGS PBC V1.0
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Our response: A prudent model for clinical services

25279 In response to the challenges and opportunities likely to occur in the future,
Velindre has taken a long-term strategic approach to designing a clinical model
and services which are prudent, respond to the things that people and patients
have told us they value highly in healthcare, will be capable of meeting the
forecast levels activity and will improve the guality of care and outcomes. The
future Service Model has been developed following an extensive Programme
of engagement with patients, their families and carers, Velindre staff, Local
Health Boards, voluntary sector and other partners.

2.5.30 The engagement to date has largely focused around a small number of
uncomplicated questions:
« ‘What is good about the existing Service Model?
What elements of the existing Service Model could be improved?
What do you need in the future from healthcare services?
What are the things you value most from healthcare?
How can we work together to achleve these improvements?

& & @ @

26 The Service Model

28.1 The Service Model we have developed moves us away from the traditional
NHS and wider Public Services Model of service development and delivery
which was often based upon what the service thought was best for patients.
The Service Model does not think about ‘fitting’ people into pre-determined
services but seeks a new relationship to emerge which works in partnership
with people to Identify realistic goals, to design and deliver services around
patients’ needs and to achieve this in a truly sustainable way.

26.2 The achievement of this requires the whole system of public and voluntary
sector services to work together better, across traditional boundaries within the
resources avallable. There will need to be integration (from public health to
primary and community to hospital and social care), whether working as public
employees, independent practitioners or not-for-profit organisations to achieve
the best possible outcomes aligned with patients’ values and priorities.

26.3 To do this will require us to empower and enable patients and equip and
support our staff to continually improve and to work in new and different ways.
We wish to move the services people receive from us from 'good to ‘greal’,
this will require a fundamental change in the way in which the whole system
operates and the optimisation of the enabling infrastructure, such as
information technology, in order to achieve high levels of service quality in a
sustainable way.

264 The patient will be at the centre, within an integrated network of services
organised around them. The organising principle sseks to 'pull’ high quality
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care towards the patient that is accessible in their preferred place to support
them achieving their personal goals during treatment and when living with the
impact of cancer. This includes all aspects of clinical care and support and also
appropriate research opportunities that patients may wish to participate in.

26.5 The model builds on our current provision of services both at VCC and within
the South East Wales region. It is based on a range of evidenced based
pathways and the provision of seamless care which will require all
organisations to work together to provide patients withall the care, support and
information they require at the earliest opportunity in their journey.

26.6 Through implementation of the Service Model care will be provided in the
following locations:

« Home/Local Care: patients will be able to receive elements of care at
their place of residence or in their local community;

+ Velindre@: these facilities will provide SACT / Outpatients and
ambulatory care within Local Health Boards;

« Health Boards: Velindre senior clinical staff will deliver planned support
to Local Health Board inpatient services and Acute Oncology Services
(AOS);

+ Velindre Radiotherapy Satellite Centre@: this facility will provide
Radiotherapy treatment and other related services; and

* Velindre Cancer Centre: the Cancer Centre will provide specialist and
complex cancer treatment including SACT, Radiotherapy and specialist
palliative care, inpatient facilities and outpatient services.

TCS PBC V1.0
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2.7

2.7.1

TCS PBC V1.0
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Figure 2-1TCS Programme clinical service model
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What benefits do we expect to be realised from the futureS e r vi c e
Model?

Implementation of the Service Model will deliver a wide range of benefits to
all of our key stakeholders and partners. A summary of some of these is set
out below:

* Improved survival rates;

« Improved quality of care and patient experience;

* Quicker access to care for patients;

« Reduction in waiting times for treatment;

* More patients treated annually;

* Anincrease in the number of patients choosing to access Radiotherapy
where it will benefit them;

+ More patients able receive care at home or close to home;

« A large number of patients avoiding the need to attend Accident and
Emergency for care and treatment;

» Patients able to receive care and treatment without needing to stay in
hospital,

» Reduced travelling times for patients, their families and carers;

+ More patients taking part in clinical trials and research;

» Excellent facilities and services available for patients, families and
carers including car parking;

+ Reduction in unit cost of treatment;

« Reduction in the required level of investment from commissioners; and

» Increased number of Palliative patients dying in ‘preferred’ place.
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Our response will improve the quality of care and the clinical

outcomes for patients; provide sustainable tertiary cancer services;
and reduce the unit cost ol treatment over the next 15 years.

3 THE ECONOMIC CASE

3.1 The purpose of the economic case is to identify and appraise the potential
options for the delivery of the TCS Programme and to recommend the option
that is likely to offer best value for maney.

3.2 Critical Success Factors

3.21 As a starting point for exploring potential options to deliver the TCS
Programme, Critical Success Factors (C5Fs) were identified. These describe
the main attributes essential for the successful delivery of the project and
provide a basis for assessing the long list of options. They are summarised in
the table below:

Critical success

) The option will be assessed in relation to how well it:
factor

= Meets agreed spending objectives, related business
neads and sernvice requireaments; and

+ Provides holistic fit and synergy with other strategies,
programmes and projects

« Optimises public value (social, economic,
environmental) in terms of potential costs, benefits,

Strategic fit

Potential value

UliLi and risks.
Supplier + Matches the ability and capacity of potential suppliers
capacity and to deliver the required services; and

capability
Potential
affordability

|5 likely to be attractive to potential suppliers.
Can be funded from available sources of finance; and
Aligns with sourcing constraints.
Is likely to be delivered given the Trust's and partner
arganisations’ ability to respond to the changes
required,;
Potential » Matches level of available skills reguired for
achievability successful delivery,
+ Facilitates the continued delivery of services
throughout the duration of the project, and
= Can be delivered by the end of 2022/23.

- |8 & @
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3.3 Identifying the preferred way forward

3.3.1 A rigorous process was undertaken to identify and appraise a broad range of
options in relation to the CSFs and spending objectives. In addition, the
advantages and disadvantages of each option were explored.

3.3.2 The TCS Programme Management Board used the outputs of this assessment
to identify the preferred way forward for the Programme together with a short list
of possible options against which the preferred way forward will be appraised.
The resulting shortlist of options is provided in Table 6.
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Table 3-1: The shortlist list of options

Frogramme

Status quo

Do minimum

Preferred way
forward

Kore ambitious

preferred way
forward

Service scope Optimise Improved clinical | Improved clinical | Improved dinical
existing model that meets | model that meets | model that meets
arrangements future demand future demand future demand

+ anhanced + enhanced access
access to to education and
aducation and research
research + access o PET CT
+ access to PET | and other additional
CT service specialist services
Solution | Cancer Euxisting » Mew cancer + Mew cancer « Mew cancer centre
Centre esiates: invest cantre CEntre s PET CT
in backlog + Expansion +« PETCT * New research/
maintenance zone for » Mew research/ education facilities
advanced tech education « Management
facilities Centre
» Management s Advanced
Centre Technology: cne
+ Expansion proton beam unit;
zone for one plaiform
advanced tech specific
stereotactic
treatments,; one
additenal MRI
ECANMRE, one
Cyelatron unit
Cutreach | Maintain Up to four x Up to four x new | Up to four x new
current refurbished Ouireach centres | Qutreach centres
arrangements Quireach cenfres | delivering SACT | delivering SACT and
delivering SACT | and Qutpatients | Quipatients services
and Qutpatienis | senvices
SEIVICEs
Satellite | - One x new One x new Cne x new Satellite
Radio- Satellite Satellite Radiotherapy centre
therapy Radictherapy Radictherapy
Cutreach Linit cenire

Service delivery Continue with Continue with Continue with Continue with
existing service | existing service @xisting service existing service
providers providers providers iders

Implemeantation Phased status | Phased: Phaszad: Phazad:

e [17+] IMET and new | IMAET and new | IMET and new ways

ways of working | ways of working | of working
Quireach COutreach Cutreach
arrangements arrangement arrangement
Cancer centre Cancer cenire Cancer cenire

Funding Fublic funding | Mix of public and | Mix of public and | Mix of public and
private funding private funding private funding
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3.4 Economic appraisal

341 An appraisal of the economic costs, benefits and risks for the shortlisted
options has been undertaken in order to identify the preferred option for
delivering the programme.

3.4.2 The economic appraisal process utilises a number of key outputs from other
parts of the PBC process, such as workforce planning, capacity planning, and

design, in establishing the capital and revenue (recurring and non-recurring)
implications of each option.

3.4.3 The general approach to the economic appraisal is summarised in Figure 2.
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Figure 3-1: Methodology to economic appraisal

. Economic appraisal

—— —— = P12 it
Key assumptions Warkforoe Met Present Value
Mool o car Non pay
“Actiity and demand w—p | FaCilities costs — S
«Capacity Quantified risks
*Facilifies .
sLeeaiion — Quantified benefits
Benelils *Frice bassa
*Rigks *Equipment I.
‘Foasatc
-Contingency | risk Benelit Cost Ratio
sLifecyche costs
Technical
advisors

3.4.4 Tables 3-2 and 3-3 outline the differing capital and revenue requirements for
the options.

Table 3-2: Capital requirements

Status Do FlEiALs More

way

e ambitious

quo minimum

» Backlog maintenance

« Essential capital projects

» Replacement of existing
equipment

« Enabling works

= 5Site  demgolition  and O O O
disposal

» New build VCC ] ] O

+ Research and
Development (enhanced
service provision provided O O

nvce within Centre for
Learning)

» Training and Education
(enhanced service
provision provided within O O
Centre for Learning)

Existing
VCC

TCS PEBC V1.0
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Preferred

Status Do wa More
quo  minimum oY . ambitious
« PET CT service 0 0
+ Proton Beam service o
Velindre = New build Radiotherapy
y Satellite L] ] O
Centre
s Two = four refurbished
t:;&::;ﬁ outreach centres u
Centres »  Two — four new build
providing outreach centres
SACT and = 0
Outpatient
services

Table 3-3: Revenue reguirements

Status Do Preferre More

quo minimu d way ambitiou
m forward 5

Recurring revenue (pay and non-pay) cosis
associated with delivering forecast activity [ .| U .|

Additional costs to deliver capacity shortfall O

Benefits of new clinical model (net of investment in
additional capacity)
+ Reduced admissions Ll (| Ll

+ Reduced length of stay
+ Improved utilisation

Ln;g:;:ﬁfl‘ new cancer centre facilities (costs and 0 0 0
Impact of Cenfre for Learning and Innovation (costs O 0
and benefits)

Impact of PET CT (costs) O I}
Impact of advanced technologies (costs) I}

3.4.5 A robust approach was adopted to estimate monetary values for the following
for each of the shortlisted options:

« Initial capital costs for the programme;

TGS PBC V1.0
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+ Lifecycle capital costs assoclated with replacement, refurbishment or
upgrading of assets over the lifetime of the appraisal perod,

« Transitional costs associated with the implementation of the programme
including the implementation team and dual running costs,

» Recurring revenue costs relating to the annual service running costs
based on future demand and the impact of proposed clinical service
model;

« Arange of benefits have been Identified, some of which can be quantified
and a financial value determined, and

* Arange of risks have been identified, some of which can be guantified
and a financial value determined including capital contingencies and
optimism blas, as well as revenue risks.

346 Following the identification and measurement of the costs, benefits and risks
for each option, a discounted cash flow was prepared to calculate the Met
Present Value of each option. This is based on the assumptions below,

Table J-4: Discounted cash flow assumptions
Year Qis 201516

Costs and benefits use real base year prices — all costs are expressed at
2016/17 prices in line with the baseline Trust costs
The following costs are excluded from the economic appraisal:

Exchequer transfer’ payments, such as VAT,

General inflation;

Sunk costs; and

Non-cash items such as depreciation and impairments
A discount rate of 3.5% Is applied to the economic appraisal for years 1-30
and 3.0% for years 31 onwards.

The autcome of the economic appraisal is summarised in Table 5.
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3.0 ldentifving the preferred option

1.5.1 The results of the economic appraisal demonstrate that although the Preferred

Way Forward (FWF) offers the lowest NPV of all four options, suggesiing that
it is the lowest cost nﬁ’ric:-n over the 60 year appraisal pnriad“
3.5.2 The benefit cost ratio demonstrates the relationship between the cost and

banefits of the programme. The Preferred Way Forward offers the best value
for money over a 60 year period on both a discounted and undiscounted basis

3.6 The preferred option

1.6.1 I'ne preferred option for delivenng the nvCC project contains the following
leatures and delivers a wide range of benefits to patients, stall and other
stakeholders

[Cs PEC V1D
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Figure 3-2: Features and benefits of the preferred option

« The introduction of an improved clinical model which supports the delivery
of high quality and sustainable services that will meet the future
requirements and aspirations for cancer care across South East Wales.

= Service capacity which is able to respond to anticipated increases in
demand for non-surgical cancer services Including additional linear
accelerators at both the new Cancer Centre along with increased provision
of care within outreach settings and in people’'s homes.

« Access to new services which contribute to improved patient outcomes.

= Enhancement of existing Training, Education Research and Development
services supported by the establishment of a Centre for Learning and
Innovation.

= Interms of infrastructure the preferred option provides:

o A new purpose-built VCC;

o Introduction of PET CT facilities at VCC (subject to approval of a
separate business case),

o  Development of a Trust management centre at VCC,

o A new build Velindre Radiotherapy Satellite Centre; and

o Between two and four new build Velindre@ Outreach Centres
providing SACT and Qutpatient services.

= A phased approach to implementation of the programme culminating in
the delivery of a new cancer centre by 2022/23.
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41

4.2

TCS PBC V1.0

THE COMMERCIAL CASE

The procurement strategy has been developed in conjunction with the Welsh
Government and includes input from the Trust's Technical Advisors, Legal
Advisors and Financial Advisors. The proposed process for procuring the
different components of the programme are summarised below:

Figure 4-1

TCS Programme

Equippang
costs within
existing
blsiness
Cases

BJC 1
2 nvee ”Efn:,"c';ﬂ‘: FEC 4-6 ,,'Fr!‘g ok
Enabling | - onstruction uu“?ach Decom-
Works Services missioning

OBC 2/ FBC OBC 4.6 |

Designed far
Designed tor [l Life building
Lite building tor Wakas —
tor Wales = Mini Comp
M Comp Value

Mixture of
O.JEL J
Frameworks

PAGABC

FRAMEWORK
ECH ! Minl Camp

Funding =
Traditonz|
Capital

I_'u"m_-
[P ETT R T |
i R e
[T g

Within the overall framework of the TCS programme procurement plans have
been developed covering the equipping needs of the programme.
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5 THE FINANCIAL CASE

5.1 The aim of the financial case is to establish the financial and funding
requirements of the preferred option in order to demonstrate the affordability
of the project.

5.2 A financial framework has been developed to support the financial case which
outlines the sources of inputs which include the additional costs associated
with the programme and the proposed sources of funding.

Figure 5-1: Financial Framework

Enabling works

How will costs materialise

Non Recurring
Revenue Cosls

Uinitary
charge
F;-alf'rru'_'ul_

Depreciation

e

MNew cancer
oentre

Satellite centres

Outreach centres

Equipment

Pay and non pay
Costs

Transition and
Commissioning

Project running
Costs

Sources of inputs

CHACOTITHSSIDNING
Costs

Sources of funding

5.3 Capital costs
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In additional the TCS Programme receives an annual capital allocation from
Welsh Government to ensure the delivery of the Project. The costs relate to the
following:

Programme Management and Work streams;

Gl Works; and,

Technical and Professional Advisers.

54 Revenue costs

5.4.1 Revenue costs cover all of the relevant programme elements including the
proposed model of care, anticipated demand and capacity requirements as
well as the impact of the proposed new infrastructure projects.

TCS
September 2017




5.4.3 In addition, non-recurring revenue costs reflect expenditure which the Trust will
incur in order to deliver the Programme but will not recur over time, they are
largely one off up-front costs.

5.4.4 The non-recurring costs would typically be incurred in the following areas:

« Write down in value of existing assets (accelerated depreciation); and
» Transitional costs.

6 THE MANAGEMENT CASE

6.1 The Management Case outlines plans for the effective implementation,
transition and full benefits realisation of the Programme. The programme
consists of seven projects as set out in Figure 5-2
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Programme governance

A range of internal and external governance arrangements have been outlined
for the effective management of the programme. In summary, the wider
programme governance structure is provided below.

The structure of the Programme has been developed to closely align with the
Business Case strategy, and is fully integrated into the Trusts business and
governance arrangements.

6.3.3 The programme and project arrangements are set out in Figure 6-1.
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Figure 6-1: Programme and project arrangements
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Programme assurance

6.3.4

TCS PBC V1.0
September 2017

The OGC Gateway Review Process examines Programmes and Projects
at key decision points in their lifecycle. It is carried out by an independent
expert team that assesses the delivery confidence of a Project or
Programme. The process is mandated by Welsh Government for all major
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Capital Projects or Programmes in the Public Sector in Wales. It applies
fully to the nVCC project.

The TCS Programme has been subject to two Gate 0 reviews the most recent
being in January 2017 which can be found in appendix PBC/MC/MC4. The
Delivery Confidence Assessment for the TCS Programme was Amber/Green

The nVCC project 2 has also been subject to a Gate 2 review in January 2017,
the delivery confidence assessment being Amber.

Project plan
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1 ORGANISATIONAL OVERVIEW
Introduction
1.1.1  The purpose of this section is to:

e Provide an overview of Velindre NHS Trust and Velindre Cancer Centre
(VCC);

e Outline VCC'’s role in delivering non-surgical specialist cancer services to
the population of South East Wales;

e Summarise the performance of the Trust against key performance indicators;
and to

e Analyse and benchmark the financial cost of service delivery.

Velindre NHS Trust

1.1.2 Velindre NHS Trust has evolved significantly since its establishment in 1994
and is operationally responsible for the management of the following two
divisions:

e VCC; and
e Welsh Blood Service.

1.1.3 The Trust is also responsible for hosting the following organisations on behalf
of the Welsh Government and NHS Wales:

e NHS Wales Informatics Service (NWIS);
e NHS Wales Shared Services Partnership (NWSSP); and
e The Technology Hub.

Velindre Cancer Centre

1.1.4 VCC is located in Whitchurch on the North-West edge of Cardiff and is one of
the ten largest regional clinical oncology centres in the United Kingdom (UK
Radiotherapy Equipment Survey, 2008) and the largest of the three centres in
Wales.

1.1.5 Velindre is the sole provider of non-surgical specialist cancer services to the
catchment population of 1.5 million across South East Wales, from Chepstow
to Bridgend and from Cardiff to Brecon. VCC employs around 700 members
of staff and has approximately 70 volunteers who provide a range of ‘added
value’ roles across the centre.

1.1.6 VCC also works in partnership with a wide range of third sector and charity
organisations to deliver high quality cancer care and undertake clinical
research. Partners include:

Voluntary sector;

Third sector;

Higher Education Institutions (HEls); and
Industry/Commercial Partners.
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Cancer Services in Wales

11.7

The planning and delivery of cancer services in Wales is the responsibility of the
seven Local Health Boards (LHBs) as part of their statutory responsibility to
meet the health needs of the populations they serve. The LHBs are supported
by the Welsh Health Specialist Services Committee (WHSSC) which
commissions specialist cancer services on their behalf.

The seven Local Health Boards in Wales are:

Aneurin Bevan University Health Board;

Abertawe Bro Morgannwg University Health Board;
Cardiff and Vale University Health Board;

Hywel Dda University Health Board;

Cwm Taf University Health Board;

Betsi Cadwalader University Health Board; and
Powys Teaching Health Board.

The LHBs also work in partnership with the All Wales Cancer Network, NHS
Trusts, Community Health Councils, Voluntary Organisations and Public Health
Wales.

Figure 1-1 — Map of Local Health Boards across Wales
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The Cancer Pathway

1.1.9

The delivery of cancer services across Wales generally conforms to a well-
defined pathway of care which includes the following five key stages:

Cancer Prevention: Enhancing public awareness and education to make
informed decisions about lifestyle choices that promote a healthy, cancer free
population.

Cancer Diagnosis: Cancer can be identified through a National Sereening
Programme or where cancer symptoms are identified by the patient/health care
professional. If cancer is suspected the patient is assessed by a multi-disciplinary
team in the Health Board (often supported by VCC staff) and cancer may be
diagnosed.

Treatment: The treatment options for every patient are discussed and considered
by multi-disciplinary teams (MDTs). The treatment options include surgery, non-
surgical treatment e.g. radiotherapy or systemic anti-cancer therapy (SACT), a
combination of these or supportive care alone. Care often straddles organisational
boundaries. The best treatment for the patient needs to reflect their priorities,
wishes and fitness.

Recovery/Follow Up: Regular follow up appointments are important to monitor
recovery, manage and reduce the after effects of treatment and to ensure any
signs of cancer relapse/recurrence are identified at their earliest stage.

End of Life Care: Sadly, not all patients survive cancer — openness about the
nead fo plan end of life care is essential. A focus on living and dying well, early
identification of needs and access to fast, effective palliation are important to

reduce distress for both the patient and their family.

1.1.10

Supporting patients to be independent, to be actively involved in decisions and
to look after their health are essential at all stages. Clinical needs can vary
batween differant patients and for the same patient at different stages of their
illness, Communication skills for staff are essenfial in supporting patient care.
Quality and safety are critical at all stages and in all locations. The planned
care pathway needs to be supported by access to high quality and safe
unscheduled care i.e. at imes of acute complications of cancer, its treatment
or management of previously undiagnosed cancer, wherever and whenever
these occur,

scope of Service Provision

1.1.11
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VCC is responsible for the delivery of non-surgical treatment, recovery, follow-
up and end of life care. Following specialist cancer treatment VCC supports
patients during their recovery and through follow up appointments. A significant
proportion of outpatient activity and systemic anti-cancer therapy are already
delivered in LHE settings by VCC staff. All radiotherapy activity is performed
at VCC. VCC also provides specialist palliative care services for patients
requiring palliative and end of life care.
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Services Provided by VCC

1.1.12 Specialist teams provide care using a well-established network multi-
disciplinary team (MDT) model of service for oncology and palliative care,
working closely with local partners and ensuring services are offered in
appropriate locations in line with best practice standards of care.

1.1.13 The range of services delivered by VCC includes:

Radiotherapy;

Systemic Anti-Cancer Therapies (SACTs);
Inpatients;

Ambulatory care

Outpatient services;

Pharmacy;

Diagnostics (specialist radiology);
Radiology and Nuclear Medicine
Specialist palliative care;

Acute Oncology Service (AOS);

Living with the impact of cancer;
Education and Learning; and

Research, Development and Innovation.

1.1.14 Of these the following patient services are delivered away from VCC in LHB
settings:

SACT delivery;
Outpatient reviews;
Inpatient reviews;

Health Board MDTs; and
Research and Education.

Referral route for patients to the VCC

Cancer Diagnosis: Cancer can be identified through a National Screening
Programme or where cancer symptoms are identified by the patient/health care
professional. If cancer is suspected the patient is assessed by a multi-
disciplinary team in the Health Board (often supported by VCC staff) and
cancer may be diagnosed.

Supporting patients to be independent, to be actively involved in decisions and
to look after their health are essential at all stages. Clinical needs can vary
between different patients and for the same patient at different stages of their
illness. Communication skills for staff are essential in supporting patient care.
Quality and safety are critical at all stages and in all locations. The planned care
pathway needs to be supported by access to high quality and safe unscheduled
care i.e. at times of acute complications of cancer, its treatment or management
of previously undiagnosed cancer, wherever and whenever these occur.
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Patient activity at the VCC

1.1.15 Patient activity has continued to Increase over recent years and during 2016/17
there were approximately:

60,000 outpatient attendances,

2,000 inpaftient admissions;

60,000 radiotherapy attendances, and
25,000 SACT attendances.

Current perfermance of VCC

1.1.16 The Trust has developed a wide range of measures which are routinely used
to monitor the quality and performance of core services provided by VCC,
Table 1-1 summarises the Trust's performance over the last four years.

Table 1-1: Trust performance
Performance metric Target 1314 1415 1216 1617
“ of patients commencing
radical Radiotherapy within | 98% 98% | 95% | 98.5% | 98%
28 days

% of patient commencing

ar.s
liative Radiothera 98% 95% | 98.5% | 99%
Radiotherapy ﬂmm 14 days Py %

% of patient commencing
emergency Radiotherapy 100% | 100% | 99% | 100% @ 100%
within 2 days
Linac Up-time 95% n'a 96 %% 95% 98 %

% of patients commencing

non-emergency
chemotherapy within 21 98% | 95% | 98% | 99% | 99%

days

% of patients commencing
emergency chemotherapy | 100% | 99% | 95% | 100% | 100%
within 5 days

Death within 30 days of
Chemotherapy rates =2% MA M/ 1.5% 2%
% of Outpatients seen
within 20 mins n/a na |43.5% | 49% | 50.2%
% of Outpatients seen
Outpatient within 60 mins nia n/a 79% | B83% | BT.2%
% of Outpatients seen
within 90 mins n/a n'a 87% | 96% | 96%
(CIIEIE VOO SICKNSSS BSeNce | 350, | 34% | 36% | 4.1% | 3.7%
Infection, m'.?a ;L‘:ﬂ”ﬁ'ﬁ;ﬁ“im 0 2 0 0 0
P"g:::::? s MNo. of Velindre acquired a 6 2 5 o
infections — MS5A
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MNo. of Velindre acquired
infections — C.Difficile

MNo. of Velindre acquired
Pressure Ulcers

Hand hygiene compliance
- Inpatient areas

Hand hygiene compliance
- Mon-inpatient areas

“ of patients overall
experience rated 9 or =B0% | N/A N/A 85% | 85%
above

95% | 98% | 93% | 81% | B2%

95% | 82% | 77% | 88% | B5%

Patient
Experience

1.1.17 The data demonstrates that the Trust performs well against the majority of core
performance targets. In summary during 2016/17:

« The Trust achieved its target of seeing 100% of people referred for
emergency Radiotherapy within two days;

« The Trust achieved its waiting time targets for people refermed for radical
and palliative Radiotherapy,

« The Trust achieved its waiting time targets for emergency and non-
emergency SACT;

s The Trust reported zero cases of MRSA; and
85% of patients rated their overall experience of services as being nine out
of ten and above.

Benchmarking of VCOC performance

1.1.18 The Trust, during 2016, benchmarked the performance of core services
delivered by VCC with a number of leading cancer service providers from
across the United Kingdom (UK). Whilst benchmarking data is routinely
captured for many sectors of the health service, there Is a lack of easily
accessible data for tertiary cancer services. The Trust therefore had to develop
and adopt a varied approach using the following sources:

1. CHKS 'lcompare’ benchmarking framework, and
2. WCC cancer services comparison framework.

1.1.12 1 - CHKS ‘lcompare’ benchmarking framework: This axternally hosted and
validated benchmarking service provided the Trust with access to performancs
data from Abertawe Bro Morgannwg University Health Board, Betsi Cadwaladr
University Health Board, The Christie NHS Foundation Trust, The Clatterbridge
NHS Foundation Trust and The Royal Marsden NHS Foundation Trust. The
outputs from this analysis are summarised in Table 1-2;
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Table 1-2: Benchmarking
lcompare Benchmarking Data
Reporting Range Inpatient data:

201314
Outpatient data: 2014/13
Maortality Rate (%)
Average Length of Stay
(days)
":’“‘F"a“e”f,}{_':;“‘“‘ Rales | 550, | 2.8% | 4.1%  2.1% | 4.5% | 5.0%

MNote: To comply with data confidentiality agreemenis all of the benﬂ'lrr{arl-ci'lg data has been
anonymised and each organisation i referred 1o as a ‘peer site’.

atient Services

Peer Peer Peer Peer Peer
VCC Site  Site Site Site Site
1 2 3 4 2

3.1% | 2.8%  4.3% [ 6.5% | 5.4%
5.9 50 | 73 63 | 72 | 78

1.1.20 The results demonstrate that VCC performs well against the |dentified peer
sites. In summanry:

« Velindre inpatient mortality rate (3.2%) was lower than recorded by three of
the five peer sites and comparable with peer site 1 (3.1%) and peer site 2
(2.8%).

« Velindre inpatient average length of stay (5.9 days) was lower than
recorded by four of the five peer sites.

+ Velindre outpatient DNA rates (5.5%) were higher than recorded by all five
peer sites. However, due to the method of data collection, Velindre DNA
rate includes patient cancellations which distort and inflate the Velindre
DMNA rate. Velindre is therefore curmrently working to refine the method of
data collection so that a more accurate figure can be provided

1.1.21 2 -VCC cancer services Comparison Framework: Developed by VCC the
framework captured a range of Radiotherapy and SACT performance data
from four leading cancer service providers, the four providers being:

The Beatson West of Scotland Cancer Centre;

The Clatterbridge Cancer Centre NHS Foundation Trust;
Leads Teaching Hospital NHS Trust, and

The Royal Marsden NHS Foundation Trust

& & & &

The outputs from this analysis are summarised in Table 1-3.
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Table 1-3: Radiotherapy and SACT Benchmarking
Cancer Services Comparison
Toolkit vee Peer Peer Peer Peer
Data Range — 2015/16 (unless Site A SiteB SiteC SiteD
stated)
Access to Radical

RT treatment 95% 82% | 100% N/A 80%
within 28 days (%)
Access to
Palliative RT within 95% 65% | 100% N/A 87%

Radiotherapy 14 days (%)
Access to

Emergency RT 299% 61% | 100% @ N/A NIA
within 2 days (%)

Average number of

patients per hour 3.7 4 3.5-4- 4 4
Death within 30
days of 15-2%  n/a INIA MN/A MNIA
Chemotherapy (%)
On the day waiting 739, -
times (within 30 889, T1.5% | MNiA MN/A MNIA
mins) (%)
On the day waiting 879, -
times (within 45 993, 88.2% | MN/A MN/A MNIA
mins) (%)

Hote: MN/A — data was not avallable.
Hote: Te comply with data confidentiality agreements all of the benchmarking data has been
ancnymised and each organisation is referred 1o as a ‘peer site’.

1.1.22 The results above demonstrate that VCC performs well against the identified
peer sites. An example of this is the Trust's strong performance against
Radiotherapy waiting times. This is despite the fact that the majority of peer
sites have access to dedicated Linac resilience capacity which enables them
to flex' their service capacity in line with demand and to mitigate machine
breakdowns and/or servicing requirements. VCC does not currently have
access to a Radiotherapy service resillence machine.

Financial cost of delivering services

1.1.23 Alongside performance benchmarking the Trust has also benchmarked the
financial cost of VCC service delivery against other comparable service
providers in order to evaluate the relative efficiency of current Trust service
delivery. The benchmarking costing exercise has been undertaken using the
Trust's integrated activity, workforce and finance model, which has current and
projected activity linked to fully absorbed costs.
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1.1.24

1.1.25

1.1.28

The benchmarking costing exercise focussed on analysis of the following:

1. Unit cost benchmarking by core service; and
2. Total financial cost of service delivery by core sarvice,

1 - Unit cost benchmarking: This benchmarking exercise included pay and
non-pay costs before and after off-sefting any third party income (c.£11m). All
direct costs were identified by service area, following which all indirect and
overhead costs were fully absorbed to arrive at a unit cost. Table 1-4 outlines
the fully absorbed unit costs for four key service areas. Radiotherapy, SACT,
Inpatients and Outpatients.

Table 1-4: Unit cost baseline analysis 20716/17

200617 20187
Service area (Before 3 (After 3 Party
FParty Income) Income)
Radlotherapy Fractions £158.63 £119.79
SACT Attendances £E47917 £361.84
Inpatients Bed Days £513.64 £387 87
Outpatients Appointments £127.73 E96 .45

The derived unit costs above, both before and after adjusting for offsetting
income has subsequently been compared to other peer group cancer centres,
using NHS England Reference Costs for 2016/17. The comparisons are
outlined in Table 1-5

201617
2015116

Table 1-5: Unit cost benchmarking
2015186

Cancer Cancer 201617 2016M7T
Servi _ (Before 3™ fAffer 3™
ervice area Centres Centres
Party Party
s I ERES] Income) Income)
CQuartile) Guartile) '

Radlotherapy £119.68 £305.43 £158.63 £119.79
SACT £262.91 £410.06 £47917 £361.84
Inpatients £505_31 £1530.80 £513.64 £387.87
Quipatients £116.76 £200.93 £127 .73 E96.45

1.1.27

1.1.28

TCS PBC V1.0
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The above analysis clearly indicates that the unit costs for key services within
the Trust are in the lower guartile range when compared to other cancer
centres apart from for SACT services.

2 = Total financial cost of service delivery: This analysis was undertaken
to compare the actual total cost of VCC services with the other leading cancer
centres from across the UK.  The cancer peer group used In this analysis is
outlined in Table 1-6.
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Table 1-6: Cancer centre peer group

University Hospitals Bristol NHS Trust

The Christie NHS Foundation Trust

The Clatterbridge Cancer Centre NHS Foundation Trust
Cambridge University Hospitals NHS Foundation Trust
University Hospital Southampton NHS Foundation Trust
Sheffield Teaching Hospitals NHS Foundation Trust
University Hospital of North Staffordshire NHS Trust

Barts and the London NHS Trust

The Royal Marsden NHS Foundation Trust

Imperial College Healthcare NHS Trust

Leeds Teaching Hospital NHS Trust

University Hospitals Birmingham NHS Foundation Trust
University College London Hospitals NHS Foundation Trust
The Newcastle Upon Tyne Hospitals NHS Foundation Trust
Oxford University Hospitals NHS Trust

West Hertfordshire Hospitals NHS Trust

1.1.29 As part of this analysis an 'average’ peer group unit cost was calculated and
this average unit cost was then used to derive a fotal cost for each of the four
services based upon VCC activity levels,

Table 1-7: Peer group average unit costs 2016/M17
201516 Cancer

201617 Cancer

Service area Centres Centres
Average Costs  Average Costs

Radiotherapy £212.55 £158 63

SACT £336.48 E4T917

Inpatients £1,018.06 £513.64

Outpatients £163.37 E127.73

1.1.30 Applying the 201617 activity levels at VCC results in the following total

comparative costs

Table 1-8: Comparative total costs 201617

Activity
Costed at VCC Activity VCC Activity
Average Peer 201617 201617
Service area n'3ru::u.1r.1~EI Costs {Before 3 (After 3" Parly
2015116 Partly Income) Income)
(E000)
Radiotherapy Fractions 12,094 89 387 7,088
SACT Aftendances 7,656 11,448 8,645
Inpatients Bed Days 12,501 6,505 4912
Outpatients Appointments 11,973 9199 6,946
TOTAL 44 224 36,539 27,592

TCS PBC V1.0
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1.1.31 The above analysis highlights that VCC delivers its core services at a
significantly lower total cost than the average peer group cost.

Chapter Summary:

# The planning and delivery of cancer services In Wales Is the responsibility
of the seven Local Health Boards.

+ Velindre NHS Trust is responsible for the management of the VCC and the
Welsh Blood Service.

s« VCC is the sole provider of non-surgical specialist cancer services to the
catchment population of 1.5 million across South East Wales,

« VCC performs well against the majority of core performance targets and
when benchmarked against other cancer centres.

+ The unit cost of service delivery by VCC is in the lower quartile comparad
to other cancer centres apart from for SACT services

« VCC delivers its core services at a significantly lower total cost compared
to other cancer centres.
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2 STRATEGIC CONTEXT

Intreduction

211

The purpose of this section is to

+ Cutline the national context for healthcare developments in Wales;
Provide an overview of how the Programme aligns with national strategies,

to

Provide a description of the Trust's medium and long-term strategies; and

= Describe how the Programme will support delivery of bath national and
local strategies.

Strategic context in Wales

21.2 The Welsh Government has published a wide range of national strategies
which provide the framework for the planning and delivery of public services in
Wales. These are supported by a range of policles, frameworks and guidance

which relate more specifically to health and social care.

Table 2-1: Figure Relevant National and UK Policies, Clinical Strategies
and Guidelines

Social
Services and
Wedlbeing
(Wales) Act
2014
(consequential
amendments)
Regulations
2016

Mational
Standards for
the
Rehabilitation
of Adults with
Cancer

Together for
Health

NHS
Flanning
Framework
2017 to 2020

Sustainable
Development
Charter

Social
Services and
Wellbeing
(Wales) Act
2016

Doing Well
Doing Beftter
2011

One Wales’
One Planet
2009

Cancer
Delivery Plan
2016 to 2020

Well-Being of

Future
Generations
(VWales) Act

2015

The Andrews
Report

Delivering
local
Healthcare —
Accelerating
the Pace of
Change

Werking
differently
Working
together
2017

Informed
Health and
Care— A
Health and
Care
Strategy for

Wales 2015

Carers
Strategy for
Wales

The Francis
Report

Delivery Plan
for the
Critically I

NICE
Guidance
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MHS Wales
Dutcomes

The South Radiotherapy Framework MNational

FPrudent Wales Strategy for  Services in and Standards for

Programme

Healthcare Older People England Measures  Children with
2012 Guidance  Cancer 2012
2016 to
2019

Cancer in National Doing Well, Radiotherapy

Scotland:; Advisory Doing Equipment

Radiotherap : Radiotherap etter Me &

di:iir:r?n?w L ERa ddr‘;rgfpaw sgngﬁm w‘;’fﬁr;
Planning 2011 A BRI Guldelines: for Health  Implications
to 2015 2012 Services 2006 to 2016

Strategic

Public Health Ffﬂrﬂf:;:';h
Outcomes

o __ Language in V
F 23 Ii: f = =
e oe, Health Social
' = Care 2016 to «\

Mational Local Health

2019

2.1.3 The core themes running through th framework within NHS Wales
are summarised as: ?(
ci

Sustainability as the fund ple of public services;

Putting citizens and pa centre of service design and delivery,
Developing a new ith citizens and patients based upon the
principles of prude and co-production;

« Providing servi ighest guality which meet the needs of individuals
consistently;

hattire at home or within the local community wherever and
whenever possible,

Using resources in a sustainable way,;

Treating people individually with dignity and respect;

Ensuring that every Welsh pound Is spent efficiently and effectively; and
Providing a first class experience for everyone who uses services,

Strategic context in Wales

2.1.4  The following section will outline in detail how the TCS Programme is aligned
to the following three National initiatives which are considered to be particularty
relevant to the TCS Programme.

« Prudent Healthcare;
« ‘Well-being of Future Generations (Wales) Act 2015; and
« Cancer Delivery Plan.

TCS PBC V1.0
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Frudent Healthcare

2.1.5

216

The principles of prudent healthcare provide a powerful framework to challenge
and improve how healthcare is provided across NHS Wales. FPrudent
Healthcare: Securing Health and Well-baing for Future Generations aims to
address the challenges faced by rising costs and increasing demand, getting
greater value for healthcare systems for patients by delivering healthcare that
fits the needs and circumstances of patients and avoids wasteful care.

Figure 2-1 Principles of prudent healthcare
The 4 principles of prudent healthcare

LARE DN thodse wilh
18 g el sl reed

Do iy WBLAT IS NEEDED

Pulsls el prodisecrah
ane BHAAL FARTHERS
e e OO0 RO THON

Whsiinuagh EVIDEMOE -BASED

[ ilgitdgl o

The Trust has ensured that the TCS Priaggs
‘prudent healthcare principies’ as su T

2 remains aligned with the

Table 2-2: Prudent Healthcare: ™MIMPragramme requirements

Prudent Healthcare To support “ais *he . CS Programme will ensure that:

Principle

'™ engagement process is at the heart of the
iz enabling the future clinical service model to be
=d around patient, public, and partner needs and the |
Public and : b and choices of patients are the organised principle for |

professionals are e delivery of care;
equal partners The relationship between patients, families, carers and
through ¢ .- cliniclans and healthcare professionals is an equal and

productio. reciprocal one; and
The future clinical service model enables patients to be
supported and empowered to take responsibility for their own

L]

Patients have access to treatment in the most appropriate |
environments, ensuring that sufficient capacity is avallable to

Care for those with prioritise care for those with the greatest need; and
LGLE-ICEILEILE G «  There is sufficlent capacity, both In terms of physical

Do only what is
needed and do no
harm

TGS PBC V1.0
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need first infrastructure and through innovative ways of working within
the future clinical service model, to enable the Trust to meet
demand for services.

Patient safety is paramount and fundamental minimum
standards of care will ahways be met; and

Patients have access to the most appropriate treatments at |
the earliest possible stage. '
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Prudent Healthcare To support this the TCS Programme will ensure that:

Principle
GELITEERTEL AP G ¢ WVCC is part of an integrated network of services organised |
variation through around a range of evidence-based pathways; and

evidence-based + There is equitable access to services for the population of |
approach __ South East Wales.

axd

Well-being of Future Generations (Wales) Act 2015

217 The Well-being of Future Generations (Wales) Act 2015 sets out a range of
overarching well-being goals and sustainable development principles to ensure
that all public bodies act in a manner that the needs of the future generations
are not compromised by the needs of the present. In particular It

« Places a statutory duty on Public Service Boards and certain Public Bodies
to improve the soclal, economic, environmental and cultural well-being of

Wales; and

« Sets out a range of overarching well-being g nd sustainable
development principles to ensure that all public t in a manner that
the needs of the future generations are K mised by the neads of
the present.

Figure 2-2 Overview of the Well-bei
2015

ure Generations (Wales) Act

ng G

re i

m’"ﬂfn,?
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A Wales of
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Z.1.8 The duties set out in the act are integrated within the Trust’s strategic priorities.
This covers areas across all aspects of the Trust such as planning, risk
management, workforce planning, performance management, financial
planning and service delivery. An overview of the alignment between key VCC
strategic priorities and how they support the Trust in making progress to
achieve the Well-being goals is provided in the analysis below.

Figure 2-3 Well-being of Future Generations (Wales) Act alignment with
TCS Programme priorities

x- ﬁ.m 3 - A Haealthear 4 . A Mora 5 - AWales of & - A Wales of T . Gl
Walkes Wakes Frpsal Wakes Cohlasive Witerant Colure aml Ao sposs ible Wales

T T Nt s Thriving Welsh
Lnguago

Service — Cur SIrategic ODjRciives

Welindre To develop a senace model fat will Gelaer curioomes,
Cancer Survival and guakly of e for the cancers palients Wiles thronagh
Centre

o ersune thal there
ard o enabke VOO W0
sapslainalke SenECes

e Transtonming Cancer Services (TCS) P
“mmmmu-"@m

tnals service Tor W0 and

1o develop and Mcrease oGl Senices IIII|

onCology Senvices o cancer patents ]Imr_
%: proAtSon of jined up cane through Emprowvemients b the (T |II| J ||

2.1.9 As acritical Stfategic priority of the medium and long term strategies of VCC, the
TCS Programme is underpinned by and supports the achievement of the Well-
being of Future Generations goals.

Together for Health — Cancer Delivery Plan 2016 — 2020

2.1.10 The Welsh Government’s ‘Together for Health — Cancer Delivery Plan’ provides
a clear strategy for cancer care in Wales and sets out the key drivers for
improvement between 2016 and 2020:

e Preventing cancer: people to live a healthy lifestyle, make healthy choices
and to minimise risk of cancer;

o Detecting cancer earlier: cancer is detected earlier where it does occur or
recur;

¢ Delivering fast, effective treatment and care: people receive fast, effective
treatment and care so they have the best chance of cure;

TCS PBC V1.0
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e Meeting people’s needs: people are placed at the heart of cancer care with
their individual needs identified and met so they feel well supported and
informed, able to manage the effects of cancer;

e Caring at the end of life: people approaching the end of life feel well cared
for and pain and symptom free;

¢ Improving information: providing improved analysis and information which
is available at the right time to the right person; and

e Targeting research: to support improvements in cancer treatment.

2.1.11 The Cancer Delivery Plan sets out the key drivers for improvement between
2016 and 2020. It recognises the rate of progress made in cancer services
over the past ten years and the excellence that exists in Wales. Notwithstanding
this, the outcomes for cancer patients in Wales still fall short of those across
Europe and the developed world in a number of tumour sites. In response, the
Welsh Government has clearly stated that the NHS must accelerate the rate of
improvement if Wales is to achieve the excellence it
desires. Therefore, the NHS Wales and its partnersqare required to work to
achieve: SV

e A reduction in cancer incidence; \;

¢ An improvement in patient outcomes; a
e The provision of high quality services WRichWwrovide people living with and
beyond cancer with a high quality

Local context - Velindre’s role in deliveri ational vision for cancer services

2.1.12 outcomes following treat owever, and whilst the centre plays an
important role in imprqyi atient outcomes,  through delivering fast and
effective, evidence bas atment and care, the centre contributes to only a
relatively small pa ystem and patient pathway. In response, the Trust
has an ambitiq ore to integrate and support the public, patients and
colleagues in the patient pathway, including in the areas of
preventiorfand diagnosis, to improve outcomes for the population.

VCC, as a specialist treatme\ has a track record of delivering very good
nt.

In order to is in a systemic way, the Trust has been actively engaging with
2.1.13 patients, families and carers, staff, LHBs and a wide range of partner
organisations involved in the delivery of cancer services to better understand
how to more fully contribute to the wider patient pathway. This has resulted in
the development of a Velindre cancer strategy - ‘Shaping our Future Together’
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(see Appendix OBC/SC/5T). The strategy sets a vision for cancer services for
the next ten years.

Our Vision:

We want fo lead in the delivery and development of compassionate,
individualised and effective cancer care to achieve outcomes
comparable with the best in the world

QOur Mission:

Providing the best care, with you, when you need us

2.1.14 The Velindre cancer strategy and the TCS Programme both seek to place
people at the centre of the conversation, identify what they valuea most from the
sefvices we provide now and how that may change in the future, and deliver it
in the most efficient and effective manner. %

the Trust over the coming years and whichgovidgs*a clear direction and a
desired future state which enables VCC 2 effe

years.

« Strategic Aim 1: Equitable andiggfsisi®nt care, no matter where;

« Strategic Aim 2: Access tprgBgfthe art, world-class evidence based
treatment;

« Strategic Aim 3: | re and support for patients to live well
through and beyond 4

« Strategic Aim 4:
innovation and Sreadpn, and

« Strategic Lo work In partnership with stakeholders to improve
prevention detection of cancer.

2.1.16 The mt% out a transformative path for the Trust and VCC which has
two distinct ents, Firstly, the development and delivery of world class non-
surgical tertiary oncology services In South East Wales. Secondly, the
potential for adding value further upstream in the cancer pathway in the

following areas:

« Public health: assisting to improve the health of the population and
preventative elements of work, and

« Primary care; assisting in improving the accurate and timely detection,
diagnosis and referral of patients.

Delivery of the Velindre Cancer service strategy

2.1.17 The Trust will actively pursue the delivery of the Velindre cancer strategy as
part of its daily business and the strategy will be implemented through two
primary mechanisms. Firstly, through the Trust's Integrated Medium Term
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Plan (IMTP) (See Appendix PBC/SC/S2) and secondly through the TCS
Programme.

2.1.18 Importantly, and whilst the Trust has established the Programme, it is clear that
the TCS Programme must support the planning and delivery of services
through the IMTP and not replace it. This is for one very simple reason; the
challenges and opportunities facing the Trust are the same. However, the
establishment of the TCS Programme will support the Trust in accelerating
improvements within VCC and across the healthcare system more generally
through partnerships with LHBs and the third sector.

2.1.19 In terms of the Programme of delivery is has been separated into two distinct
phases:

e Phase 1: Improving non-surgical tertiary oncology services.This will include
the provision of more care and treatment at home or within the local
community, the development of a Radiotherapy, Satellite Centre@, the
provision of consultant oncologists working in loca hogpitals with multi-
disciplinary teams on a planned daily basis development of a
comprehensive acute oncology service acro o) ast Wales; and

e Phase 2: Seeking to add further value
in relation to cancer. These inclu
diagnosis and detection and the gftaridqgement of patients in acute settings.
These are areas of work whe C,Currently has some involvement in,
working with partners, but weng rust believes, subject to support from
our partners, that we coul @ the system to improve further. For

example, increasing %i &f of healthy lifestyles and positive role-
e

ros&the whole pathway of services
ic health and prevention, early

modelling, providing o™ to General Practitioners (GPs) to develop
enhanced skills to cancer at the earliest opportunity and the provision
of fast track dia ts to aid early diagnosis.

Important N¢ @ e scope of the Programme Business Case relates to

Phase 1 Rs6gramme only.
Conclusion

2.1.20 The TCS Programme is at the heart of the Trust’'s plans for the continued
delivery of effective and efficient non-surgical specialist cancer services to the
population of South East Wales and in achieving our mission to ‘deliver the best
quality of patient care, world class education and research which improves lives’.

It is listed as a key strategic priority in both the Trust’s Integrated Medium Term

2.1.21 Plan (2017/18-2019/20) and within the Velindre cancer strategy. Furthermore
the Trust’s strategy and aims are underpinned by a number of other national
strategies, in particular Prudent Healthcare, Well-being of Future Generations
(Wales) Act 2015 and the Welsh Cancer Delivery Plan. The alignment of the
TCS Programme to the national strategic context and direction of travel in
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Wales will assist in the realisation of a wide range of benefits in the short,

medium and long-term.

Figure 2-4 Strategic Context for the TCS Programme
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Chapter Summary:

« The TCS Progra
Wales, includigs

o Well-b uture Generations (Wales) Act 2015; and
o G ry Plan.

« The Qrustfhas developed a Velindre Cancer strategy which sets out a
vision ncer services over the next ten years.

¢ The Trust will implement the strategy through the Trust's IMTP and
through the TCS Programme.

+ The TCS Programme has been split into two distinct phases:
o Phase 1. Improving non-surgical tertiary oncology services
o Phase 2; Seeking fo add further value across the whole pathway of

services in relation to cancer

+ The scope of this Programme Business Case relates to Phase 1 of

the overall TCS Programme only.
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3 EXISTING ARRANGEMENTS

Introduction
3.1.1  The purpose of this section of the business case is to:

e Describe the current service delivery arrangements for the services covered
within the scope of the TCS Programme;

Summarise existing service activity levels;

Provide an overview of the existing workforce at VCC;

Outline the cost of delivering services by VCC; and to

Provide a description of the existing VCC estate.

3.1.2 Providing a summary of the current model of service delivery provides the
baseline for identifying business needs and for measuring future improvements.
The difficulties associated with existing arrangements are explored further in the

Business Needs analysis in Section 5.
Current service delivery arrangements VV
3.1.3 The Trust delivers specialist non-surgical a& ervices to a catchment
population of 1.5million people using a hulyan oKe service model.
Ea

Services are currently provided across Sou t Wales from one of two main
treatment locations:

e VCC: The hub of the Trysk alist cancer services is a specialist
treatment, training, rese development centre for non-surgical
oncology; and \

e Outreach Centre me services are delivered on an outreach basis
within facilities th East Wales, including District General Hospitals

and from patj wn homes.
3.1.4 Patients ag to VCC for treatment by the following routes:

o FoIIowQerral by a GP to the relevant LHB; or

¢ Following presentation as an emergency at an A&E department.

3.1.5 Prior to referral to VCC, all patients will have been investigated and diagnosed
with a solid tumour. Some patients may have already undergone surgery. VCC’s
role is to deliver specialist and tertiary cancer treatment until the patient can be
referred back to their host LHB for ongoing treatment, management, and follow-

up.

3.1.6 An overview of the core services delivered by the Trust and a summary of how
they are currently organised between the VCC hub and on an outreach basis

is provided in the table below. A comprehensive description of services
provided by VCC is provided within the Proposed Clinical Service Model in
Section 6.
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Table 3-1: Core services delivered by VCC

Service Overview

« Outpatient services include consultation,
examination, follow-up, SACT assessment,
phlebotomy, psychology, clinical trials,
therapy services and specialist palliative
care.

* The laboratory  service provides
biochemistry, haematology/cross-matching

Outpatients

VCC
= The Outpatient department has
24 consultation rooms.

« Outpatient clinics are held five
days a week.

« Outpatient clinics are

distributed acro ing and
afternocon ﬁv

Outreach

«VCOC  delivers 17  outreach
clinics per week across South
East Wales in 10 locations.

# Clinics are predominantly led
by VCC cliniclans  with
additional support provided by
clinical nurse specialists and

treatment, brachytherapy, cheamo-
radiotherapy and radiotherapy research.
+ Radiotherapy involves the delive

Radiotherapy

type of Radiotherapy uses high-

a” treatment
regime which may ar modalities
such as surgeryf horfjone therapy or

chemotherapy.

be
energy rays, usually x-rays.
« Radiotherapy can be gQweg e sole
maodality or used as

carefully measured and distributed 3 '
radiation to treat cancer. The « The

diotherapy service is

hours per day, 5 days per
week,

service provides an
emergency service at
weekends.

and tumour marker services., It also non-medical prescribers.
supports clinical trials. \ « Many support services are
provided by the hosting LHE.
« Radiotherapy services include radical, (=T loherapy department | » There is currently no outreach
palliative and emergency planning and : r accelerators. provigion of Radiotherapy.




Overview
« SACT service covers a range of biological
therapies and cytoloxic chemotheraples,
including number of ambulatory care
procedures related to SACT.
+« SACT services include:

Sendice

o Intravenous, oral and subcutaneous
treatments;

o Research including early and |ate phase
trials; and

o Stratified, targeted and personalised
treatments and vaccine therapies.

VCC
« SACT treatments are delivered
from 18 chairs across two units.
« The SACT service operates

Monday to Friday betwean
09:00=17:00 hrs.

&

Qutreach
« VCC delivers outreach SACT
clinies from various locations,
including homecare, across
South East Wales,
« There are varlous operating
hours across the weel.

= Inpatient services cover elective and non-
elective admissions including:
o Elective SACT admissions;
o Toxicity management of SACT;
o Qutpatients requiring hydration pric
treatment; and
o Patients receiving Radiothe

EWE

55 to 47 inpatient

= There Is currently no outreach
pravision of Inpatient care.

SACT treatments.
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Current activity levels

317

An analysis of current activity levels for core services is provided below. This
is based on activity levels during 201817 which is the most recent data
available at the time of Business Case submission,

Table 3-2: Activity levels (2016/17

Type of

Service "
activity

VCC

Qutreach

Total

Courses 3,815

~ b Fractions | 51915 | - 51,915

SACT Attendances 14 659 7,893 22 552

— Admissions 2008 - 2.008

npatients Bed days 10,391 E 10,391

Outpatients Attendances 53,277 15,967 69 244

Current VCC workforce V

3.1.8 The VCC workforce is largely based at the tre, in addition to which
some deliver services from outreach locati M fients’ own homes. In

3.1.8

3.1.10

TCS PEC V1.0
September 2017

total, VCC currently employs around 70 rs of staff. An analysis of
2016/17 staff establishment is provi ble below.

Table 3-3: Staff establishment
Stafft Group

2016M7

201.1

252

67 .4
Medical Physics 55.3
Nursing 167.9
Fharmacy

The majority of the workforce is female (79%), approximately 37% of whom
work part time. The age profile of the workforce is increasing in line with other
NHS Wales organisations. In 2015 the average age of the workforce was 42 6
compared to the NHS Wales average of 44.0.

During 201617, staff turnover was around 9% and tradifionally, VCC has
experienced few recruitment challenges. However, there are a number of
highly specialised posts where future recruitment could become more
challenging. This includes the following professions:

Medical and clinical oncalogy,
Medical physics, and
Pharmmacy
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Current

cost of delivering services

3.1.11 The cost of delivering service delivery during 2016/17 was approximately
£30m. A summary analysis of this is provided in the table below,

Table 3-4: Cost of delivering

services 2016/17 (E'000
Cost category 200617

£000
Pay 28,000

MNon Pay 12,600

Gross service running costs 40,500

Dl‘l"seﬂlng income -11.000

Net Service Running Costs 29,600

Current

3.1.12 VOO was built in 1956 and in the intervenin

assets

& been subject to

extension and redevelopment. It consists of s | build, single and two
storey accommaodation. The current site plafi ™ ed below.

Flgur& 3-1 Current sltu plan
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3.1.13

Approximately 30% of the estate pre-dates 1964 in terms of its construction.
This is evident in the value of current backlog maintenance recently recorded
in the all Wales Estate Facilities Performance Management System (EFPMS).

The definition of condition in terms of backlog can be identified as;

« Condition A: as new and can be expecled to perform adequately to its full

normal life;

« Condition B: sound, operationally safe and exhibits

deterioration;

only  minor

« Condition C: operational but major repair or replacement is currently

nesded to bring up to condition B;

» Condition D; operationally unsound and in imminent danger of breakdown;

and

« Condition X: supplementary rating added to C or D to indicate that it is

impossible to improve without replacement.

Table 3-5: Backloeg maintéenance

Measure

Cost (E)
22 500

Cost to eradicate Significant Risk Backlog £ 921,194 |
Cost to eradicate Moderate Risk B 8] £ 467 891
Cost to eradicate Low Risk Ba £ 1,014,830
Risk Adjusted Backlog Cos £ 970,900 |
Cost to achieve Physl B £ 2,503,953
FPercentage of tg ed floor area in physical | % 10.70 |
condition C plu .
Cost to achie ry Health and Safety Compliance £ 302,119
Standard .
Cost to aghie Ire Safety Compliance Standard B £ 345,220
Percentag atient occupied floor area not in Statutory | % B.50 |
Health and Safaty compliance

Percentage of patient occupied floor area not in Statutory | % 9.50
Fire Safety compliance

Property Cost to achieve compliance with disability | E 207,410

discrimination standards

J.1.14 From the previous EFFMS submisgsion, the cost to eradicate high risk and
significant risk backlog has increased. This is due to the moderate risk backlog
costs reducing, but slipping into the higher risk category, Over 90% of the
Estate fire safety is being managed within category B and is in a very similar
position as the previous year. However, Risk Adjusted Backlog has risen by
32% from the previous year due fo updated condition surveys recenthy

TCS PEC V1.0
September 2017
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3.1.15 In general terms the estimated cost to achieve overall Physical Condition B has
increased to £2.5m from £735K in 201213, representing a 240% increase.

Conclusion

3.1.16 This section of the PBC has provided an overview of the existing arrangements
for the provision of specialist non-surgical cancer services across South East
Wales. This provides a baseline against which the business needs can be
compared and informs the spending objectives which provide the basis for
establishing the areas requiring improvemeant,

Chapter Summary:

« The Trust delivers specialist non-surgical cancer services to a catchment
population of 1.5million people using a hub and spoke service model.

+« Velindre delivers services at the VCC, from nu d1 cations and In
patients’ own homes.
In total, W CC curmently employs around ?Ul:l

The cost of delivering service delivery d .'r’ Was ESHm
Approximately 30% of the estate 1954 in terms of its
construction.

= The costto eradicate hlgh risk a t risk backlog across the VCC
estate has increased slg nifica cent years,

é:
O
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4 BUSINESS NEEDS

Introduction
4.1.1 The purpose of this section is to:

« Describe why change at scale (i.e. at system level and taking a Programme
approach) is required if cancer services are to meet the future neads of our
patients in South East Wales; and to

« Set out the strategic and local drivers that shape the rationale for
transforming VCC cancer services,

The case for change
4.1.Z The case for change is shaped around both national and local strategic drivers.
4.1.3  The national strategic drivers set out the key factors infilgcing the need to drive

step change through this Programme. The natio ic drivers can be
summarised through the following themas: \
d

o Improving patient outcomes; &
« |ncreasing demand for cancer mw%

« Improving the quality of services

4.1.4 The local strategic drivers idpediighg”current service limitations and how
they adversely affect the Trd Rility to deliver the required changes in
service. The local strateg fan be summarised through the following
themes:

¢ HMNeed to mest fi
o Limitations piebigs"y

o [Deficiencia @ I

41.5 Eachof n@nal and local strategic drivers are explored In detail over the
following schkiefs.

isting service model; and
urrent infrastructure.,

Improving patient outcomes

Owverview

4.1.6 There are a number of national and regional factors driving the need to
continue fo improve clinical outcomes for patients in Wales. These factors are
axplored in detail in the subsequent three sections and include;

« Cancer is a major cause of deaths in Wales;
« Cancer outcomes in Wales are relatively poor; and
« There are variations in cancer survival rates across Wales.
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Cancer is a major cause of death in Wales

4.1.7 Despite the significant progress made in preventing and freating the cancer,
the number of deaths associated with confinues to rise. Cancer causes 1in4
of all deaths within the United Kingdom with more than 75% of deaths occurring

in people aged 65 and over.'

4.1.8 There were 529,655 deaths registered in England and Wales in 2015, an

increase of 5.6% compared with 20147 Cancer was the most commen broad
cause of death (28% of all deaths registered) followed by circulatory diseases,
such as heart disease and strokes (26%).

Figure 4-1 Number of deaths and total population, England and Wales,
1995 to 2015°
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4.1.2 In Wales C Cancer Support estimated that approximately 2,000
people di cancer in 201 :’l.‘1 This has a devastating effect on individuals,
families, comMunities and the economic and social fabric and well-being of the
country. *
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Cancer outcomes in Wales are relatively poor

4.1.10 Despite recent and sustained improvements in Wales, the clinical outcomes for

4.1.11

cancer patients compare unfavourably with other countries. In short a patient
who is diagnosed within cancer in Wales is less likely to survive than if they
were diagnosed with cancer in England, Scotland or Ireland. For example,
Wales has:

e The lowest one and five year survival rates in the United Kingdom (UK) for
lung cancer;

e The lowest one and five year survival rates in the UK for breast cancer; and

e The lowest one and five year survival rates in the UK for colorectal cancer.

The difference is even starker when comparing outcomes with other countries
within the wider western world. Wales has the lowest one and five year survival
rates for colorectal, lung, breast and ovarian cancers compared with those in
Australia, Canada, Denmark, Norway, and Sweden. Fugther analysis of

international survival rates are provided in Table 4-?

Table 4-2: One and five year cancer su

Colorectal Cancer: 1 year survival rates

by nation

lorectal Cancer: 5 year survival rates
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Breast Cancer: 1L year survival rates Breast Cancer: 5 year survival rates
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4.1.12 There are a multitude of reasong riation in outcomes across countries.

idered to be outside of the system’s
er, there are a number of factors that can
be directly influenced byfthg si§tem. The International Cancer Benchmarking
Partnership identifies | factors that impact on the UK’s performance when
compared to better. IMg countries including:

e Cancers are¢
countriges

e The viatiof in survival by stage and the lower survival for advanced stage
disease n compared to other countries suggests that there is inequality
in access to optimum treatment in the UK.

There are variations in cancer survival rates across Wales

4.1.13

4114
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At a service level, the clinical outcome measure considered to most
appropriately reflect the impact and effectiveness of treatment is five-year
survival post treatment, although this does vary by tumour site. This measure
reflects the effectiveness of definitive treatment with the aim of improving
survival or to control the progression of cancer.

Table 4-2 and Figure 4-3 demonstrate that while survival rates have improved,
there continues to be a variation in survival rates between Local Health Board
(LHB) populations.
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Table 4-3: All cancers survival rates local comparison
All Cancers Cwm  Aneurin Cardiff Powys AEM

LE ] Bewvan & Vale

5 year survival

1994-1998 | 37.4% | 40.9% | 432% | 47.0% | 43.0% | 445% | 43.1% |

2004-2008 | 49.1% | 52.9% | 552% | 559% | 51.8% | 54.1% | 54.0% |

2005-2009 | 504% | 53.9% | 56.1% | 57.5% | 52.9% | 55.2% | 55.0% |

4.1.15 Of particular concern is the fact that between 2001 and 21I.‘J11l1='“:i the gap in
incidence and mortality between the least and most deprived socio-economic
groups is widening in Wales.

« The gap in one and five-year-year survival be n the least and most
deprived areas of Wales has increased;

« Cwm Taf has the lowest one-year and five-year
and Powys has the best one-year and five- ival;

+ The gap in five-year survival between d most deprived areas
has widened for bowel cancer: and

« The gap between high lung mnce%me rates in the most deprived

areas and lower incidence in the j#ashgeprived widenad,

all health boards

tive survival by health board in Wales

2008-2012

Welsh Cancer Iintelligence and Surveilance Unit = Popwlalion cancer incidence, prevalence,
survival and mortality in Wales and the catchmeant population of VOO (Auwgust 2075)

4.1.16 The vanations in survival rates between LHBs suggest that there are variations
across Wales in terms of the impact and effectiveness of cancer treatments.

"y (A06) Pepaiation cancer ncidence, monity and surdal wih Ehest 2014 updale aala.
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This is likely to be related to inequalities in the speed of diagnosis, access to
optimal treatments and individuals' take up of treatments. One possible
explanation is the variable provision of local services across LHBs as there s
a range of evidence which indicates that distance and travel time required fo
attend appointments are key factors affecting patients™ ability tu access

optimum treatments, particularly in relation to Radiotherapy sawn;:as

Summary - Improving patient outcomes:

« Cancer causes one in four of all deaths within the UK and in 2015 was the
most common cause of death accounting for 28% of all deaths registerad,

+ Clinical outcomes for cancer patients in Wales compare unfavourably with
other countries;

= \Wales has the lowest one and five year survival rates in the UK for lung,
breast and colorectal cancers;

+ \Wales has the lowest one and five year survi I rates compared fo

Ausfralia, Canada, Denmark, Norway, and Swede lorectal, lung,
breast and ovarian cancers; and b
en

« There is significant vanation in survival ra LHE populations.

Increasing demanr. t.r cancer services

Overview
4.1.17 Growing demand for canc and changes to the way in which services
are delivered has incr ssure on services. The Trust has largely

mitigated this by m utilisation and exploring new ways of working,
including extendin ours and implementing different staffing models.
This meant that ™ T 17 the Trust achieved or exceeded waiting ime targets
for cancer pati

4118 Hnweuer,@id is continuing to grow at an accelerated rate. There are a
number of influencing this including:

Increasing incidence of cancer,

Health and non-health determinant factors;

Increasing complexity and demand for Radiotherapy services;
Increasing complexity and demand for Systemic Anti-Cancer Theraples;
Improving access to Radiotherapy services;

More people are living with cancer; and

Co-morbidities of patients.

4.1.19 Each of these drivers is explored in the following sections

L i s =
Of FEda e Gy i el G ity Gnas o Brlsh Colusilig CORfaned W evsard Dadde] il Males: o FlLab il S
e
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Increasing incidence of cancer

4.1.20 The proportion of people in the UK who have been diagnosed with cancer has
increased by a third over the past 20 years and by 2020, MacMillan estimate
that aimost one in two people will be diagnosed with cancer in their lifetime®.

Table 4-4: MacMillan projections of gnosed with cancer
2010 2020

Proportion of people diagnosed
with cancer in the UK

4.1.21 This trend has also been evidenced in VWales with cancer incidence increasing
from 16,921 newly diagnosed cases of cancer in 2004 to 19,026 in 2013 - an
increase of 12%. For the VCC catchment population there was an increase In
incidence of 15% between 2004 and 2013.

4.1.22 The unitary authorities of Rhondda Cynon Taf and MWahire show the

largest increases in terms of numbers (Increases 54 respectively),
but Monmouthshire and Merthyr Tydfil show MK ative increases (at

30.2% and 29.4% respectively).”
Figure 4-3 Number of new cancer aghosed at unitary authority
and health board level in Wales b 4 and 2013

2004 Q 2013
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4.1.23 The number of cases of cancer in Wales (all malignancies excluding non-
melanoma skin cancer) diagnosed over the 1995 — 2009 period shows an
increasing trend for both sexes of 23% for males and 20% for females.

4.1.24 If age standardisation is taken into account, the European Age Standardised
Rate (EASR) per 100,000 population increase is 2.5% and 10% respectively.
In real terms, this means that every man in Wales has a one in seven chance
of being diagnosed with cancer before his 65th birthday, which increases to
one in three before his 75th birthday. Every woman in Wales has a one in six
chance of being diagnosed with cancer before her 65th birthday, which
increases to 1 in 3 before her 75th birthday. °

Figure 4-4 All cancers (excluding non-melanoma skin cancer) incidence
projections up to 2031, by sex, Wales and VCC catchment population
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4.1.25 If the current trend continues', the incidence of all cancers (excluding non-
melanoma skin cancer) is forecast to increase for both males and females. |t
is predicted that cancer incidence within the VCC catchment area will increase
by 15-20% for the male population and 9-15% for the female population
between 2013/14 and 2021 and that that cancer incidence within the VCC
catchment area will increase by 33-40% for the male population and 25-30% for
the female population between 2013/14 and 2031.

10

Cancer in Wales, 1995 — 2009: A Comprehensive Report (Welsh Cancer Intelligence and Surveillance Unit), Sept 2011.
11

Source document WCISU report (Sept 2015).
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Health and non-health determinant factors

4.1.26 The forecast growth in cancer incidence is supported by population projections
and an analysis of determinant factors in cancer incidence. Wales has a
growing population that is ageing and has an increasing life expectancy. 26%
of the fnpulatlnn is expected to be over 65 as by 2033 compared to 18% in
2008.%¢ Life expectancy confinues to improve for men (78 years) and for
women (82.2 years)." The South East Wales population that Velindre serves
mirrors the national picture. This is set out in Table 4-5.

Table 4-5: Health Board Population Projectionsi14
Projected Projected 63 1o B to 85 Life expectancy

populatio  populatioc 85 plus | plus in 2005-2010
n 2015 n 2035 in 2015 2035 Male Female
v and | 400,833 | 587,769 | 75,808 113.3&?3 6 | 829

gﬁ:ﬂ” 583337 | 601.087 | 112609 | 1 78.1 82.0
(Cwm Taf | 295380 | 298,136 | 55.207 \ 7 | 768 | 809
Abertawe

Bro 526,997 | 562,020 9678 | 774 B1.7

Morganmwg
Powys 134,302 | 134,985

49039 | 802 | 836

4,1.27 The increase in population sizgrs
East Wales will inavitably |g3

cancer services within Velindhg
incidence. For exampl a
aged 65 years and ove

4.1.28 There are a nu her factors that contribute fo the increase in incidence
of cancer;

n increase in referrals and demand on
dwfh the correlation betwean age and cancer
man 60% of cancers are diagnosed in people

« Age, gigetigmake-up, the immune system;

» Lifestyle smoking, alcohol consumption, body weight, exercise levels
and exposure to the sun; and

« Poverty, soclal deprivation and socio-economic factors.

4.1.29 Within the UK there is a significant concern that a number of the determinant
factors will align to create a ‘perfect storm' over the next decade with
exponential increases in the number of people diagnosed with cancer. Cancer
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Research UK has identified the following factors as causing cancer within the
United Kingdom: 18

« More than 40% of all cancers in the UK are linked to tobacco, alcohol, diet,
being overweight, inactivity, infection, radiation, occupation and post-
menopausal hormones;

« Cigarette smoking is the single most important cause of preventable death
in the UK and causes nearly a fifth of all cancers in the UK (including over
80% of lung cancers);

« Each year in the UK, around 17,000 cases of cancer are linked to being
overveight or obese;

« Around 12500 cancers in the UK each year are linked to increased
consumption of alcohol,

« Increased risks associated with a low fibre diet, low consumption of fruit and
vegetables, high consumption of red and processed meats and higher
intake of salt or saturated fats; and

4.1.30 This is supported by Public Health data s
Table 4-6.

Table 4-6: Summa

Cardiff and Vale Aneurin Bevan Abertawe Bro
UHB UHB Morgannwg UHB

23% of the 24% of adults 21% of adults
population smoke smoke smoke
46% of adults
46% of the surveyed reported
population consume 45% of adults that they consume
more alcohol than consume more mare alz:;c:hul than
the daily alcohol than the the dail
recommendeg 2| of any of the | dally recommended S En":; ad
amount and 2% HBs in Wales) amount.
h : amount and 29%
binge drink binge drink
27% ofaduls 1ake | Hasthe lowestlfe | 59% of adults are | 23% of adults are
activity tharmﬁts expectancy of any classed as being classed as being
guidelines LHB in Wales, obesa obese
Is the most 28% of adults take | Only 28% of adults
?:T::sif da;l;l l;i;ra deprived Local exercise or physical | eat more than five
obese d Health Board area | activity that meets | portions of fruit and
In Wales guidelines | vegetables per day |

4.1.31 Poverty and soclal deprivation also significantly increases the incidence of
cancer and negatively influences the potential clinical outcomes for patients.
This is an issue of great concern for the South East Wales population served
by VCC as it contains some of the highest levels of social deprivation within
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Wales and the UK. A comparative analysis of deprivation across Wales is

shown in Figure 4-5 which confirms that many of the most deprived population
reside in South East Wales.

Figure 4-5 Welsh Index of Multiple Deprivation

Welsh Index of Multiple Deprivation 2014

Welsh Index of Multiple Deprivation
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4.1.32 The Welsh Government and the full range of public services are taking
significant action to address these issues and to try and change the culture and
behaviour of the population. Whilst a great deal of success has been achieved
in a number of areas over the past number of years, it is clear that the
combination of an ageing population, living longer with relatively unhealthy
lifestyles, together with some of the highest levels of social deprivation is likely

to result in increased incidence of cancer in the South East Wales region and
across Wales.
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Increasing complexity

4.1.33 The pace of clinical and technological change in cancer services is rapid. As a
specialist cancer centre, VCC is impacted by the increasing complexity in the
planning and delivery of treatments, especially in relation to Radiotherapy and
SACT services.

Increasing complexity and demand for Radiotherapy services

4.1.34 The planning and delivery of Radiotherapy services has increased in complexity
for the following reasons:

e Treatment planning techniques are becoming more and more complex due to
a need to conform to the dose constraints required by the latest clinical
guidelines;

e Treatment delivery becoming more complex as it ilzdelivered with increased

accuracy in order to:
o deliver higher dose levels conforming clgse mour volumes; o

result in improved outcomes;
o provide a lower level of treatment
e Advanced Radiotherapy requires hi
previously, including the latest
necessitate more time being
benefits of Image Guided R

eNffects.
pedification equipment than used
ment’ imaging facilities which
pes patient in order to fully realise the
r (IGRT).

iQt

in capacity and demand planning because

4.1.35 These advances can creatg W&o
0j referral and activity levels are used to assess

traditionally, current andgr

whether a service will sufficient capacity to achieve the required standards
and outcomes. Why in broad terms, this approach does not provide a
comprehensive Li In"the context of cancer services as it does not take

account of tha ng level of complexity involved in delivering modern

cancer tre flith regard to Radiotherapy a more representative currency

is the ‘endlto engl’ time taken to provide the service.

4.1.36 Furthermore, and over the last two decades, there has been a major shift from
simple two dimensional (2D) planning (based on a single patient contour) and
delivery to predominantly three dimensional (3D) planning, based on
anatomical information derived from x-ray CT planning data.3D  planning is
highly computerised and a vastly more sophisticated and complex technique than
that prevalent just a few years ago. The oncologists and planning team, using
computer treatment planning software, delineate the tumour and other organs on
the planning CT scans, a process that may take several hours for a particularly
complex case, compared to fifteen minutes using 2D.

4.1.37 Figure 4-6 shows the increase in complexity and time taken to plan and deliver a
breast cancer treatment. The 3D plan allows the shaping and evaluation of dose
to both the tumour volume and organs at risk (in this case heart and lungs)
whereas this was not possible with 2D planning.
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Figure 4-8 Impact on time of technology advancements in treating breast
cancer

Technology advancement in planning
more time, less harm, better outcomes

2D Plan for Breast cancer 3D Plan for Breast Cancer

S0 I

Cares Mark up 5 mires
¥ : : Dutlining 30 m
Cares Presscnibe 5 ming
Ramoqrapnsl conlounng 10mins
Physics calculate and check 45mins

Radicgrapher Caloulalion 15mins

. Dhefrvary time 10 mins
Total planning and delivery time 50 minutes @ nring and delivery ime 300 minutes

4.1.38 The impact of this comple
attendances during the last %
total scheduled delivery §
hours in 2015/16. Thi
5.4% each year.

4.1.3%2 The increasing @ ity creates pressure on the system which may offset
increasing g% in terms of the number of attendances required for each

episode nt.

on the duration of Radiotherapy

iz outlined in Table 4-7 which shows that
g from 11,439 hours in 2010/11 to 15,128
sents an increase of 32.2% in total, an average of

Table 4-7:
2015/M186

rowth in hours in Radiotherapy attendances (2010/11 to

20141
5

14.2 15.2 16.1 16.3 16.3 17.1

2015186

201011 201112 201213 2013114

Average time
per treatment
Total time

scheduled (hrs) 11,439 | 11,892 Tz,ﬁﬂ 13,810 | 14,601 | 15,128

Growth (hrs) WA | 453 | 748 1170 | 791 | 627
% growth in

total ~ times| N/A 4% 6.3% | 93% | 57% | 36%
Sched.

TCS PBC V1.0

September 2017 PRQEESL LS



4.1.40 Work undertaken by the Trust indicates that the complexity of Radiotherapy
treatment will continue to increase and hence the overall time taken to image,
plan, deliver and verify treatments. There are several components to this
complexity:

e Target volume definition: this will increasingly involve co-registering of
diagnostic imaging information from MRI and PET-CT and multi-
disciplinary input into Radiotherapy planning from radiology;

e Advanced treatment planning: this will increasingly use computer algorithms
to optimise planning and delivery to treat the target volume and spare normal
tissues at risk. This allows higher dose delivery to the
target to improve cure rates and/or reduce toxicities from Radiotherapy by
sparing normal tissues. Planning may also take into account temporal changes
in shape or movement of the patient anatomy and target volume in the form of
adaptive ‘4D CT’ planning, which requires more extensive imaging and delivery
procedures to record and account for motion effect

%erapy delivery: this will
rra ents, new technology to

bility to adapt treatment delivery
osition, either by resetting fixed
‘adapting’ to changes of tumour
aging during treatment; and

¢ Treatment set up, verification and adapti
be affected by the complexity of bea
accurately image during treatment and
to changes in target volume sha
treatment fields, ‘tracking’ in re
position or shape identified by r

e Stereotactic Radiothera
patients are being tre
Radiosurgery, where€regtm®nt involves the delivery of relatively high radiation
doses with high jon and a reduced number of treatment fractions
compared to co Radiotherapy regimes.

The increasinexity of Radiotherapy planning and treatments has resulted
4141 in a reqy a0 increase the routine appointment slot duration for
Radiothergpy 3@ttendances. During 2007/08 over 80% of referrals were

allocated a inute slot. By 2014/15 this had reduced to only 20% of
attendances i.e. average appointment times have significantly increased.

Increasing complexity and demand for SACT services

Demand for SACT services has continued to increase due to:
4.1.42 o A continued increase in the complexity of SACT treatments; and
¢ Anincrease in the number of SACT treatment options.

Increasing complexity and volume of new agents to market is also having a
4.1.43 considerable impact for the delivery of SACT services. As well as new SACTs

being developed which have mechanisms of action similar to conventional

chemotherapy agents, there is a growth in SACTs which are being developed
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with novel ways of working, e.g. by targeting the specific pathways that cause
cancer or supporting the bady's immune system in fighting the disease.

4.1.44 Unlike the conventional chemotherapy agents which are used for a specific
number of cycles, these new agents are fypically used for longer pernods of
time as their withdrawal often results in the cancer causing pathway being

turned back on or the body's Immune system being switched off.

4.1.452 As well as an increase in the number of cycles administered to each patient,

these new SACTs have different side-effects to conventional chemaotherapy
agents. These need careful monitoring and patient follow up for longer periods
of time after the treatment has been discontinued.
4.1.4% In relation to increasing complexity Table 4-8 provides examples of how SACT
treatments have become more complex over time. In terms of standard
treatment therapies and how this has resulted in increased workload for
Pharmacy technical services and nursing staff supportiyg day case activity.

Table 4-8: Examp

les of Increasing

Cancer and Additional capacity

Previous standard Current sts ~daru

requirements to

t:::::anf therapy deliver current
Py standard therapy
Ipllimumab: Max of 4
Melanoma: cycles
1 line Pharmacy solgit Fharmacy isolator
metastatic cy ime: 20 yml E—— Pharmacy |solator
disease ' P time: 40 mins
cycle
SACT chair time: 4 SACT chair time: 4
hours per cycle hours
Gemcitabine and
Abraxane: 4 cycles
Pancreatic: acy Isolator Pharmacy isolator -
1% line time: 10 mins per time: 50 mins per Pgﬂgaﬁﬁéﬁﬁrr
metastatic cycle cycle
SACT chair time:; 1 SACT chair time: 2 SACT chair time: 4
hour per cycle hours per cycle hours
Oxaliplatin and Oxaliplatin MdG and
capecitabine: 4 cycles | cetuximab: 6 cycles
Colorectal: Pharmacy |solator Pharmacy isolator .
1% line time: 10 mins per fime: 30 mins per Pgﬂgicdyu'mlﬁ;m
metastatic cycle cycle
SACT chair fime; 3 SACT chair time: 5 SACT chair time: 18
hours hours hours
Renal: Everolimus/Axitinib | Nivolumab: 12 cycles |
Eﬂ?"ﬁ? Pharmacy |solator E:feﬂ%':ym:zgzt;r Pharmacy isolator
line) time: NiA eycle time: 120mins
TCS PEBC W10
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Additional capacity
Previous standard Current standard requirements to

Cancer and
line of

therapy therapy therapy deliver current

standard therap
SACT Chair time: 2 SACT Chair time: 24
hours per cycle hours

SACT chair time: N/A

4.1.47 The increase in complexity has a direct effect on nursing and pharmacy
resource as each SACT regimen has more individual drugs which need to be
delivered to each patient per cycle.  Similarly, the increase Iin SACT regimen
complexity, treatment options and number of cycles of treatment delivered per
patient, has a direct effect on volume of activity undertaken by the Phamacy
department in terms of clinically overseeing, reconstituting and dispensing
SACTs.

4.1.48 In addition to the increasing complexity of SACT tr
been an increase in SACT freatment options. These
are increasingly becoming available for patient g
have had limited treatment options, which will

tments there has also
atment options
istorically would
tribute to improved

17
survival) .

4.1.42 For example, in 2016, there was a 18 2ase in number of new SACT

drugs available in comparison with jie ols year. Whilst some of these
new SACTs have acted as di - ments to established standard
therapies, many have been g gfestablished treatment pathways as
additional lines of therapigs :

established SACT therapyreNghe?

Figure 4-7: The num Qnew SACT treatments available in Wales
12 é
. ~O

. O

&

bl .]J

2010 2011 2012 13 2004 2015 2016

W parenteral

W oral

=3

1)

4.1.50 This national work has also been supported by the Trust's Horizon Scanning
process who evaluate the likelihood of new SACTs undergoing a successful

L e LE RS

TCS PEC V1.0

September 2017 Page S47 of S177



health technology appraisal within the near future. For example during
2017/2018 so far, 7 drugs have already been approved with a further 30 drugs
on our ‘watch list' (as of August 2017).

4.1.51 The growth in number of new SACTs available to NHS Wales confinues to
increase because:

» More cancers are now eligible for treatment with SACTs,; in fact there are
very few types of cancer considered to be SACT-resistant and this list
continues to diminish;

« More SACT treatment regimens are available within each tumour site;

= Thera has bean an expansion in the use of adjuvant therapy at earlier
stages of the disease process and so patlents are being treated earller and
hence for longer,

« Thera is greater use of palliative chemotherapy and this is resulting in
patients now receiving a greater number of lines of freatment;

« There is an increase in the use of adjuvant and atiye treatments for

elderly patients (step change);
« Public expectations are rising in terms of th reatment that should
be available to them;
A

« Pharmaceutical companies continue t an increasing number of
new SACTs; and

« There are a wider number of appfais®and funding routes in Wales which
are set out in Table 4-9. @

Table 4-9: Funding and app outes

ommissioner funded

Funding routes ividtial Patient Fund Requests (IPFRs)
Treatment Fund

ational Institute of Clinical Excellence (MICE)

guidance

All Wales Medicine Strategy Group Guidance

Interim Pathways Commissioning Group

Individual Patient Funding Request route

Improving access to Radiotherapy services

4.1.52 The access rate for Radiotherapy identifies the proportion of cancer patients
who should receive Radiotherapy as part of their treatment. The most recent
recommendation is that 40.6% of patients in the UK would benefit from
Radiotherapy as part of their curative (radical) cancer treatment, either used
alone or combined with other modalities, 1

4.1.53 A Royal College of Radiologists (RCR) report published in 2009 identified that
the average access rate in Wales was only 36.6%. This is significantly below
the recommended access rate of 40,6% and has the potential fo negatively
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affect outcomes for patients, both in terms of survival and in terms of quality of
life.

4.1.54 It is therefore clear that further improvements are required to achieve these
levels of access in Wales as a whole, including the South East Wales population.

More people are living with cancer

In Wales more people are surviving cancer and this will require increased
4.1.55 capacity for treatment and a wider range of services to support people in living
with the impact of cancer.

At the end of 2009, almost 85,000 people were living with a prior diagnosis of
4.1.56 cancer during the previous 15 years. This equates to approximately 3% of the

total population. 19 Indeed, for a vast number of people cancer is now
recognised as a chronic condition which requires a new approach to longer term
care with individuals requiring ongoing treatment anWilitation to ensure

they are able to maximise their potential to enjoy t quality of
life possible to them. 20

Figure 4-8 Cancer one and five year relgfiveNurvival

Figure 6 Cancer one and five yegdfre survival
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The stark reality exists that a propofiioi BFpatients wilkesperiéfice a recurrence
4.1.57 of cancer. The risk of recurrence for cancer survivors is different for each person
depending on many factors including the type of cancer they had, the
treatment received and the length of time elapsed since the treatment. It is
clear that as more people survive cancer and live with it, additional demands

19
Together for Health — Cancer Delivery Plan, Welsh Government 2012.
20

Together for Health Annual Report 2015.
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will be placed on the capacity and capability of Velindre to support the South
East Wales population.

4.1.58 Thera is a need to develop a broader range of services which supports
individuals and helps them engage fully in society, including employmeant,
following their recovery. This will improve the quality of life for a large number
of people across South East Wales.

Co-morbidities of patients

4.1.59 Patients are also managing Increasing co-morbidities meaning that care Is
becoming more complex at times. The experience and quality of life and
psychological well-being that patients have through and beyond diagnosis and
treatment is equally as important as clinical effectiveness and safety

4.1.60 The likelihood of co-morbidity varies by patient factors such as age or lifestyle
factors such as obesity, lack of exercise and smoki Like cancer itself, it
increases with age, but older age and co—lﬂc:rbidity'%a ssarily coexist,

W

however the likelihood increases. Because the mgaj cancer patients are
over the age of 65, it is also the case that m ﬁka & multiple morbidities.
at

It is estimated that 70% of cancer patien st one other long-term
condition that needs managing and over asguarter have at least three other

such conditions.
Table 4-10: Proportion of peog nr:er in the UK living with other

long-term conditions21 N
LTC status

With 1 other long-terr 22%
With 2 other long-ig 18%
= 29%

4.1.61

impact cagcer g=atments that can be offered to patients as well as affecting
their rate giirvival and rate of progress from receiving treatment. For
example, patients with severe underlying chronic obstructive pulmonary
disease are not good candidates for resection of a lung malignancy, and
therefore their chance of cure is decreased. Similarly, a diagnosis of
congestive heart fallure precludes some cancer treatments. Comaorbid disease
Is also a competing cause of death. This is particularly true for older patients
with cancer, who comprise the majority of new cancers diagnosed.

4.1.62 Itis important that the requirements of patients with co-morbidities are factored
in to cancer care and the impact that it may have on patients and their quality
of life. Therefore It is beneficial to offer services and treatments that are

appropriate for |:1a@'1rlwz=.'r|ls.‘-'!2

WP S OO D DD " L LS L O 2o
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Summary = Increasing demand for cancer services:

+ In the UK, the proporion of people diagnosed with cancer has increased
by one third over the past 20 years;

= |tis estimated that by 2020 almost one in two people will be diagnosad
with cancer in their lifetime:;

s« The incidence of cancer in Wales is forecast to increase by 2% per annum
to 2031;

* The forecast increase is supported by catchment area population forecasts
and an analysis of a number of determinant factors that are related to
levels of cancer incidence;

+ |ncreasing complexity in the planning and delivery of cancer treatments
will continue to place further pressure on the delivery of cancer services,

+ Access to Radiotherapy treatment is currently lower than clinical evidence
suggests would benefit cancer patients;

=« More people are surviving cancer and this will notgnly reqguire increased
capacity for treatment but also an increased pr swuppcrl services
for people who are living with cancer; and

= 70% of cancer patients will have at lzast o ong-term condition that
needs managing and over a quanerk st three other such

o

conditions. This results in the neadNgr r services and treatments
which will also put pressure on axjol city.
] the gr.an’v ~f services we deliver

Qverview %\

4.1.63 The TCS Program s a range of opportunities fo embed innovation
and improve the services that we deliver. As part of this we have
considered a opportunities including:

. Dﬂlive@vi:aﬁ that patients value;

« Providin eater opportunities for Research and Development which
improve patient care, and

+ Making better use of technology to improve patient care,

Delivering services that patients value

4.1.54 Velindre has undertaken an extensive engagement process with stakeholders
in order to gain a better understanding of patient expectations and what it is
they want from the service (see Appendix PBC/5C/54).

4.1.65 A number of key themes emerged in terms of the improvements that are
important to service users (see seclion 6 Clinical Service Model for additional
detail). These include:

. Care closer to home: Patients want more care at home or locally, if we
can guarantee it is of the same quality irrespective of where it is delivered,
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o More integrated care: patients should have consistency of care and
treatment with services linking up both within and outside of VCC. Patients
identified the need for a single point of contact and a single electronic care
record;

o Utilise technology to deliver care in different ways: patients users
should have the choice to make use of technology for receiving
appointments and communication and for appropriate outpatient
appointments;

o More access to services in extended hours: patients should have access
to services, support and facilities at extended times;

o Better information: information should be evidence-based and guided by
professionals and should include access to treatment timelines, as well as
information packs and education sessions nwlter prepare for
appointments;

o Partnership approach: patients and & uld be involved in multi-
disciplinary team meetings and the dewglopMent of their Care Plan;

o Holistic approach: support shgfld provided in the context of patient,
carer and family and should s€ oth physical and emotional needs;

o Improved facilities: patj @uld have access to a pleasant environment
that is calm, quiet, ¢ % rful, bright, and inviting. In practical terms
patients and service s wduld like more privacy, better parking, increased

ilities as well as access to quiet areas;

toilets and changin

o Choice: pgife nt more choice about what treatment and services they
use, includ w ere and how they access them;

° Contr§l: pgtients want more control of their treatment decisions and to
ensure ocus on the things they value most in life;

° Communication and information: patients and service users want
information about their diagnosis and treatment, together with
uncomplicated and effective communication about the options they have.
They also want the communication between the providers of services to be
seamless and support their care;

° Independence: patients want to be supported to achieve their aims and the
things they value most from the services they need. They wish to retain their
independence as they live with and through cancer; and
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J Highest quality of life. Patients want to receive the services and support
that enables them to achieve the highest quality of life and delivers the
things they value the most.

Providing greater opportunities for Research and Development which improve
patient care

4.1.66 The delivery and management of high quality research is a strategic priority
within Wales. Through access to the latest, cutting edge drugs, therapies and
technologies it is possible to improve the quality of care delivered to the
population of Wales. Similarly leading and delivering a broad portfolio of
research and development activity is a fundamental element of a high-
performing cancer service which can achieve levels of quality and outcomes
comparable with the best in the world, defining cancer care for future
generations.

4.1.67 The Trust is committed to creating a world class reSgarch, capability that is
equal to the best elsewhere in the UK and Europe it ability to rapidly
translate innovation into practice, where partiqj a% research is a core
component of the clinical care delivered at V & at every patient and/or
their families can discuss options for partigfba®gn it research with their health

réSgarch centre of high standing. It has

care professional team.

tiy#ted clinicians who view research and
development as integral to t ct®e with the primary aim of accelerating
research and developmdgt can be described as ‘bench-to-

bedside-and back again’#8upp&tifg continuous improvements in the quality of
care and the outcomesi ieves for patients.

4.1.69 The opportunity j

4.1.68 VCC has an established reputatio
a wide range of highly talented aggd

0 even further and develop a wider portfolio of research
and developm would enable a step change in driving the clinical
service forwg proving treatment opportunities for patients. The ambition
is clearly ingd within the Trusts R&D strategy ‘Research Now - Fit for the
Future’ (seqapyendix PBC/SC/S5) and as summarised below:

‘VCC will perform and lead high quality clinical research Programmes and develop
innovation to improve the health of the population and achieve a reputation
for excellence nationally and internationally’

4.1.70 To achieve this ambition, a vibrant, dynamic research culture must be
embedded across the organisation which supports the delivery, advancement
and innovation of clinical care. This will help to ensure that patients will always
receive the very best treatment at every stage of their journey, and researchers
from all disciplines can engage in projects that will enhance care and enrich their
professional careers. Through delivery of its strategy the Trust will:

e Deliver a wider range of research opportunities for patients, delivered by a
broad range of health care professionals;
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e Support the national priority to generate wider economic and social benefits
for South East Wales through the development of strategic partnerships and
collaborative working within South East Wales, Wales and internationally to
achieve excellence;

¢ Play an active supporting role to partners but also fulfil the Trust’s leadership
role as a specialist non-surgical cancer centre;

e Continue to develop the areas of excellence in translational research, and
develop new areas of expertise, in collaboration with scientists and others at
LHBs and local universities;

e Enhance opportunities to integrate academic research and clinical teams,
stimulating new ideas for research, creating opportunities for academic
excellence through post graduate learning, Fellowships, and academic
career pathways;

¢ Develop and deliver new technologies safely. 'nt%e clinical practice;

¢ Innovate new methods of delivering qare ®gd adopt these appropriately,
gathering and sharing evidence of

in and outside South East Wales
b¥agenda that supports the triumvirate of
ademic excellence, and evidence based

e Align the wide range of expefss

highest quality clinical ¢2
innovation; \

¢ Provide the resource acity and infrastructure) required for the consistent
delive y of high wyiinnovative research;

e Horizon scmaintain our position at the forefront of cutting edge

resear((;;
e Attract, elop and retain quality researchers across all disciplines and
professions; and

¢ Further develop strategic and collaborative partnerships with local academic
institutions such as Cardiff University, the University of South Wales and the
Positron Emission Tomography Imaging Centre (PETIC).

4.1.71 Many of the ingredients are present in South East Wales with a large number of
leading academics and researchers; a highly talented group of clinicians; a
number of leading academic institutions; a wide number of research and
development organisations and bodies; and a supportive government. The next
phase requires a bold vision and clarity of thought to develop an internationally
recognised cancer research institute which will bring significant benefits to South
East Wales and indeed to the country as a whole.
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Making better use of technology to improve patient care

4.1.72 The technology and techniques used to provide cancer services have become
increasingly sophisticated over the past decade and this trend is likely to
continue. The use of more complex technology in terms of diagnosis, planning
and treatment, has offered the opportunity to provide patients with more focused
treatment which is safer and more accurately targeted which can often be
delivered at home, or close to home requiring fewer attendances at VCC.

4.1.73 Developments in Radiotherapy are perhaps the most dynamic and VCC, with the
support of the Welsh Government, has been able to implement a number of new
technologies to provide real benefits to patients. These include Stereotactic
Body Radiotherapy (SBRT), Image Guided Radiotherapy (IGRT) and Intensity
Modulated Radiotherapy (IMRT). It is this type of innovation which allows
talented clinicians to achieve the best possible outcomes for patients and
continue to drive forward service developments.

4.1.74 Notwithstanding these important developments reaI opportunity to go
further and faster in South East Wales and fu tin a range of technology
which is being used in centres across the U tern world. Cancer centres
such as The Royal Marsden Foundation Trust, The
Christie NHS Foundation Trust, and T, MacCaIIum Cancer Centre in
Australia are routinely using SBRT age Guided Brachytherapy (IGBT),
on-line imaging PET scanning a . otion control to name a few.

4.1.75 The uptake of pioneering t and accelerated pace of implementation
offers a number of adva

e Improved levels of for patients as treatment is more focused and
healthy tissue_is aged;

e Improved c %' omes

e Improv R ities to advance research and development;

e The devglopmgnt of a reputation and brand that is recognised internationally;
and

e The ability to attract and retain clinicians, physicists, radiographers and
support staff that are recognised as leaders in their field at a national and
international level.

4.1.76 It is vital to acknowledge that cancer services are driven by technology and
standing still is not an option as in real terms it means the service is going
backwards. Currently, VCC is not able to keep pace with the organisations
widely acknowledged as in the best in the UK and internationally in securing and
implementing technology.
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Summary = Improving the quality of cancer services:

+ Stakeholder and patient engagement is at the heart of the TCS
Programme. As part of an extensive engagement process the Trust has
listened to what patients value and want. In summary, patients have told
us that they want:

o Improved access to services including extended opening hours, better
information and more options for receiving care close to home;

Want to have more choice about what treatment and services they use;

Want to have more control of their treatment decisions;

Retain their independence as they live with and through cancer;, and

Care to be delivered In improved facilities. In practical terms patients

would like more privacy, better parking, increased toilets and changing

facilities as well as access to guiet areas; and

o More integrated care which involves patients and clinicians working in
partnership to deliver holistic care.

LT o |

research is a
er service which can
le with the best in the

+« The development of l|eading international
fundamental element of a high performi
achieve levels of quality and outcomes gbim
world; and &

+ The development of increasi
drive advancements in cancer

improve clinical r::utn::nrne
treatment which is saf&r
to care closer to hﬂrnQ

i1slicated technology continues fo
*presents opportunities for VCC to
ding patients with more focused
clrately targeted and increases access

N¢ ed .0 meet future forecast demand

Forecast future gemangd will exceed capacity

4.1.7T Based on the evidence described previously it is anticipated that there will be
accelerated growth in demand for cancer services In relation to

« The increasing incidence of cancer;
« Increasing complexity of cancer services, and
o Improvements in access to cancer services.

4.1.78 In response the Trust has established a long-term strategic approach to
forecasting future activity and has developed, in partnership with elinical
colleagues across South East Wales, a set of clinical growth assumptions up
to and including 2031/32 and as summarised Tabla 4-11.

4.1.79 The activity growth assumptions are sel across two time frames. The first time
frame is from 2016/17 - 2022/23 where the Trust believes it has a fair degree
of certainty in terms of forecasting future activity. The second timeframe is
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from 2023/24 - 2031/32 where there is less certainty when forecasting future
demand (e.g. stratified approach for SACT versus greater incidence of cancer)
and the Trust has therefore opted to revert to the forecast incldence of cancer
{(2%) as provided by WCISU., The Trust has chosen fo fake this long-temm
approach to forecasting activity to try and ensure that there is sufficient service
capacity to meet future demand.

4.1.80 These assumptions, following the avallability and validation of 2016/17 activity
data, have recently been reviewed by the VYCC Senior Management Team and
by VCC service and clinical leads respectively. The main output of this review
was a reduction in assumed growth rate for radiotherapy from 4% to 2%
between 2016/17 and 2022/23. However, it should be noted that through this
review concerns were ralsed by VCC cliniclans as to why the previously
assumed growth rate of 4% has not presented over the last two financial years
as the cause is unclear. In response the TCS Programme clinical lead has
commissioned further analysis through the VCC Radigtherapy Development
Group.

Table 4-11: Ke
Annual ¢ o vth a sumption/years

201617 - 20,7223 2023/24 - 2031/32

Radiotherapy ..

Service

SACT

Inpatients 2%

Outpatients and g0¢
Ambulatory Care

Radiclogy (CT & MR.’ 29,

and Nuclear Mea. ~imw

4.1.81 In addition
clinical gragf

exercise has been undertaken o compare the Trust's
assamptions against those from other cancer cenfres across the
sgoeen as obtained from the following organisations and the
marised in the table below,

The Beatson West of Scotland Cancer Centre;

The Clatterbridge Cancer Centre NHS Foundation Trust;
The Christie Cancer NHS Foundation Trust;

Leads Teaching Hospital NHS Trust; and

The Royal Marsden NHS Foundation Trust.
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Table 4-12: Key growth assumptions
Annual growth
assumpfion/years
0111 - 2023124~
2022123 2031/32

Other cancer centres
annual growth
predictions

Peer Site A = 3.8%""
Peer Site B 1.5
Radiotherapy 2% 2% Peer Site C — 3%
Peer Site D = MNA
Peer Site E — 4.0%""
Peer Site A = 4 = 5%"
Feer Site B -7-8%**
Peer Site C — N/A
Peer Site D = M,
FPeer Site E — 5-6%""

Service

Hate: M/A = data was not available,

Mote: Itis imporiant to recognise that clinical growth projecti asily accessible, In
recogniion of this the Trust undertook a mixed methods app re this data throwgh

the development of an in-howse Cancer Services i oolkit and data available n
corporate straleges/reparts.
t the

4.1.82 The wvalidation exercise demonstrated
assumplions were in ling with those
where this data is available.

Trust's clinical growth
cancer centres across the UK,

4.1.83 Applying these forecast g
aclivity projections to 2
delivering services. A 5

the Trust's baseline position provides
d upon existing arrangements for
15 Is provided in the table below.

Table 4-13. Fore
increasing

ity levels for core services as a result of

201617 2022/23 2031/32

Radiothr rapy
SACT Aftendances

e nationts Admissions 2 008 2 482 2 967
pa Bed days 10,391 12640 | 15106
Outpatients Attendances 69244 | 81573 | 07.488

4.1.84 The impact of the forecast increases in service activity will be significant as
Velindre, without additional investment, will be unable to meet patient demand
from within existing capacity. Failure to provide sufficient capacity is likely to
result in increased wailing times, reduction in avallable services and increased
costs associated with outsourcing services, All of this is likely to result in
reduction in sarvice quality, patient experience and outcomes,
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Summary = Forecast future demand exceeds capacity:

+ |t is anticipated that there will be accelerated growth for the core services
delivered by VCC over the next five years.

= Velindre will be unable to meet patient demand, in the medium-term, from
within existing capacity and without investment.

Limitations of the existing Service Model

Derview

4.1.85 Cancer services in South East Wales provide the majority of patients with high
guality care which achieves a good outcome. However, as is the case with any
sefvice, there is the opportunity to make further improvements which will
benefit patients and their families and place servicesen a more sustainable
footing. B\/

5.21.1 Achieving the best possible clinical outcomes eRopulation of South East
Wales will require primary, secondary care i 5 a speclalist centre, to

work together to ensure cancer is preveniagd w possible or detected and
diagnosed early and the best treatmen red quickly and effectively.
5.21.2 The existing Service Model presen ge to improving clinical outcomes

bacause of the following facto

clinical outcomeas Nere are significant variations in the referral and
conversion ratesgigr (hoeht suspected cancers across primary care,

« The fa - evidence suggests that faster access to services and
Watm&iﬁmnﬂy improves patient outcomes;

« Varlatio e avallabllity of services at the VCC and across South East
Wales,

« Alack of dedicated consultant oncology presence within Local Health Board
services to support enhanced multi-disciplinary working;

« A palliative care service that is not always able to provide patients with the
requirad care in the most appropriate sefting; and

« [Data and information sharing is not optimised fo enable the right decisions
at the right time.

The need for earlier detection and diagnosis: VCC could add additional value

4.1.86 The early detection and diagnosis of cancer Is one of the most fundamental
drivers for improving clinical outcomes. This well-known factor was highlighted
by Professor Mike Richards in the National Awareness and Early Diagnosis
Initiative Conference (2008) which concluded that between 50% and 75% of
avoidable cancer deaths were due to people being diagnosed with cancer at
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4.1.87

4.1.88

4.1.89

4.1.90

an advanced stage. This significantly limits the treatment options available and

potential clinical outcome.”® This is evident in breast cancer cases where, if
detected and treated early, the five-year relative survival rate is 99% for localised
cancer. For regional disease this reduces to 84% and where cancer

has spread to distant organs to 24%.*

The Cancer Delivery Plan for Wales 2016-2020 acknowledges that GPs in Wales
refer in the region of 80,000 patients annually on the basis of an instance of
suspected cancer. Many symptoms are not specific to cancer and, currently,
on average only approximately 10% of referrals for suspected cancer will
subsequently result in a diagnosis of malignancy. Primary care practitioners
require greater support in terms of the provision of effective risk assessment
tools, training resources and access to specialist oncology advice

The Cancer Delivery Plan for Wales 2016-2020 also highlights a number of other
areas of weakness or areas for improvement within t@ent system. These
include:

¢ A lack of public awareness of red flag sympt rgiring prompt assessment
by a GP;

e The perceived reluctance, on the part ®§.certqin individuals, to ‘bother’ GPs,
and;

e The inconsistent application of gReyNgterventions such as holistic needs

assessments, the allocation of k s and the provision of on-going care
plans. 9
Macmillan (2014) have e in Wales in this area, identifying that
primary care and link unlty professionals are vital components in
providing continuous a 0|ng care for people affected by cancer throughout
their diagnosis, tre nd beyond. Effective primary care input is vital as it

has extensiveg”KMgWedge of the support services that are available
locally and ca @ 0 sign post people accordingly. They go on to conclude

that Q

e Whilst a ber of tools, processes and guidance developed by, and for,
GPs and their clinical colleagues in primary care to support their management
of people affected by cancer are available, there is no overall
comprehensive framework which describes what resources exist to provide a
benchmark for the care of cancer/potential cancer patients; and

e There is no easily accessible single source of information on cancer for GPs
in Wales to help them deliver the aims for primary care set out in the Cancer
Delivery Plan.

It is clear therefore that immediate and decisive action is required to improve
detection and diagnosis rates within primary care to increase the likelihood of the
optimal clinical outcome being achieved for the patient.

23

http://scienceblog cancerresearchuk.org/2008/11/25/detecting-cancer-earlier.

24

American Cancer Society (ACS). (2013). Breast cancer facts & figures 2013-2014. Accessed Jul. 8, 2014, from
http://www cancer.org/research/cancerfactsstatistics/breast-cancer-facts
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4.1.91 Achieving earlier diagnosis of cancer has long been part of the strategy for
improving cancer outcomes in Wales and is a key feature of the Velindre NHS
Trust Cancer Strategy. This was formalised with the introduction of the urgent
suspected and non-urgent suspected cancer targets within Wales.

Lack of a comprehensive Acute Oncology Service (AOS)

4.1.82 The current system within South East Wales often sees patients with a primary
diagnosis of cancer presenting at an A&E department where there is less
oncological clinical knowledge or expertise available to them given the acute
focused nature of the A&E service. This can result in patients being admitted
onto a general medical ward for a test and waiting longer for an accurate
diagnosis. There is compelling evidence of poorer outcomes for patients
presenting as emergencies, which is an indicator of a sub-optimal system. 2

4.1.93 There are also occasions when patients become unwell at VCC whilst receiving
highly toxic treatments and suffering sepsis as an exagle.Typically, these

patients are treated at VCC, given their need for [ oncology care, but
on occasions it may be necessary for the patien!@sferred.Patients are
to

then transferred via an emergency ambulan appropriate Local Health
Board for critical care.

4.1.94 Patients can also experience unnece
a cancer patient are not sufficien
system at a place which is not gp
A&E. This delay and sub-optig
the patients’ outcomes and

its for treatment as their needs as
tood or they enter the health care
e for the care they require such as
an have serious and adverse effects on
e of the service and also increases the cost
of that care for the ih¥patients often experiencing an increased
length of stay in an ac ting. This is typically exacerbated by admission
onto a general medical where patients do not always receive the required
level of oncologica e required to manage their condition.

4.1.95 A significa of work has been undertaken by LHBs, VCC and other
partners ifi So ast Wales in developing primary, acute and non-acute
oncology Sgrviges to improve the early detection of cancer and increase the
likelihood of patients being managed on the most appropriate care
pathway. For example VCC has worked in partnership with Aneurin Bevan
LHB to introduce an AOS for cancer patients.  This service enables VCC to
provide expert advice and support to specialist acute oncology nurses located
within the LHB in identifying and effectively managing patients who present with
oncological symptoms.

4.1.86 The service has been running since October 2013 and has demonstrated the
significant improvements that have resulted from the service and the very clear
benefits in patient safety and outcomes that have been realised.To date the
team has:

e Been directly or indirectly involved in the care of 729 patient admissions;

25
Improving Outcomes: A Strategy for Cancer Second Annual Report 2012, Department for Health.
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« Seen 281 patients and provided telephone advice to 36 patients with over
85% of patients being seen within 48 hours of admission,

« [Improved compliance with key measures in neutropaenic sepsis with an
increase from 66% to 100% pts now receiving the comact antibiotics, an
Increase in compliance with the pathway from 50% to 86%;

« |mproved compliance with metastatic spinal pathway e.g. an improvement
in the compliance with patients having an MREI within 24 hours from 61% fo
85% and the mean time to Radiotherapy treatment from 50 hours fo 24
hours in line with best practice; and

« Achieved a reduction in length of stay for cancers of unknown primary from
11.5 days to 9.5 days after the AQS was established and reduced length of
stay for spinal cord compression pts from 25.1 days to 5.2 days. In addition,
junior doctor teams have been supported, through key decisions and
protocols, for example with de-escalation of antibiotics.

4,197 The patients’ experience of the service has
improved, This is illustrated by patients with Cance
Prior to the AOS this patient group did not routinel
team now ensures that patients have appro
whilst providing a point of liaison for prima

bean significantly
known Primary,
amed nurse. The
farmation and support
dary care,

4.1.98 The clinical team experience has also i arkedly as illustrated by this
real life story from a cliniclan (exty : gclual note provided by the
clinician):

it n over august bank holiday - patient had

gith neulropaenic sepsis and unwell - Wife of
g Sister) on the Monday bank holiday stating
san excellent on amval fo A&E on the previous
hand had been seen swittly in A&E — AQS nurse
! arrival as promised by the VCC chemo pager.
s started immediately — "they already knew everything
Eband's case, | didnt have to explain anything — they were

support team. 'Re
been admilted o R
patient called [l
that everythigamis

brifliant’

4.1.99 Further support is provided by VCC to Aneurin Bevan, Cardiff and Vale and

Cwm Taf UHBs to optimise the quality of the current network of services, with
VCC consultant oncologists providing clinics at each of the acute sites. This Is
an example of an approach which has significantly improved the guality of care
at Aneurin Bevan for patients and has been recognised as achleving a step-
change in best practice in a sustainable way. This, together with a range of
other developments being taken forward by the Local Health Boards, could be
further developed to help further improve the system.

4.1. 100 VCC views the implementation of the AQS model across South East Wales as
being a key enabler for improving the system in sustainable way.
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The need for faster access to treatment

4.1.101 Access to fast and effective treatment and care are key determinants of clinical
outcomes. The current standards for Radiotherapy and chemotherapy waiting
times are guided by the Joint Collegiate Council for Oncology (JCCO) (1993),
which set a maximum 28 day target for radical Radiotherapy, a 14 day target for
palliative care, and a maximum 48 hours target for emergency Radiotherapy. For
SACT the waiting times for adjuvant treatment are 7 days up to 21 days for non-
emergency SACT and a target of 48 hours for emergency SACT.

Within VCC there has been considerable work to redesign systems and
4.1.102 processes in order to reduce waiting times. This is exemplified by the reduction
in waiting times for head and neck Radiotherapy from 28 days to 14. This drive
for continuous improvement will continue through the implementation of the
enhance service model which is supported by the latest technology to drive
improvement across all services and all sites in a sustainable manner.

However, it is evident that the demand for Radj Nwill soon outstrip
tb

4.1.103 capacity and this will see a significant increase igm aits for patients. The
pace of increase in median waits will initiall N y process and system
improvements but this will be for a limitedp®&od Yiven the expected rate of
increase in demand.

The Trust also performs well agai e day target for SACT with 93% of

4.1.104 patients commencing their treat ithim 13 days. However, the future picture
is a similar one to Radiothera indeasing levels of demand likely to impact
upon the service s abilit tinually reduce waiting times. VCC is

continuously exploring
short-term to ensure pat
unlikely that this wil '

S | ch additional capacity can be created in the
continue to receive timely treatment.However, it is
long-term sustainable solution.

ices at VCC and across South East Wales

Variation in availabili’
The currefit sef€ model has developed over time, providing a number of
4.1.105 services osgl the region in response to demand. These services include
outpatient cliffics and SACT assessment clinics in LHB hospital facilities, and
also SACT delivery sites in locations including hospitals, and others including
mobile facilities.

In most, these are supported by staff from VCC. As a result Velindre teams are

4.1.106 spread over a large geographical area and this affects the type and efficiency of
service provided both at Velindre and within Health Boards as described in more
detail below.

There are different limitations within the outpatient departments across the
4.1.107 region and this impacts the facilities provided, room availability, room size and

the support services available e.g. phlebotomy & pathology. This impacts the

flow of patients leading to longer waits in sometimes crowded waiting rooms
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as well as the inability to provide clinics closer to where patients would prefer
their care to be delivered. The availability of staff to run clinics impacts the level
of efficiency of outpatient services in the cancer centre and varies by day of the
week so services are less efficient. The lack of an e-scheduling system for
outpatients also inhibits better usage of available rooms and spaces.

4.1.108 In order to receive SACT, patients have to travel to a number of locations with
some treatments only available at the specialist Cancer Centre e.g. some
complex treatments and clinical trials. The vast majority of treatment is less
complex and can be provided in locations closer to patient's homes. Some of
these services have developed over time to meet various needs and have not
been developed in such a way as to provide a full or comprehensive service.
This means more could be done locally that currently happens still at the Cancer
Centre.

4.1.108 Although there are currently 11 different sites deligag CT across South
East Wales which on the surface appear to o r@d distribution for the
region, this is a sub-optimal, fragmented a MX ble service because of

f staff working at each site.

4.1.110 Currently some chemotherapy infusig ger than a site may be open for

therefore cannot be given at this Ig€atipn Nledical cover may not be available
Ilajffle when a doctor is not on site. There
is a lack of opportunity to deve eMalist care closer to patients’ homes due
to a lack of research, speci ¢ health professionals and cancer specialist
nurses

4.1.1110nly 38% of patj
Experience Sury
discussed with

participated in the National Cancer Patient
stated that taking part in a clinical trial had been

c®mpared to 29% in Wales as a whole.

4.1.112 For patienfs thisolly provides limited choice so many have to travel further than
they wouldegrefgr in order to receive the treatment they need. A typical example
of this is shown below where a patient who was being treated for breast cancer
attended a number of sites as part of their pathway of care to be seen in the
outpatients departments and to receive SACT. The flow shows that in this
instance the maijority of visits were to the Cancer Centre and not to the patients
nearest location, resulting in extended travel time on multiple occasions.
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Figure 4-9 A typical patient pathway
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4.1.113 The lack of a regional unscheduled care pathway means that patient location
and clinical expertise do not always patients often admitted to their

local hospital while oncology expegfSe, be at VCC. This has an impact on
various aspects of care increasj of stay repeated investigations and
use of resources.

4.1.114 The majority of VCC S@ h clinics have developed organically over a

prolonged time period is recognised that improving the overall efficiencies
associated with th h clinics is a key factor in increasing daycase

the outreagh cl fics differs and VCC'’s ability to deliver efficient services at these

clinics is de ent on the following variables:

e number of chairs available at each site;

e availability of medical cover required for certain treatment options;

e whether or not the clinic needs to be set up in advance of patient

attendance;

opening hours of host location;

duration that daycase clinic may stay open for;

nursing staff travel time to the outreach location;

availability of Pharmacy Technical Services to support each outreach

location;

e mode of delivery of SACT to the outreach location: nurse or other transport
system; and

e patient willingness/ ability to attend certain outreach clinics and number of
patients suitable to attend any given clinic on a given day due to needing

capacity
4.1.115 Fundamearq,zQapacity which is available to deliver SACT across each of
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to have had a pre-SACT assessment within a certain time frame prior to their
daycase appointment.

4.1.116 Each outreach clinic has its individual challenges associated with the delivery of
efficient services. This is demonstrated by significant variations in utilisation
rates by clinic across the service.

4.1.117 A key aim of the TCS Programme is to improve the productivity of the SACTs
service by:
e Consolidating outreach clinics to realise efficiencies;
¢ Increasing the use of mobile units for shorter infusions/injectable;
e Implementing e-scheduling (more effective scheduling and anticipated

efficiency gains- to be quantified); and

e Expanding home care provision.

4.1.118 Flow of patients through the inpatients w ited by the lack of an
assessment unit, where patients could be b% ged to avoid unnecessary
admissions and provide a potentially quickRy int@&vention to manage symptoms
and control their condition. Currently s ients are admitted to the inpatient
unit that could be better managed i bulatory care setting as a day case,
for example some brachytherapy e are admitted overnight and some

patients attend inpatients rath ulatory care for procedures like blood
transfusions. Indeed some re admitted into VCC that possibly should
be managed within the L &

s closer to home.
For some patients wh e been admitted to VCC, packages of care and
4.1.1189 discharge process protracted if patients require a home assessment.
i ecialist Allied Health Professionals within LHBs can
s not receiving the same level of support at within the
that provided within VCC, given its sole focus on cancer

outreach g€
services.

Radiotherapy is currently only provided at VCC which means uptake of
4.1.120 radiotherapy treatment might not appeal to patients who live quite far away from
the centre. In some circumstances, patients may be admitted to a District
General Hospital as an emergency but require Radiotherapy which is at VCC.
This poses problems when Radiotherapy expertise is required but the clinical
oncologist is not at routinely available at the District General Hospital to support
the multi-disciplinary team in managing the care and treatment of the patient.

Radiotherapy services at VCC are currently available for five days a week for
4.1.121 radical, palliative and emergency patients. There is a weekend service for

emergency patients but this is not provided as a funded service and is therefore

considered fragile. The current level of service provision at weekend’s results
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in some routine patients having interruptions to their treatment plan. While this
does not affect the overall outcome for the majority of patients, there are a small
number of patients who would benefit biologically from uninterrupted
treatment. Similarly, it significantly affects the flow of patients through the
Radiotherapy service as a result of the scheduling requirements for patients
who require uninterrupted treatments. This can often result in a reduced
patient experience and increased length of stay for patients receiving their
treatment as inpatients.

Lack of a dedicated consultant oncology presence within Local Health Board
services to support enhanced multi-disciplinary working and better management
of patients

4.1.122 There is insufficient oncology presence in secondary care which impacts the
level of quality that is able to be provided to some cancer patients. This is
specifically acute at Multi-Disciplinary Team (MDT) etlngs where oncology
input would significantly improve the team’s ability d| , plan and deliver
the most appropriate care in a timely manner.

4.1.123 There are a number of primary causes of th Firs e location of where the
MDT is held. For example, the MDT may in istrict General Hospital while
the oncologist may be based or workin ther site across the region at the
same time. Second, there is also r insufficient time built in consultant
oncologist job plans to enable th rk within the MDT in a substantive
manner, given the requweme atient clinics across the region and at
the VCC. Third, there are nt oncologists working within the current
funded workforce at VCC y undertake the additional requirements.

4.1.124 The outcome of this n delays in treatment planning for patients and
agreement of thelr options.

Information for patle upport joint decision making:

4.1.125 There are@mﬁcant number of data and information solutions which are
currently codeered to be sub-optimal and which do not facilitate joint decision
making between clinicians and patients. Currently the NHS design of services
does not support patient’s access or patient electronic information sharing. The
design was based on a healthcare centred view of services, with very tight
controls of information sharing outside the organisations boundaries. This was in
order to maintain privacy, security and the integrity of patient care.

4.1.126 To ensure in the future patients will be able to look after their own well-being and
connect with health and social care services these are all required to be
reengineered within the national designs for the benefit of thepatient co-
production and cross organisation collaboration. The maintenance of privacy,
security and the integrity of patient care will still be retained but the patient will
get increasingly improved access as each of the systems are reengineered to
support this.

TCS PBC V1.0

September 2017 Page S67 of S177



4.1.127 Currently patients will attend VCC or an Outreach location for consultations or
treatments. These journeys can be quite arduous and stressful to patients. They
can entail waiting times for collections and pickups by public transport or
ambulance, travel times to and from the locations, queuing times in traffic,
waiting time onsite with the potential of further delays due to service issues,
sometimes also protracted periods of treatment. These all occur when the
patient is physically and psychologically in a compromised position.

4.1.128 During this process the patient does not currently receive test results, treatment
or diagnosis reports electronically. They are able to view their patient record
onsite at their request. They are also able to provide consent for copies of their
patient record be shared with other health professionals to support treatment
decisions. Consent may also be provided for sharing the patient data for legal
reasons.

4.1.129 Additional resource and development time is required to reengineer the existing
services to meet all the future patient service requirerdgnts. Agreement on the

best design to make this accessible to patients will % quired.

developed in order to allow rationali stems in use within Wales and
better cross organisation movemengofgta® In the main the national systems
still maintain organisational bgsg ilg€ of clinical information. The cross
organisation data sharing is sti re&’ambition as these designs are improved
e.g. national image sharin \ aFresults and national documents.

Supporting clinicians and healthcare profession&
4.1.130 The most current NHS national design_of ?Vic s ‘the national roadmap’ was

e very initial stages of the ‘national roadmap’ of
services and the téns in use for Patient Administration System (PAS)
and Electronic Bali cord (EPR) workflows do not integrate with newer
national desigc their first inception over 20 years ago, the Velindre

design of pecome very dated. Although they continue to provide an

4.1.131 Velindre are currentl

essential gervicg and were very progressive for their time the out-dated software
necessitat replacement to a modern design and technology. In order that
these can still be supported these will need to be replaced and existing data
migrated as a first step.

4.1.132 The software supporting the national service PAS and EPR is also no longer
supported by Microsoft; due to its age of design. This means no further
development or changes can be undertaken without further risk to service
stability being introduced. The age then introduces a whole raft of further
issues/risks of supportability to maintain a service of this age in terms of:
service stability how long this can be sustained; the server requirements and
how long these can be maintained to support this age of design, the increasing
risk of cybersecurity due to the age of design, the limited secondary use of data
available from this design of service, the quality of the data against modern and
ever increasing requirements, the lack of adherence to more modern national
standards, the lack of integration capabilities with newer national designs and
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the diminishing pool of skilled resource to manage and maintain the sarvice of
this age.

4.1.133 The lack of integration capabilities with newer national designs is now a barrier

4.1.134

SUMMary:

A summary of the main limitations assmﬂ
Table 4-14: Summary of e limitations

for the implementation of clinical IM&T service improvement, as VCC cannot
progress full implementation of all national products and integration with local
solutions. The next design of these services will however need to be
engineered to include the latest version of the existing national PAS with the
bast of the EPR workflows, the national view of data collaboration with health
and social care services, plus ensuring patients can connect with all of these
for the benefit of the patient co-production and cross organisation collaboration
warking.

Clinical information is exchanged across the healthcare system but this is often
at the expense of additional third party services or ad-hoc sharing
arrangements rather than integrated national services e.g. radiology images
are exchanged electronically by an NHS England Sgitiatiye which health
organisations subscribe fo across the UK for dat . Clinicians also
have to resort fo using multiple logons to accee@!symms in order to
access patient data which can become very ming, problematic and
tiresome. This information can also nee reed from a number of
locations, some often accessed via other orgnis3tions; rather than benefitting
from access to a single system an to aII patient data, readily
available in one single plaﬂa

sarvice delivery is provided below

Core Service Current service = Limitations
Patient me patients travel long distances to receive treatment;
ptake of Radiotherapy treatment (access rate) below best
practise guidance.
Operali - Centralised delivery model (100% of Radiotherapy treatment
Model delivered at VCC).
Radiotherapy - Insufficient capacity to meet current and anticipated future
demand;
D;ﬁ";::‘;: - Lack of operational resilience machine to limit service impacts of
unplannead machina breakdowns;
- Lack of ability to deliver research/service development due to
operational pressures.
- SACT facilities across South East Wales are sub-optimal;
Fg;l::;:‘:::ﬁ - Variable access/avallability of outreach SACT facilities,
- Limited opportunities for homecare delivery.
SACT - Largely centralised model of care (VCC 65% of activity / 35%
Operalional activity at HB/<5% home);
Model - Fragmented delivery model across outreach locations;
- Low utilisation of chair capacity at some outreach locations.
TCEPEBC WD
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Core Service

Current service — Limitations

- Limited capacity to meet anticipated future demand;

Demand & - Delays in being able to implement delivery of new systemic
Capacity therapies;
- Inefficiencies in SACT delivery as a result of the current delivery
model.
- Patients may not be admitted to the most appropriate locations
for treatment;
Patient Care/ | - Some patients may stay in hospital longer than necessary due to
Experience delays in accessing specialist input;
|ﬂPﬁtrg'§= S g - Lackyr:rf assessm;ﬁl fggllltles meF:rl'ls some patients admitted
unnecessarily.
Operational |- No clear operational delivery model in place across South East
Model Wales for the provision of the AQS.
Patient Care/ | - Poor patient experience as a resulf of sub-optimal outpatient
Experience facilities at VCC & QOutreach |
- Qutpatient services are pra niralised with 65% of
activity delivered at VC 0% of patients living outside of
Cardiff;
Operational |- Lack of avallability &amme& (e.g. CNS/AHPs/
Model Research) in nulreén
- Challenges a with information sharing;
Outpatients - Limited smpe%edldne to help meet demand in novel
Ways,
- Insuffici ity to meet current and anticipated future
Dgﬁm; - \ X to Increase phyg.lcal capacity at VCC (e.g.
| Qutpatient facilities);
- ncies of outpatient clinics as a result of the current
ary modal,
Patient ients attend W CC for radiological investigation unnecessarily;
Experignce Patients wait too long for radiological investigations/results,
rati - Lack of clear strategy for where patients are best investigated,
Radiology ﬂpﬁmdﬂ - Inefficiencies: investigations repeated due to lack of information
sharing.
Demand & | - Insufficient capacity to meet anticipated future demand leading to
Capacity lengthening waiting times.
- Imability to set up and recruit to high quality research in LHEs;
Patient Care/ | - Education is fragmented, inefficient and variable;
S Experience |- Informatics platform that is unsupported, fragile and unable to be
services developed.
critical to high - Lack of nppnrlunltles: fnr_ |oint planning and service improvemeant
quality clinical wark_ between organisations; ) _ _
o Operational |- |T: different systems between different care providers hinders
Model effective communication, information sharing and healthcare;
- Research is fragmented which reduces patient access and
uptake.
TCS PEBC W10
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Core Service Current service — Limitations

Demand & |- Insufficient capacity to meet research activity targets and
Capacity education opportunities.

Infrastructure deficiencies across the VCC estate

Owverview

4.1.135

4.1.136

VCC was built in 1956 and has been extensively developed in an incremental
fashion without a 'development contral plan’. This has left the hospital with a
number of 'add-ons' leading to deficiencies in circulation and service
adjacencies,

The hospital is widely acknowledged as having a culture where patients are at
the centre of everything with a compassionate and caring environment where
staff consistently go the 'extra mile’ to meet the needs ofMgatiepts. Nevertheless
there are a number of limitations and challenges current facilities

including: \
%ﬂ itional linear accelerator

expand its capacity to mest

« Thera is no space on site to insta
machines (Linacs), limiting the Trus
growing demand;

support optimal recovery ang

« Parts of the hospital do
challenges in maintain

with statutory requirements and create
N level of patient safety.

There is no space to increa
4 1.137 VCC currently t Linacs which are required to be replaced every ten
years in line nee issued by the National Radiotherapy Advisory

4.1.138

4.1.139

TCS PEC V1.0
September 2017

Group. Iti nt from the analysis set out previously that investment in
additional g inacy will be crucial to sustaining the current level of Radiotherapy
service an ting forecast growing demand.

However, options for accommodating additional Linacs on the current site are
sevaraly limited given the extent to which the site is land-locked and already
fully developed and the space that would be required for new bunkers. The
only suitable location available Is the staff and patient car park. However, this
would significantly worsen the poor parking facilities and so is not considerad
to be a feasible option.

This represents a risk for VCC given the curmrent pressure on the system. This
s compounded by the anticipated growth In demand for services. While
planning Is underway to mitigate capacity limitations in the short term, it is
imperative that a long term solution is established.
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FPatient environment is not fit for purpose

4.1.140 Whilst the guality of the service provided to patients is highly rated, the Trust
recognises that the physical environment is not fit-for-purpose and does not
provide patients, their families or our staff with the experience they deserve.
This particular issue presents a significant risk to the reputation of VCC and will
reduce its ability develop its reputation nationally and intemationally and
provide the highest quality patient care to which it aspires

4.1.141 In general, the hospital is not fit-for-purpose to provide cancer services for a
population of 1.5 milion people in the 21st century since the current
environment has an adverse impact on patients and the service they receive,

4.1.142 Table 4-15 provides an overview of the asset profile demonstrating that there
has been little modemisation in recent years, This has led to the reduction in
standards of the patient environment and accommaod quality expearience.

Table 4-15: Asset profile v

Age and Asset Profile %o
| Age Profile - 2005 to present 13.60
Age Profile - 1995 to 2004 18.20
| Age Profile - 1985 to 1994 21.60
| Age Profile - 1975 to 1984 5.50
Age Profile - 1965 to 1974 11.90
Age Profile - 1955 to 1964 29.20
| Age Profile - 1948 to 19 0.00
Age Profile - pre 1948 0.00

'tired” and lacks key clinical adjacencies consistent
are design standards and efficient means of patient
1@ng building structure, inadequate materials lead fo

fo 21st centu
care, Wit

methods/malEnals which are not suitable for today's health care environments.

4.1.144 Ancther major challenge for the Cancer Centre Site relates to car parking which
is far from adequate and has led the Trust to acquire a license to utilise space
for additional car parking with our neighbouring Trust, Cardiff & Vale. The
anficipated growth of the cancer centre and patient throughput cannot be
accommodated on the current site,

4.1.145 Overall the main physical challenges related to the patient environment include
the following:

« Two out of the three inpatient wards are well below the required standard
for modern healthcare;
« Space is cramped with the majority of inpatients having insufficient space;
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e The majority of circulation routes are too narrow for the volume of traffic and
patients and staff/families have to stand tight to the wall in the main corridor if
a trolley or wheelchair is passing as there is insufficient room for two-way
traffic;

e The outpatients department is too small to cope with current demand and in
desperate need of modernisation;

e Patients, staff and services have to cover too much distance due to the poor
adjacencies that have resulted from piecemeal design e.g. the pharmacy is at
the furthest point away from the outpatients department;

¢ The main Outpatients reception area is located in direct visual line with a vast
number of consultant rooms leading to privacy issues during consultation/
treatment. Distances from waiting areas in general and reception allow
sensitive conversations between patients and clinicians to be overheard
potentially leading to greater patient anxiety than necessary;

e The hot and cold water infrastructure is insufficient to support the showers
and washing facilities on the first floor inpatient ward due to the incremental
development of the building; and

e The existing working environment often causes ake compromises as

they deliver care. For example, using srx olgts in patient rooms due to

the limited space.

4.1.1486 The facilities also present a range of ¢ s for patients and families:
e The facilities do not alway Vi patients with their basic and
fundamental needs. Fore ere are frequent occasions when

is insufficient to get w howers and it cannot be controlled safely; it

inpatients on the first flo x re unable to have a shower as the pressure
is either very hot or ol

o Patients’ dignity is romised due to the lack of space and privacy for
inpatients. For here is little space between beds on the first floor.
There is a gfMityg Micture for outpatients where the design of the consulting
rooms does allow for total privacy;

e The ority W#the inpatient, outpatient and therapies environment is not
synonygaougiwith a cancer centre that supports well-being and healing; and
e There is TSufficient car parking available for patients and their families and
they often have to spend too long waiting for a space or finding a car parking
space outside the hospital in a built up and busy residential area which

causes additional stress during what can already be a challenging time for
patients and families.

Challenges complying with statutory requirements

4.1.147 VCC has a strong track record in providing safe services. This is at the forefront
of everything we do, with a relentless focus on the continuous reduction of harm
and unnecessary variation in clinical practice and care. One of the greatest risks
to providing safe services is the current patient environment within the hospital
and particularly the inpatient wards and facilities.

4.1.148 With the age, design and construction of the current Cancer Centre
accommodation, the trend appears to be one of increasing challenges to
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sustain a safe patient and staff environment given the limited Welsh Capital
investment available.

4.1.1489 Minimal upgrading of essential areas to ensure the management of statutory
compliance has been carried out to reduce the risk to patients, staff and the
Trust. However, due to restrictions of decanting and funding, there has been little
modernisation to general infrastructure.

4.1.150 If the Centre is to maintain standards for the longer term, it will not only need the
major arteries of infrastructure to be upgraded and/or replaced, but also the
secondary, more localised infrastructure. There are many risks associated with
these typical works. Phasing, decant and isolation issues will have a major
impact on patient care and experience. Again in decanting terms, and with
limited space, decant facilities are not guaranteed to be on the Cancer Centre
Site. With this in mind, the practicality of this would need to be assessed. The
practicalities are such that whatever space will be required to decant in terms of
a, patient amenity, parking or the like will need to be réégoved off site, which will
have a major impact to patient care, service M and the patient

experience.

4.1.151 The performance in functional suitability an Blisation has generally been
maintained at status quo over the last 3 yegrs. Mowever, this does not identify
key areas of concern in relation to ce of HBN guidelines.

no
4.1.152 It is suggested that approximate @the existing estate does not comply
with current space standards ample it has been estimated that the

footprint of the existing esta ncrease from ¢16,000sgm to ¢28,000m2 if
the Trust was to replace iINg VCC on a ‘like for like’ basis. In many cases
there is poor quality odation, inadequate, non-compliant facilities and
lack of basic i amenities  which  seriously = compromise
patient confidentjall cy and dignity and very importantly the patient
experience.

4.1.153 The issuegof i uacies have been clearly identified and in some cases been
extracted agd fgtused as urgent.

4.1.154 This current arrangements result in a number of major constraints:

¢ Infection control is made difficult due to the lack of space within the inpatient
wards and the high bed utilisation rates. This is exacerbated by the lack of
adequate showers and toilet facilities and their less than ideal locations;

e The fabric and materials contained within areas of high infection risk such as
showers and toilets are often not in line with best practice;

e The isolation areas available to effectively manage and control outbreaks of
infection as such are inadequate and not in line with best practice;

e The design of the inpatient wards is not ideal as it incorporates a large
number of cubicles which are not easily visible to nursing staff when
monitoring patients;
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« The inpatient rooms on the first floor are very small, well below the
requirements of Health Building Notes, and, for example, this makes it more
difficult for nurses to assist patients in and out of bed in hoists;

s« The corridors within the hospital are very namow and it is not easy to move
around the hospital, Increasing the risk of slips and falls. This is Increased
by the lack of legical departmental adjacencies which results in patients
having to travel further than is necessary;

The narmrow stairs to the first floor ward increases the fire risk;

« The vast majority of the site accommodation does not comply with current
Health Building MNotes (HEN) guidance; and

« Water quality and distribution within the hospital has major inadequacies
and pose serlous risk of Increased legionella counts, which could have
serlous consequences for Immuno-compromised patients.

4.1.155 Whilst there are arrangements in place to manage the risks identified above in
a safe manner, it may not be possible to maintain thg current high levels of
safety as demand for services increase and th LN:‘.; and supporting
infrastructure gets older and harder to maintain.

Summary - Infrastructure deficiencies aghgss CC estate:

There is no space for expansion o
The current VCC is not fit-for-p r a number of reasons including:
o Poor clinical adjacencies s patient care and efficiency of

service deliver;
o Unsuitable standard y, confldentiality and dignity, and
o Inadequate and in ' r parking facilities

+ High risk and signi isk*hacklog maintenance requirements continue
to increase year a

Business Needs: Ca
Su mmar@

The case
drivers.

sting Velindre site;

nge — summary and conclusion

change is shaped around both national and local strategic

The national strategic drivers set out the key factors influencing the nead to
drive step change through this Programme. The national strategic drivers can
be summarised through the following themes:

+ |mproving patient outcomes;
+ Increasing demand for cancer services, and
+ |mproving the quality of services we deliver.

The local strategic drivers identify the curmment service limitations and how
they adversely affect the Trusts ability to deliver the required changes in
service. The local strategic drivers can be summarised through the following
themes:
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« [Future demand exceeding current capacity;
+ Limitations of the existing Service Model, and
+ [Deficiencies in the current infrastructure.
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5 CLINICAL SERVICE MODEL

Introduction

5.1.1  The case for service change and redesign has been well made (see section 5).
The purpose of this section is to set out the Trust's response through an
integrated, prudent and patient centred service delivery model.

Summary of proposed Service Model

5.1.2 This section of the document will describe a vision of how non-surgical oncology
services could be delivered for the current and future population of South East
Wales, based on the values and principles developed from working
with and listening to people affected by cancer, our staff and our partner
organisations.

5.1.3 The scope of the service model largely reflects VC s r a broader system
of care i.e. adult, non-surgical oncology. This inclu duled aspects such
as systemic anti-cancer therapy, radiotherapy x t and outpatient care and
all the essential services that wrap around&u

rt these. A great deal of
care is currently delivered outside of VC Ith Board (HB) settings. This

needs to continue with more care Jd&§ locally to patients where safe
and possible.Unscheduled care is ntial component; again, there are
significant benefits to patients a eghealth care system if non-surgical

oncology services better sup ider healthcare system better across
the region. Health care |s ex system and it will improve through all
at

atively.

partners continuing to wq c
5.1.4 Across the region, hi ality care is regularly delivered by people who
passionately belie ing the very best they can and who maintain the
service by ‘going ra mile’, time and again. A great deal ofcare across the
patient pathwa dlivered to a high standard by colleagues outside Velindre
and that /Some™Patients never need to access our services, but care
also often §iradglles organisational boundaries. The development and delivery
of outreacl services closer to patients’ homes continues, but piece meal
development has led to a fragmented, inefficient service on multiple locations.
The people affected by cancer tell us very clearly that they want and expect
teams to work together seamlessly, in a system that works for them, with their
best interests at heart. Velindre is a centre of excellence.There is a need for
excellence everywhere and the current clinical model has occasionally served
to reduce collaboration with colleagues in local hospitals. Some patients travel
unnecessarily for treatments. The lack of equality of access for all patients
delivers a variable patient experience.

5.1.5 Doing nothing is not an option. Demand is growing due to rising incidence of
cancer, an ageing population and both the number of available treatments and
their complexity. Our current estate at VCC is not fit for purpose in size and
function with no capacity to expand.
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Without investment and change, the quality of care will fall, patient experience
will worsen, outcomes will decline and costs will increase.There will be a
greater move towards centralisation which will affect access and increase the
impact/burden of treatment on patients, society, the economy and the
environment. There is a risk that the staff who care so passionately about the
way they look after patients may become demoralised, recruitment/retention will
fall and the care we aspire to deliver and that our patients deserve will not be
possible.

5.1.6 Rather than merely reacting to service pressures and problems, there is a need
to redesign the regional service in a planned, strategic and purposeful manner
which will deliver greater consistency and access to excellent care at the point
of need. Patients and our clinical colleagues outside of Velindre have told us that
the current service model leads to fragmented care, with particular problems of
communication and support at transition points across the patient pathway.

This clinical service model provides a solution to a reayand imminent problem,
5.1.7 enabling high quality care, delivering best patient e/outcomes within
a sustainable framework. The model is very sim e%esigned to meet the
inevitable and substantial growth in deman ON er care and provide that
care closer to where patients live It is desj 0 place the people affected by
cancer at the centre of care: from informa plovision and support, decision
making and treatment, through to inv. service development. It will

support greater integration of Velingre g s&vices and staff with those providing

planned and unplanned care acia e yMmole patient pathway. It improves

not only the way that care is ybut how people and organisations work
e

together to plan and im e services and how people affected by
cancer can be at the cepifie of Wis

e

To truly transform a meaningful way, it is not enough to make a step

5.1.8 change in facil jiq elivery. The Trust needs to develop new ways of
working — inclfiding§patient and staff involvement, service intelligence data,
closer co b&gatigh in service improvement, education, research and
innovatior@e functions are essential for high quality clinical care. A s
such, they tablished as part of the current service and must be included in
future plans.

Currently they are dispersed throughout the hospital site which creates
5.1.9 limitations and inefficiencies. Our proposals will see a nVCC co-located with
these services and functions within the planned Centre for Learning and
Innovation, creating synergies and an openness for collaboration. Whilst this is
focused on supporting and delivering high quality clinical care, regional working
and regional benefits, it also creates exciting additional opportunities around
areas such as research, innovation, technology and industry collaboration.It will
support teams to work together across the region, allowing VCC to fulfil its
role as a regional cancer centre.  Clinical services will have the knowledge,
ability and agility to respond to future changes. It will support the long term
delivery of high quality clinical care and create the research/evidence base to
place South East Wales at the heart of how future oncology care is shaped,
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improving patient care, experence and outcomes, and our reputation nationally
and internationally.

2.1.10 The service model will be prudent with resources, focuses on what is important
to people affected by cancer and which delivers care in novel ways, closer to
patients’ homes. Further benefits for patients and the health care system will
be created, beyond the scope of the TCS project via the closer working
between Velindre and Local Health Board staff through the Velindre@@ facilities
and the leadership and collaboration opportunities created by the Centre for
Leaming and Innovation. Working together, we can seize this opportunity to
truly transform Cancer Services for the patients of South East Wales,

Scope of the Service Model

2.1.11 As discussed within the strategic context VCC has a long term strategy
‘Shaping our Future Together which sets out a clear vision for the delivery of
specialist cancer services for the next 10 years.

“To lead in the delivery and development of ro, 'pa .sionate, individualised and
effective cancer care o achieve outcom<. = con Swrable with the bast in the

wiorld

—

2.1.12 The TCS Programme seeks to strategy in two distinct phases,

supporting the care we deliver ur partners:
¢ Phase 1: Improve regl rgical tertiary oncology services, and
s Phase 2: Adding furt lue*across the whole pathway of services in

relation to cancer.

5.1.13 This Service | within the scope of Phase 1 of the TCS Programme
and includeg, 6
. Imprmrcpl/sw of non-surgical specialist cancer services;

* Provision of more care and treatment closer to patients' homes;

s Development of a Velindre Radiotherapy Satellite Centred@ (RSC) and
Velindre@ Outreach oncology services (including SACT/Outpatients and
Ambulatory Care);

+ |mproved collaboration between VCC and other teams through the local
provision of care supported by enhanced |local facilities;

¢ |mprovement of the AQS across South East Wales, and

+ |Improved education, research, service improvement and collaboration
across South East Wales,

2.1.14 The Centre for Learning & Innovation (C4Li) underpins the clinical service
through providing capacity to deliver core education and training for our staff to
enable core services to be maintained. However, by definition, its scope Is
broader than that of the clinical service. [t creates exciting additional
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opportunities for the whole of the cancer community in South East Wales. This
is described in more detail in section 3 of this clinical service model.

5.1.15 Itis recognised that in conjunction with key partners and stakeholders VCC can
support, contribute and add value to other elements of the cancer pathway in
addition to the core services it is commissioned to provide. This will provide
additional benefits to the population of South East Wales and to the health care
system more broadly. This is included within Phase 2 of the TCS Programme. It
is important to recognise that this is not included as part of the scope for this
proposed Model but that the developments included support and facilitate
these additional, future improvements.

Development of the Service Model

5.1.16 The Service Model has been developed following an extensive programme of
engagement with patients, their families and carers, Velindre staff, local LHBs,
voluntary sector and other partners. A summary of ®r engagement can be
found at PBC/SC/SC4.

5.1.17 A range of engagement events and Worksh&&aeen undertaken with key

stakeholders, including:

o Accelerated Design Events — ov
attended a series of one day evegfls

partners, stakeholders and staff
tdt the proposed Service Model.

e Experience Based DesigngVorRg¥ps — over 100 staff, patients and carers
attended a series of evegt: ap and discuss patient pathways and
identify opportunities fgfimpNyv&ment. Further detail on these events and
workshops can be f t appendix PBC/SC/SC6.

e Health Board E nt Workshops — over 100 staff from across the
LHBs in SOUQ ales have attended various engagement workshops.
t

e Health ings — internal meetings with key HB
leads (IR¢c udiBg clinicians and service managers).

e Regular events to involve Velindre staff about the Servi

e Community Health Council (CHC) meetings —
attendance at Local Health Board CHC meetings.

e A series of detailed Focus Group meetings with
patients and other people affected by cancer.

e Local community meetings.

TCS PBC V1.0

September 2017 Page S80 of S177



2.1.18 Listening to our patients and stakeholders has allowed us to better understand
the things that they value and what's important to them about the delivery and
provision of Cancer Services (see Table 5-1).

Table 5-1: Key messages from our patients, stakeholders and key partner

nianlsatlnns _

Many aspects of care are already good - we must not lose these strengths.

Care needs to be delivered closer to the patients' place of residence, to improve
access to excellence and to avold hospital admission unless necessary.

« [Patients and Velindre staff are keen that we maintain the guality, support and
‘ethos’ of Velindre when delivering more care closer to home,

The ‘experience’ of how a patient is cared for is really important

Outcomes are important — not just length of life, but quality of life.

We should all aspire for excellence in the care we deliver V

Safety and quality of care are paramaount.

‘Transition points' (e.g. between levels of care, d

& & @ & @

Y of treatment or
communications).

Patients need to be actively Involvg

developing clinical pathways/modghs
« [Patients expressed concems do

perceived quality of care to Bd.
« Value to each attendan ortant, with patients having control and choice

where possible,

« Services should wo ts, intuitively supporting care rather than feeling
like another 'barris Atend with.

+ [Patients state Ayling to and parking at hospitals was often more stressful
that the acmﬁixl attendance.

« [Education of ts and staff and information provision to patients are
important to good clinical care.

+ [Research opportunities for patients throughout the region need to be improved

« Care needs o be sustainable — both In terms of financial costs and abllity to
develop and change in the future.
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« Other parts of the system e.g. unscheduled care, workforce availability, IT) need
fo be enhanced in order to support the service model.

+ [nvestment in workforce planning and modearnisation is vital in order fo ensure
the avallability of a skilled workforce to meet the future demands placed on the
health care system.

+ Thera needs to be more integration betweaen care providers for both scheduled
and unscheduled aspects of care between Velindre Cancer Services and local
LHESs.

« There needs to be reduced fragmentation in the system by sharng clinical,
diagnostic and treatment information between health care providers including
primary care.

Greater presence and visibllity of Velindre teams in local LHBs is needed.
Lessons leamed in Transforming Cancer Services (TCS) could be applied
across all of Wales.

Shaping Services that People Value Q
=

5.1.19 Increasing cancer incidence, complexit ent, survival and demands
on non-surglcal Cancer Services in ales will make these services
unsustainable in the near future impact on care quality, patient
experience/outcomes and the c ring care will increase,

5.1.20 To address this the Trus deliver services differently by placing
patlents at the centre of ! elivery of care, building upon the approach
of ‘value’ based care thgat™geets individual needs and health related goals. The

every pound Isfspef Mectively, adding the greatest benefit and value to the
= . wider health-system and soclety.

2.1.21 This requi tter understanding of:

What Is of value to people?
Patients’ goals for care and priorities, then determining in partnership a
treatment plan that best meets these values;

« Treatment pathways (spanning different teams/organisations) and what
skills/roles are needed to deliver care;

« The benefits, cost and impact of treatment;

+ The outcomes thal accurately reflect the guality of care we deliver, aligned
with the needs of our patients; and

« Benchmarking performance against other similar services, nationally and
internationally.
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Our Core Principles

5.1.22 Velindre’s core principles (see Figure 5-1) are framed around the key messages
that emerged from listening to patients, their families and carers, Velindre staff,
local LHBs, the voluntary sector and other partners.

5.1.23 The Service Model has been designed based on these core principles to
ensure that the design and delivery of future Cancer Services meets the needs
and expectations of our patients, healthcare partners and wider stakeholders.

Figure 5-1 TCS Core Principles
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Our Service Model: How we will deliver Tertiary Cancer Services at home, closer
to home and in a specialist Cancer Centre

5.1.24 The service model seeks to promote a new relationship which works in
partnership with people to identify realistic goals, to design and deliver services
around patients’ needs and to achieve this in a truly sustainable way. This
requires the whole system of public and voluntary sector services to work
together better, across traditional boundaries within the resources available.
There will need to be integration (from public health to primary and community
to hospital and social care), whether working as public employees,
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independent practitioners or not-for-profit organisations to achieve the best
possible outcomes aligned with patients’ values and priorities.

5.1.25 This will require patients to be empowered so that they can make informed
decisions about their treatment and will necessitate staff working in new and
different ways. It will require fundamental changes in the way in which the
whole system operates. Optimising information technology, quality
improvement systems, patient involvement, education and embracing innovative
approaches to healthcare will all be essential to achieve high levels of service
quality in a sustainable way.

5.1.26 The patient will be central, within an integrated network of services organised
around them. The organising principle seeks to ‘pull’ high quality care towards
the patient that is accessible in their preferred place to support them achieving
their personal goals during treatment and when living with the impact of cancer.
This includes all aspects of clinical care and support and also appropriate
research opportunities that patients may wish to participgte i

'c% both at VCC and South
ing, design and delivery

a range of evidenced based

5.1.27 The model builds on our current provision of
East Wales, but improves this through str j
of this new clinical service model. It is b

pathways and the provision of s care which will require all
organisations to work together to prg#ideNgatients with  all the care, support
and information they require at the eg} Opportunity in their journey.

5.1.28 To facilitate the successful

investment is required th

QO

gntation and delivery of the service model
ivery from the following locations.
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Figure 5-2: Service Model — potential locations where patients will access
care
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5.1.29

5.1.30
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Q will be able to receive

Home/Local Care: P
sidence or in their local
community (e.g A Wimary care facilities, mobile
services, 3rd s & ervices). Services delivered in
this settifig [tMde outpatient reviews, some
2 and some Systemic Anti-Cancer
Therapy (SATT) chemotherapy delivery. Education
and information provision will also be accessible
locally. Technology and collaboration with

Higrme L ool

. Card

-

local/community teams will be important in delivering these (e.g. telemedicine,

web based information provision).

It aims to increase the provision of our services via home/local care to at least
10% of outpatient/SACT activity (from 5% currently). It is not known what the
optimal proportion of home based care is for our patients.Once developed and
evaluated, we would seek to increase this proportion beyond 10% where
beneficial. Whilst more convenient for many patients and in some cases more
efficient, some aspects of home/local care will be less efficient than hospital

based services.
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5.1.31 Health Boards: A range of cancer care occurs within the LHBs, with a
significant proportion of patients having all their care delivered by the LHB team.
This needs to be seamlessly planned with the non-surgical aspects of the
pathway, as patient care can move from one team to another. The Velindre@
Outreach facilities and collaborative working will support this, but in
addition to that, Velindre clinical staff will deliver planned support toL H B
inpatients and local AOS.

5.1.32 It is expected that as more patients have their care delivered locally to them,
acute problems will be managed increasingly within LHB settings. This already
occurs, but the proportion of patients managed locally will increase. To support
this, Velindre teams will be present in LHBs working closely with fellow clinicians
and professionals, to see patients and guide investigations/treatment.
Experience suggests that this can improve patient experience, quality of care
and reduce length of stay, benefitting the people affected by cancer and LHB
teams jointly.

5.1.33 Velindre@: These facilities will provide SA
outpatient services, education and inforr&
i

provision and ambulatory care procedur
LHBs. They will not have inpatient beds — iSsion
is needed this will be via LHB acilities
supported by oncology teams, or via will be
planned jointly with LHB ) upporting Velindre @
collaborative working and helpingsiQ he needs of . A
LHB and Velindre commission§ s Of the care

pathway. This joint workin - rate additional opportunities for benefits to
patients beyond the g€o the clinical service model (for example,

opportunities to supp rlier diagnosis or links with surgical oncology or
haematology teamsgud [MBs).

5.1.34 These local ce @ excellence will improve efficiency, experience and access
by coIIab geveloping planned and delivered services within each

LHB With§planging, we can move from a variable, poorly planned service to a
high qualit tainable service to deliver care without the need for as many
patients to travel to the main Cancer Centre in Whitchurch.

5.1.35 Velindre Radiotherapy Satellite Centre@: This will provide radiotherapy
treatment for approximately 20% of our patients
(provided by 2 new linear accelerators).This  means
better access for patients, reduced travel for patients
and less use of transport services. It will mean that
some patients from one LHB population may have
access to their radiotherapy from within another LHB

Valindre Radlotherapy catchment population.  This will mean that fewer
\ Setelite Centre @ | patients need to travel to VCC for their radiotherapy.

However, it should be noted that not all radiotherapy

treatments will be available at the satellite facility at the day of opening,
although it is envisaged that a full range of Radiotherapy treatments will be

r N
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introduced over time in a phased manner. Will be treated as quality and safety
are paramount.

5.1.36 VCC: The Cancer Centre will provide specialist and "'1
complex cancer treatment including SACT,
radiotherapy (including brachytherapy and unsealed
sources) and specialist palliative care, inpatient
facilities (being open for admission 24 hours/day, 7
days/week), a specialist oncology assessment unit
and outpatient services, radiology and nuclear | wveindee cancer Gentre
medicine. Due to its geographical location (i.e. within " J
the Cardiff and Vale University
Health Board area) it will also form part of the system providing local care to
patients for whom it forms the nearest non-surgical cancer facility. Patients will
only have to travel to VCC if we cannot deliver their care more locally. It will also
host the ‘Centre for Learning and Innovation’ — a system resource for VCC and
the region, supporting clinical care throughout South t les via links with

Velindre@ facilities. v
5.1.37 The staff delivering care and the culture in whj N ork will be essential. This
is not just abou{®pMYgical facilities, although new

facilities are neede®qto deliver world class care to the
5.1.38 Itis also critical to look cheduled care is supported. This is included
in the scope of the & | model. By planning this alongside scheduled
elements, we creat onment where both elective
and emergency gage §an be delivered well.  The closer
working relatio @ between Velindre staff and primary
care/LHB QoMOh better integration of services will
support bﬁiheduled and unscheduled care, to the

benefit of p&kigiMts and the broader health care system.

people of Wale ough better ways of working
together, li other aspects of the programme,
the repyiq cancer care will improve, supporting

staff

efit, retention and career progression.

5.1.39 Leadership: The locally delivered care across many settings will require strong
leadership, governance and cross organisational collaboration. VCC has a key
role in this, supporting LHB and other teams but also in leading developments
in the parts of the pathway where we have responsibility. The additional
resources and function that the Centre for Learning and Innovation (CA4Li)
provides will be important in supporting care across the region, including
opportunities for service intelligence data, ongoing pathway work, patient
involvement, and collaboration.

5.1.40 We have summarised the range of services which will be provided from which
location in Fig. 5-3.

Figure 5-3: How the model will operate in practice: what services will be
provided where
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How we will get there?

5.1.41 The journey to this improved service model has already begun. Many aspects
do not nead new facilities and we can start improving patient carefexperieance
before these are developed. However these improvements will be limited
without the addition of new facilities, so these are essential, alongside clinical
teams working better together and in new ways.

=.1.42 The Trust will:
« Continue to deliver best practice, evide %h‘nen’m safely and

robustly;

+ Involve the people affected by d all appropriate partner
organisations in our planning;
pCe 5

« Benchmark with other similar c2 and where possible, contribute
to the development of guideljpgsMge ghidence base through research;

+ Modemise all aspects of o @ stheduled and unscheduled), prior to the
development of the ne el entre, improving efficiency and quality;

« Develop opportunitigs Kr’ns {including patients) to collaboratively
review, improve anige

ewgluate care pathways and justify those aspects that
need fo be deli b sBCcondarytertiary care;

« Work collabpesi By with each LHB team to develop care pathways that
meet the n @ helr patients and aligh with the principles of the TCS
progra JNgeding community based care to avoid attendance at a

hﬂﬁpﬂﬁs nacessary;
« Work ratively with each LHB team to understand how activity at the

new Velindred@ facilities will support and align with cancer related activity
within that LHB;

« Plan and develop the Velindre Radiotherapy Satelite@ Centre &
Velindre@ facilities with LHBs;

« Review our distribution of clinical activity through the week and seek to even
this flow and improve efficiency;

« Build our capacity to deliver more care away from VCC (for both scheduled
and unscheduled care);

» Work collaboratively with primary care teams fo understand and pilot safe
ways of delivering care within the primary care satting;

« \Work collaboratively with community/third sector teams to understand what
additional care can be delivered locally, .9. via mobile services,

« Work collaboratively with academia and industry partners to maintain and
build relationships;
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« Develop accessible education/information resources for people affected by
cancer and staff to support local delivery of high guality care, and

» Explore, pilot and evaluate IT solutions fo deliver more care locally e.g. via
telemedicine.

Key Transtformative changes of the Service Model

Table 5-2: Key Transformative Changes of the Clinical Model

Change:

Benefits:

A decentralised model
Including:

Velindre Radiotherapy
Satellite Centre@@
Velindre@ (SACT &
Cutpatients) in Health
Boards

- B 8 @

- B & & % ® 8

Increase in capacity/capability of cancer services across south east
Wales;

Reduced patient waiting times, speedier access to treatment;
Improved patient experience with care provided closer to home;
Reduced travelling times for patients, their families and carers;
More efficient use of resources and a reduction in the unit cost of
treatment;

Hospital admission avoidance unle
Improved speciality input for pa
Radiotherapy treatment avai
Improved SACT capacity a
Better access to core

Wider access to clini [
Increased number I

ted to LHB locations;
locations;

ts of health care 7 days/week;
and research across the region; and
e patients dying in "preferred’ place

A specialist Cancer
Centre

demand with more patients taking part in

Capacity to
research: ’T\
Improveg sghdards of privacy, confidentiality and dignity across

improved patient experience, quality of care and

@- ully support its partners and to play an active, regional

ore rapid uptake of new technologies; and
Support clinical care throughout the south east wales region via the
C4Ll facllities/functions

Gershlp in non-surgical cancer services and palliative medicine,;

Better team working
between organisations

Co-location of services supports both scheduled and unscheduled
care and creates additional opportunities for further benefits;

Supports achieving the best possible clinical cutcomes and the best
treatment delivered quickly and effectively,

Patient information sharing will improve efficiency of healthcare;
Future ‘agility’ of clinical care is improved; and
Better specialist oncology support for patients in LHE locations

Enhanced AOS provision
across South East Wales

Cancer assassment unit at VCC that will operate an 'assess to
admit” policy;
Enhanced oncology presance within each LHE; and
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« Strengthened network approach to AOS with VCC providing a Hub
for AQS across the ragion.

Patient experience and involvement used to shape services;

Education and support will improve co-production of health services

between patients and healthcare professionals;

Recruitment, retention and career progression for staff;

Data to understand services better; benchmarking;

Enhanced research across the region;

Enhanced quality improvement, innovation and cross organisational

working; and

+ Enhanced co-operation with other cancer centres and
professionals.

Centre for Leaming &
Innovation

Key Messages ?

5.1.43 PFutting together the key principles deuelnpe tening to and engaging
with the people affected by cancer pannera alongside the
development of new facilities, we can exciting, regional care system
that supports the long term sustai of fion-surgical oncology in South
East Wales and creates opportuni

5.1.44 People are central to the s
cancer at the heart of ch
quality care for patients;

el — by placing the people affected by
by supporting the staff that provide high
liver truly person focused care.,

Figure 5-4: Servicig Core Principles
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Patient Pathways and Clinical Services

5.1.45 Patients referred to Velindre Cancer Services for treatment may be at the start
of their treatment journey or they may already have had surgery and be offered
additional cancer treatment as part of their ongoing management plan.

5.1.46 There are many different tumour types/treatments and a huge variety of patient
pathways related to them. Broadly these can be divided into two types of care
pathways:

e Scheduled Care: refers to planned care provided after referral from a
primary or secondary healthcare professional.

e Unscheduled Care Pathway: is by definition urgent, with a need to take
include the delivery of routine or non-urgent services.
5.1.47 The Trust have used a patient pathway approach% the key principles
delivered, t o
develop the
This approach il
has enabled usto bettel
information, care,
treatment and
patients requirg
in their journey o4 o‘«'

action at the time of contact with services. Unscheduled care does not
described by our patients/stakeholders and ouggx owledge of how care
is currently &\
Service Model.
understand what
support our
patients and t a

g ahd howjthese can best | Dvid e that
ceive the things they va ost are. It

is, by deg \(figh delive the best pos d qud e and
outcomeﬁt‘r time &@pd place pf patient need. will 2quile | more
integratio een teq gand'emganisations to real#®&these DenefllS and has
the potential to deliver further benefits through collaborative planning and
working.

Scheduled Care Pathway

The scheduled care pathway encompasses all planned activities for patients,
including outpatient attendances, chemotherapy and radiotherapy preparation
and delivery, investigations and supportive treatments. It typically
commences when a patient or their primary/secondary care team are concerned

5.1.48 that a cancer may be present — this may come after a referral from primary care,
a direct presentation to secondary care or via screening
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programmes. Diagnostic work and communication of results are performed in
secondary care with initial input from Velindre staff via LHB mulli-disciplinary
team meetings, where a treatment plan is developed. Following this, care may
be delivered locally to the patient (e.g. supportive care via community / hospice
palliative care teams), within LHBs (e.g. surgery) or via a referral to Velindre
teams, if SACT or radiotherapy are being considered. It is important to note
that patients usually have care plans that involve more than one provider, that
treatment can be arranged in different ways and in different sequences, as
appropriate for each patient.

5.1.49 Patient involvement in decisions about them is crucial. Treatment and care
needs to be seen in a broader context of the patient's overall needs -
supported via electronic Holistic Need Assessment (HNA) completion and
sharing of information between appropriate care providers,

5.1.50 Not all care is planned, and supporting the urgent, unplanned aspects of
cancer care s equally important, Please see the unsr: care section for

more detail on this.
X ervices provided by the
delivered away from the main

2 nanisations as they often are
already. The Trust recognises the hyugMg t of high quality cancer care is

GFirgragtafl. Through this programme, we
aim to support these teams and Jg oNEr rpbre integrated care across the region
- the Trust Is also keen to % In areas beyond our scope to deliver
additional benefits to p ; gnever and wherever possible, The
developments within t pgramme will significantly improve patient
care and experience eate the environment for further opportunities for

additional improv

5.1.51 The scope of the TCS programme is centre
teams based at VCC, although these ma

Key Trans hanges:

« New@and/oy enhanced facilities to facilitate world class care, both within
HBs VCC;

» More planned care delivered closer to patients’ places of residence;

= Support for unscheduled aspects of care through co-location, planning
and integration of teams,

« High quality educationfinformation provision for people affected by
cancer and staff;

Improved information sharing between clinical teams; and
Regional service improvement, research delivery and innovation
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Figure 5-5: Scheduled Care Pathway
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Scheduled Care Pathway: How it will work?

5.1.582 Alongside a referral to services provided by Velindre teams (if this is needed for
an individual patient), the referring team and the primary care team will be
supporting the patient and will complete a Holistic Needs Assessment. This will
be available to the patient and all appropriate clinical teams. Education and
information provision for the people affected by cancer and clinical staff will
inform and improve patient experience at this stage. The patient will attend for
an initial outpatient appointment to discuss their diagnosis, building on
information, investigations and treatment they have already received.This will
be planned to ensure all necessary information is available and that it meets the
needs of the patient, including the opportunity to be seen by a variety of health
care professionals. The opportunity to participate in research may be offered at
this stage, or a later stage. Palliative Medicine Teams will form an important
element of the care team, earlier in the pathway, when appropriate and
beneficial to the patient.

5.1.53 Collaborative planning and information sharing %V/elindre and LHB

teams, including clinical information and servicajnt&ifgenice data, will optimise
and enhance this early part of the pathway t N atient experience, make
best use of resources and ensure rapid s f information with patients and
health care professionals.

5.1.54 The initial outpatient consultation l| at one of two locations:-

e The secondary care ho @ ithn the patient’s local LHB.The Velindre
Clinical Team will seg ORtight within the local secondary care hospital
where they work clgSe gh the clinicians and professionals within the
hospital as part of ti-Disciplinary Team. In the future a far greater
proportion of ctivity will occur at purpose built, enhanced
Velindre@ fped é wEich will be located within the local LHB, closer to the
patient’s h‘

e VCC: Sif th&s is closest to the patient’'s place of residence or when
neces on clinical grounds, for example where they have a cancer that
is relatively rare and services are provided on a regional or national basis.

The proportion of activity delivered locally will increase in a planned way
5.1.55 to enhance patient access and experience without impacting on LHB
teams.

During the first outpatient consultation the patient and health care professionals

5.1.56 will discuss what the patient values most and clarify and understand what they
wish to achieve from their care. Expertise will be available to ensure that the
patient’s needs are met and that they get maximum value from this attendance.
Attendance will be planned to ensure that the required services are available
to the patient and maximum value is
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provided to the patient from each attendance. Following this, a treatment plan
will be agreed and the HNA Assessment updated.

5.1.57 Appropriate information provision, communication skills and joint decision
making will create an agreed treatment plan that will set out the range of
treatment and support services that the patient will receive, together with a set
of planned follow-up appointments in accordance with their treatment. This
care plan will be shared with the patient and all appropriate clinical
professionals.

5.1.58 A significant number of patients will be offered SACT as part of their treatment
plan. If so, the patient will have a specific assessment and be provided with
additional information/supportive education to prevent/minimise side effects and
help self-management. Patients can receive their treatment in a number of
locations:

at home or within their
new services in
ces and it is beneficial
therapies) or provided by

e Home/Local: Patients could receive their treatme
local community (via mobile services or pote@é
primary care) if this best suits their personal cigcu
and safe. This may be self-administrated &
a Velindre managed service.

e Velindre@: Patients could receiv ment within their local LHB if it is
the location closest to their ho ill usually be provided by Velindre
staff. In some cases sery be integrated with existing LHB/
Haematology delivery facili

e VCC.: Patients could gfcejveeir treatment at VCC if it is the location closest
to their home or i essitated on clinical grounds. Some patients will
therefore have t her to receive complex SACT treatments which are

their canger its treatment. These might include care of pumps, care of
intravenouNGlige sites, a blood transfusion or other simple procedures. These
Ambulatory Care procedures will be planned and provided at the most
convenient location, e.g. the patient's home, their GP surgery, mobile services,
within their local LHB, (typically via the Velindre@ facility) or at VCC. This will be
determined by the patient in consultation with the Clinical Team based on ease
of access and clinical need.

only safe to at VCC.
5.1.59 Patients rgémdergo a number of procedures (ambulatory care) related to

5.1.60 Radiotherapy treatment will form part of treatment for many patients
(approximately 40% of all cancer patients’ curative treatments). | f
radiotherapy is offered as part of the patient’s treatment plan they will attend an
initial appointment with the Velindre team to discuss agree and plan their
treatment. If a patient requires admission to hospital this will be to the hospital
that is co-located with the Radiotherapy Satellite Centre@ or to VCC (whichever
is most appropriate). Depending on the nature of the planned
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radiotherapy treatment, patients could have their treatment at one of two
locations:-

e Velindre Radiotherapy Satellite Centre@: A radiotherapy satellite centre
will be developed which will provide radiotherapy treatment and support
services within South East Wales.

e VCC: Patients will attend VCC if it is the nearest location to their place of
residence or necessitated on clinical grounds e.g. radiotherapy treatment is
considered to be complex or for research that can only be safely provided at
VCC.

5.1.61 Patients will be provided with a wide range of supportive care and therapies
during and after their treatment e.g. Speech and Language Therapies (SALT),
Physiotherapy and Dietetics and Occupational Therapy and Palliative Care
team support. Patients will receive these service at all locations as determined
by their needs and will be provided in partnership between their LHB,
community teams and VCC. Patients’ needs will beWated SO services
are available to the patient when needed to mini lems/identify early
and treat rapidly, improving quality of life |ences and avoiding
admission.

5.1.62 Patients who require planned admiSS| toNgospttal for their treatment will use
the Inpatient Services of their loc or VCC, dependant on clinical
need. Dedicated inpatient se Hl not be available at any of the
Velindre@ facilities.

5.1.63 Many patients will need % | investigations. These will be arranged
as part of a planned paghwgy, the imaging test being done as local to the
patient as possible. | sharing will support rapid, expert reporting and will
reduce duplicatio ve efficiency.

5.1.64 Patients may m have the opportunity to enter a clinical trial or research
studies V\Cj ¢ include quantitative interventional studies or qualitative
he

studies. will be available at varying stages of the scheduled care
pathway a many locations. Some research may need to be delivered
only from VCC if necessitated on clinical grounds or due to legislation e.g.
ARSAC certification. Overall we aim to improve patient access and choice by
supporting more research to be delivered locally to patients.

5.1.65 Patients requiring follow-up appointments during and after treatment will
receive these appointments planned in advance by their clinical team. The
frequency of appointments will be determined by the treatment they have
received and their future needs and will only be provided if they add value to
healthcare for patients.  An additional Holistic Needs Assessment will be
performed at the end of treatment and a care summary and ongoing care plan
will be shared with the patient and all appropriate clinical professionals.
Patients will be able to access follow-up appointments in a number of ways:
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e Home/Local community through the use of telephone consultation or the use
of digital technology. This will be available to all patients and will significantly
reduce the need for them to travel for their consultation with the clinician.

e Within the patient’s local LHB (Velindre@ or local hospital).

e VCC if this is closest to the patient’s place of residence or necessitated on
clinical grounds.

5.1.66 Appointments will be provided by a range of clinical staff appropriate to need,
including with advanced nurse practitioners, allied health professionals and
palliative care teams). Patients will also be offered control of the frequency and
method of their follow-up appointments in accordance with the principles of
co-production. They may wish to have contact via alternative means about a
specific issue rather than attending an outpatient clinic.

5.1.67 Pre-planned attendances for scheduled follow-up WiIMWported by urgent
access clinics to enable patients to be seen rapigiw Outpatient setting,
thereby reducing/preventing future acute erg@tions and utilisation of
unscheduled care pathways.

5.1.68 Some patients will require palliativ nd of life care. This will be
provided at home, in a local hospita iceor VCC. Specialist palliative care
and end of life care will be provide§ dre. This will be networked with
all other services and providegs ative and end-of-life care. To provide
seamless, high quality care portant that the Palliative Care Teams are
involved in patient care e M peir treatment. It is important that all
patients are able to rea€ivgrth®things they value most and die in one of their
preferred places. Th ram below explains how services will be different
from a patient per hen being treated through the proposed model as

compared to tO \0g model.
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Figure 5-6: Patient with Breast Cancer Treated with Radiotherapy and
Chemotherapy

Current Systeme

0 ':h::r.:u:::.- | have to Lraved to

(N.B please note.h@are illustrative examples and not direct patient quotes).
Scheduled Care Pathways: How we will get there:
5.1.69 The Trust will:

e Review all aspects of our planned care pathway, collaboratively with other
care providers, looking to modernise and deliver care locally wherever
possible.

e Align this work with the principles given to us by our patients (closer to
home, choice, control, quality and safety).

¢ Involve the people affected by cancer, our staff and our partners in this
work.

e Support our workforce to develop, including reviewing advanced/extended
roles.

o Create a better, more efficient care system through this.
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e Understand the impact of changing care needs on other providers, sharing
and working together to plan for this.

e Build capacity and improve facilities in LHBs through improved efficiency,
the development of a Velindre Radiotherapy Satellite Centre@ and
Velindre@ facilities.

¢ Build capacity and improve efficiency at VCC, including the development of
a new specialist cancer centre in Whitchurch, Cardiff.

e Improve team working, service improvement and service intelligence data.

e Look to support other developments, e.g. haemato-oncology services,
primary care, rapid diagnosis hubs.

5.1.70 In order to ensure that patients receive the highest quality of care in the right
place at the right time, a significant amount of work has been undertaken on
pathway redesign. We anticipate that the closer collaboration between Velindre
and LHB staff created by joint working within Velindre@ facilities will deliver

greater opportunities for improvement of patients’ sgheduled care pathways,
beyond those described in this Service Model

Scheduled Pathway: Enabling Change

sential to ensure the service
involvement and engagement
t data and business intelligence

5.1.71 Patient involvement in developments wi
reflects their needs and works for the
will support successful service redgfig

will be vital in helping us to und d,Current and future demand and the
benefits of change and servic gBation.
5.1.72 Information Technology ()N critical to support high quality clinical care

and improve efficienc
treatment summaries N
and duplication. .

icd information sharing (patient held records,
tigation results) will be the norm, reducing waste
support communication and education, increasing
more time to deliver clinical care.

access and gi@
5.1.73 Clinical g@ across the pathway will be essential, especially as care is

more disfersed and delivered by a broader range of health care professionals.
This will reQw#fe strong service intelligence data and collaboration. Patient
experience and outcome data will also be a central element to this.
Understanding the current service, knowing the future demands and regional
service improvement programmes will support ongoing improvements. T h e
principles of the C4Li will form the hub for this, supporting activities across the
region before it is developed as a physical entity.

5.1.74 Patient/carer information and education will be critical to ensure active
involvement in decision making and in supporting patients to manage their own
health. These will be delivered in accordance with the principles of the Service
Model i.e. high quality information/education, delivered close to the patient’s
place of residence.
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Unscheduled Care Pathway

2.1.72 High quality, coordinated services which are designed to meet the needs of
patients requiring unscheduled care are essential. These will be planned and
integrated seamlessly between care providers. A network wide information
and alert system will be established to direct patients to the most appropriate
team based on clinical need. Patient education, particularly around how to
self-manage or seek help when their clinical condition changes will be
important for those patients already known to have cancer. Triage,
assessment, care close to home and admission only when necessary will be
features. For those patients presenting acutely with a new cancer diagnosis,
collaboration, information sharing and availability of expert clinicians locally
when needed will be key. Whenever possible, patients on the unscheduled
care pathway will move back onto the scheduled care pathway for ongoing
care.

. 5 in South East

plorunities fo support

e are too. The Trust has

m ADS developments within

re that can be done to maintain

SSUre on services increase

2.1.76 The scope relates to adults with solid tumour
Wales, but improving care for these patients c
and improve other aspects of cancer relat
already seen benefits to patient care real
the South East Wales region but ther
and further improve care as deman

Key Transformative Chang

Admission only when n
of stay and befter a

| care when appropriate, shorter lengths
ialist advicefinput through:

A dedicated ssment unit at VCC;

Access to gegiNEt adult solid tumour oncology input within LHBS;
ﬂullarkmg ensures rapid review of inpatients in LHBs reducing
lengtp T s

. Tale@ﬁag& for all patients known to Velindre Cancer Teams;

=« High education/information provision for people affected by cancer;
= A network wide AOS team to co-ordinate, communicate and direct patients

appropriately and to ensure teams work well, across the region;

« Admission only when necessary and reduced length of stay reduces
Inpatient bed use,
More care deliverad locally;
More pre-hospital care and appropriate admission avoidance;

= A shift from inpatient to outpatient/ambulatory care through access to urgent
outpatient appointments/ambulatory treatments;

+ Reduced burden on LHE Accident & Emergency/Medical Admissions Units;

« Planned Emergency Medical Retrieval and Transfer Service (EMRTS)
support to VCC,

+» Regional service improvement framework for AOQS; and

» Develop research/education in AQS.
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Figure 5-7: Unscheduled Care Pathway
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Unscheduled Care Pathway: How it will work

51.77

5.1.78

TCS PBC V1.0
September 2017

The nature of the Unscheduled Care Pathway dictates that there are a number
of different routes into the system and end points; broadly this splits into two main
patient groups:

Patients known to have cancer, who present urgently with complications of
that cancer or their treatment;

Patients not known to have cancer, who present urgently for the first time
with complications of that cancer.

All patients that are known to have cancer and are on active treatment and
become unwell will contact the VCC 24 hour clinical hotline for an initial
telephone assessment using a validated national assessment tool. This initial
contact will determine what care and support is likely to be required and who can
best provide this care for the patient. Prior educatioMof patients/carers and
information sharing between teams will support in pathways available

will include: \
mey can safely manage their

istance. Novel technologies such
unts and telemedicine will be
support care away from hospital

Self-care. The patient will be advise
condition without seeking further medi
as point of care testing for neytro
explored to further refine triag
settings when safe to do so.

ine team or a local service such as their
ch The patient can manage their condition within
assistance from primary care. Linking in with Local
ystems may be important here.

Planned ou appointment (urgent or elective) at their local hospital
e.g. vig afed local facilities in the Velindre@ unit, hospice
Th

GP, Community Palliat}
Local Community P
their local communi
Authority and So&

or VCC patient’s condition can be safely managed but would benefit
from a i consultation with their supervising clinician. Avoiding admission
by having the capacity to see/treat patients urgently as outpatients blurs the
boundary between scheduled and unscheduled care and benefits patients and
health care providers.

Attendance at a specialist Assessment Unit. Patients will be directed to an
appropriate assessment unit for a clinical assessment, either at VCC or within
their LHB. This will be undertaken in a dedicated assessment unit for a period
of no longer than 12 hours, supported by senior decision making by consultant
oncologist and in line with UK acute care standards. At this point, the patient
will be admitted to VCC, their LHB hospital or the appropriate care
will be signposted and planned. For example, arranging an appointment with
their GP, specialist or palliative care team.

Page S103 of S177



e Attendance at their local A&E/MAU or the patient may call an
ambulance. Whilst the above will encourage patients to access planned care
pathways directly, it may be necessary for patients to be directed to an
Emergency Department or to call an ambulance immediately. The AOS team
will have contacted the relevant emergency department to ensure they are
aware of the diagnosis and treatment plan for this patient.

5.1.79 The service will also provide vital support for patients who become unwell
acutely as their first presentation of a previously undiagnosed cancer. These
patients won'’t contact the telephone advice line, but will either be referred after
a primary care consultation or after an urgent presentation to a local A+E/MAU.
They will be identified by the local acute oncology teams with support from local
specialist and Velindre staff. The current AOS will be enhanced across South
East Wales including a planned presence of Velindre senior clinical staff within
LHBs to support inpatient and AOS care locally. Clinical information will be
readily available to all appropriate clinical teams through robust IT systems,
including daily AOS MDT discussions hosted by VCCNJrgept radiotherapy will
be available via VCC and the Radiotherapy Satellit it. Inpatient care and
access to specialist advice will improve. Le stay will be shortened.
Education of staff and regional service intelli /service improvement will
be essential. Future opportunities for d
for rapid diagnostic assessment wit mission will be developed and
evaluated.

5.1.80 The service will provide dedic olfgy support from nurses (CNSs /Nurse

Practitioners) and Velindre O @ tS'to patients in each local LHB. There will
also be AHP roles sup tastatic spinal cord compression, other
pathways and early discigarge. iative medicine advice will also be central as
many patients requir tom control and may not be fit enough or want
radiotherapy or SA

5.1.81 Overall, it is ae that as more scheduled care is delivered locally and
facilities a efknowledge are more readily available within LHBs, more
unschedu@re episodes will be managed locally but that these will be
supported ditional oncology input within each LHB.There is further work
required to fully define exactly what support this involves which will be
undertaken collaboratively with LHB partners. The model currently identifies
the need for one consultant per and two senior nurses per LHB. It is anticipated
that these additional roles will be clarified and in place before the new Cancer
Centre opens in 2022.

5.1.82 The proposed development of the Radiotherapy Satellite Centre@ within
Aneurin Bevan LHB (scheduled to open in 2021) will further enhance
opportunities to deliver unscheduled care away from VCC as this creates
opportunities for patients to have emergency radiotherapy locally, without the
need for uncomfortable hospital transport or an inpatient transfer.The details of
what emergency treatments may be available via the Radiotherapy Satellite
Centre@ will continue to develop as the capability of the satellite services
develops over time.
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5.1.83 VCC will be open to acute admissions 24 hours/day, 7 days/week as it is

Cancer of Unknown Primary — Patient Perspective

Current Syste=m

I made several vigita o my GP ps | hell
uETeeRll Bl was KENGg waig Wl had
Eack pan. | had seme besls al my
local hospital and saw 8 number of
@ Fererd conswkanis. It was hard o
know what was qoing on or what the
probiem was.  Dunng this Bme | god
I=ms el *

2 mimfied o & meadical ward

edical aesesamanl unil | had
sorme moie lesls and was fnally 1097
that | had camcer thal had sprs 4
This wars reaily difficult for me= 2 {om
Family.*

Wy GF amd hospital b o woia
real ding e b G, * came
lzarm, bull afles W=v bold wes  had
cancer il wasn'l p. W TSE &
cancer speces’ _. v . days.  Vihen
th=y came ne enoving, ey wene
realty helph. anc B o, but thoee B
BAYE ¥ o B0 0 B W My
Tl weren™ fhens wheh
wag | ugh. | was  gnough o
¥~ | worndar Bl
arieer, T 1 0

IEEve @, =" M
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ez M medra brealment 7"

Il got hoene after mearty 3 wesks m
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Figure 5-8: Cancer of Unknown Primary- Patient Perspective

the team koking afler
luded  both  palliative

i and cancer experts, 50 'we
got answers o guesBions  very
quickly and coukd falk  about
ireatment options.”

*| wani on o have a short cowrsa of
radiotharapy a1 my beal hespital as
an outpatient and then a seres of
treatments with chemotherapy. |
knew this wouldn't cure my cancer,
but it did hedp cantrol sympéoms and
| think gave me more tima.*

1 was never admlled o hospilal |

and slayed well enough to have
some good limes wilh my Bmily. |
wonder what might have happened
i | hadn't had those tests quite so
quickly®"

now, but this service will be enhanced 7 days/week by an assessment unit.
Supported by the telephone triage service to direct patients appropriately, a
network AOS service and senior clinical decision makers on site, this will offer
rapid assessment and treatment (e.g. ambulatory care procedures, urgent
palliative radiotherapy) to patients in the region. It will improve patient access
to urgent care, improve patient care and experience, will help avoid admission
and will reduce the burden on LHB MAU/ A&E services. The diagram overleaf
explains how services will be different from a patient perspective.

(N.B please note: these are illustrative examples and not direct patient quotes).
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Unscheduled Care Pathway: How we will get there
5.1.84 The Trust will:

e Pilot a specialist oncology assessment unit at VCC, understanding the
benefits of this to patients and to the health care system before implementing
initially on a 5 day and subsequently on a 7 day basis.

e Work collaboratively with each LHB team to develop local care pathways that
meet the needs of their patients and which align with the principles of the TCS
programme, including local assessment units within LHBs and community
based care to avoid admission unless necessary.

e Develop accessible education/information resources for people affected by
cancer and staff.

e Develop an integrated electronic health record r patients available
to people affected by cancer and service pr: r&fat the point of need.

¢ Work collaboratively across the region an&acrd®s organisational boundaries to
improve the current AOS

e Understand the current and fut egs of a regional AOS through service
intelligence data, benchmam recasting.
e Share best practice be % S.
Unscheduled Care Pathway: ling Change

5.1.85 Patient involveyfleMyi\developments will be essential to ensure the service
reflects their :& d works for them. Staff involvement and engagement will
support sufcessis€ervice redesign whilst data and business intelligence will be
vital in helging ds to understand current and future demand and the benefits of
change an ice modernisation.

5.1.86 In order to deliver a transformative regional AOS, we will develop working
groups that will collaborate between VCC, LHBs and the Wales Cancer Network
to understand the current service (activity, limitations and strengths) and that will
also work together, linking in with other aspects of scheduled/unscheduled care.

Service intelligence data will need to be gathered and shared, with organisations

5.1.87 working together to «create a sustainable plan that works for
patients across organisational boundaries.  This will include understanding
what oncology presence is needed within each LHB and detail around how the
VCC assessment unit will support and benefit other parts of the service. This
will be an ongoing process, rather than a one-off, step change.This alone
would offer significant changes to unscheduled care, but also creates
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additional epportunities to further improve care in areas alighed to but outside
of the scope of the TCS programme.

Core Clinical Services Described in Detail

Radiotherapy Services will be delivered at two locations to provide more
comprehensive access to services across South EastWales and to reduce fravel times
for patients, families and carers:

o« at VCC in Whitchurch Cardiff
« at a Radiotherapy Satellite Centred@

Wherever care is provided by Velindre staff, the standards and quality synonymous
with the Velindre brand will be consistent. All radiotherapy accommeodation at the new
VWCC and Satellite Centre will be purpose built and designed fgoptimise inter and intra
departmeantal flows and to improve patient experience. Pati ing radiotherapy
at VCC will have access to the inpatient facilities at the ho e patient is unwell
and admission Is required after treatment or If recei ment that is complex in
nature necessitating admission. The Radiothera Centre@ will not have
inpatient facilities; however patients that requing adsgission will have access to
inpatient facilities at the local LHE or at VCC,

. stereotactic and image guided
in the UK. Such developments allow
increasing the chance of disease control
or cura and reducing the chan fffects. Velindre currently does not plan fo
deliver proton beam therapy kep this emerging treatment technology under
close review. It will have a PET-CT for radiotherapy planning purposes and
will have the abllity to | MR-linac technology subject to a review of the
effectiveness of this ngtv logy. To support initial treatment and quality/safety at
the Radiotherapy Sa @ Lentred@, initially treatment will be available for patients
having palliative g& Hpy or radical breast/prostate radiotherapy. Over time, the
scope of treatmelgs increase.

Velindre has Implemented intensity m

A service efficiency machine will be in operation at the VCC to provide resilience and
continuity of care during service planning (and in the event of machine breakdown),
providing capacity to deal, for example, with unexpected peaks in workload without
increasing waiting times for patients, minimising the need for cancellations or
rescheduling while maintaining high guality of care and patient experence. There will
he dedicated access for radiotherapy research at both the VCC and Radiotherapy

Satellite Centre@ and provision for the development/safe implementation of new
radiotherapy techniques.
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Radiotherapy services will operate 9.5hrs a day 5 days a week at both the VCC and
the Radiotherapy Satellite Centre@. Patients will be supported by an emergency
palliative radiotherapy service (7 days a week) at VCC (and ideally at the Radiotherapy
Satellite Centre@ too, pending discussions with the hosting LHB). This will also
support some category 1 patients having treatment during weekends when clinically
baneficial. (*category 1 defined as: patients which have rapidly growing fumours being
treated with radical (curative) intent for whom any prolongation of the overall freatment
course is not advised). Whilst it is recognised that there is a clinical benefit 1o having
7 day emergency radiotherapy provision at the Radiotherapy Satellite Centre@, this
will require careful joint planning with the host LHB and consideration of appropriate
staff to deliver this safely.

It is projected that 20% of radiotherapy activity will be provided at the Radiotherapy
Satellite Centre@. This will be transformational for patients who eurrently spend up to
2-3 hours travelling to Velindre hospital for up to a 7 week & of treatment and for
patients having short courses of palliative radiotherapy longer have to
travel for this at a time when they may be struggling ith symptoms. These
patients will fravel much shorter distances to recei nt at the Radiotherapy
Satellite Centre@. The Radiotherapy Satellite Cen will®e delivered In partnership
with Aneurin Bevan LHB, where there is access opriate clinical support and
other services (e.q. pharmacy services/operagi rt services). It is possible that
the Radiotherapy Satellite Centre@@ co-located with an  outreach
SACT/Qutpatient Service (Velindre iding opportunities for delivering
additional treatments such as che rapy at the Radiotherapy Satellite
Centre@ in the future.

A phased introduction of tum }Bat&d at the Radiotherapy Satellite Centred
will be initiated, enabling oyer r the majority of tumour types to be treated there

Some tumour types whi ly specialised or managed on a regional or national
basis will only be trea where dedicated equipment is located.

Unwell Patientsg Fafjents may experience side effects during or following
Radlotherapy tr t and may require hospital admission for monitoring and
ongoing care. Aneurin Bevan LHB (supported by Velindre staff) will be expected to
provide access to appropriate inpatient facilities should a patient become unwell
before [ during or after freatment and requires admission.

The vast majority of the admissions fall within the general/emergency palliative groups
and is anticipated to be 1-2 per month

Spinal Cord Compression: It is anficipated that 20% of spinal cord compression
patients will be cared for at the Radiotherapy Satellite Centre@. These patients often
require access to inpatient facilities for treatment with input from a wide variety of
clinical teams including nursing, palliative medicine, allied health care professionals
and oncology teams. This equates to circa 40 patients per year or 3 patients per month
that may requira an inpatient admission.
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Improved local access and reduced fravel times for patients, families and carers

Best in class facilities providing the best patient experience possible, better access fo
radiotherapy research and faster adoption of radiotherapy developmentsitechnigues
Better integration of Velindre and LHB teams.

SACT, Pharmacy, Aseptic & Ambulatory Care Services
The SACT delivery model builds upon the principles of moving care closer to home by
shifting a greater proportion of treatment into the community and local delivery via LHB
based Velindre@@ facilities. The complexity and safety of delivery, rather than the site
of the primary tumour or the stage of the disease will influence delivery location. To
further improve access, patients will receive SACT treatments at their nearest delivery
site which might not be within their resident LHB.

There will be one system for electronic prescribing of chemotherapy across the whole
of South East Wales for both solid tumour and haematological malignancies. In-line
with this, SACT treatment will be delivered;

o Al home/in the local community. ?’
« |naVelindred@ facility or LHB location. «\

s ALVCC.
SACT delivery at VCC %

Fatients will only attend VCC for SAC

necessitate an inpatient stay.

« [f the patient is N -.- nto a Phase 1/complex clinical trial, whera they will
receive their tri ment in designated clinical trial facilities, reflecting the

increased gl Jesfimplexity and acuity related to this activity.

There will be a number of Velindre@ facilities located across South East Wales where
they will have the greatest impact in iImproving access to services and reduce travel
times for patients, families and carers,

The Velindre@ facilities consolidates current SACT provision and will provide an
enhanced and equitable service across South East Wales. The facilities will be
integrated with local cancer and voluntary sector services. This networked approach
will enable patients to access a wide range of tfreatment, care and support services
locally. Velindre currently uses the Tenovus Mobile Treatment Unit and will continue
fo integrate the use of these flexible delivery units alongside new, enhanced
Velindre@ facilities.
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There will be no inpatient facilities at the Velindre@ facilities. Patients requiring
admission will have access to inpatient beds at their local hospital or at VCC. All
planned inpatient SACT delivery will be at VCC.

Description of Service: Pharmacy & Aseptic Services

Pharmacy and aseptic services have a central role in suppaorting the delivery of SACT
both at the VCC and in the wider community. The future model will require access to
dedicated pharmacy and aseptic services at all appropriate locations across South
East Wales, to ensure equity of service delivery and access.

WCC will work with LHEs to determine the optimal clinical and technical pharmacy
services provision for patients treated across South East Wales within a Velindre @

facility.

SACT services will be co-located with ambulatory care services fo improve patient
experience, efficiency, flexibility and workforce skill mix, T | be capacity to
deliver some simple ambulatory care procedures aligned g ient attendances
when this best improves patient care and experience.
Operating Hours
SACTfambulatory care services will operate for s a day five days a week at
both VCC and at the Velindre@ facilities.

The pharmacy service will be available er week, 52 weeks per year as
required to support optimal service de v atient need.

Where Services will be deliverend
SACT Services

There will be an enhance i
outline below: Q

o 45% of actjs ed at VCC.
« 45% of acqvity delivered at Velindre@ facilities

10% of act elivered locally at home/community.

kd model with a number of SACT delivery sites as

SACT services at the Velindre@ facilities will be supplemented by a range of
ambulatory care, supportive care and outpatient services.

Ambulatory care procedures/services may be provided by supporting community
centres including local third sector providers and the new Maggle's Centre located
alongside VCC

Pharmacy will support VCC directly and will oversee Velindre@ services delivered on
behalf of the Cancer Centre through Service Level Agreements with LHBs and other
agencies as appropriate (dependent on (extended) pharmacy model).
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Pharmacy & Aseplic Services

VCC pharmacy will work collaboratively with LHB partners to ensure that any
processes surrounding the procursment of pharmaceuticals, specifically those of a
specialised nature, e.g. Early Access Medicines Scheme/Patient Access Scheme
does not preclude the use of such medicines at locations remote to VCC.

VCC will include an early phase clinical trials unit delivering where appropriate novel
therapies.

The model of (pharmacy) provision of Investigational Medicinal Products as part of a
clinical trial is being considerad. This model will be dependent on accepted clinical trial
governance procedures, staff resources and skill sets and local aseptic facilities and

maé vaﬁ between LHBs.
L]

Potential to co-locate with haematology services offers additional benafits,
1bqthsy.s

e SACT units within LHBs would require support and unwell may require
admission.

More patients will be treated across LHE boundari
delivery facility.

t¥ieir closest SACT

More SACT/SACT procedures delivered

« |Improved efficiency of SACT delivery

« More SACT related procedures deli
insertion/maintenance)

Enhanced opportunities for flexig

B/home/community setting

ie.g. PICC line

ant time choices

The delivery of Inpatient s

ased upon four fundamental principles:

« Patients will be asgessiy admission, rather than admitted for assessment.
Patients will o aadpntted where and when it is essential.
Wherever pogsible grocedures will be undertaken as a day case (e.g.
paracentesis d transfusion).

« Expert clinical advice will be available at the place of admission, in a timely
manner.

Therefore, care will shift from an inpatient to an outpatient setting. VCC will continue
to manage patients with complex needs whether their LHE admission is scheduled or
unscheduled and will better support admissions within LHBs. The improved system
wide capabillity will allow some patient activity currently undertaken at VCC to be
repatriated back to the LHBs, with local support from Velindre teams.

Scheduled admission includes patients receiving the following treatment:

Highly complex SACT regimens that necessitate an inpatient stay.
Complex Radiotherapy treatment that necessitates an inpatient stay.
MNovel theraples including radicisotopes.

Planned AHP intervention, i.e, dietatic support for head and neck patients,
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» Clinical Trials including Phase 1 and complex studies.

Unscheduled admission into VCC may be required If:

« The patient becomes unwell during tfreatment and VCC is the nearest hospital to
the patients’ place of residence.

« The patient becomes unwell in an acute setting and is referred by the AQS
sarvice,

« A patient requires urgent radiotherapy or ongoing radical radiotherapy that should
not be interrupted and can only be delivered at WVCC.

« A patient becomes unwell and requires specialist intervention from supportive
palliative and allied health professionals.

There will be a high observation area for the supervision of patents that require level
1 care. If the patient becomes acutely un-well, arrangements will be in place with the
LHE critical care teams for rapid retrieval, stabilization and fransfer (via the EMRTS)
to the most appropriate place of care,

Inpatient services will be provided 24/7 and for 52
hot line will provide a 24/7 service.

r. A telephone support

with enhanced support from a

Velindre will be open for emergency admissi
i for 12 hours a day, 5 days a week

gpecialist multidisciplinary Assessment U
until 2022 then for 7 days a week therea

2032, Of these, 4 will be assessment unit
dio-isotope therapies.

It is projected that VCC will need
bheds and two will be isolation ¢

A proportion of patients tr lly admitted as inpatients to VCC could be
appropriately managed a Bs. This will necessitate greater invelvement and
support of Velindre fe in LHESs,

Aneurin Bevan LWE w the Radiotherapy Satellite Centre and will need to offer
inpatient care fokad al patients (potentially from outside their LHB) who are
accessing radiothe via the Satellite Centre.

An ADS will be in place at VCC and local LHE across South East Wales to ensure that
patients presenting with acute new cancers, acute cancer related complications or
toxicity from cancer treatment are identified at the earliest opportunity and directed to
the most clinically appropriate pathway of care. This will include dedicated consultant
oncology and Advanced MNurse Practitioners/Clinical Murse Specialist presence at
each LHB.

A rapld assessment service will be run from VCC by an acute oncology team, which
Is consultant/Advanced Nurse Practitioner led.

A four bedded assessment unit will be incorporated into the inpatient ward area at
YWCC. This will enable the ‘assess to admit’ model of care to be implemented.
Alongside the application of an admission policy the assessment unit will play an
important role in_patient triage and where appropriate shifting inpatient treatment
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towards ambulatory care. This will facilitate more timely diagnosis and treatment for
patients that are unwell and where clinically safe and appropriate deliver a reduction
in admission and lenagth of stay.

Additional admissions to LHEs will equate to the following, spread between Health
Boards as below:

Additional specialist oncology input within LHEs will help offset this growth, via
admission avoidance and reduction in length of stay, The exact distribution of these
bads will vary dependent on the location of Velindre@ facilities. The presence of a
Radlotherapy Satellite Centre in South East Wales will result in a small additional shift
in admissions (see Radiotherapy section for details), e.g. ding inpatient
radiotherapy for MESCC.

Admission avoidance and reduced length of stay
services in both VCC and LHB facilities.
Better patient experience: more care delive , fewer admissions and

when admitted, more likely to be local to pl :
Reduced impact of inpatient bed use % ical oncology patients on other

aspects of health care system.
More efficient use of inpatient beds.

e demand for inpatient

The aim of outpatient sand 2.,
attendances for new pekig patients currently having treatment (e.g. SACT and
radiotherapy) and fo @ follow-up, delivering this closer to patients’ homes,
utilising technolo . eficial and delivering best value to patients from each
attendance. Grefler c3pacity for urgent outpatient review and subsequent treatment
will reduce the ne patients to access inpafient or other aspects of unscheduled
care,

A range of services will be provided at VCC and Velindre@ facllities including:

Specialist Oncology and Palliative care teams.
Clinical Psychology/Occupational.
Therapy/Physiotherapy/Dietetics/SALT/Complementary therapy.
Welfare Rights/Relate/Relationship advice
Fatient education/Cancer Information and Support Programme (CISP).

« Simple ambulatory procedures, aligned with outpatient attendance (e.g.
philebotormy).

« The majority of ambulatory care will be delivered alongside SACT delivery

Pre-planned appointments will be supported by the ability to see patients urgently as
outpatients, reducing need for patients fo access care via emergency routes,
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Multi-disciplinary outpatient teams will be present in both VCC and Velindred@ facilities.
They will work from a central base (to support communication, team working and
lzarning) with access to electronic patient records, and all necessary clinical
information.

patient services will be available Monday to Friday Sam — 5p

There will be dedicated oncology outpatient facilities at both VCC and each Velindre@
facility. Use will also be made of telemedicine to deliver services via patients' home or
locally when possible and appropriate

The following regional services will remain at VYCC (regarding OF attendances): Anal
Cancer, CNS Cancer, Sarcoma, and Melanoma, NET, Thyroid and Testicular cancer,
although future changes to align with other service developments will be explored.
Lymphoma patients will continue to receive oncological support into the MDT as well
as their radiotherapy planning and treatment at VCC however, #g thegfuture they will be
geen in haematology outpatient clinics at their respective

Velindre@ facilities within LHB would require s
admission
« Betler integration of Velindre/Health Boa

clinles, new ways of working.
« Ability for Health Boards to shape a n ACtivity within Velindre@ facilities to

support their needs.
teams will be able to better support

« Through joint planning, sch
lly to the patient, or via telemedicine to improve

Il patients may require

- more opportunities for joint

unscheduled care too.

# More attendances deliver

ACccess.

» Reduced impacto ice from increasing demand for non-surgical oncology
senvices,

« More efficientbut service: extended roles and technology to support this

« Best value nts created from each aftendance through planning and
communication.

+ Shift from inpatient to outpatient care.

The proposad model shifts the balance of care from the acute hospital environment
towards the patient's place of residence and the local community. It is anticipated that
there will be a shift from inpatient palliative care provision to outpatient and ambulatory
care. The patient's goals and needs will be placed at the centre and they will have the
option of receiving fast and effective palliative care and support at:

« The patients’ home or usual place of residence.
« Al alocal hosplcs.
* As an inpatient within their local LHB or at VCC,
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Palliative care services will be provided by local LHBs through an integrated approach
across primary, community, secondary and tertiary services in seamless partnership
with local authorities and the third sector. This will enable patients and their families to
receive the medical, psychological and social support to remain at home, within a
hospice in local communities or within a local hospital if their clinical and/or preference
necessitates this. In order to support patiants to remain at home and within the local
community, Velindre provides a wide range of support, aiming to provide
compassionate care in living and dying, and crucially reducing distress in the terminal
phases of iliness.

« Palliative care consultants will work in a networked amangement across the
community (home, hospice, clinics, and day care), local LHBs, local charities and
VCC will provide expertise at the point of need.

« Falliative care hubs within local LHBs will be networked to the Velindre@ facilities
and VCC. This will enable a systematic, consultant-led approach to be adopted In
line with patient need and the 6 strategic aims of the Wnd of Life Care

&CII be easily accessible

An advice line provided by Velindre Palliative Care #&ni

te all cliniclans, who will be able to speak to o r specialists. This provides
access to expertise, guidance and peer suppo les patients to move seamlessly
across the system and transfers knowled

Strategy.

for inpatients at VCC. Outpatient
i m early palliative care on site review
pfire centres and the hospices. There will be

senvices, day hospital services efc,
and link-up with community serviges

51 palliative care team providing an advisory service,
in the cancer cenire. Palliative Care services will
lzeal hospices and LHE sattings.

The additional on of patients accessing care via Velindred@/Radiotherapy
Satellite Centre@ W Teguire support from local palliative care services.

« Improved patient experience and reduced impact on LHB services by avoiding
the use of unscheduled services e.g. A+E, MALU. Enhance delivery of the
strategy of the End of Life Care Board for Wales:

Supporting living and dying well;

Detecting and identify patients early;

Delivering fast, effective care in palliative illness;

Reducing the distress of terminal lliness for the patient and their family; and
Support training and research in palliative and end of life care.
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Radiclogy & Nuclear Medicine
VCC will continue to provide radiology and nuclear medicine diagnostic, non-imaging
diagnostic and therapeutic services for cancer patients in South East Wales, These
include:

All inpatients at VCC.

All day case attendees to VCC.

All clinical trials undertaken at VCC.

Radiotherapy patients attending VCC who develop complications,

Therapeutic agents; e.g. Ra-223 dichloride.

Muclear medicine non-imaging diagnostic investigations (e.g. CR51 EDTA GFRs)
Repatriation of patients receiving peptide receptor radionuclide therapy (PRRT)
for neuro-endocring tumours who currently travel to London for treatment.

VCC will work with other radiology providers to ensure patients undergo radiological
investigations as close to their local residence as possible but attend Velindre where
clinical need, convenience, safety and/or expertise necessitales. Image sharing will
he essential and routine, wheraver imaging is performed,

PET-CT (largely for research and radiotherapy pl mqarher than diagnostic
S0
ﬁ.

needs) at VCC will being place | to allow patient East Wales o access
modern planning technigues, equivalent to those tertiary cancer centres.
Operating Hours

The Radiology and Nuclear Medicine Se
and for 5 days a week with an on call rad

be provided for 7.5 hours a day
rvice provided out of hours.

Inpatient beds (when needed for
supported by our inpatient seri
Where Services will be deli
It is currently predicted
provided at VCC will be p
to a locally delivered ny
CT, MRI, plain film d scans.
Radiological imaging yTdertaken locally (at LHEs or VCC) will be available at any
other site due to ¥ge igfplementation of the Vendor Neutral Archiving PACS system
which then enables examinations carried out locally to be reported centrally at
Velindre if required.
Health Board Impact
Small increase in radiological investigations due to more care being deliverad locally
Improved image sharing and reporting will partially offset this.
Benefits

« Batter patient experience,

+ More efficient health care through less wasted resource/duplication.

« Greater capacity for radiology for people affected by cancer, reducing the

impact on other radiclogy services across the region.

¢ nuclear medicine) will be available,

artion of the radiology investigations currently
lly in the LHBs, as care shifts from a centralised
type and volume of procedures by LHBs will include
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Research delivery will mirror the Service Model by taking the research to the patient
wherever it Is possible and safe to do so. There will be a Clinical Trials Facility at
VCC with increasing numbers of patients recruited into Phase |, I, Il and IV SACT
trials at VCC,

Some late phase (lll & IV) clinical trials and research will be undertaken within the
homeflocal community and Velindre@ facilities subject to appropriate governance
processes for each individual trial. We will continue to work closely with the Cardiff
& Vale Clinical Research Facility to deliver early phase trial research collaboratively.

The regional network portfolio of clinical studies will be expanded and diversified to
encompass a range of research utilising a variety of methodologies that will span the
patient journey, including an increased focus on limiting toxicity and improving guality
of life, palliative care and end-of-life care and improving outcomes,

A minimum target of 20% of the number of new patient referrals annually will be
recruited into (observational or interventional) clinical research, which includes
SACT, radiotherapy and qualitative research. This will be supplemented by the
broader aspects of clinical research, with recruitment into clinical trials growing
towards a target of between 10-15% of the numbear of new patient referrals annually
entering interventional studies.

VCC will continue to provide a research infrastructure that supports partners’
Academic Scienfific Research Sirategy.

The Clinical Research Facility will operate from 8am until 8pm for five days per waek,
sl rted by 24/7 access to emergency clinical support via AOS services.

Studies that will be pe d at Velindre only are:

Some late ph I & IV) SACT clinical trials.

Complex SAC =3
Complex radiotherapy trials where the technology is only available at VCC.

SACT/Radiotherapy combinations.
Radionuclide therapy research.

Velindre-led m SACT (collaborating with C+V CRF when appropriate).
e (l

It is anticipated that a number of Phase Il & IV SACT Trals will be undertaken at the
Velindre@ facilities and/or VCC.

If patients require a planned inpatient stay as part of the trial, this will secur at VCC,

Telemedicine will be used wherever possible to limit unnecessary travel for patients
and staff, and to use available resources efficiently and effactively,
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Health Board Impact
Greater patient numbers entering trials locally will require support, dependant on the
requirement of each trial. This will be planned in advance to avoid unnecessary and
avoidable impacts
Benefits
Better access to research, locally, for patients.
Improved frial portfolio for the region of South East Wales.
Improved reputation of research in South East Wales.
Better collaboration between academic and clinical teams.

Clinical Aspects of Education
Education will he focused around the needs of the people affected by cancer and
health care professionals and will be delivered in line with the principles of the service
model.

High quality information/education will be available to patients/carers to support
active involvement in decision making, self-management and cancer literacy

Education will support the delivery of high guality clinical care, wherever it is delivered
and to safely adapt to new treatmentsitechnologies/clinical advances.

Education will support all elements of the care pathway, from early diagnosis,
treatment decislons to living with the impact of cancer and palliative/end of life care.
Educationftraining will support both scheduled and unscheduled care (for example,
by ensuring patients/staff are aware of treatment developments and the potential
complications of these).

Educationftraining will be planned regionally to support all of those involved in cancer
care — clinical and non-clinical staff throughout South East Wales.

IT will be crucial in delivering individualised information/education tfo patients, carers

and health care profes 5, improving access and flexibility

Operating Hours

The Education @

opportunities for 4

for staff

Where Services will be delivered

« Facllities will be provided both at VCC (Via the C4Li) and Velindre@ facllities to
enable access locally.

« Virtual access will support delivery locally and flexibly to patients/staff,

o VVCC will host a specialist library.

Health Board Impact

« |LHE teams will have access to and be able to book facilities in the C4Li.

« Velindre@/Radiotherapy Satellite Centre@@ facilities will have space for
meetings/education - for use by patients and LHB teams.

« When appropriate, Velindre staff may wish to access LHE education avents,

Benefits

o Improved ability for patients to be involved in clinical decisions and to self-manage
— reduces demand on health care services

« Safer patient care,

Wil operate T:00am - B:00pm 5 days a week with
% and weekend events. Library access will be 24 hours a day
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Improved collaboration, reduced duplication, improved efficiency.

Increased capacity in the region and ability to deliver education via technology.
Improved access to education; can meet training standards more easily.
Better staff career prograssion, retention and morale.

Improved links between clinical and academicftraining teams.

Key Messages Patient Pathways and Clinical Services

Core Support Services Described in Detail

5.1.88 Itis not enough to merely have a clinical delivery service model. High quality
clinical care relies on key support services such as governance structures,
service data and improvement, education, research and development.
Enabling patients to have a central role in developing, evaluating and shaping
future service changes Is also cruclal — through use of patient feedback and
structured patient invelvement programmes. Staff and teams need to develop
pathways that span organisational boundaries and to be able to adopt
innovative approaches to delivering patient care.

5.1.89 Service intelligence data is essential and will be generated in a meaningful way
to support clinical teams in understanding the strengths of the current service,
areas for improvement, the value of planned changes and in anticipating new
service needs.

5.1.90 These support services underpin the quality of care and enable teams to
improve services further, in a safe and sustainable manner, thereby preventing
a one off step change that rapidly becomes outdated. We therefore describe
these in addition to the core clinical services in the previous section as it is
equally important to look at transformation of these essential services.

C)O
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Figure 5-9: Centre for Learning and Innovation (C4L.i)
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Clinical Governance/Service Improvement

5.1.91 Delivering high quality clinical care collaboratively in partnership between
organisations will require strong clinical governance. Care will be delivered
closer to patients’ homes in a seamless manner between different professionals
and organisations requiring stronger cross organisational
learning and a hub from which to build these relationships. This begins with
the ability to ungdgrstand current activity and outcomes through meaningful
clinical data atient experience information, to understand what is
important t nts and to place them at the centre of service design and
delivery. \fle wid also involve patients directly in service review and design.
Benchmafg with other similar Cancer Centres will be central to
understanding how our services perform for our patients. These processes will
support in forecasting future needs to give service resilience and sustainability
in the long term.

5.1.92 The Service Model will deliver high quality care and continuous improvement of
this. Small scale improvements within individual teams or services will be
planned and translated into sustainable improvements across the region. Our
strategic approach is influenced by national and local drivers including 1000
Lives +, Prudent Healthcare Principles, co-production with our patients, carers
and the public and a desire to play our role supporting partner Organisations.
Local strengths such as SCIF (Significant Clinical Incident Forum) will play a
greater role across the region in an open, no blame learning environment.
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5.1.93 Improved connections will be made between clinical teams, develop and use
our data to support quality improvement, and to utilise the growing improvement
science evidence base and good practice examples emerging from other parts
of Wales, UK and internationally. We will contribute to the global health agenda
through building on our international health partnerships with colleagues in sub-
Saharan Africa and in other countries with developing health systems.

A culture of continuous service improvement will be integral to the delivery of

5.1.94 clinical care, with creative thinking/innovative solutions underpinned by
evidence based learning and research, linked through to education programmes
to share best practice and deliver successful improvements where these need
to be made. Visible leadership and staff engagement are fundamental to
success — especially given the more dispersed nature of non- surgical Cancer
Services in the future.

Key to these aims will be:
5.1.95

Data (service intelligence) and audit (local and national).
Patient involvement and patient experience data (e.g. Patient Reported
Outcome Measures & Patient Reported Experience Measures).
Benchmarking with similar cancer centres.

Cross organisational learning/collaboration: sharing best practice and service
improvement; pathway development between organisations.
Horizon scanning and forecasting.
Clinical Governance (with strong links to education).

Research & Development

The Trust will know how our clinical services are performing through strong
5.1.96 service intelligeyeNgncluding patient experience data) and clinical governance
— this tells us e ‘now’. We need to develop and deliver excellence in
clinical ca r twe#future through research, development and innovation. This
is a strateyic pliority for Velindre and for Wales. Through enhanced research
and develo nt (of novel drugs, therapies and development/implementation of

new technologies) which will directly benefit our current patients and generate
an evidence base to guide cancer care for future generations.

The opportunity to participate in research will be a core component of the clinical

5.1.97 care delivered across the region such that patients can discuss options for
participation in research with their health care professional team, wherever care
is delivered.

The Trust will build on our already existing excellent national and international

5.1.98 reputation in research to widen the scope of the research we offer to our patients
throughout their care pathway and the region. VCC has many national/
international research leads and will broaden this with a multi-
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professional research portfolio which supports current and future research
leaders through the trajectory of their careers.

5.1.99 This will enhance the reputation of the Trust, attracting non-commercially
sponsored projects and investment from the commercial sector, a competitive
area that is driven by performance and proven track records.

5.1.100 The vital link between laboratory drug development and administration to
patients will provide patients with opportunities to access experimental novel
therapies when they have limited or often no other conventional treatment
options left. This will also support strong links between clinical and academic
teams. Early phase trial work will be delivered through VCC collaboratively with
the Clinical Research Facility at UHW due to the clinical nature of these trials.

5.1.101 It is important to build upon Velindre’s reputation for leading and participating in
Phase /1l trials to deliver regional access for late phase SACT trials, when
safe to do so. We will support all partners (academic and clinical) to meet
national targets related to research, delivering benefits to patients across the
region and to our partners.

5.1.102 Radiotherapy and physics research are also essential. This incorporates
radiotherapy clinical trials, academic medical physics research, and nuclear
medicine/molecular radiotherapy. We will deliver radiotherapy clinical trials,
novel SACT and radiotherapy combination treatments and trial quality
assurance. Radiotherapy research and development and safe introduction of
new radiotherapy techniques and technology will both be available to patients at
VCC and the Radiotherapy Satellite Centre@ to ensure equity of access to
cutting edge treatments.

5.1.103 In conjunction with our partners, we will explore new research areas including
improvement sgiagce, health economics, education and qualitative and
quantitative reg @ opportunities at other stages of the cancer pathway (e.g.
epidemiol AQeAtion, early diagnosis, unscheduled care, end of life care).

5.1.104 Supportinﬁrchers in all profession is a priority as we identify and develop
future talent. PhD programmes will support nurses, radiographers and AHPs to

undertake original clinical research within their areas of expertise, run in
collaboration with academic partners.

5.1.105A vibrant, dynamic research culture will be embedded across the region.
Patients will receive the very best treatment at every stage of their journey, with
opportunities for both interventional and qualitative research, and researchers
from all disciplines can engage in projects that will enhance care and enrich their
professional careers.

5.1.106 The Trust will:

e Deliver a wider range of research opportunities for patients, delivered by a
broad range of health care professionals closer to patients’ places of
residence.
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e Support the national priority to generate wider economic and social benefits
through the development of strategic partnerships and collaborative working
within South East Wales, Wales and internationally to achieve excellence.

¢ Play an active supporting role to our partners but also fulfil our leadership role
as a specialist non-surgical cancer centre.

e Enhance opportunities to integrate academic research and clinical teams,
stimulating new ideas for research.

e Develop and deliver new technologies safely into routine clinical practice

e Innovate new methods of delivering care and adopt these appropriately,
gathering and sharing evidence of benefit.

e Align the wide range of expertise within and outside South East Wales
around a coherent strategic research agenda that supports the highest
quality clinical care, academic excellence, and evidence based innovation.

e Provide the resources required for the consistent delivery of high quality,
innovative research.

e Horizon scan to maintain our position at the forefront of cutting edge
research.

e Contribute to the global knowledge on cancer biology and treatment.

e Attract, develop and retain quality researchers across all disciplines and
professions.

5.1.107 As research/technological developments translate into routine clinical practice
and become new standards of care, service intelligence data will be gathered
to evaluate the real world effectiveness/benefits, alongside patient reported
outcomes and experience data to fully understand the impact of new
treatments from a patient perspective.

Education

5.1.108 Education is fundamental to the sustainable delivery of high quality care and
the best outco patients, as captured in VCC’s mission of delivering the
best quality pa re, world class education and research which improves
lives. Edjcati inextricably linked to the quality of patient care. It also

lating the knowledge gained from service improvement work

evelopment as described above safely into everyday clinical

and researc
practice.

5.1.109 Education includes education and information provision for patients and
families; education and learning for health care professionals AND non-
clinical staff and education as part of a broader network formed of
partnerships with stakeholders.

5.1.110 The Trust’s role is one of many partners in a complex care/ education system.
It is vital that Velindre plays its part in this system, working with and learning
with/from other organisations so education is planned and delivered prudently.

5.1.111 Velindre is committed to prioritising information provision, education and
learning for patients and carers and embedding this in the clinical model as
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this will support patient involvement in clinical decisions and will help equalise
the patient/professional relationship.

5.1.112 Education delivery will align with the principles of the clinical model, including
quality, delivery closer to home, supporting patient involvement and equalising
the patient/professional relationship and in the use of technology to deliver
education/learning more flexibly to improve access. As such, it will be delivered
on a regional basis, utilising technology to improve access for patients, carers
and staff.

5.1.113 Velindre is committed to prioritising education and learning for staff to maintain
and develop the current and next generation of both healthcare professionals
and non-clinical staff. This will maintain quality of clinical care, allow the safe
adoption of new clinical practices and can reduce preventable harm and
unnecessary variations in clinical practice. With new treatments always being
developed, it is important that patients and staff (regardless of professional role
or location, be it primary care, secondary care or tertiary care) have the
knowledge to deliver safe, high quality care wherever and whenever it is
needed.

5.1.114 Education programmes will support the delivery of clinical care (both scheduled
and unscheduled) in an integrated manner across South East Wales, involving
a more diverse number of clinical staff delivering care more locally to patients in
a variety of locations.

5.1.115 Education helps us meet the projected increase in demand for non-surgical
oncology services in South East Wales through patient education/activation
and self-management and will support the long-term sustainability of clinical
care through reputational benefit, staff recruitment and retention.

5.1.116 Technology is agsiggportant enabler for education/learning. It can support
patients acceigh quality information/education more locally and also

helps staff L y as flexible working increases.

5.1.11 r’EducationQion, both for Velindre staff and through partnership working
with our LHB colleagues and with higher education institutions to deliver
undergraduate and postgraduate education events and courses. We will meet

all appropriate training standards to deliver a high quality training experience for
a broad range of health care professionals.

5.1.118 Velindre will develop our international role — building on existing links and
developing new ones — that support education in other countries with reciprocal
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arrangements that our staff can benefit from too, bringing skills back that
benefit patient care in South East Wales.

5.1.1191t will also explore opportunities and collaboratively develop our role in
supporting/delivering education that helps with cancer prevention and early
diagnosis — both for patients and professionals.

5.1.120 This stretches to a exploring and collaboratively developing our education role
in society, supporting cancer/health related education in schools and in
healthcare career promotion, supporting the economy of South East Wales. This
also involves supporting cancer care in developing nations — building on the
work the Trust already does via Wales in Africa.

The Centre for Learning and Innovation

5.1.121 Any health care provider needs facilities to deliver research and development,
education, service improvement, innovation/technology and to support patient
involvement as described in the previous sections - they are critical for both the
short and long term quality of patient care and the long term sustainability of
clinical care. Currently, VCC already delivers these functions, but teams are
spread throughout the hospital which impacts on efficiency and outputs. The
lack of physical facilities/space further limits our abilities in these areas and also
limits our ability to work with/support partner organisations.

5.1.122 Within the future Clinical Model, essential functions will be co-located with the
‘Centre for Learning and Innovation’. This creates efficiencies and synergies. It
is not a separate entity — it is a core part of the specialist cancer centre and will
support the regional delivery of care through an open approach, utilising
technology and links with existing and new facilities such as the Velindre @ and
Radiotherapy Satellite Centre@.

5.1.123 The CA4Li will t @ e offer the opportunity to form a regional hub, adding to
fales to support patients and staff locally, to deliver benefits

the networjpeery

throughon@gion, to all members of the Cancer Community in South East
Wales an nd. It will allow teams to continuously improve services and
to realise their ambitions relating to quality of clinical care and will assist VCC in
delivering its values of being accountable, bold, caring and dynamic.

This will have a strong patient and carer focus, placing them at the centre of

5.1.124 health care decisions. It will be aligned with the principles of the Service Model
and will underpin this. It will support national strategies such as prudency. | t
will very much be ‘outward facing’ allowing greater opportunities to integrate and
collaborate across traditional boundaries.

The CA4Li will improve clinical care via facilitating research, education &
5.1.125 training, quality improvement and innovation across all partner agencies and
create the hub for local, national and international learning networks with
leadership from all professional disciplines and stakeholders involved in cancer
services and care. It will help further improve the reputation of VCC and its
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partners in cancer care and assist in attracting and retaining staff across the
region.

5.1.126 The CA4Li will be a physical space bringing together a range of clinical,
professional, academic and managerial experts in patient involvement,
research, innovation, education and service improvement. It will also form a
virtual hub for collaboration, and communication across South East Wales.
This will be the ‘engine room’ for continuous improvement and give opportunities
for use by other service providers, partners and stakeholders with a common
agenda of sustaining, improving and transforming cancer services. This will help
the long-term sustainability of non-surgical cancer care in South East Wales.

It will support all staff involved in caring for those affected by cancer — including

5.1.127 those in clinical and non-clinical roles. Its scope will be broader than the clinical
model as it will be available for use by all members of the cancer community in
South East Wales with additional opportunities for supporting health care
beyond this.

It forms arguably one of the most transformative and exciting elements of the

5.1.128TCS Programme and supports the ongoing clinical agility to continuously
develop and improve clinical services — establishing the long term sustainability
of non-surgical Cancer Services in South East Wales.

We will seek to promote the new C4L.i to partners prior to its opening and actively
5.1.129% engage with them, in order to involve others in the planning, maximize the
benefits delivered and ensure best use once developed.

C)O
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Figure 5-10: Core Function of the C4Li
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Summary & Conclusion

5.1.130 We have the opportunity to develop non-surgical cancer services in a way that
supports and improves services for a generation or more, across the region. If
we do not seize this, the increasing incidence of cancer and rising demand on
services will have the opposite effect — reducing quality, worsening access and
patient experience. Outcomes from treatment will be worse and the cost to
healthcare, society and the population of South East Wales will increase.

5.1.131 We owe it to our patients to respond to this need in a planned, collaborative
manner. The health care system looking after the people affected by cancer is
complex, with teams interdependent on others. We are keen to play our part
alongside partners — supporting them and when beneficial, playing a leading
role.

5.1.132 Our service model describes a vision for non-surgical cancer services that
maintains and improves quality, allows care to be delivered more locally in a
way that copes with increasing demand prudently and efficiently. It transforms
care from a system that is struggling and moving away from the principles that
patients tell us are important to a patient focused, locally delivered care model.

5.1.133 It also supports the long term sustainability of care by placing those affected by
cancer at the centre of planning and delivery and by focusing on service
improvement, research, education and innovation to deliver an agile system that
can respond and change as new treatment developments. Cutting edge cancer
care will be delivered, in modern facilities with modern equipment with the ability
to continuously develop the service and to contribute to the evidence base
defining best standards of care for others to follow.

5.1.134 It will create a regional model of care that the people affected by cancer and
the staff who cagesfgr them can be proud of. It will require teams and people
to work differe % be open to change and to collaborate, placing patients at
the centre ORGisONns to deliver non-surgical cancercare that is shaped
around th@ds and priorities.
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6 VELINDRE NHS TRUST INFORMATICS & DIGITAL EXCELLENCE

Velindre NHS Trust has been implementing significant developments in

6.1.1 Information Management and Technology (IM&T) systems which have been a
combination of national programmes, internationally used systems and bespoke
local developments all of which have enabled the transformation of services for
professionals, patients, and donors. The Trust however must continue to
develop its IM&T to support the organisational and clinical priorities and to
ensure that next generation IM&T is used to enhance service delivery.

At the heart of the informatics vision are the four principles from the “Informed
.12 Health and Care: A Digital Health and Social Care Strategy for Wales” (2015).

Figure 6-1: Informed Health and Care: A Digital Health and Social Care
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t has produced an ambitious strategic programme, “Digital
yver the next five years, will implement a range of national
technology ‘ while growing our capacity and capability to embrace
innovativefftechgologies. This is based on the fundamental premise that high
quality hehcgre in the 21st century cannot be delivered with out of date or
obsolete legacy systems, and/or paper based information recording and delivery.

Velindre NHS Tr
6.1.3 Excellence’,

To this end, Velindre Cancer Centre aims to take a lead on building international
partnerships and working in collaboration with NHS Wales Informatics Service

6.1.4 (NWIS) and other Health Boards to develop robust, shared designs for modern
health information systems delivered “Once for Wales”.

Velindre continues to support the development and delivery of national products
and services working in partnership with NWIS. In the short to medium term, the
6.1.5 approach will be to identify opportunities that maximise the benefits of
investment in existing information and technology in order to provide more
joined-up service provision. This approach will support prioritised service
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improvements and ensure the workforce becomes familiar with increased ways
of digital working.

6.1.6 By utilising IM&T as a critical enabler to support service transformation, Velindre
aims to fundamentally redesign administrative, operational and clinical
processes to maintain high levels of data quality, and not only ensure information
is accurate and up to date, but also embedding state of the art technologies to
deliver exceptional services.

6.1.7 Our digital working is aligned to the Trust’s organisational strategy, “Building
Excellence”, which once digitally enabled, will be more empowered, efficient and
effective in realising the benefits intended from implementing digital
systems. As shown below, people with access to digital technology are more
empowered, people following digital processes are more effective and digital
processes powered by digital technology are more efficient.

Figure 6-2: Joining People, Process & Technology

PEOPLE

- DIGITAL
TE2'NOLOGY | Efficient PROCESS

6.1.8 The Transforming Cancer Services Programme provides Velindre with the
platform to showcase new technology and embed national standardised ways of
working to deliver our core services. A key principal for our vision is:

To provide a modern, fully integrated, location independent, electronic view of
information, in order to support high quality delivery of services

6.1.9 The refreshed Cancer Delivery Plan for Wales 2016—202026 highlights the need
to set the strategic direction for cancer information and intelligence and align it to
the overarching NHS Wales Informed Health and Care Strategy. In order to
deliver, there is a clear need for the collection, retrieval, linkage and distribution

26
http://gov.wales/docs/dhss/publications/161114cancerplanen.pdf
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of cancer data, information and health intelligence to be delivered through a
robust and integrated approach.

6.1.10 By using technology to enable information about cancer services and outcomes
to be more available to patients, it is our ambition that this will support them to
make the right decisions about their care.

6.1.11 Clearly, this information needs to be up-to-date, accurate and available across
organisational boundaries, wherever services are being delivered. Making this a
practical reality for our staff and patients is a significant challenge in light of
the continued reliance on the number and variation in applications in use
across the organisation; across the whole of NHS Wales and the level of
investment in technology required to enable and sustain change and
modernisation.

“‘Digitally Enabled, Patient Centred Services”

6.1.12 The future vision for a Cancer patient in Wales is one that is informed and
empowered across their complete treatment pathway. Furthermore by
personalising the pathway, the patient will be able to make informed decisions
regarding their planned care.

6.1.13 Inlinking the four strands of the digital health strategy, the following outlines how
the Transforming Cancer Services programme utilises digital technology to
provide Cancer services appropriate to the 21t Century.

Information for you

“People will be able to look after their own wellbeing and connect with health
and social care more efficiently and effectively with online access to information
and access own records. Organisational boundaries are not barriers to effective
care as information is available electronically and joined up.”

Velindre patie &cnerally feel well supported and indeed describe an
6.1.14 overwhelmingl % ve experience of cancer services but modern technology
enables ug to ¢f&&te a new ‘digital’ 2 way relationship with people affected by
cancer. regbgnise that we need to develop this new relationship which will
ensure patiets, carers and healthcare professionals have appropriate access,
expertise and support to use this new technology. This will require education,

investment in new systems and a change in culture for people affected by cancer
and healthcare professionals alike.

Through the use of digital technology Patients will be able to look after their own

6.1.15 well-being and connect with health and social care more efficiently and
effectively, with online access to information and their own records; undertaking
a variety of health transactions directly, using technology, and using digital tools
and apps to support self-care, health monitoring and maintain independent
living.
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6.1.16 The focus of the future clinical design will be patient centred rather than
healthcare centred ensuring the patient has access to the service and data
they require in the manner that is most appropriate to them; at that specific
point in time of their treatment.

6.1.17 Furthermore we plan to empower the patient to book the service mode that
suits them best. They may choose to book a skype call with a clinician either
for video or audio, reducing the need for sometimes challenging commuting;
yet still able to discuss on the call the contents of their test results and their
treatment with full access to the information in the hands of the patient. The
patient will also share this information with other health professionals of their
choosing and at their own discretion. This will further reduce the burden on
them to travel and queue and enable them to preserve their strength.

6.1.18 In addition to this, through enhance information services, the public will have
access to support in order for them to lead healthy lives. Where cancer does
occur, they and their carers will have access to understandable information in
a form personal to them to ensure they can actively participate in their cancer
care and make the right choices for them.

Figure 6-3: Future Patient Experience

UEATRERIT Il. 44 0
wch i
2 Wiy Lt : 5
Communesinre = e e * q
ey P b
0
=

Velindre Patients will:

¢ View their information through online access to their records, supporting them to
make better decisions about their health and care and take more control of their
well-being, in line with principles of prudent healthcare and sustainable social
services. They should also be able to submit their own advance care plan(s) for
inclusion into “their” health care record.
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e Amend their records, feeding in details they may have gathered from other
sources, such as apps and wearable devices, to play an active part in developing
and improving the quality of the information held about them and their health and
well-being.

¢ Routinely use digital apps, wearable devices and other online resources to be
well- informed and active participants in their care, able to make informed
decisions and lifestyle choices to maintain their well-being.

e Connect online with health and care services in the same way they do with other
aspects of their life. They will be able to book appointments online, order repeat
prescriptions and use the internet, email and video conferencing to connect with
clinicians and care professionals in a way that suits them, potentially reducing
delays and costs to the service and service users.

e Use digitally-enabled services to monitor long-term conditions and daily tasks to
support independent living for those individuals and families where this is required.
Supporting professionals

“Health and social care professionals will use digital tools and have improved
access to information to do their jobs more effectively with improvements in
quality, safety and outcomes. Focus on cultural change, knowledge and skill
development to enable “our people” to work well within a digital enabled
environment and make the most of emerging opportunities.”

Velindre professionals will use digital tools and have improved access to
information to do their jobs more effectively with improvements in quality, safety

6.1.19 and efficiency. A ‘Once for Wales’ approach will create a solid platform for
common standards and interoperability between systems and access to
structured eleq records in all care settings to join up and co-ordinate care
for service use % ents and carers.

For the fi healthcare professionals will have access to a single health
record which™will contain all relevant previous information for that patient and

6.1.20 allow them in turn to communicate regarding care plans and holistic needs
assessments with the rest of the cancer community supporting the patient across
their care pathway.

“Capture Once, Use Many Times”

As the cancer pathway is complex and crosses many interfaces between

people and organisations the future design will remove the previous silos of
6.1.21 information that existed between legacy systems and organisations. The focus

of the future design will be patient centred rather than healthcare centred while
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still ensuring the professional has access to all the services and data that they
require.

6.1.22 The replacement for Patient Administration System (PAS) and Electronic
Patient Record (EPR) workflows will capture the essence of the current design
of IMT services at Velindre and Integrate these into an improved national
design to create a more patient centred and nationally data integrated modem
and reliable system design.

6.1.23 Patient data such as results and reports will be accessed in a national design
portal service which will be able to filter and retrieve data from all over Wales
to present a clear picture to clinlcians of the most relevant patient data for that

point in time,

6.1.24 Furthermore, systems will be accessible via a number of different methods to
sult the data and method available so for example test results could be
viewable or requested on a handheld device for convenience but larger
handheld devices would be used where better views of data were required such
as in portals. Keyboards, voice dictation or laptops would be accessible for
more detailed reporting reguiremeants.

6.1.25 Velindre will be at the forefront of this technology roadmap designed to reduce
organisational silos and to support patient coproduction for Wales.

Figure 6-4: Supporting Professionals across the TCS Model
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Valindre healthcare professionals will;
« Capture information electronically at the point of care delivery, in a structured
format so It can be used to provide a common Information base and integrated
records across all health and soclal care settings.

« Use information and electronic care records to collaborate fully with citizens,
ensuring options and decisions are co-produced and care is co-ordinated and
jeined-up around the personalised needs of the individual service user, patient

and their carer.
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e Use technology routinely in all care settings to support them to do their jobs
effectively, with online decision support, electronic records and automated ways
of working, to improve quality and safety and reduce risk.

e Be encouraged and supported to use digital tools that are available to those
working in other sectors: email, internet and video conferencing.

e Use data and information to understand the outcomes they are achieving, to
support research and carry out audit, learn from incidents and drive
improvements in performance.

e Adopt a ‘digital first’ philosophy when designing and delivering new services, to
promote mobile, flexible, digitally-enabled service and workforce models.

o Be skilled to work well within a digitally- enabled environment.

Improvement and Innovation

“Make better use of available national data sources and local information in
combination with emerging new technologies, to support informed decision
making and service planning, population health, research and development.
Exploit opportunities for new innovation partnerships for innovative and
complex analytics that linked “Big Data” will bring, by utilising new
approaches of large scale linked dataset analysis as well as the more
traditional methods of turning data into information.”

6.1.26 Velindre will make better use of available data and information to improve
decision making, plan service change and drive improvement in quality and
performance. Aoration across the whole system, and with partners in
industry an % ia, will ensure digital advances and innovation is
harnessedf and [0Y"opening up the ‘once for Wales’ technical platform allow

iy and agility in the development of new services and

applications.

6.1.27 Communication, information and intelligence will be the key enablers for NHS
Wales to meet the rising demand for cancer care, to provide complex new
treatments and support, to improve outcomes and reduce inequalities for people
affected by cancer across Wales. We will use information to ensure that every
healthcare professional and patient have access to the information they require
at their time of need to enable them to plan and deliver the highest quality of
care together. During this period of integration of informatics systems we will
maintain the high level of experience that patients receive in Wales. Our plans
for integrated systems of care will improve patient outcomes, particularly
survival, through prevention and timely access to diagnosis and effective
treatments. We must though also build in an ‘engine’ for innovation and
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transformation if we want cancer services to be comparable with the best in the
world.

6.1.28 Organisations, providers, practices and teams must know how well they are
performing at individual, cohort and population levels. This will allow systems to
share best practice and commissioners and providers to focus on those areas
that are less than the best.

6.1.29 Such secure databases of linked information automatically collected from
source, and with appropriate information governance applied, are ‘gold mines’
to be exploited by research teams and commercial industry to understand the
value of current treatments and systems of care and to develop new ones.

6.1.30 As technology and medicine continues to develop, the ambition in cancer care
is personalised medicine or precision oncology. This will be delivered through
information from the patient, their cancer, diagnostic tests and treatments
determining the right treatment for that patient’s disease at that time. Information
systems will provide linked information, complex analysis and algorithmic
continuous learning. Artificial intelligence will play an increasing role in
healthcare diagnostics and therapeutics, and we will provide the information for
these new systems in a timely and usable way.

Velindre are committed to:

e Focusing on making better use of national data sources and local information to
support informed decision making and improve cancer service planning,
population health, research and development.

e Build a more ‘open’ technical platform to allow greater flexibility in the
development of new applications based on clear national cancer standards and

system interopem
e Engage wi ders in refreshing our plans and co-designing our digital

a
future: fron%aff, citizens, third sector organisations, industry and university
partners, natiOfally and internationally, to provide a new approach to harnessing
innovation, learning from what works elsewhere and adopting these solutions in
an agile, rapid and responsive way to realise the benefits and achieve better
outcomes for the people of Wales.

A Planned Future

“Joint planning, partnership working and stakeholder engagement across
NHS Wales involving the third sector and academia to ensure opportunities
are prioritised and realisation of benefits.”

Informed Health and Care will be a key enabler of transformed service across Wales.
Joint planning, partnership working and stakeholder engagement at local, regional and
national level will ensure that the opportunities and ambitions are prioritised, with
planning guidance issued by Welsh Government.
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6.1.31

6.1.32

6.1.33

Increasing use g t&hnology and future cloud services supported by electronic
authentication &M ps for security such as swipe cards and biometrics will

ith less restriction of organisational boundaries.

enable stag

Patient’s a sibility to their own data and co-production with patients is
predicted to increase as more systems become more capable of this.
Collaboration with external partners will also be partly driven from this.

Although organizations have a statutory duty to provide healthcare for their
resident population, they now have a duty of care to not let geographical or
pathway boundaries get in the way of providing access to effective, efficient,
excellent and equitable care to the people of Wales. This will be achieved
through the strategic planning of services at a National, regional and local level,
through bold and decisive leadership and a workforce committed to both deliver
high quality and safe care and to continuously improve that care. Data,
information and intelligence are key to underpinning both planning and
continuous improvement in integrated healthcare services.

“If Velindre integrates patient information then they can integrate patient care”
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7 KEY SERVICE REQUIREMENTS
7.1 Introduction

7.1.1 This purpose of this section is to outline the key service requirements in relation
the proposed Service Model:

e Future capacity requirements; and
e Future workforce requirements.

7.2 Modelling future demand, capacity and workforce

7.2.1 The Trust has developed a comprehensive activity model to project future
demand for cancer services in South East Wales.

.22 2016/17 has been used as the baseline activity year for the model. The 2016/17
data set has been subject to rigorous review to ensure accuracy and
completeness with an external data validation exercise being undertaken to
assure a robust baseline position.

7.2.3 A blueprint for the demand, capacity, workforce and financial model has been
produced and approved by the TCS Programme Management Board. The
functionality of the model has been subjected to quality assurance tests by the
Trust's advisory team GE Healthcare Finnamore and by the Trust Programme
Team.

7.3 Structure of the activity and capacity model

7.3.1 Demand projections are based on the Trust's planning and principles document.
This covers the period 2016/17 (the baseline year) to 2031/32.

7.3.2 The base dat subject to comprehensive review and further work was
undertake e rust to improve its accuracy and completeness, prior to
commencilg th§ modelling of projected future activity.

7.3.3 Projected capacity for all clinical areas which are activity driven within the model
form the basis of the functional content and schedule of accommodation. Where
improvements in utilisation and efficiency have been agreed, these were applied
to the capacity outputs.

7.3.4 Future workforce requirements include the impact of service redesign as well as
growth in activity and efficiency improvements within the demand and capacity
elements of the model. This is a core part of the model and a considerable
amount of time has been spent with clinical teams to ensure a comprehensive
representation of the future workforce requirements.

7.3.5 A series of workshops have also been held with clinical teams to discuss and
agree modelling units, drivers, utilisation and efficiency assumptions and to
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cohsider modernisation opportunities, including potential extensions to the
working day and working week.

.36 Forecast expanditure requirements are expressed in real terms (i.e. net of
Inflation). The model allocates non-pay costs to workflows and pay costs by
WTE (for the mid-point in each grade) by workflow for the baseline and
subsequent years,

7.3.7 The steps within the model are summarised in the diagram below.

Figure 7-1 Steps in developing model

Annealdemagrephic and
nan-demographc growth
and change i moidence
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¥.3.8 Each of the four elements of the model have been reviewed by the Trust's
Informatics, W ce & OD and Finance teams to test the logic and
assumplions % ning the model and changes were made to the model

where thaﬁ emed necessary.
7.4 Key mode assumptions

.41  The assumptions used to drive the model were developed by the Trust and
approved by the TCS Programme Management Board. The key drivers are
outlined below,

Table 7-1: Key growth assumptions

Service Annual growth assumption/years

2016M7 - 2022/23 2023/24 - 2031/32

Radiotherapy
SACT

Inpatients

Outpatients and
Ambulatory Care
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Service

Annual growth assumption/years

2016/17 - 2022/23

2023/24 - 2031/32

Radioclogy (CT & MRI)
and Nuclear Medicine

7.4.2 Forecast capacity requirements are outlined in the Table 7-2 (see Appendix
PBC/S5C. 57 for individual LHB activity information packs).

Figure 7-2: Projected capacity requirements to 2031/32
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7.5 Operational scenarios

7.51 The Trust has tested a number of different oparational models for the new
service, The operating scenario assessmeant process was designed to validate
the following;

« Ensure there is sufficient capacity to meet projected demand for cancer
services provided by Velindre;

« Meet patients’ needs and aspirations for the avallability of treatment over
extended operating time;

« [Demonstrate to the health boards that the Trust is transforming the way in

which it irr:wida's services to achieve uitimurn value for nmnei: and
[ ]

7.5.2 Al of the above were viewed in the context of the need to provide a safe and
high guality service and to retain and recruit staff effectively. The scenarios
were developed based on different assumptions in relation to:

« The need to extend the working day,

» The need fo extend the working week, where services where not already
provided on a 7 day basis; and

« Whether these changes should be applied consistently across all services
or to individual services.

7.23 Eight operating scenarnos, including the current model, were evaluated by a
multidisciplinary group comprising the TCS Programme core team and clinical
service leads and facilitated externally. The assessment was undertaken
based on each scenario's:

« Non-financigemegessment which included the extent of alignment with the
PBC's mvenbjechxrea and Critical Success Factors, and

 Financj afment as defined by the impact on the estimated unitary
cham%rust pay and non-pay.

7.54 The preferred operating scenario (Scenario 8) scored the highest based on a
combined non-financial and financial score. This scenario included the
following components:

SACT/Pharmacy: 12 hours, Monday - Friday;
Radiotherapy: 9.5 hours, Monday — Friday;
Outpatients: 2 x 3.5 hour sessions, Monday - Friday,
Acute Oncology Service: 7 days;

Radiotherapy Urgent Care for Category 1: 7 days; and
Acute Palliative Care: 7 days.

f.o9 One of the key features of the preferred operating scenario is providing
Category 1 Radiotherapy on a 7 day basis which is likely to afford biological
advantages from extended treatment availability (see "The Timely Delivery of
Radical Radiotherapy: Standards and Guidelines for the Management of
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Unscheduled Treatment Interruptions”, Board of Faculty of Clinical Oncology,
Royal College of Radiologists, 2008). The Royal College of Radiologists has
stated that "the data reviewed shows very strong evidence that prolongation of
overall freatment time affects treatment outcome or local fumour control (cure
rates)” for a defined list of fumours

7.6 Workforce requirements
7.6.1 The projected workforce requirements are set out in Table 7-2
Table 7-2: Projected workforce requirements to 2031/32
Staff Group 201617 | 201718 | 2018M9 | 2019720 | 2020021 | 2021022 | 2022123 | 202324 | 2031132
Admin & Trust
ide Services 2011|2105 | 2488 | M8.0 |27 | 2223 | 2356 | 2658 | 26B.0
Allied Health
25.2 221 13.8 13.8 19.8 19.8 19.8 19.8 19.8
Medical
67.4 T9.6 816 82.9 85.6 88.6 93.8 95,2 106.7
Medical Physics
55.3 54.9 81T 58.6 60.4 66.9 6.2 61.6 64.6
Nursing
167.9  |190.5 (2046 | 1943 | 2028 | 2081 2236|2274 | 2515
Pharmacy
45.5 33.5 B 34.3 34.0 39.9 39.0 50,0 47.5
Radiography
108.9 1 105.4 107.4 109.5 116.6 116.4 118.9 134.5
= O
I‘H.!@i T13.6 T06.3 T738.9 T62.1 778.3 B3B.3 B92.5
7.7 Conclusion
771 The Trust has set out a clear rationale for assessing its future service
requirements which are closely aligned to the proposed model of care. It has
used established tools and technigues to assess future demand for non-
surgical cancer services across South East Wales, This has allowed the Trust
to translate anticipated disease incidence into a set of future capacity and
workforce reguirements up fo 2031/32. In doing so it has worked closely with
staff groups in establishing what these changes mean for its future workforce
which will be embedded within its future strategy.
TCS PBC W10
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8 SPENDING OBJECTIVES

Introduction

8.1.1 The purpose of this section is to outline the spending objectives for the
Programme. The spending objectives provide a basis for appraising potential
options and for post-project evaluation.

Spending objectives

8.1.2 The following TCS Programme spending objectives (PSOs) were developed at
stakeholder workshops, which were attended by representatives with a broad
range of service views:

Spending objective 1: To provide patients and carers with quality services that
deliver optimal clinical outcomes;

Spending objective 2: To deliver sustainable cancer services to the population
in the most effective way;

Spending objective 3: To be a leader in education, research, development
and innovation; and

Spending objective 4: To comply with all relevant standards.

8.1.3 The spending objectives were approved by the TCS Programme Management
Board who provided the Trust Board with assurance that they were:

o Aligned with the national context for healthcare developments in Wales

¢ Aligned with the Velindre cancer strategy and with the strategic context of
the TCS Programme;

o Specific, megagreable, achievable relevant and time-constrained

o Focusgl on Peefhess needs and vital outcomes rather than potential

B.1.4 The spending objectives were subsequently shared and agreed with Welsh
Government.

Anticipated Outcomes

8.1.5 The four PSOs are shown in Table 8-1 along with anticipated outcomes.
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Table 8-1: Spending
Spending objective

PS01: To provide patients
and carers with quality
services that deliver optimal
clinical outcomes

PS02: To deliver sustainable
cancer services to the
population in the most
effective way

PS03: To be a leader in
education, research,
development and innovation

P504: To comply w.ch all
relevant standards

Conclusion

8.16

objectives and outcomes

Anticipated outcomes
Improved cancer survival rates.
Improved mortality rates.
Increase in care delivered closer to home.
Increased access to Radiotherapy.
Improved patient safety.
Recruitment and retention of workforce,
Enhanced patient and carer experience.

Reduced unit cost for all services,

Improved utilisation of equipment, building and
staff resources,

Sufficient service capacity to meet demand.
Skilled, high calibre, motivated and patient focused
workforce,

Reduced energy
emissions.

consumpfion and carbon

Increased number of clinical trials available for
patients.

Increased percentage of patients recruited into
interventional clinical trials for each cancer site.
Increased percentage of patients recruited into
clinical trials for each cancer site.

Increased number of patients consenting to donate
tissue.

# Increased number of trials sponsored by Velindre.
» Increased number of clinical trials with Velindre

named chief investigators,
Improved patient education concerning condition,
care and treatment.

Attainment of national indicators for cancer care
and meeting best practice standards.

Prowvision of support to LHBs in achieving waiting
time targets.

Compliance with building
standards.

Compliance with all recognised environmental
standards.

regulations and

In setting out the spending objectives for the Programme the Trust has sought

to clearly describe what it and its partners are seeking to achieve. These have
been used to inform the anticipated benefits that the Programme will deliver as
well as set the basis for post-Programme evaluation which will assess the
extent to which these objectives have been realised.
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Chapter Summary:

« TCS5 Programme spending objectives developed at stakeholder
workshops, which were attended by representatives with a broad range of
service views;

+« Spending objectives were approved by the TCS Programme Management
Board; and

« Spending objectives shared and agreed with Welsh Government.
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g POTENTIAL SCOPE

Introduction

9.1.1 This purpose of this section is to identify the potential scope of the Programme
in terms of the operational capabilities and the service changes that are
required to satisty the identified business needs.

Potential scope

9.1.2 By considering the range of business functions, areas and operations lo be
affected and the key services required to improve organisational capability,
‘scope creep’ can be avoided during the options appraisal stage of the
Programme,

9.1.3 The potential Programme scope has been considerad against a continuum of
need ranging from:

« Minimum scope: Core and esssntial service reguirements/outcomes
which are currently provide by WVCC;

= |ntermediate scope: Core and desirable service reguirements/outcomes
which the Programme can potentially justify on a cost/benefit and thus
value for money basls, and

« Maximum scope: Core, desirable and optional service
requirements/outcomes which the Programme can potentially justify on a
cost'benefit and thus value for money basis.

2.1.4  The outcome of this is outlined in Table 9-1 and is used as the starting point to
develop the longlist of options within the Economic Case.

Table 9-1: Potegtial Programme scope

Minimum Intermediate Maximum

Specialist Palliative
Care
Qutpatients

| Ambulatory Care
Radiolegy and Nuclear
Medicine
Pharmacy
Acute Oncology Service
(existing arangements)
Research and
Development (existing
arrangements)
Training and Education
(exigting arrangements)

SN BN ENEN NN EN LN
SR BN ENEN BN EVENEN
LS RN REN ENEN BN BN EN

%,
s
LY
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Service Minimum Intermediate Maximum

Research and
Development (enhanced v +
scope)
Training, Education and
Innovation (enhanced v +
scope)
PET CT Service v v
| Proton Beam Service [ ’
Haeamato-oncology >
Service
Teenage Cancer s
Sernvice

Conclusion

9.1.5 The Programme scope will be been used to set the minimum and maximum
range for the oplions established within the Economic Case.

Chapter Summary:

+ The potantial Programme scope has been considerad against a continuum
of need ranging from minimum/ntermediate/maximum scope.

+ |n defining the scope of the Programme the Trust has sought to establish
a clear set of parameters for the Programme which will ensure that ‘scope
creep’ is avoided during the options appraisal stage of the Programme.

C)O
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10 BENEFITS AND RISKS

Introduction
10.1.1 This section of the business case sets out:

e The main benefits that it is anticipated the Programme will deliver;

e The main risks associated with the Programme; and

e The key constraints and dependencies affecting the scope and delivery of the
Programme.

Benefits

10.1.2 The Trust has placed significant emphasis on the identification, categorisation
and qualification of Programme and Project Benefits. This has included a range
of internal workshops involving clinical staff and feedback from patients. The
Trust has been supported by the Welsh Governments Economics division and
by Capita Healthcare in this work especially around the quantification of said
benefits.

10.1.3 Central to this case of this investment is the broad range of benefits that the
proposed changes to the clinical service model will deliver. These benefits have
been identified as part of the development of this PBC and any direct benefits —
specifically those that will deliver cash releasing savings to Velindre NHS Trust -
were quantified as part of the economic appraisal in line with relevant guidance.

In addition to this are a number of indirect benefits that are quantifiable in

10.1.4 monetary terms and further work has been undertaken to value these using an
evidence based approach (Please see Appendix PBC/SC/S8— TCS Programme
Benefits Report). Please see appended Benefits report.

Stakeholders @ entified a range of benefits that the Transforming Cancer
10.1.5 Services ratmefe is expected to deliver. These include benefits relating to
the followiRg ardas:

e More people have access to a wider range of service at a preferred location;
e People receive earlier diagnosis and quicker access to appropriate care;

e More effective delivery of care which reduces pressure on the overall health
system including reduction in avoidable admissions, reduced length of stay,
and better utilisation of resources;

Improved clinical outcomes that result in better survival rates;

Improved clinical outcomes that result in better quality of life;

Improved quality of care;

Improved patient, carer, and family experience;

Better productivity resulting from facilities with improved clinical
adjacencies;

More efficient use of resources;

¢ Increased income generation opportunities;
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e Reduction in travel costs;

e Economic benefits of better survival rates;

e Increased opportunities to share and drive best practice through better
partnership working;

e Modern care facilities that are safe, offer privacy and dignity, and support
best practice;

e Improved infection control reducing incidence of hospital acquired infections;

e Reduced CO2 emissions;

¢ Reputation as a world class leader in cancer care and research;

e Increased ability to recruit and retain appropriately skilled and high calibre

staff;

Improved staff morale;

Reduced expenditure on variable staff costs;

Investment in local and wider economy;

Increased opportunities to support local and national strategy;

Improved local infrastructure; and

Increased opportunities to drive innovation.

An analysis of the main outcomes of the Programme and the associated

10.1.6 benefits that have been identified by beneficiary are shown in the Table 10-1.
Some of the benefits can be quantified in financial terms including those that
are cash releasing — further details of these are set out in the Economic Case.
A more detailed benefits realisation plan is provided within the Management
Case.

C)O
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Fi

Qutcome

Improved
Survival

Improved
Quality
Life

jure 10-1: Main benefits

Patients, carers,

Benefits by beneficiary

LHBs and

WG and wider society

families partners
« Longer life for « Clinical = Population lives | « Survivors of working age return to workforce
patient satisfaction longer earlier
» More time with « Enhanced « Shared learning | » Enhanced reputation for high quality care
family for patient reputation for and knowledge |« Supports delivery of WG strategy
= Maore time with high gquality
patient for family care
» Additional
clinical learming
and knowledge
gained by
clinicians and
researchers
« Supports
delivery of
Velindre Trust
strategy
+ Reduced pain for = Clinica « Enhanced reputation for high quality care
the patient satighaglion « Supports delivery of WG strategy
« Reduced anxiety for | «E :
the patientfamily il for
« Improved symptom @ quality
and pain
management = Additional
clinical learming
and knowledge
gained by
cliniclans and
researchers




Qutcome

Benefits by beneficiary

Reduction in

A&E

attendances

Reduction in

avoidable

admissions

TCSPBC V1.0
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Patmr‘.tﬁ: .n:a_rcrs, LI-_IEH an_-d Wi and wider society
families partners
« Supports
delivery of
Velindre Trust
strategy
« Improved
patient
experience
ratings
= No unnecessary = Earlier = More efficient =+ Enhanced reputation for high quality care
waits for patients presentation in use of « Supports delivery of WG strategy
« Reduced the clinical resources « A more sustainable healthcare system (ie.
unnecessary pathway +« Reduced patients treated in the right place, first fime)
interventions s SUpports expenditura on
= Reduced anxiety for | delivery of unnecessary
patients/family Velindre Trust interventions
+Less harm for strategy « Reduced
patients « Reduced hospital
Le Stay admissions
U s Feduced
secondary
C) ambulance
fransfers
» Care delivered in » More efficient = More efficient « Improved reputation
most appropriate use of use of = A more sustainable healtheare system (e
setting resources resources patients treated in the right place, first time)
« Supports delivery of WG strategy
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Benefits by beneficiary

Outcome Pﬂtlt"!‘ltﬂ: .n:a_rcrs, LHEH an_-d WG and wider society
families partners
+ Reduced ¢ Reduced = Reduced
unnecessary stays service running senvice running
for patient costs costs
« Reduction in « Reduced length | « Reduced length
unnecessary steps of stay of stay
(non-valued adding) | « Reduced delays | « Reduced delays
in patient pathway in transfers of in transfers of
+ Reduced delays cara care
= Patient is « Reduced risk of | « Reduced risk of
transferred home hospital hospital
s00Ner acquired acquired
* Reduced infection infection
unnecessary « Enhanced =Enhanced
carerffamily visits clinical clinical
+ Reduced risk of reputation reputation
hospital acquired » Supports = SUpports
infection delivery of delivery of
+ Quicker access to Velindre Trust Health Board
appropriate care strategy
= Improved patient E“b
experience
L (BRI « Reduced Q:Ff the = More efficient « Enhanced reputation
length of unnecessary stays ect patients | use of + Supports delivery of WG strategy
stay in hospital for are admitted resources
patient s More efficient » Reduced
= Reduced use of service running
unnecessary resources costs
carerffamily visits « Reduced risk of
hospital
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Qutcome

Better
geographical
location of
hospital
which

improves
access to it

TCSPBC V1.0
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Benefits by beneficiary

Patmr‘.tﬁ: .n:a_rcrs, LI-_IEH an_-d Wi and wider society
families partners
+ Reduced risk of « Reduced acquired
hospital acquired service running | Infection
infection costs s Enhanced
« |mproved patient » Reduced risk of | clinical
experience hospital reputation
* Reduced system acguired
reliance and infection
supports patient = Enhanced
independence clinical
reputation
s SUpports
delivery of
Velindre Trust
strategy
= Easler to travel to «Higher take up | « Reduced cost of | « Reduced CO2 emissions
the new hospital of treatments non-emergency | «Less congestion on roads
+ Reduced travel ime | « Reduced clinic patient transport | « Reduced on-street parking within local
for patients, family delays and community
and carers overnns = Supports delivery of WG strategy
= Reduced travel « Staff spend less
costs for patients, time travelling
families and carers to and from
= Improved patient work
experience « Supports
+ Reduced anxiety for | delivery of
patients Velindre Trust
strategy
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Qutcome

Patients
receive the
right care in
the right
place in the
health care
system

Extended
clinical
opening
hours
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Benefits by beneficiary

Patmr‘.tﬁ: .n:a_rcrs, LI-_IEH an_-d WG and wider society
families partners
« [ncreased patient «Higher take up | « Betler utilisation | « Higher take up of treatments
choice of treatments of third sector | sIncreased spend in local community
+ More patients « More efficient + Supports delivery of WG sirategy
choose to receive use of
appropriate resources
treatment o Improved
« |mproved symptom utilisation of
control and pain workforce
management « Supports
« Improved patient delivery of
experience Velindre Trust
« Reduced anxiaty strategy
« More patients are | « More patients = Better utilisation | « Higher take up of treatments
seen are seen of third sector | « Supports delivery of WG strategy
» More patients are « More patients
treated are treated
« [ncreased patient « Higher take up
choice of treatments
«Care is delivered = Higher
around the patients utilisation of
day to day life capital assets
« Less disruption to » More flexible
normal routine working for staff
« More people receive | « Better work life
appropriate balance
treatment » Supports
« |mproved patient delivery of
experience
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Benefits by beneficiary

Cutcome Pﬂtlt"!‘ltﬂ: .n:a_rc rs, LHEH an_-d WG and wider society
families partners
Velindre Trust
strategy
Increased »Quicker accessfo | « Reduced » Reduced + Enhanced reputation
oncology appropriate avoidable avoidable « Supports delivery of WG strategy
presence in treatment admissions admissions
Local Health 1T IGTEN EET + More » More
Boards management appropriate appropriate
= Better access to patients treated | patients treated
specialist guicker guicker
information/ » Reduced length | « Reduced length
discussion (co- of stay of stay
production) « More = More
« Reduced number of | appropriate use appropnate use
unnecessary of resources of resources
diagnostics/ « More patients = More patients
treatments receive receive
« | ess avoidable specialist specialist
harm to patients cancer care cancer care
« Improved patient « Better = Better
experience knowledge knowledge
+ Reduced anxiety for | sharing sharing
patients and families = «Raise standards | « Raise standards
of care of care
« Improved = Improved
climical decision clinical decision
making making
« Improved = Improved
consistency of consistency of
care care
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Qutcome

Patients, carers,
families

Benefits by beneficiary

LHBs and
partners

Wi and wider society

More
patients
receive care
at home or
within their
local
community

TCSPBC V1.0
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«Less patient =Less patient
harm harm
= Better = Better
supported supported
clinical decision clinical decision
making making
s Supports = Supports
delivery of dalivery of
Velindre Trust Health Board
strategy strategy
= Easier for patients | « More patients = Reduced cost of | « Reducad CO2 emissions
o access care will access the non-emergency | « Supports social cohesion and inclusion
sLess need for treatment they patient transport | « Supports local economy through additional
paftients fo travel require « More patients expenditure locally
« L ess need for +Reduced DNAs | will access the | & Creates employment opportunities
families or carers to | « Clinicians treatment they | & Supports delivery of WG strategy
support patients in spend less fimea require
travelling travelling as = Reduced DNAs
» L ess time spent base is local « Clinicians
travelling « More staff work | spend less time
« Reduced travel closer to home fravelling as
costs improving base is local
« L ess disruption to work/life # Clinicians have
normal routine balance more patient
= Patients will not « Clinicians have facing time
have to travel as more patient « Clinical
aftenffar when facing time satisfaction
feeling unwell  Clinical = Lass disruption
satisfaction to clinical/
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Benefits by beneficiary

Cutcome Pﬂtlﬂ'!‘ltﬂ: .n:a_rcrs, LHBﬂ an_-d WG and wider society
families partners
« Improved patient « Less disruption professional
experience to clinical! time due to

professional planned
fime due to arrangements
planned (as opposed to
arrangements ad hoc)
(as opposed to | « Supports Health
ad hoc) Board to deliver

s [ncreases strategy
capacity to s Increases
deliver clinical capacity to
services deliver clinical

« More complex services
clinical trials » Better
can be integration of
undertaken at care across the
the Cancer health setting
Centre +« Reduced CO2

« Betler emissions
integration of
care across the
health setting

s Reduced CO2
emissions

s Supports
delivery of
Velindre
strateqy
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Qutcome

Benefits by beneficiary

Improved
take up of
treatment
and services

Construction
of new
hospital
{Construction
phase)
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Patmr‘.tﬁ: .::a_rc s, LI-_IEH an_d WG and wider society
families partners
« More patients « Supports = Improved « Enhancas WG reputation
recelve appropriate compliance with | reputation « Supports delivery of WG strategy
treatment national clinical | « Better ufilisafion
« |mproved patient guidance/ of third sector
experience advice
« Reduced patient « Clinicians treat
and family anxiety more patients
s Batter symptom = Improves
control and pain clinical job
management satisfaction
» More efficient
use of
resources
« Improved
reputation
s Supports
delivery of
Velindre Trust
strategy
« Enhanced =Enhanced = Supports delivery of the WG Innovative Finance
reputation reputation PPP pipeline
« Improved = Improved « Enhanced reputation
recruitment/ recruitment/ « Improved recruitment/retention in SE Wales
retention retention +« Employment opportunities for local
« Improved brand | Increased people/business (directiindirect)
awareness strategic/ + Boost to local economy
nationally/ commercial = Increased Training/Apprenticeship opportunities
internationally partnership « Investment in local community
opporiuniies | 4 \nward investment into Wales
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Qutcome

Patients, carers,

Benefits by beneficiary

LHBs and

Compliance
with
standards
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families

s [ncreased
sirategic/
commercial
partnership
opportunities

« Positive media
stories

partners

Wi and wider society

» Educational visits to schools to talk about career
opportunities
= Supports delivery of WG strategy

s SUpports
delivery of
Velindre Trust
strategy
= Better patient « Compliance = Assurance for | « More capital avallable to spend on other
experience with BREEAM commissiocners schemes / requirements due to use of Innovative
« Improved patient s Reduced unit that services finance
dignity energy costs are delivered « Improved reputation
+ Reduced patient + Reduced from facilities + Reduced COZ2 emissions
anxiety backlog that are « Supports delivery of WG strategy
+ Less patient harm maintenance compliant with
through safer sLess workplace | standards
environment incidents/ * Reduced risk/
+Reduced slips, trips | accidents premium o
and falls » Reduced Welsh Risk
« Better patient/ family | financial Fool
facilities/ amenities liabilities
« Reduced HAls
« Reduced risk of
regulatory
enforcement
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Qutcome

Patients, carers,
families

Benefits by beneficiary

LHBs and
partners

Wi and wider society

PPP allows
flexible
building
design to
meet future
challenges
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« Enhanced
reputation

= Enhanced
working
environment

» Supports
delivery of
Velindre Trust
strateqy

= Ability to adapt to
meet changing

s Improved ability
to meet

s Commissioners
have assurance

+'Welsh Government have assurance that future
population reguirements will be met

patient needs and changes in that future + Provide a level of future proofing which will
expectations service population minimise costsfuture investment in building re-
» Ability to adapt to requirements requirements configuration from the All Wales Capital
meet changing e.g. future will be met Programime
family/carer needs growth +/- « Supports delivery of WG strategy
and expectation forecast
= Ability to adapt to « Provide a level
meet of future
clinicaltechnological | proofing which
advances in will minimise
treatment and costs / future
practice fo ensure investment in
patient needs are building re-
met configuration
« Supports
delivery of
Velindre Trust
strategy
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Qutcome

Patients, carers,
families

Benefits by beneficiary

LHBs and
partners

Wi and wider society

Improved car

parking
facilities
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« Easier to park = Easier to park = Easier for «Less congestion on roads
* Less time spent for staff partner « Fewer people parking in local area
looking for car s Fewer patients | clinicians to + Residents able to park outside their own homes
parking space delayed park when » Supports delivery of WG strategy
« Reduced frequency | allowing clinics visiting MDTs/
of being late for to run on-time appointments
appointments eEasier to park | »Less accidents
« Reduced anxiety for | for staff
patients, carers and | «Less time spent
families loaking for car
« |mproved patient parking space
experience for « Reduced
patients, carers and frequency of
families being late for
= Less accidents appointments
« Reduced
anxiety for staff
o Fewer
appointment
delays
= Improved staff
morale
« Less accidents
= Supports
delivery of
Velindre Trust
strategy
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Cutcome Patients, carers,

families

Benefits by beneficiary

LHBs and
partners

Wi and wider society

Improved « Easier for patients « Easier for staff | « Increasad s |ncreased number of people using public
access to to travel to to travel to work | number of transport
public appointments « Improved people using + Reduced CO2 emissions
transport + Reduced availability of public transport | « Reduced congestion
dependence upon car parking » Reduced use of | « Support delivery of WG strategy
family and friends « Reduced DMNAs Mon-Emergency
+ Improved availability | « Reduced spend | Patient
of car parking on patient Transport
transport
« Supports
delivery of
Velindre Trust
strategy
Improved « |mproved patient « Reduced staff = Improved = Supports delivery of WG strategy
clinical and dignity maovement integration and
sE LUl e Easier to navigate between effectiveness of
adjacencies the hospital for departments/ services in
patient, family and services Qutreach
carers s Increased seftings
+ Reduced patient patient facing
movement batwean time for
departments/ clinicians and
services healthcare
Reduced anxiety for | professionals
patients, familles « Improved
and carers productivity
s Supports
delivery of
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Benefits by beneficiary

Cutcome Patients, carers, LHBs and
families partners

Velindre Trust
strategy
LSO B« More patients able | « More ground More people = More people receiving effective freatment
of PETCT to take part in breaking/ recelving « Enhanced reputation
service Research/Clinical leading clinical appropriate +|ncreased Inward investment in Wales

Trials research and freatment « Enhanced job creation in research/knowledge

= More patients development Knowledge economy

receiving effective « Improved transfer/sharng | « Supports delivery of WG strategy
care recruitment and | best practice

« |mproved patient retention of staff
experience = Enhanced
opportunities to
partner
HEI'Research
Programmes

« More people
receiving
effective care

o Improved staff
morale

= Training
opportunities

« Enhanced
reputation as a
leading cancer
centre

e Increased
income

Wi and wider society
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Qutcome

Benefits by beneficiary

Access to a
Centre for
Learning and
Innovation
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Patlt;::si,":;:mrh, L;j?;::‘: WG and wider society
« Supports
delivery of
Velindre Trust
strategy
« Better educated/ » Ability to « 5taff are able to | » Enhanced job creation in research / knowledge
more informed deliver/ comply enhance economy
patient, family and with statutory continuing e Increased employment opportunities
carers and mandatory | professional « Increased training and education opportunities
« Patients, family and | training development « Opportunities to attract inward investment
carers make better, | «Staff are able to | eIncreased * Supports delivery of WG sirategy
more informed enhance capacity to
decisions about continuing undertake
care professional research
» Better self- development development
management s Increased and innovation
« Improved range of capacity to « Better
treatments/ undertake understanding
techniques/ research of patient,
information development family and care
avallable to the and innovation needs and
patient « Better values.
= Patient, family and understanding | = Better
carers able to drive of patient, knowledge
clinical practice and | family and care | sharing and
learning (co- needs and collaboration
production) values. with Health
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Qutcome

Benefits by beneficiary

Increased

access for
patients to
clinical trials
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Patmr‘.tﬁ: .n:a_rcrs, LI-_IEH an_-d WG and wider society
families partners
« Improved patient « Better Boards/Partners
experience knowledge and HEIls
sharing and =Enhanced
collaboration commercial
with Health opportunities
Boards/Partners | « Income
and HEls generation
« Enhanced s Improved
commaercial reputation
opportunities
s Income
generation
» Improved
reputation
s Supports
delivery of
Velindre Trust
strategy
« All patients able to | «Improved = Improved « Improved reputation as a leader in research
access patient reputation as reputation as « Inward investment into Wales
clinical frials leader in R&D leaderin R&D | « Better knowledge
= |mproves patient «Increased = Improved = Supports delivery of WG strategy
confidence and income clinical practice
outlook on life generation = Betler
« Improves family and | opportunities knowledge
carer confidence « Reduced drugs sharing
and outlook on life cosls e Improved
«|ncreased treatment | « Improved clinical decision

choices

climical practice

rmaking
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Qutcome

Patient
activation
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Benefits by beneficiary

Patmr‘.tﬂ: .n:a_rcrs, LI-_IBﬁ an_-d WG and wider society
families partners
« Improved clinical « Better = Improved staff
outcomes knowledge morale
= Improved quality of sharing = Improved ability
life o Improved staff to attract and
= |[mproved patient morale retain highly
experience « Improved ability | skilled staff
to attract and = Increased
retain highly opportunitias
skilled staff with strategic/
« Increased commercial
opportunities partners
with strategic/
commercial
partners
s Supports
delivery of
Velindre Trust
strategy
«|mproved decision | «Better = Better « Supports delivery of WG strategy
making based on knowledge knowledge
best practice sharing and sharing and
= Improved partnership partnership
psychological well- working working
being « Improved
« Improved reputation
psychological s [ncreased
empowerment opportunities for
income
generation
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Qutcome

Patients, carers,

Eenefits by beneficiary

LHBs and WG and wider society

Enhanced

service

improvement
capability
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families partners
= Improved « Supports
psychological delivery of
reassurance Velindre Trust
« |mproved patient strategy
experience |
+ More people have = More people = Greater partner | « Improved reputation of Wales as a leader in
access to have access to invalvement in improvement
appropriate care appropriate service s Supports delivery of WG strategy
» Greater patient care redesign
involvement in « Greater = Better
service redesign stakeholder knowledge
invalvement in sharing and
service partnership
redasign working
= Supports
delivery of
Velindre Trust
strategy
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Benefit Quantification

10.1.7 Following the identification of the Programme Benefits further work was
undertaken to understand which benefits could be quantified.

10.1.8 This provided an analysis and quantification of all the direct and indirect
benefits which are expected to be delivered as part of the TCS programme.

10.1.9 This included:

1. An overview of the wide range of benefits identified as part of the PBC,;

2. An analysis of the direct benefits that deliver cash releasing benefits
within the PBC; and

3. An analysis of the indirect benefits that are quantifiable in monetary terms
including:

e Benefits to patients and staff of reduced travel time;

e Wider macro benefits associated with increased employment years
arising from improved survival rates for individuals of working age and
for individuals of retirement age including looking after grandchildren;

e Wider macro benefits reflecting the social value of the life years
gained by increased numbers of cancer survivors quantified by using
the concept of Quality Adjusted Life Years (QALYs); and

e Wider macro benefits of the specific employment opportunities related
to investment in the local infrastructure.

Categories of benefits

10.1.10 There are a number of ways these benefits can be categorised. For the
purposes of this PBC, benefits have been explored in the groups described in
Figure 10-2.
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Approach and methodology

10.1.11 A rigorous evidence-based approach has been used to identify, evaluate and
quantify the benefits of the TCS programme. This approach and relevant
calculations for each of the benefit categories is described in the appended
benefits paper.

R TRl TR

Table 10-1: Overview of approach and methodolog

Section Approach used

Section 2: A wide range of benefits was identified by stakeholders as part
EEL RO g of the development of the business cases.

Section 3: Direct benefits that are quantifiable in monetary terms were
Direct cash valued as part of estimating the costs and benefits for the
= EELIL TR T economic appraisal. A robust methodology was adopted which
involved undertaking a rigorous benchmarking exercise,
extensive financial modelling, and a series of workshops fo test
and valldate assumptions with a wide range of stakeholders.
SRSV B The Trust have used an approach consistent with the

time savings Department for Transport's WebTAG to estimate the benefits
to patients and staff of reduced fravel time. This is based on
the principle that travellers have a value of time (VOT),
expressed in pounds per hour, which represents how much
they would be willing to pay to reduce their travel time.
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Section Approach used

Section 5: The economic benefits of improved survival rates was

Economic calculated in relation to:

benefits of » Increased employment years of survivors, based on a

improved survival review of similar business cases and wider assessments of

rates cancer services, for which we have attributed market
values to some of the activities that cancer survivors would
be able to participate in; and

» The increased numbers of survivors of retirement age who
can provide care of grandchildren for working parents
allowing them to take up employment or increase hours
worked,

The economic benefits associated with these groups is two-fold

Including:

« Direct earnings for individuals, and

« The ‘multiplier’ effect of spending those earnings in the
wider economy.

Section &6: The wider societal benefits associated with the social value of

SLTAETR T ERCTE the life years gained by cancer survivors as a result of the

G EETNE T programme have been quantified by using the concept of

rates Quality Adjusted Life Years (QALYs).

Section 7: For the benefits to the wider economy of investment in local

Economic Infrastructure, specifically related to short and long term

benefits of employment opportunities, we have calculated the increase in

investment in consumption from high employment using a fiscal multiplier.

infrastructure

10.1.12 The monetary value of each of these benefit types has been calculated for the
options identified within this business case to ensure that a robust economic
appraisal can be achieved.

10.1.13 The benefits quantification and subsequent monetarisation will be carried
forward into the Economic Case of this PBC. The method in which the
programme will oversea and manage the delivery of the banefits will be
described in the management case,

Summary of results

10.1.14 A summary of the resulting values related to the overall programme for each
option over a 60 year appraisal pericd is provided in the table below. The
values are undiscounted at this stage.
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Risks

10.1.15Risk is the possibility of a "negative" event occurring, adversely impacting on the
Programme.

10.1.16 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.

10.1.17 Risks have been identified in relation to the following key categories:

e Business risks: Risks that remain 100% with Velindre NHS Trust and
include political and reputational risks;

e Service risks: Risks associated with the design, build, financing and
operational phases of the Programme and may be shared with other
organisations; and

o External Non System risks: Risks that affect all society and are not
connected directly with the proposal. They are inherently unpredictable and
random in nature.

10.1.18 Service risks can often be quantified as they can manifest themselves in
variations to costs (capital and revenue) and milestone delivery.

10.1.19 An analysis of the main risks that have been identified are shown Table 10-3
by category/type. They have also been classified in terms of the ability for them
to be quantified and where this is possible where they will impact on costs -
further details of these are set out in the Economic Case.A more detailed risk
management plan, including an analysis of the mitigating factors is provided
within the Management Case.
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10.2.1 Constraints relate to the parameters that the Programme is working within and
any restrictions or factors that might impact on the delivery of a Programme
These typically include limits on resources and compliance issues
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10.2.2 The main constraints are outlined below.

Table 10-4: Constraints

Constraint Overview
Financial The infrastructure solution for the Velindre Cancer Centre
constraints | must be deliverable mmlq funding envelope

. agread with Welsh Government at 2013/14 prices.
Timescale The Programme should be delivered within the agreed
constraints timescales to achieve planned completion by the end of

2022123,

Service Services must be maintained during the period of change.
continuity

' Compliance Compliance with statutory requirements must be
with statutory | maintained during the period of change. The preferred
requirements | Service Model and estates solution should be compliant
with future statutory requirements,

10.3 Dependencies
10.3.1 Dependencies include things that must be in place to enable the Programme

or Programme phases and typically include links fo other projects and funding
requirements that are likely to be managed elsewhere.

10.3.2 A number of high level dependencies have been idenfified in relation to the
Programme, These are provided balow,

Table 10-3: Main dependencies

Dependenc Overview
Capital funding Access fo capital funding is crtical to deliver the
availability estates solutions that will enable the successful

. delivery of the Programme. .
Revenue funding Appropriate revenue funding is essential to facilitate

_availability delivery of the Service Model solution. .
Commissioner The prefermed solution must be accepted by Local
 Support Health Boards. .
Clinical support It is critical that the clinical Service Model is embraced
by the clinical body within the Trust and partner

organisations.

Workforce support | The transformation of cancer services across South
East Wales is dependent upon large scale service
change and it is vital that the workforee is engaged in
. and fully supportive of this change process. .

Partnership Co-production in the design and implementation of

working the Programme that involves all stakeholders from
across the health and soclal care economy Is
essential to the Programme’s success,

Wider health It Is important that general health strategy and
strategy and govemance in Wales that underpins the clinical
_governance
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10.4.1

Dependency Overview

service model remains broadly consistent over the
period of change.

Site availability In order to deliver the preferred estates solution that
will enable the implementation of the clinical service
maodel, it is essential that space for service expansion
is identified across South East Wales.

Planning In order to deliver the preferred estates solution that
permission will enable the implementation of the clinical service
model, it is essential that appropriate planning
permission can be obtained. .
ICT strategy The Trust must work with existing health ICT

structures and Programmes to ensure integration with
its plans.

Conclusion

Stakeholders have identified the benefits, risks, constraints and dependencies

in relation fo the agreed scope and key service reguirements of the
Programme.

10.4.2 The benefit and risk registers are developed throughout the PBC. Benefits and

TCS PBC V1.0
September 2017

risks are quantified in relation to the appraisal of options within the Economic
Case and plans to realise the benafits and manage the risks are outlined within
the Management Case.
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1 IDEMTIFYING THE PREFERRED WAY FORWARD
1.1 Intreduction

1.1.1  The purpose of the economic case is to identify and appraise the potential
options for the delivery of the Programme and to recommend the option that
is likely to offer best value for money.

1.1.2 The first stage of the economic case explores the preferred way forward by
undertaking the following actions:

s |dentification of the Critical Success Factors (CSFs) for the Programme;

« Development of a long list of options in response to the case for change
and the proposed clinical service model;

« [Evaluation of the long list of options against the C5Fs and the Spending
Objectives for the Programme; and

« Recommendation of the Preferred Way Forward in the form of a shortlist
of options.

1.2 Context

121 The Welsh Government, during 2015, approved the Trust's Strategic Outline
Programme (SOP) for the delivery of Cancer Services in South East Wales.
The approval of the SOF resulted in the establishment of the Transforming
Cancer Services (TCS) Programme and subsequently the requirement fo
develop a TCS Programme Business Case, supported by an Outline Business
Case for a new Velindre Cancer Centre (nVCC).

1.2.2 The funding award attached to the approval of the SOP also included a
number of funding conditions as summarised below,
« The entre nWVCC should be built in Whitchurch, Cardiff and on land under
the ownership of the Trust;

s The nVCC should be clinically operational during 2022/23; and
The caiital costs, set at 2013/14 irieas. _

1.2.3  The funding conditions set out above are important within the context of this
Programme as they have restricted the range and scope of options which
could be considered as part of the Economic Case,

1.3 Critical Success Factors (C5Fs)
1.3.1 CSFs are the attributes essential for successful delivery of the Programme.

The C5Fs are used alongside the Programme spending objectives to evaluate
possible options for the delivery of the Programme.,
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1.3.2  Indeveloping the CSFs for this Programme, consideration was given to Welsh
Government priorities. The CSFs are therefore aligned to the NHS
Infrastructure investment Criteria that are set out in Figure 1-1.

Figure 7-1: NHS Infrastructure Investment Criteria

+ Health gain: improving patient cutcomes and meeting forecast changes
in demand;

+ Affordability: given the long term revenue assumptions, there should be
an explicit reference to reducing revenue costs,

# Clinical and skills sustainability: reducing service and workforce
vulnerabilities, and demonstrating solutions that are flexible and robust to
a range of future scenarios;

« Equity: where people highest health need are targeted first; and

+ Value for money: optimising public value by making the most economic,
afficient and effective use of resources.

1.3.3  The C5Fs identified for the Programme are outlined in the table below. Table
1-1 demonstrales how these align to the NHS Infrastructure Investment

Criteria.

Table 1-1: Critieal Success Factors

Crilical suctess

Tactor

Strategic fit

Potential value for
money

Supplier capacity
and capability

Potential
affordability

Potential
achisvability

The optian will be assessed in relation 1o how well it:

Meets agreed spending objectives, relabed business needs
and service requirements; and

Provides holistic il and synergy with ofher sirabegies,
Programmes and projects.

.Allgnm-'-.-nt (4]
infrastructune
Investment
critaria

= Haalth gain

Cptimises public value (social, economic, snvironmental) n
berms of potential costs. benefils, and risks,

= Value for money
+ Equity

Matches the ability and capacity of potential suppliers to
deliver the required sendces; and

Iz likely to be attractive fo pofential suppliars.

= Value for money

= Can be funded from available sources of finance; and

ans with sourcing constraints

« Aftordability

y to be delivered given the Trusts and partner
arganisations’ ability to respond to the changes required;
Matchas lewel of available skills required for successhil
delivery;

Facilitales the continued delivery of senices throughoul the
duration of the Programme; and

Can be delivered by the end of 2022723,

= Clinical and skills
sustainability

1.4 The Options Framework

1.4.1 The opfions framework, as outlined in the Better Business Case guidance,
provides a systemic approach to identifying and filtering a broad range of
options for operational scope, service solutions, service delivery vehicles,
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implementation timeframes and the funding mechanism for the Programme.
An overview of these key dimensions is provided in table 1-2.

Table 1-2: Options Framework
Dimension Descriplion
Scope What is the potential coverage of the Programme?
Service solution Haw i praferted scope of the Programine can be delivensd?
Service delivery 'l'l'l'rl:l can deliver lﬁl preferred scope and service solulion for ﬂ'll

Tl'rl timing and phasing af F'rngran'hm dﬂh-n.r in relation to the praferned
=, sanyice solution and delivery arrangements for the Programme.
The pofential funding requirements for delivering the prefemsd scope,
Fl.lhﬂll'lﬂ lﬂll.ﬂi:l'l SRrvice ﬂill'ﬂ'l}' and implemanialion WI‘II’.‘I far tha

Implementation

1.4.2 The process for idenfifying and assessing oplions takes each of the key
dimensions in turn and undertakes the following steps:

1. ldentification of a wide range of realistic potential options within that
dimension.

2. An analysis for each opfion to;

a. Assess how well the option meets the Programmes spending objectives
and C5Fs; and o
b. Identify the main advantages and disadvantages of the opfion.

3. Using the outputs of the analysis fo determine whether the oplion will be
carried forward as the preferred way forward, carried forward as a possible
solution, or discounted at this stage.

Figure 1-2: Process to Identily and Assess the Long List of Options
! Take sach dimension in 2 1
Undertake a SWOT Allocate an overall
L
w w w

Meets spending
abjective | CSF

2, Sprvice solution Fartly mesals
7T | spending
objective | CSF Possible

4. Bernce dellvery Does not mest Potantial ' EI'MHJTW
spending Shaiws Qud & Do Musimas)

objective | CSF

m Liszachanindes
&. Funding I

4. Berdice implamentation
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1.9 Determining the Long List of Options

1.51 The Programme Management Board identified a wide range of realistic and
possible options for the delivery of the Programme using the options
framework outlined in table 1-3.

1.6 Programme Scope:

1.6.1 A range of potential options from “status quo™ through fo “do maximum” ware
identified in relation to the range of services that the Trust could deliver.

Tablfe 1-3; Prairamme Ecaﬁe ﬂiﬁans

Optimise exlsting arrangements fnciuvdig:

+  Maximise exising service capacily 1o respond 1o anlicipated

1.1 Status quo increases in dernand for non-surgical cancer services Le. no
expansion of avalable capacity.

= Conbinus with existing arrangements for fraining, educaticn, ressarch

and development,
Enfranced ahnd improved aliical Service Mode! isaf will support the
diafivary of high gquality and sustainable senvices including:

1.2 Do minimum | «  Addilional service capacily for cone commissoned sendces which is
abde to respond to anticipated increases in demand.

= Continue with existing arrangements for training, education, research
and development,

Enfranced ahnd imhproved alififcal Service Model sl will sugport the

deiivary of high qualily and susfainalile senvices fncluaing:

= Addilional service capacity for cone commissioned sendces which &
abde bo respond o anticipabed incresses in demand,

=  Increased and enhanced access o baining, educabion, research and
development.
Access to a PET CT sarvice at VCL,

Eﬂh&nmdmrdﬁmumd ciinleal Service Mods! that will suppart the

delivery of high qualify and susiainalile services including:

1.3 Intermediate

=«  Additional service capacity for core commissionsd sendces which is

1.4 Intermediate alde bo respond bo anticipated increases in defmand,
: + =+ Increased and enhanced access to training, education, research and
infdnyation,

+  Access bo a PET CT service at VLT,

= Intreduction of & range of new specialisi serdces which would be
managed and deliversd by YOO e.g. Proton beam therapy service.

Enhanced and improved ciin/cal Service Mods! that will suppaort the

defivary of high qualify and susfainalie senvices fncluaing:

=+  Additional sendce capacity for core senices which is able to respond
o anticipated ncreasss in demand for non-surgical cancer services

=+ Increased and enhanced access to training, education, research and

15 Do maximum iy ation,

= Acoess bo a PET CT service at VOO,

= Intreduction of a range of Specialist services which would be
managed and delivered by WCC,

= Extension in refation 1o the range and scope of services provided by
“felindre e.. hasmato-oncology sendces, ieenage cancer sendces,
incriased inpul inte Public Haalih,
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The advantages and disadvantages of each of the longlisted options were

identified. A summary of this is provided in the table 1-4.

Table i1-4: Programme Scope - Advantages and Disadvantages of

Options

Advantages

Disadvantages

1.1 Status quo: Optimise existing arrangements

Enables delivery of national cances standards, b
only in the short-term.

1.2 Do minimum: Enhanced and improved clinical m

by providing additional capacity for core services
Sufficient capacity to meet demand for existing core

Saryices,
Enables delivery of national cancer standards.

Linabie to meel forecas! demand for services,
Unable to rectify some of the limilations of the
currant service delivery model.

Ooes not provide a range of sendces which are
comparable with other leading nalional and
inbernational cances sarvice providers,

Does nod offer increased patien! scoess 1o research
and clinical trials.
Fails fo meet Trust strategic objectives in relation fo
ressarch and development. and education and
training,

Does nof infroduce sorme  addiional specialisi
sarvices at Velindre e.g. proton beam therapy
sarvice.

odel that responds to anticipated increase in demand

Unable to rectify some of the limiations of the
curreni Service dilivery modl,

Ooes not provide a range of sendces which are
coimparable w#h other leading nabional  and
international cancer ssrvice providers.

Ooes not offer increased patient access to research
and clinical trials.

Falls to meet Trust strategic cbjectives In relation fo
resgarch and developmenl. and education and
training.

Ooes not introduce some  addiicnal specialist
services at “Velindre egg.  proton beam therapy
SErVicE,

Intermirdiate: Enhanced and improved clinical model that responds to anticipated increase in

demand, provides increased and enhanced access to education and research and infroduces a PET

CT service at Velindre

Provides a range of services which are comparable
with other leading national and international cancer
sarvice providers

Cffers increased patient access to research and
chnical irials

Meais Trust sirabegic objeclives in relalion 1o
research and development and education and
tradning

Infroduces a PET CT service at WVelindre

L

Does nol introduce some addiional specialist
services at “elindre e.g. profton beam therapy
service.

Intermediate+: Enhanced and improved clinical model that responds to anticipated increase in
demand, provides increased and enhanced access o education and research, infroduces a PET CT
service at Velindre and introduces some additional specialist services at Velindre e.g. proton beam

therapy services

Provides & range of services which are comparable
with other leading national and international cancer
sarvice providers.

Cffers increased patient access fo research and
chinical irials,

Meais Trus! sirabegic objeclives in relalion 1o
ressarch and development and education and
tradning.

Infroduces a PET CT service at WVelindre

Lack of a clear commissioning policy in relation bo
some of the additonal specialist sendces e.g. proton
beam.

Limied evidence of additional bensfit associated
with some of the addfional specialsl services
identified.

Limifed expersnce within MHS of uwsing the
equipment and fechnology associated with these
e MI‘II‘II:IHEHI-.
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Advantages

Infreduces some addiional specialisl sendces al
“elindre &.g. protom bearn therapy sandce.

Lisadvantages

Lack of certainty in berms of financal implications of
nienw technologles! senvices.

nl bo change funding and commissioning
madel to facllitate changes in service provision.
Risk of being unable to recruit required workforce.

Do mazimum: Enhanced and improved clinical model that responds to anticipated increass in
demand, provides increased and enhanced access o education and research, infroduces a PET CT

service at Velindre, introduces some additional specialist services at Velindre e.g. proton Beam
therapy services and increases the range and scope of services provided by Velindre

Provides & range of services which are comparable
with alher leading natisnal and internalional cancer
sarvice providers.

Cffers Increased patient access to research and
chnical irials

Meste Trust sirategic objectives in relaton io
resaarch and development and educstion and
training.
introduces a PET CT sendce ai Velindre.
Infroduces some additional specialist sendces at
Yelindre &.g. proton beam therapy sendce.
Imcreases the rangs and scope of services provided
by Velindre,

Lack of a clear commissioning policy in relation o

some of the additional specialist services e.g, profon

bearm

Lim#ed evidence of additional bensfit associated

with some of the addional specialsl services

idenlified,

Limi#ed esperience within MHS of using the

equipment and fechnology assoclated with these

v technologies.,

Lack of certainty in berms of financial implications of

fiEy lechnologiesservices,

Risk af being unable to recruil required workforce,
enl be change funding and commissioning

madel to facilitate changes in service provision.

Lack of understanding as to what role. H any,

“elindre should have In terms of contributing 1o a

widar SCope of Serices,

163

Each option was assessed against spending objectives and C5F. The results

of this, including the overall assessment of each option, are presented In Lable

1-5.

Table 1-&: Programme Scope - Assessment of Options

1.1 1.2
Optian Status Lo
qud mikmimum

Spending objectives
1 To provide patients
and caners with quality 2
sendce that delivers
mal outcormes
o deliver
sustainable cancer
sendces to the ¥
populatian in the mast
cost effechve we
3 To be a leader in
education, research,
development and
inmovation
4 To comply with ail
relevant standards
C5Fs

| 1.4 1.5

Imter Inter + LAOH IITNACE | FPLET

ED it

‘Walue fior mons
Supply capacity and

capabil

Fotential affordabil

Podential achisvabilit
Surmmary
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Owarall assessment

forward farward Tarward forward

Carry Carmry Preferred way Camry Carry forward

164 Following the assessment of the five longlisted options assoclated with the
scope of services to be delivered under the future clinical model, it was agreed

that:

« Option 1.3 - Introduction of an enhanced and improved clinical model that
responds to anficipated increase in demand, provides increased and
enhanced access fo fraining, education, research and innovation and
intfroduces a PET CT service at Velindre — is identified as the preferred
way forward since it best meets all of the spending objectives and Critical
Success Factors, and

+ All other options are carried forward as possible options at this stage.

1.7 Programme Solution:

1.7.1  The options focus on the main estates solutions in relation to the Programme.

17.2 A range of potential options were identified from maintaining the status quo
through to the "do minimum" and "do maximum® as well as an intermediate
option. These are described in table 1-6.

Table 1-6; Programme Solution Options
Crptian Description

Cancer certlne

=  Nainfain existing arangements with ongoing invesiment fo address
backliog maintenance o Cat B standard.

24 Status quo = FReplacement of existing eguipment.

Velindre Outreach centres:

= Maintain curment service provision wsing current operating model and
facilities.

Cancer ceflne

= Mew purpese bul specialst cancer centre with additional inear
accelerators.

= Expansion zones identdfied for the mtroduction of adddional senices
e.g. PET CT service.

22 | DOMNIMUM | yelindre Outreach centres:

= Consolidate services for South East Wales within up to four Velindre-
rmanaged SACT and Outpatient Qutreach Centres.

= Refurbishment of edsting accormmodation.

Velindre Radiotherapy Satellite centra:

= Jne new Velindre Radictherapy Satelite Centrs,

Cancear cermire:

Mew purpose bull specialist cancer centre with:

= Addilional linear acceleralons,

= A Cenbre for Learning and Innovation,

= A Managemen cenboe,

=  Aniw PET CT sarvice,

23 ntermediate = AR Expansion ome fof obher addiional services &.g. proton beam

Sarvice,

Velindre Qutreach centres:

« Consolidabe serdoes for South East Wales within up b four new build
Oubresch Cenbres.

TCSPBC v1.0
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Oiptian

Description

Velindre Radictherapy Satellite centre:
= One e Velindre Radiolherapy Satelle Centre,

24

Cancer cemine;

Do maximum

1.7.3

Maw purpose built speciaist cancer cenbre;

Additicnal linear acoaleralors,

A Cantre for Leaming and Innovalion,

A Managemin] canbhe,

& res PET CT sarvice,

Capacity 1o accommaodate addifional specialist services: one proton
bieam unit; one platform specific sterectactic treatments; one
additional MR scanner; one Cyclotron unit.

Velindre Qutreach centres:

= Consolidate serices for South East Walss within wp fo four mew build
Ciutreach Centres.

Velindre Radiatherapy cenire:
= Une new Velindre Radiotherapy Satelite Centre.

The advantages and disadvantages of each option were identified and these

are

outlined in fable 1-7.

Table 1-7: Programme Solution - Advantages and Disadvantages of

Adv

antages

Disadwvantages

2.1 Status quo: Maintain existing arrangements for cancer centre and Sutreach centres with
angoing investment lo address backlog maintenance to Cat B standard

2.2

Limited scale of change.

Do minimum: New build specialist cancer
+ 1 x new Satellite Radiotherapy Unil
Frovides capacity fo mest forecast future
demand,

bore equitatle access to senices for cancer
cintie’ Satellite Radictherapy patients,
Faciilabes oplimal clinical outcornes for
cancer centre/ Satelite Radictherapy
patients.

Fit for pwpose cancer centre facilities
resulling in improved patien! experience,
Intermediate: New build specialist cancer

and PET €T + Up to 4 x new Outreach Centres + 1 ¥ new Satellite Radictherapy Unit

Frovides capacity o mest forecast future
demand,

Provides equitable access (o serices.,
Faclitates oplimal clinical culcomes.,

Batter use of NHS eslales and resouroes,

centre with Centre for Learning and Innovation

Does nol provide suflicient capacity to misel
future demand.

Doess mot provide equitable access o
Services,

Does nol Tacllate oplimal clinical aulcomas,
Inefficien? use of MNHS estales and
MESOUrces,

Insufficient capacity o defiver RED slrategic
objectives.

Does not provide equitable access o
SACT!ambulalory cang services,

Inefficient use of estales and resources in
COutreach areas.

Insufficient capacity to defiver RED slrategic
objectives.

Does not allow for delivery of advanced
lechnology Serices,

Does not allew for delivery of addiional
specialist servicoes,

TCSPBC v1.0
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Adva FI[&I;II'-_"E :'I'i-!-ﬂ'.-'il'lt-!-gl?E-
Fit for purpese facilites resuting in impraved

patient experence.
Provides capacily o deliver RAD siralegic

Do Maximum: Hew build specialist cancer centre with Centre for Learning and
Innovation and PET CT and ather Advanced Technologies + Up to 4 ¥ new Outreach
Centres + 1 x new Satellite Radiotherapy Unit
Frovides capacity to meet forecast future | «  Insufficient evidence of the benefits of
demand, advanced technologies 1o teslt value for
+  Provides equitable access o services, money of the option.
«  Faciitabes oplimal clinical oulcaimes,
= Bafter use of NHS estales and resouroes,
#  Fil Tor purpose Tacililies resulling in mproved

patient expariencs,

= Provides capadty 1o deliver RAD siralegic
objectives.

= Provides capacity to deliver adwvanced
lechnologies.

1.7.4 Each option was assessed against the spending objectives and CSFs. The
results of this, including the overall assessment of each option, are presentad

in table 1-8.
Table 1-8; Programme Solution - Assessment of Opiions
Qptien 2.1 & &3 2.4

Stalus gua Do minimum Intermediate Cha
& Frvu

1

Ta prnEuiu- patients and
carars with quality service 5
that  delivers opiimal
outcomes
2 To deliver sustainable
cancer services 1o tha ?
population in the most cost
affective way
3 To be a leader in
education, reseanch,
_development and innovation
4 Ta comply with all relevant 2
standards
(CsFs___
Strategic fi
“falws for ronsy
Supply  capacity and
capabil

Foiential affordability
Pedential achisvability
Summary
Creerall assessment

Carry
Torward

1.7.5 Following the assessment of the four longlisted options associated with the
Programme solution, it was agreed that:

« Option 2.3 — establishing a new cancer centre with research and aducation
and PET CT facilities, as well as new Velindre Outreach centres and a new
Velindre Radiotherapy Satellite centre - s ldentified as the preferred way
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forward since it best meets all of the spending objectives and Critical
Success Factors; and

s All other options are carried forward as possible options at this stage.

1.8 Service Delivery:

1.8.1  The options focus on potential service delivery options in terms of available
resources, capacity and capability of both internal and external organisations
for the delivery of services,

1.8.2 Potential options range from maintaining the status guo through to the “do
minimum” and "do maximum" as well as an intermediate option. These are
describad in table 1-9.

Table 1-8: Service Delivery Options

BAairtain -xlﬂlng arrarrg-rrum: far ﬂlll'i'il"'l'l; services, Chnical
services ar pradominately delivered by NHS praviders; with somae
senvices delivered by private providers by exception.

3.2 Do mimimum = Al garvices are deliverad by in-house (MHS] providers anly.

34 Status guo

3.3 Intermediale = Sarvices are outsourced to an external provider.
= Sarvices are deliverad through a strategic partnership with an
34 Do maximum external EI'EEI'I|E-EI1:|DI'I-

1.8.3 The advantages and disadvantages of each option were identified and these
are outlined in table 1-10.

Table 1-10- Service Delive . ges of Oplions

Advantages

4.1 Status quo: Exisling Service Model

= Aligned to national strategy.

= Aligned to local strategy.

=+ Fledbility for exdernal providers to deliver
sendces where MHS organisations do not
havie the capacily of capability,

3.2 Do minimum: In house (NHS) providers onl

«  Alignad bo national sirategy, «  Insufficient capacity fo deliver all services,
=  [Frovides workforce secunty enabling Trust
io better recrut and retain siaf.

3.3 Intermediate: Outsourcing

= Polential fo fransfer risk 1o edermnal | « Mot aligned o national sirategy
organssations. w Mot aligned o local strategy

+  Megative impact on Trusl's abiity to recrui
and retain staff

« Insuficient supply side capacily lo rmeel
demand.

3.4 Do maximum: Strategic partnership

«  Flexibilty for external providers to deliver | »  May have negative impact on Trusls ability

services where MHS organisalions do nol fo recruit and relain shafl
have the capacity or capabilfty. « Insufficient supply side capacily lo reel
demand.

1.64 [Each option was assessed against spending objectives and C5Fs. The results
of this, including the overall assessment of each option, are presented in fable
1-11.
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Table 7-11: Service Delivery - Assessment of Options

Spending objectives

1 To provide patients and
carars with quality senvice
that delivers  oplimal
| cutcomes

2 To deliver sustainable
cancer senvices o the
popuwiation in the most cost
affective way

3 To be a Mader In
education, research,
development and
infsvaton

4 To comply with all
relevant standards

C5Fs
Sirategic fit
\aili fof Figy

Supply capacity and
capability

Polential affardabiliby
Polential achaevahility

iiﬂttttt s, - X,

Owvaerall assessment

1.85 Following the assessment of the four longlisted service delivery options, itwas
agreed that:

« Option 3.1 - continuing with existing arrangements for delivering services
— iz identified as the preferred way forward since it best meets all of the
spending objectives and C5Fs; and

= All other options are discounted at this stage since they do not sufficiently
meet the agreed spending objectives and Crfical Success Factors, In
particular, outsourcing solutions are not aligned with the national strategic
direction and there is uncertainty around the affordability and value for
money of such arrangements. Overall, there is too much uncertainty
around the feasibility of all three options in relation to the capacity and
capability of the supply side to deliver the solufions, making this likely to
be unachievable within PFrogramme timescale constraints.

1.8 Implementation:

191 The options focus on potential implementation options and considers the
oplions that will best meet key milestones, address dependencies, as well as
realising benefits and managing risks.

1.9.2  Arange of options were identified ranging from two options for phased delivery
to a single phase delivery of the preferred way forward. In addition an option
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for the phased delivery of the status quo oplions (options 1.1, 2.1, and 3.1)
was ldentified. The resulting four options are described in table 1-12.

Table 1-12: Programme mplementation Options

E:Flinn Elqrr:l:riplinn

Status quo Phased delivery of stalus quo option
= 1" iranche: IMET, workforce, training and education, service
i modemisation.
4.2 Ph - s 2" franche: OQuireach.
= 3" tranche: Cancer Centre.
= 1"franche: IMAT, workforce, training and educaticn, service
43 Phased B modsmisation.

= 2™ franche: Cancer Cenfre.
= 3 tranche: Outreach.
4.4 Deo ot Fm L = Single phase delivery of praferred way forward.

1.8.3 The advantages and disadvantages of each option were identified and these
are outlined in table 1-13,

Table 1-13: Programme [mplementation - Advanfages and
Disadvantages of Options

Advantages Disadvantages
4.1 Status quo: Phased delivery of stalus quo oplion

+ Required for stalus quo oplion. « Only appropriate for delivery of slatus quo
.

Allgws organisations 1o fully realise benefits | »  None identified,
of local $ervice delivery.
+  Phased capital investment

= [Phased capital investment. = Mot aligned to local strategy.

= Allows service continuity. = Cwfreach centre must be established in
advance of the new cancer centre fo Fully
realige the benefils of local delivery,

= Mone identified. =  High capifal irm/estment reguired over a short
prariod

=  Lack of Trust capital to deliver all projects in
a 'Big bang'.

«  High risk 1o serdice continuily,

1.94 [Each option was assessed against the spending objectives and C5Fs. The
results of this, including the overall assessment of the option, are presentad
in table 1-14.

Table 1-14: Programme Implementation - Assessment of Options

Spending objectives
1 Te provide patients and carers
with quality sendce that delivers & W 7
optimal outcomsas
2 To deliver sustainable cancer
senices o the population in the ¥ 4 T
miost cost effective way
TCSPBC v.1.0 Page E15 of E42
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4.1 4.2 4.3 A4
Status quo Phased A Phased B Single phase

3 To be a eader in education,

research, development and

iy ation

4 Ta ¢I:|I‘|'I|:||:|l wilh all releEvand

standands

CEFs

Strategic fit 7

Wal For oy 7

Supply capacity and capability T
T
i

Fotential affordability
Podential achisvability

LIS EAEA LN

Sumimar
Creerall assessment Carry Preferred
forward way forward

195 Following the assessment of the four longlisted implementation options, it was
agreesd that:

» Opticn 4.2 is identified as the preferred way forward as it is essential that
the Outreach facilities are implemented in advance of the Cancer Cenfre;

« Option 4.1 Is identified as a possible option to carry forward for the phasing
of any status quo options; and

= All other options are discounted at this stage as they do not allow the
agreed spending objectives and assoclated benefits to be realised within
the Programme timescale constraints. A single phase delivery is not
considerad to be achievable,

Funding:

1.9.6 The funding options focus on the different ways in which the Programme's
portfolio of projects and activities could be funded in terms of likely avallability
and value for money of each solution

Fage E16 of E43
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1.9.9

Table 1-18: Funding - Advantages and Disadvanta
Adva ntag-‘:i :'I'E-EI{I'.-'EI'II-EI-QE'E-
5.1 Public funding

=g of Options

= Tradiional funding route supporied by clear | «  Risk thal there is insufficient capilal
podicies and procedures. available.

5.2 Private funding

» Increased range of potential funders.

3.3 Mix of public and private funding

+  Provides Nexibility, » Complex contrachual arangements.

«__Allows for risk share arangements.

Each option was assessed against spending objectives and C5Fs. The results
of this, including the overall assessment of the option, are presented in lable

1-17.

Table 1-17: Funding - Assessment of Options
5.9 5.2 5.9

Option Public Erivate Mixed

fundimg Tfunding tfunding
_Spending objectives
1 To provide patients and carers
with quality senrvice thal delivers
optimal outcomes
2 To deliver sustainable cancer
sendces 1o the populalion in the
miost cost effective we
3 To be a leadsr in education,
research, development  and
innowvation
4 To comphy with all relevant
standards
C5Fs

Strategic fi
Faluse fior rmcoey

Suppdy capacity and uupuhll_rh'

Polential affardability
Potential achievability

Overall assessment

1.9.10

TCSPBC v1.0
September 2017

Following the assessment of the three longlisted funding options, it was

agreed that:

= Option 5.3 - mix of public and private funding is identified as the preferred
way forward since it best meets the Cntical Success Factors for a
Programme of this scale, providing access fo the level of funding reguired

to develop the cancer centre,

« Option 5.1 - public funding - Is carried forward as a possible oplion in order

to provide a comparator for the preferred way forwvard; and

« Option 5.2 is discounted at this stage as private funding of all elements of

the Programme is unlikely to be feasible.
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1.10

Assessing the Long List of Options

Lo maximum

1.5

Im

climical madal
that meeis
future demand
+ enhanced
access to
education and
research

+ @ccess to
PET CT and
other
additional
specialigl
services

+ -:q'ruulnn in
the scope of

senices

1.10.1 A summary of the results of the assessment undertaken in section 9.5 is
provided in table 1-18.
Table 7-18: Outputs of the Long List Assessment
Frogramume Status quo Do mimimum Intermediate Intermediate
aption aptian
1.5ervice Scope 1.2 1.3 1.4
Opfimige exisling Enhanced Enhanced Enhanced
afrangaments clinical model | clinical modal climical madael
that meets that meeis future | that meeis
future dermand | dermand future demand
+ enhanced + enhanced
access to access to
education and education and
research research
+ gccess to PET | + access o FET
CT serdice CT and ofber
additional
specialist
SRrviceEs
Carry forward | Carry forward _ Carry forward
2.Estates solution A 2.2 2.3 2.4
Address backlog M build Py Baugild Py Basild
mairtenance in cancer centre | cancer cenire Cancer centre
existing estales + Rufurb including Centre | including Cenlre
Cutreach for Leaming and | for Leaming and
facilities Inmovation and Inmovation and
+ M PET CT unit PET CT unit
Eatellite + Mewr build and other
Radictherapy | Qutreach advancad
LInit facilities technologies
+ Mewr Satellite + Mewr build
Rad QOutresch
Uit facilities
+ Mewr Satellite
Radiotherapy
_ Liniit
Carry forward | Carry forward T‘l‘y forward
A.Bervice delivery N 3.2 3.3 3.4
haintain existing All clinical All climical Clinical sarvices
Ill‘ﬂ'llﬂl‘l‘rll'l'ﬂl far Serdices Services delivered
delivering climical deliverad by outsourced o through a
EEMVICES MHE providers | third party strategic
anily providers) parinership with
third party
O EIET| 5
4_Programme 4.2 4.3 4.4
implemientation Shatus quo Phased A, Phased B: IM&T | Single phase
phased IMET and new | and new ways of | implementation
implemeniation wiays of working, Cancer
working, cintre, Oulresch
Cutreach CEntras
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Programmae

1.11

1.11.1

Status quo

Do milmimurm

Intermediate

aptien

Intermediate
aption

Do maximum

cantres,
ﬂl‘ll:‘l' I:.‘.‘I'I|r.
Carry forward

Identifying the Preferred Way Forward

The Programme Board used the outputs to identify the preferrad way forward

for the Programme together with a short list of possible options against which
the preferred way forward will be appraised. The resulting shortlist of options
is provided in table 1-19.

Table T-719° Shortlist of Options

Preferred way

Maore ambilious

Pragramme Status quo Do minimum sorward preferred way forward
Service scope Optimise exisling Imgroved clinical Improvad clinical Impraved dinical modal
arfangements model that reels model thal rieels thad rselts futune
futwre demand future dernand demand
+ gnhanced access | + enhanced aCoess to
1o educalion and educalion and research
resaanch + access o PET CT
+ acoess o PET CT | and odher additional
S@rdice spacialis! Serices
Solution Cancer Existing estates: = Mirw Cancer = Mirs cancer = MiFe Canoer cenire
Canbre invesd in backlog cantre cenire « PETCT
maintenance = Expansion zone « PETCT » Maw Fesearchy
for advanced tech | = Mew research! education facitiss
education facilities | - Management Centre
= [Managament = Advanced
Canlra Tachnology: one
= Expansion Zone prabon beam unit; ane
for advanced fech platform specific
Elereotachc
i rents;
additional MR
SCAnner. ok
Cychotran wnil
Cutreach Maintain cumment Up to four = Lp to four x new Up to four x mew
arrangements rafurbisied Cwirgach cenlres Outreach canlres
Cutreach centres delivering SACT delvering SACT and
delivering SACT and Quipatients Dutpatients services
and Oulpatients S@rdices
Services
Satellite - One & new Satelite | One 2 new Satellite | One x new Satellite
Radig- Radiatheragy Unit Radiotherapy centre | Radiotherapy cenire
therapy
Cutreach
Service delivary Cantinue wilh Continue with Confinue with Confinue with exisling
axisting senice existing serdce existing sarvice service providers
providers providers providers
Implerentation Phased stalus Phatad Phased Phasad
qu IMET and new ways | IMET and new ways | IMAT and new ways of
of warking of warking warking
Culreach Owitrasach Cutreach arangamient
amangements arrangemeant Cancer centra
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Canced cenlre Cancer cenlra
Fuansdineg Fublic funding Mix of public and Mix of public and Mix of public and
private funding [private funding private funding

1.12 Feview of the Shortlist

1.12.1 The TCS Programme Management Board reviewed the shortlist of options by
testing the following:

« ‘Was the oplion likely o deliver the spending objectives and C5Fs of the
project?

Was the option likely to deliver sufficient benefits?

Was the option practical and feasible?

Was the option deliverable within the constraints of the project?

Was the option deliverable without incurring an unacceptable degree of
risk?

& & & @

1.12.2 Following the review the shortlist of options was approved by the TCS
Programme Management Board and subseqguently by the Velindre NHS Trust
Board.

1.13 Conclusion

1.13.1 The TCS Programme Management Board has identified and assessed a long
list of aptions against the TCS Programme spending objectives and CSFs.

1.13.2 The resulting shortlist, as shown incorporates four options: the status quo, the
do minimum, the preferred way forward and a more ambitious preferred way
forward. An overall summary of these is outlined In figure 1-3.

Figure 1-3° Overview of the Final Shortlist of Oplions
Chapter Summary:

# The status quo: This option provides a benchmark for assessing the value
for money of all options. It attempts to optimise existing arrangements as
far as possible in order to improve the organisation’s capability fo meet
current and some future demand for core services, It requires investment
in backlog maintenance for the existing cancer centre through a phased
implementation plan which will be funded through traditional public capital.

+ The do minimum option: This option offers a realistic way forward to
meet future demand for core services through the development of a
purpose built n'WCC, including an expansion zone for future introducing of
additional specialist services. This will be supported by the provision of up
to four Velindre managed Outreach centres to be provided through
refurbishing existing accommodation, in addition to which a new build
Velindre Radiotherapy Satellite centre will be introduced. This option
requires a phased implementation which will be funded through a mix of
private and public agreements.
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+ The preferred way forward: This is the recommended option at this
stage, as it is considered to best meet the spending objectives and Critical
Success Factors of the Programme. It requires the development of a
purpose bullt n\/CC centre with increased research and education facilities
and a management centre. In addition to this it will provide facilities to
deliver a PET CT research service at Velindre. This will be supported by
the provision of up to four Velindre managed new build Outreach centres,
in addition to which a new build Velindre Radiotherapy Satellite centre will
be introduced. The option requires a phased implementation which will be
funded through a mix of private and public agreements.

= The more ambitious option: This option offers the same solution as the
preferred way forward with the added feature of incorporating additional
speclalist services including a proton beam service.
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2 ECONOMIC APPRAISAL

2.1 Introduction

2.1.1  The purpose of this section of the Economic Case is to appraise the economic
costs, benefits and risks for the short listed options and to identify the preferred
option.

2.2 Estimating Costs for the Economic Appraisal

2.2.1  The treatment of costs and benefits within the economic appraisal is in line with
current Welsh Government Better Business Case guidance.

2.2.2 The economic appraisal process utilises a number of key outputs from other
parts of the PBC process, such as workforce planning, capacity planning, and
design, in establishing the capital and revenue (recurring and non-recurring)
implications of each option.

2.2.3 The general approach to the economic appraisal is summarised in figure 2-1.

Figure 2-1: Economic Appraisal Methodology

Additional activity
{ faclimes

Economic appraisal
oy F— *Income
e Net Presentvalue
Al e *Non pay

«Activi dd d sFaciliti
ctivity and deman — Facilities costs

Capacy —
“Facilities —— . - .
sLocation — Capital costing Quantified benefits
~Banafits -Price base
“Hizks «Equipment ‘l,
+Feas alc
«Lifecvele costs
Technical
advisors
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2.3 Capital costs

231 The Trust and its appointed cost advisors, in partnership with NHS Wales
Shared Services (Shared Services), has prepared the capital costs based on
an appraisal of the capital requirements of each option.

2.3.2 These are derived primarily from the Schedules of Accommodation (see
Appendix PBC/EC/E1) with appropriate adjustments to reflect the costs of
delivering the options to the time when new and / or refurbished facilities
become operational.

2.3.3 The capital requirements differ for each of the four shortlisted options and
include:

o Status Quo option:
¢ Investment in existing facilities at VCC to address backlog maintenance;
e Essential capital Projects that are required to maintain core service
delivery at VCC; and
e Replacement of existing equipment at VCC.

¢ Do Minimum option:

e Construction of a new VCC to replace the existing VCC,;

e New VCC designed and sized in line with current service scope1;

e Expansion zones identified through the designof the new VCC to
facilitate the potential future introduction of new services2;

e Construction of a new Velindre Radiotherapy Satellite Centre@ with two
operational linear accelerators; and

e Refurbishment of between two and four Velindre@ Outreach Centre’s3.

' See Table 2-1 for a summary of the service scope for the Do
Minimum option;

2 See Table 2-1 for a summary of the list of services which are
covered by expansion zones; and

3 For costing purposes a four centre option has been costed although
this will be tested and potentially reduced through development of the
Outline Business Cases for these centres.

e Preferred Way Forward:

e Construction of a new VCC to replace the existing VCC,;

e New VCC designed and sized in line with enhanced service scope1;

e Expansion zones identified through the design of the new VCC to
facilitate the potential future introduction of new services2;

e Construction of a new Velindre Radiotherapy Satellite Centre with two
operational linear accelerators; and

e Construction of between two and four four1 new build Velindre@
Outreach Centre’s3.
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! See Table 2-1 for a summary of the service scope for the Do
Minimum option;

? See Table 2-1 for a summary of the list of services which are
coverad by expansion zones, and

* For costing purposes a four centre option has been costed although
this will be tested and potentially reduced through development of the
Outline Business Cases for these centres.

« More Ambitious option:

Construction of a new VCC to replace the VCC,

Mew VCC designed and sized in line with enhanced service scope’;
Construction of a new Velindre Radiotherapy Satellite Centre@ with
two operational linear accelerators; and

Construction of between two and four1 new build Velindre@ Cutreach
Centre's2,

1 See Table x for a summary of the service scope for the Do Minimum
opfion;

For costing purposes a four centre option has been costed although
this will be tested and potentially reduced through development of the
Outline Business Cases for these centres.

234  An overview of the capital requirements of the four options is provided in table

2-1.
Table 2-1; Capital Reguirements for the Shori-Listed Options
p— Do Preferred More
alus quo & MinimLm way forward ambitious
= Backlog mainlenance
« Essential capifal projects ¥
Existing VCC =  Feplacernmant of existing eguipment
= Enabling works i i,. &
= Site demaclition and disposal
s New build vCC v ¥ v
« Research and Development
(enbanced service pravision o -
pravidied within Centre for
Learning)
WEG =« Training and Education (enhanced
sarvice provision provided within ¥ -
Cenire for Leaming)
= PETCT service v ¥
»  Proton Beam service Ll
Valindre = Nevw build Radictherapy Satellite
Radiotherapy Canire + Ed ¥
Satellite Centre
Velindra ¢ Two = four refurbihed csulreach o
Qutreach cenires
Centres »  Two —four new build outreach
and Oulpatient
SErvices
235 The capital cost calculations and assumptions have been developed by the
Trust and its Technical and Professional Advisers, and have been shared and
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agreed with NHS Wales Shared Services. For further details referto the
capital cost forms (see Appendix PBC/EC/E?2).
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» Cost Assumptions

Lifecycle costs are calculated over the full 60 year appraisal period in line
with similar projects.




+ The building lifecycle costs for the Status Quo is based on an assumed
programme of works addressing backlog maintenance and investing in
essentlal capital projects in order to maintain the buildings to a required
standard.

+ Equipment lifecycle costs are based on a replacement programme that is
outlined In Appendix PBC/EC/E4.

2.4

241

242

243

TCS PEC v.1.0
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1
)

prepared by the Trust's technical advisors (provided in Appendix PBC/EC/E2).
For the purposes of the economic appraisal these will be adjusted to:

+ [Include an allowance for optimism bias;
« Exclude VAT, and
= Re-base to a consistent price base

Transitional COSTS

Please Mote: The Trust is currently in dialogue with the Welsh
Government and with its commissioners in relation to transitional cost
requirements and in relation to potential sources of funding. Therefore
the transitional costs within this section will be updated following the
conclusion of these discussions.

The Trust has received an annual capital and revenue allocation from the
Welsh Government to ensure the delivery of the Programme and its
associated Projects.

The transitional capital costs relate to the following:

= Programme Management and Programme workstreams,
s Gl works, and
s Technical and Professional advisors,

The transitional revenue costs relate to the following:

™

Programme Management and Programme workstreams;
Clinical implementation; and

™
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e Dual site running i.e. period immediately following the opening of the
new VCC when the Trust will, for a period of approximately 16 weeks, be
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25 Baseline Recurring Revenue Costs

2.5.1 Baseline costs reflect the current annual costs of delivering the services
affected by the proposed changes. This includes any current costs associated
with delivering services within VCC and within outreach Centres.

2.5.2 The main assumptions used to calculate the baseline are outlined in Figure 2-
5.

2.6 Future Recurring Revenue Costs

2.6.1  Recurring revenue costs reflect expenditure which the Trust will incur on an on-
going basis to provide services and maintain its infrastructure. It is important to
note that the forecast costs reflect the new service model requirements to meet
the forecast level of activity and improve the delivery of cancer services.

2.6.2 Costs will differ for the four shortlisted options in relation to the operational
requirements of each, the main elements of which are described below:
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« Status Quo option: Includes the workforce and operaling costs
associated with delivering forecast activity for currently commissioned core
services;

« Do Minimum option: Includes the workforce and operating costs
associated with delivering forecast activity as well as the costs and benefits
of delivering the proposed clinical service model. In addition, this option
includes the costs and benefits of operating within a new build VCC;

* Preferred Way Forward: In addition to the Do Minimum costs, this option
includes the revenue impact of introducing a PET CT service and
enhanced service cope in relation to Research and Development and
Training and Education, and

* More Ambitious option: In addition to the Preferred Way Forward costs,
this option includes the revenue impact of introducing a Proton service and
of introducing more advanced treatment technologles.

263 The main features related to revenue costs for each of the opfions are
summarised in table 2-7

Table 2-7 Recurring Revenue Cosfs Reguirements
Status quo Do

MAENEMYLIT

Recurring revenue (pay and non-pay| costs associated with delivering

- ¥ ' '
foracast aclivily
Additional costs to deliver capacity shorifall il
Benefits of new clinical model (net of inwestment in additicnal capacity)
=  Reduced admissions o o /

=  Reduced iength of stay
= |mproved wtilisation
Impact of new cancar cankre facilities (costs and benadits) l
Impatt of Canlrni Tor Ltamin; and Innovalion ;_¢|:|$.1$. and baanafils)
Irpact of PET CT (costs)

Impact of advanced lechnologes (Cosls)

A EAEN
LA EN EY EY
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Estimating the Value of Benefits

As outlined within the Strategic Case, the Programme delivers benefits in a
variety of areas, some of which can be quantified and valued financially.

Direct cash releasing benefits are outlined in the recurring revenuecosts
above and include:
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e Financial benefits of the service model including reduced length of stay and
improved utilisation; and

e Other financial benefits resulting from improved adjacencies, reduced
variable pay costs, and additional income from the Centre for Learning and
Innovation.

2.7.3 In addition to this, there are a range of indirect benefits that are quantifiable in
monetary terms including:

e Benefits to patients and staff of reduced travel time;

e Wider macro benefits associated with better survival rates; and

e Wider macro benefits of the employment opportunities related to investment
in the local infrastructure.

2.74 An overview of these benefits is shown in figure 2-7.

Fig pes of Benefits

Banafits that can be quantified in monatary terms

v et

Quantifiable
and noan
quantifialsle
banefits that

Imgecre s e vival rards
» Badchiinaal yearsi
I wemri kg A3T
sl zr thmse sararano ol reliremand spe: cara of
granachidmn for veer long parenis

Asdel itional & erniags. Irripsst o wlrder
T purwmezen ACEHHETY

cannot ba
exprassed in
monetary
tarms

Mty 1 il o il o £ Ol S tal va e af thip IHe yasre pairsd froem
mmpiavad surerasl faf e (04

Inveat ment i infrasdoudure reaufilsg in
ATk gy e st OE P o s EE

[ 3
Patiants .
Wider seciety and economy

2.7.5 The approach and methodology (see Appendix PBC/EC/E5) used to estimate
the monetary value these has been developed in partnership between the
Trust, its Business Case advisor (Capita) and with the Welsh Government
economic division. Expert advice and supporting evidence has also been
provided by Sheffield Hallam University.

2.76  The resulting values of the quantified benefits, expressed in cash terms is
shown in Table 2-9 for each option. = These have been subsequently been
incorporated within the Economic Appraisal over the 60 year appraisal period.
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2.8

2.8.1

2.8.2

2.8.3

2.9

2.9.1
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Please Note: Benefits have only included benefits within the economic case
when the Trust has been able to quantify these benefits and where there has
been supporting evidence and/or data to support this quantification. However,
the Trust has agreed to continue working in partnership with the Welsh
Government economic division to further develop and test the level of benefits
which the Programme will deliver. Within this context it is believed that the level
of quantified benefit across the Programme is understated at this stage and will
be updated within the Full Business Case (FBC).

Assessing the Cost of Risk

As outlined in the Strategic Case a range of programme risks have been
identified some of which can be quantified and a financial value determined.
Other risks are either qualitative or cannot be attributed to specific aspects of the
programme (e.g. optimism bias).

For the purposes of assessing the costs of risk for the programme the following
analysis provides details of:

e Capital risks including:
o Quantified capital risks: which are included in the capital cost
contingencies; and
o Optimism bias: the approach used to calculate this is outlined below.

e Revenue risks: the approach used to quantify these is outlined below.

A summary of the ways in which the various types of risk have been quantified
is outlined below.

Optimism Bias:

The Trust and their cost advisors have calculated an adjustment for optimism
bias. This is a requirement of HM Treasury guidance and is intended to
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redress the demonstrated and systematic tendency for project appraisers to be
optimistic when estimating costs, benefits and timings.

2.9.2 The optimism bias adjustment is in addition to the calculation for project
specific risk and reflects the current level of uncertainty within the programme.
Adjustments for optimism bias will be reduced as more reliable estimates of
relevant costs are built up.

2.9.3 The optimism bias calculation has been prepared in accordance with current
HM Treasury guidance following the steps below:

Step 1 decide which project type to use;

Step 2 start with the upper limit;

Step 3 consider whether the optimism bias factor can be reduced; and
Step 4 apply the optimism bias factor to the NPV calculation.

2.9.4  Given the degree of complexity associated with the construction elements of
the programme, it was agreed that a ‘non-standard’ project type will be used.

2.9.5 Inline with current guidance, the upper bound level for optimism bias for this
type of construction project is 51%. This was therefore used as the starting
point for the optimism bias calculation.

2.9.6  The upper bound level for optimism bias was reduced according to the extent
to which it was assessed the contributory factors have been managed. An
analysis is provided in table 2-10 of the main factors and how they contribute
to the upper bound level before and after mitigation.

210 Quantified Revenue Risk

2.10.1 The quantifiable revenue risks have been assessed in four stages, namely:
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2.10.2

Stage 1 assesses the likelihood of the risk occurring;

Stage 2 identifies the years in which the risk will occur;

Stage 3 assesses the minimum, most likely, and maximum impacts of the
risk; and

Stage 4 assesses the expected differences between each option.

Risks have been quantified using multi point analysis incorporating a range of
possible outcomes for each of the risks identified. The value of each possible
outcome is multiplied by its probability and then aggregated to establish an
expected value for each risk. An example of this is shown in figure 2-8.

TCS PBCv.1.0
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2.11.4 The Preferred Way Forward offers the lowest Net Present Value of the four
options, suggesting that it is the lowest cost option over the 60 year appraisal
period, offering a significantly better benefit cost ratio.

2.11.5 The benefit cost ratio demonstrates the relationship between the cost and
benefits of the programme. The Preferred Way Forward therefore offers the
best value for money over a 60 year period on both a discounted and
undiscounted basis.

212 Sensitivity Analysis and Switching

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

2.12.2 Switching value analysis has been applied to areas of material cash flows to
identify the extent that costs must change in order for the benefit cost ratio to
equal that of the Preferred Way Forward.  The results of the analysis is

resented in table 2-13.
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213 Selection of Preferred Option

2.13.1 The results of the economic appraisal are analysed below:
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2.14 summary of the Preferred Option

2141 The preferred oplion for delivering the TGS programme contains the following
features and delivers a wide range of benefits 1o patients, stafl and other
slakeholders.

Figure 2-10; Summary of the Preferred Option

The Introduction of an improved clinical model which supports the
delivery of high guality and sustainable services that will meet the future
requirements and aspirations for cancer care across South East Wales

Service capacity which is able to respond to anticipated increases in
demand for non-surgical cancer services including additional linear
accelerators at both the new Cancer Centre along with increased
provision of care within outreach settings and in people’s homes

Access to new services which contribute to improved patient outcomes.

TCS PEBC v.1.0
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« Enhancement of existing provision of Research and Development and of
Training and Education capacity through the establishment of a Centre
for Leaming and Innovation,

+ In terms of infrastructure the preferred option provides:

A new purpose-built VCC,
Introduction of PET CT facilittes at VCC (subject to approval of a
separate business case);
Development of a Trust management centre at WVCC;

« A new bulld Velindre Radiotherapy Satellite Centre; and

« Between two and four new build Velindre@ Outreach Centres
providing SACT and Outpatient services.

« A phased approach to implementation of the programme culminating in
the delivery of a new cancer centre by 2022/23

215 Conclusion

2151 Following a robust option appraisal process involving a wide range of
stakeholders, the Trust has identified its preferred option for delivering the
transformation of cancer services across South East Wales.

2152 The preferred option delivers a wide range of benefits which are
complementary with local and national priorities as well as the delivery of a
range of short and long term objectives in improving specialist non-surgical
cancer service delivery across South East Wales.

2153 Subseqguent sections of the PBC will consider the optimal procurement route

for the proposed programme, the financial implications as well as
management of its successful delivery,

Chapter Summary:

= The short-listed options for the TCS Programme have been subjected fo
an economic appraisal over a 60 year appraisal penod.

# The Preferred Way Forward offers the lowest Net Present Value of the four
short listed options.

# The Preferred Way Forward offers the best value for money over a 60 year
period on both a discounted and undiscounted basis.

= The Preferred Way Forward has been identified as the preferred option.

+ The scope of the Prefermed Way Forward includes the introduction of an
improved clinical model which supports the delivery of high quality and
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sustainable services that will meet the future requirements and aspirations
for cancer care across South East Wales.

= |n terms of infrastructure the preferred option provides:

« A new purpose-built VCC;

+ Introduction of PET CT facilities at VCC (subject to approval of a
separate business case),

« Development of a Trust management centre at VCC,

» A new build Velindre Radiotherapy Satellite Centre; and

« Between two and four new build Velindre@@ Outreach Centres providing
SACT and Qutpatient services,
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1 PROCUREMENT STRATEGY
1.1 Introduction

This section of the business case sets out the procurement strategy for the TCS
Programme and assesses the potential procurement routes for the delivery of
the projects associated with the TCS Programme as well as the supporting
workstreams (e.g. equipment).

1.2 Service procurement strategy

The provision of cancer services to meet the need of the local population is the
statutory responsibility of Local Health Boards. In South East Wales, Local
Health Boards discharge this responsibility through the direct provision of a wide
range of cancer services and the commissioning of non-surgical tertiary
oncology services from Velindre NHS Trust.

Whilst the model of care for non-surgical tertiary oncology services will evolve in
accordance with the improvements identified within the TCS Programme, the
existing approach to service procurement will remain unchanged.

1.3 Procurement strategy approach and process

This procurement strategy has been developed in partnership with the Welsh
Government and includes input from the Trust's Technical Advisors, Legal
Advisors and Financial Advisors.

A number of public procurement decisions will need to be taken early in respect
of the Programme procurement arrangements. These decisions will influence
not only the structure of the procurement competition and the content of the
associated tender documentation, but also market perception and the
procurement timetable.

14 Procurement Scope and Routes

This section confirms the scope of the required procurement activities and the
proposed procurement strategy to be employed.

Figure 1-1 summarises the procurement strategy for the TCS Programme
including:

e The proposed procurement route for each TCS project;
e The proposed business case strategy for each TCS project; and
e The proposed funding source for each TCS project.

A key objective of the Trust’'s procurement strategy is to ensure that good
competition is achieved within a given market, that all procurement activities are
open and transparent and to ensure that best value for money for each project
is achieved. The various procurement routes identified are influenced

TCS PBC V1.0
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by the value, market condiions, agreed funding mechanisms and Trust
governance and legislative requirements.

Figure 1-1: Procurement strategy for the TCS Programme

TCS Programme

BJC 1
Current
VCC 3ite
Decom-
mizsloning

QBC 21 FBC
2 n¥WCC
Enabling

OBC 446 /
FEBC 4-6
Outreach
Services

OBC 1/FBC
1 AWCE

Designed for

FAGABD
FRAMEWWDORK
ECH T Mini Comp

Designed for

LLife building
for Wales —

Miini Comp

Lite building
for Wakess -

Mini Comp
Value

1.5 Procurement options and rules
1.51 It is essential that the procurement strategy for the Programme aligned and
consistent with the Trust's Standing Financial Instructions. These set out the
prescriptive requirements relating how the Trust achieves effective, ethical and
legal procurements. There are a number of procurement routes available to the
Trust Officers all of which must ensure that relevant legisiation is adhered to.
152 Table 1-1 describes the available procurement routes.
Table 1-1: Available procurement routes
Procurement Description Application in
Route i Programime
| OJEU stands for the Official Journal of MNew Velindre
the European Union (previously called Cancer Centre
OJEC - the Official Journal of the Some major
OJEU Works European Community). This is the equipment
and General | publication in which all tenders from the purchases
public sector which are valued above a {mainly major
certain financial threshold according to clinical
| EU legislation, must be published. equipment)
| A framework is an agreement with Site Enabling
Frocurement | suppliers to establish terms goveming | Works if available
iy | contracts that may be awarded during Site
the life of the agreement. In other Decommissioning
TCS PBC VIO
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Procurement

Application in

Route

Description

words, it is a general term for
agreements that set out terms and
conditions  for making specific
purchases.

These frameworks are pre competed
and may have a number of potential
suppliers, As a result it can be possible
to procure In excess of OJEU limits
given previous competition has been
completed. Organisations, particularly
in the public sector often open up
frameworks to other organisations who
become beneficiaries.

In the event of multiple providers being
on a framework it is ikely a mini
competition exercise is undertaken to
maintain effective completion (the rules
govemning this will be included in the
framework agreemant)

Programme
Some equipping
where use of a
framework over
QJEU is
advantageous
(market
conditions
considered)

IMT Equipment

Frameworks-
Designed for
Life
Buildings for
Wales

The Designed for Life (Dfl): Building for
Wales framework is the procurement
framework which has been adopted in
Wales for major capital projects with a
forecast capital cost in excess of £4
million excluding VAT. The frameworks
are based on the fundamental
principles of collaborative working,
integrated supply chains and continual
improvement. The frameworks aim to
deliver core objectives on behalf of the
Welsh Government, Including Best
Value for Money and Development of
Best Practice and Sustainability,
amongst others.

The use of the Dfl framework in NHS In

Wales is mandated by Welsh
Government in the Welsh Health
Circular WHC (2006) 049

The framework is managed by NHS
Wales Shared Services Partnership
(NWESP) - Specialised Estates
Sernvices,

As frameworks have a finite lifecycle

| with Dfl 3 ceasing in October 2011 it is

Radiotherapy
Satellite Centre

Outreach
Services

Page C5 of C18




TCS PEBC V1.0
Seplember 2017

Procurement

Application in

Route

Trust
Tenders for
Works

Quotations
for Works

Description

not possible to articulate at this stage
the exact procurement vehicle. Dfl 4 is
currently being procured fo.

For schemes with a capital value of less
than £4 million, excluding VAT, each
Local Health  Boardrust  are
responsible for making their own
arrangements as to procuring the

. WwWorks.

Competitive tenders shall be obtained
and contracts entered into for all
bullding and engineering Works
estimated between £25000 to
£3,497 313 Works Value®,

Tenders will be sought wvia the
"Sell2Wales' portal The number of firms
invited to tender for works commissions
shall be a minimum of 4.

Where It proves problematic to
establish a short list of 4 suitable
tenderers, the Chief Executive's written
approval to proceed with fewer must
be obtained.

' The Trust may invite companies fo

provide competitive quotations for
capital projects with a value of less that
EZ5K.

A minimum of three competitive
guotations shall be obtained in writing
from firms from the relevant approved
list.

The process of determining forms of
contract and project control procedures
shall remain, irrespective of the
procurement process.

Documentation associated with
competitive quotations will be retained
an the relevant scheme file.

Programme

= Likely to be used
for site
decommissioning/
demaolition

s LUnlikely to ba
used with the
TCS Programme
due to scale

It is important to note that, in addition to these procurement routes described
In Table 1-1, all procurements should be managed through the Trust's
procurement system. Delegated budget holders have been identified for each
project and they are responsible for complying with Trust SFls and Trust's
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scheme of delegation which applies prescriptive approval limits of financial
authority to managers within the Trust. Regular training is provided to budget
holders to support them in this regard and in ongoing contract management.

1.6 Works Contracts

The procurement process will culminate in the award of contract to the success
bidder. The works contracts will be in the following forms.

1.7 Designed for Life:

Contracts awarded under DfL will utilise the NEC3 family of contracts. These
contracts offer a complete end-to-end project management solution for the entire
project life-cycle. They are common in today’s construction market place.
Velindre NHS Trust will benefit from the greater cost certainty provided through
this procurement route. In respect of the TCS Programme Dfl will be used to
support the delivery of the Velindre Radiotherapy Satellite Centre and the
Velindre Outreach Centres, when forecast capital costs exceed £4m (exclusive
of VAT).

1.8 MIM procurement of the New Velindre Cancer Centre:

Allied to the Project Agreement there will be a range of contracts that Project Co.
will be required to sign relating to the management of the construction period
and financing arrangements. The NEC3 contract will not apply in this instance.
The Trust legal advisors in consultation with the Trust will be responsible for the
development of these contracts.

1.9 Procurement Delivery:

The remainder of this Commercial Case will describe the TCS Programme
procurement strategy in greater detail, major elements of procurement and the
proposed route in greater detail and in chronological order where possible.

TCS PBC V1.0
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TCS Equipment Procurement Strategy

The TCS Programme has produced an equipment strategy (see Appendix
PBC/CC/C1) which describes how the Programme’s equipment will be
replaced, procured, commissioned, serviced, maintained and replaced. This
also forms an important element of the Project Agreements as it is essential
that organisational responsibilities are made clear.

The Trust has appointed a TCS Programme equipment lead to lead on the
delivery of the equipment strategy. The TCS Programme equipment lead will
also be supported by the Trust equipment advisors (MTS).  In addition, and
due to both the complex and specialist nature of the equipment procurement,
the Trust has also sought specialist advice a range of sources, these include:

e NHS Wales Shared Service Partnership — Specialist Estates Services who
have provided advice on equipment costing methodologies, equipment
maintenance options and on equipment technologies not currently used by
the Trust e.g. PET CT;

e Specialist Radiation advice provided by Velindre NHS Trust relating to site
decommissioning;

e Specialist advice from the Trust’s Technical advisors (including Surveyors
and Health Care Planners) who have supported other similar projects;

e Other leading cancer centres that have decanted major clinical and non-
clinical equipment during site moves; and

e The VCC Advanced Technology Group.
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Clinical Equipment

The Trust supported by its external advisors has been able to quantify its likely
future equipment requirements based on activity modelling.

The Equipment work stream, has identified the future clinical equipment
requirements in both the New Velindre Cancer Centre, Radiotherapy Satellite
and Outreach centres. as set out in the Table 2-1.

September 2017




One area of the Programme which presents a significant risk to successful

deliver of the Programme is the procurement of linear accelerators.T h e s e
machines are high value, have lengthy lead and installation times and require
significant commissioning ahead of patient use.

Clinical Equipment Procurement (Linacs)

To achieve an effective procurement of Linacs the Trust have convened a Linac
Project Group to manage this complex procurement. The procurement route for
the Linac’s based on market conditions will be via an OJEU Tender.

This procurement remains a key enabler for the TCS Programme.

As summarised in Table 2-2 the major equipment purchases required for TCS,
as agreed by the Welsh Government, will not form part of the MIM financing
arrangements and will be funded via the traditional capital route/allocation. This

TCS PBC V1.0
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therefore informs the need for the Trust to specify and manage the procurement.
2.7 Clinical Equipment Procurement (Other)

The Trust supported by NWSSP Procurement Services will procure other major
pieces of clinical equipment via existing frameworks and mini competition
tenders within these frameworks. There may be the need on rare occasions to
utilise a Single Tender Waiver, these can only be authorised by the Director of
Finance and have strict conditionality placed upon them.

2.8 Non Clinical Equipment Procurement (Not Part of MIM model)

The Trust will seek support from NWSSP Procurement in the procurement of
standard and/or low capital items of equipment as they provide equipment
procurement support for all major capital projects in Wales. They also have
access to relevant guidance and supporting formation in relation to equipment
procurement e.g. equipment specifications, and have vast experience in
ensuring that all purchased deliver value for money.

To support this process and following the design of the buildings a detailed
equipment schedule will be developed.

29 Information Management and Technology (IM&T)

The equipment workstream has also considered in detail the IM&T requirements
to support the TCS Programme, its clinicians and staff as they transform
services.

The IM&T Strategy for the New Cancer Centre is aligned with the recently
published 2016, Welsh Government Informed Health and Care “A Digital Health
& Social Care Strategy for Wales” and the corresponding NHS Wales Informatics
Integrated Medium Term Plan 2016 to 2019.

The Welsh Government strategy outlines modern IM&T service for Wales
streamlined and integrated between Health and Social Care and delivered “Once
for Wales.” This ensures that there is uniformity of services in Wales and savings
are achieved by the reduction in cost of duplicate developments and delivery of
new services.

The scope of the aims of the IMT function are to:

e Support the new clinical Service Model which is aligned the with national
design;

o Effectively transition of existing clinical services and data from the existing
site to the new site;

e Support new services to be commissioned at the new sites;

e Fit out of a modern Oncology service in advance of the site being available to
treat patients; and

TCS PBC V1.0
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e Align with the preferred equipment transition phasing strategy.

Similarly to the Clinical Equipment planning approach the IM&T staff
have looked at how best to replace, commission and maintain IM&T
services.

210 Site Decommissioning

Following all services being transitioned from the current Velindre Cancer
Centre to the new Velindre Cancer Centre there will be the need to
decommission the existing VCC site. This will include the demolition and
decontamination of the old site.

The following activities will need to be carried out:

Decontamination of Linacs and associated areas;
Capping of services;

Drainage decontamination; and

Demolition.

It is proposed that a Business Justification Case will be used to make the case
for investment. Due to the value of these works, a Trust tender would be the
most appropriate and efficient procurement method at this time.At this point in
the Programme is not possible to determine the form of contract that will
underpin this procurement as it will be market dependant.

TCS PBC V1.0
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3 PROCURING RADIOTHERAPY AND OUTREACH FACILITIES

The TCS Programme is far wider than just a cancer centre replacement it
involves a new clinical model being delivered which is enabled by a modern
estate and IMT services which are also integrated into Local Health Boards. To
fully achieve this transformed model of care a number of treatment centres will
be procured outside of the VCC procurement.

3.2 Velindre Radiotherapy Satellite Centre

This centre will house two Linacs and will be remote from the Velindre Cancer
Centre. Public funding is via the traditional capital route.

Funding will be sought from the NHS Wales All-Wales Capital Programme. As
the scheme outturn will be in excess of £20 million the procurement strategy will
follow the Designed for Life 3 — Building for Wales’s route whereby the Trust
will engage with a Supply Chain Partner. A target cost will be agreed through
a Designed for Life — Building for Wales Construction Agreement. This  will
then be underpinned by an NEC3 Option 3 form of contract.

The scope of the services would include a specialised contractor and design
team and this will be procured through the Designed for Life — Building for
Wales'’s framework.

3.3 Velindre Outreach Centres

These centres will be located within LHBs and will provide a range of local non-
surgical cancer services. The number of outreach centres is yet to be
determined and therefore no decision has been reached in terms of whether they
will be new build facilities of refurbished accommodation. The method of
procurement for the outreach centres will therefore be determined following the
identification of locations and subsequently the preferred estate solution.

3.4 Risk apportionment

The MIM Project Agreement and User Guide require adoption of a standard risk
allocation on a sector basis, with limited discrete project specific issues being
open to assessment by the Trust.
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Risks relating to site enabling works, Satellite Radiotherapy and Outreach
centres will largely reside with the Trust, however, the contracts used (NEC 3
and Designed for Life) do allow some risks to be transferred to and managed by
the contractor.

Equipping risks will largely reside with the Trust who will be responsible for the
specification, procurement, commissioning, operation and maintenance of all
Group 2, 3 and 4 items. There will however be a key interface with the Project
Agreement in relation to the installation and commissioning of Group 2, 3 and 4
equipment.

3.5 Payment mechanisms (MIM)

For the purposes of the MIM arrangements the Payment Mechanism lies at the
heart of the PA. It gives financial effect to the allocation of risk between the Trust
and Project Co. It determines the payments to be made to Project Co and
establishes the incentives for it to deliver the services required in a manner that
provides value for money.

The Payment Mechanism calculates the amount payable to Project Co each
period based on the agreed Annual Service Payment, less any performance or
availability deductions. The Annual Service Payment for the new Project
relates to performance and availability of assets agreed to be provided within the
PA.

TCS PBC V1.0

September 2017 Page C16 of C18



There are many variables in a Payment Mechanism that need to be considered,

including:

e The level of payment should be linked to the level of service. For a
mechanism based on availability with an overlay of performance deductions,
this means linking payment to both the availability of assets and the quality of
the service;

e The Payment Mechanism should adjust for sub-standard performance, and
deductions should reflect the severity of any failure. Proportionality is key —
minor failure leads to a minor deduction (except in the case of persistent or
widespread failure), while major failures lead to a correspondingly substantial
penalty;

¢ A balance should be struck among the variables in the Payment Mechanism,
such as the initial weighting of deductions for failures, response periods and
ratchets;

¢ The definitions of availability and performance standards (i.e. how demanding
the requirements are) need to be clear, along with response and rectification
periods (i.e. how quickly problems have to be addressed); and

e There may be caps on performance deductions so as not to impact ongoing
viability of the new facility.

All other aspects of the Programme will have payment terms as specified within
the standard NEC3 or Designed for Life contractual arrangements or, in the case
of equipment, through the relevant framework agreement

3.6 Accountancy treatment

The accounting treatment in relation to the Trust balance sheet is outlined in
the Financial Case. Programme components funded through the NHS Wales
All-Wales Capital Programme will be on the organisations balance sheet and be
depreciated over their economic life(s).

3.7 Personnel implications

It is anticipated that TUPE (Transfer of Undertaking and Protection of
Employees) will not apply to the investment outlined in this PBC.

3.8 Conclusion

In developing the commercial case the Trust has clearly set out the proposed
procurement arrangements for the Programme’s projects and key activities.
Whilst a range of contractual mechanisms and funding arrangements will be
used to secure the delivery of these projects the inter-dependencies have been
established and an overall timeline for delivery has been set out.
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3D

4D

5D

6D
A&E
ABUHB
ACR
AHP
AOS
BAU
BIM
BJC
BRP

C Dif.
CAFM
CAP
CAPEX
CHC
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CNS
COS
CPI
CRUK
CSF(s)
CT
CVR
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DRP
EASR
EFPMS
EIB
EMB
EMRTS
EPEC
EQIA
ERP
ESG
ESMO
EU
FBC
FM
FORVOP
GFR
GIFA
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Glossary of Terms

Twenty four hours a day/seven days a week
Three-Dimensional

Four- Dimensional

Five-Dimensional

Six-Dimensional

Accident and Emergency

Aneurin Bevan University Health Board
Authority’s Construction Requirements
Allied Healthcare Professional

Acute Oncology Service

Business as Usual

Building Information Modelling

Business Justification Case

Benefits Realisation Plan V
Clostridium difficile

Computer Aided Facilities g¥fnent
Commercial Approval Poj

Capital Expenditure
Community Health
Cancer Informatig

port Programme

Clinical Out

Consumer

Cance United Kingdom
Criti s Factor(s)

rised Tomography
iation Request

rtmental Cost Allowance Guide
trict General Hospital
d Not Attend

Dispute Resolution Procedures
European Age Standardised Rate
Estate Facilities Performance Management System
European Investment Bank

Executive Management Board
Emergency Retrieval & Transfer Service
European PPP Expertise Centre
Equality Impact Assessment

Electronic Patient Record

Evaluation Steering Group

European Society for Medical Oncology
European Union

Final Business Case

Facilities Management

Forecasted Variation of Price Index
Glomerular Filtration Rate

Gross Internal Floor Area
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GP General Practitioner

HBN Health Building Notes

HNA Holistic Needs Assessment

HTM Health Technical Memoranda

ICT Information Communication Technology

IG and IM&T Information Governance and Information Management&
Technology

IGBT Image Guided Brachytherapy

IGRT Imaged Guided Radiotherapy

IM&T Information Management & Technology

IMRT Intensity Modulated Radiation Therapy

IMTP Integrated Medium Term Plan

IP Inpatient

IPR Intellectual Property Rights

ITPD Invitation to Participate in Dialogue

JCCO Joint Collegiate Council for Oncology

LHB Local Health Board &

Linac Linear Accelerator

LoS Length of Stay v

MDT Multi-disciplinary Team \

MGDD Manual on Governmenf DelNjt and Debt

MIM Mutual Investment Mod

MIPS Median Index of Ppb r Tender Prices

MRI Magnetic Resorg€ IMaging

MRSA Methicillin-regs fiphylococcus aureus

MSP Managing § 'ul Programmes

MSSA Methici ' e Staphylococcus aureus

NEJM New ournal of Medicine

NHS Na Health Service

NICE ioNal Institute for Health and Care Excellence

NPV Present Value

NRAG tidnal Radiotherapy Advisory Group

nVCC w Velindre Cancer Centre
NWIS < , NHS Wales Informatics Service

NWSSP NHS Wales Shared Services Partnership

OBC Outline Business Case

OJEU Official Journal of the European Union

ONS Office of National Statistics

OP Outpatient

OPEX Operational Expenditure

PA Project Agreement

PACS Picture Archiving and Communication System

PAS Patient Admistration System

PBC Programme Business Case

PET-CT Positron emission tomography—computed tomography
PETICA Wales Positron Emission Tomography Imaging Centre
PICC Peripherally Inserted Central Catheter

PIN Prior Information Notice

PMB Programme Management Board

PMO Programme Management Office
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POE Post Occupation Evaluation

PPE Post Programme Evaluation

PPP NPD Public Private Partnership Non Profit-Distributing
PPP Public Private Partnership

PPP Public-Private Partnerships

PRINCE2 Projects in Controlled Environments

PwC Price Waterhouse Coopers

QA Quality Assurance

R&D Research and Development

RCR Royal College Radiologists

RPI Retail Price Index

RSC Radiotherapy Satellite Centre

SACT Systemic Anti-Cancer Therapy

SBRT Stereotactic Body Radiation Therapy

SCIF Significant Clinical Incident Forum

SMART Specific Measurable Achievable Relevant Time-Bound
SO Spending Objective

SOP Strategic Outline Programme

SPECT Single Photon Emission Co u%ﬂography
SPV Special Purpose Vehicle ’T\

SRO Senior Responsible O

SRS Stereotactic Radios

SST Site Specific Tea

SWCN South Wales Cgfic

SWOT Strength Wegleg portunity Threat

TCS Transformi f% cer Services

UHB Universj #Board

UK Unit i»g

VAT Va ded Tax

VCC i ancer Centre

VFM e tor Money

VMAT [Umetric Modulated Arc Therapy

WCISU elsh Cancer Intelligence and Surveillance Unit
WEDS < , Workforce Education and Development Service
WG Welsh Government

WG Welsh Government

WHSSC Welsh Health Specialised Services Committee
WMIM Welsh Mutual Investment Model

WTE Whole Time Equivalent

PSC Public Sector Comparator
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