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We are pleased to present this report which 

concludes Phase 1 of our Transforming 

Clinical Services Programme. Since June 

2017 we have worked with our staff, patients, 

public and a wide range of partners on a 12 

week listening and engagement exercise in 

order to inform the work of the programme 

and the outputs described in this report. 

 

Hywel Dda has a number of challenges which 

give us a huge imperative to transform the 

way support the health and wellbeing of our 

local communities. The needs of people 

across mid and west Wales have changed a 

great deal since 1948 when the NHS was 

established. Back then life expectancy was 

lower and the most common conditions people 

faced were infectious diseases, injuries, heart 

attacks and strokes.  

 

Now more people live into older age and 

although this is great news, it brings with it 

increasing health and social care issues. The 

most significant challenge being the fact that 

more people are living with chronic conditions 

such as diabetes, heart disease, COPD and 

dementia, often in combination. 

 

Advances in surgery and anaesthetics mean 

people no longer need to spend weeks in 

hospital and can return home sooner, however 

despite new developments in technology, we 

have not yet been able to make best use of 

the advantages that they can bring.  

 

We also have challenges with the way in 

which we organise our staff across the NHS. 

Some specialist staff do not have the 

opportunity to see sufficient patients to 

maintain and build their expertise in certain 

areas, and it is not always possible for our 

patients to have a specialist appointment 

when they need one – this needs to change.  

 

 

 

We also have too many staff vacancies, which 

often means we must employ temporary staff 

to keep services running; this is expensive 

and directly impacts on the quality of care for 

patients. In addition, some of our facilities are 

outdated which makes it difficult to provide 

care within a modern environment to meet the 

expectations of the public, visitors and staff. 

 

One of the key issues underpinning all of this 

is the need to control the amount of money we 

spend. If we carry on as we are, we estimate 

that we could spend £200 million on top of our 

existing budget over the next five years. It is 

money we do not have and also means that 

we will be unable to invest in some important 

services that we believe our population would 

benefit from. So there is an urgent need to 

change the way we do things.  

 

We need to reorganise the way that we do 

things. We need to make the best use of our 

resources, make the most of technology, and 

ensure our services are high quality, deliver 

an excellent experience for patients and 

attract highly motivated and skilled people to 

work with us. Doing nothing is not an option.  

 

We recognise that this enormous challenge 

presents us with enormous opportunity – to 

provide “Safe, Sustainable, Accessible and 

Kind” services that will meet the changing 

needs of our local population both now and in 

the future – ‘Transforming Clinical Services’ is 

our vehicle to realise that opportunity. 

 

Dr Phil Kloer 

Medical Director and Director of Clinical 

Strategy 

 

Libby Ryan-Davies 

Transformation Director 

Foreword 
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Hywel Dda is responsible for the provision of 

health care services for approximately 

384,000 people across mid and west Wales. 

This includes the care and treatment people 

receive in hospital, health centres and clinics, 

GP surgeries, dentists, pharmacists, opticians 

and other services, many of which are 

delivered within the community. 

 

We have some significant challenges, 

particularly around four key areas: 

 

1. Our health and wellbeing challenges 

mean that people who live in Hywel Dda 

have poorer outcomes of care compared 

to other areas across the country and the 

rest of the UK, yet with rising demand for 

care and the changing demography of our 

population, this situation will continue and 

possibly worsen over time. 

 

2. Our workforce challenges are at a critical 

level, as we continue to struggle in our 

efforts to recruit and retain the numbers of 

permanent staff that we need to deliver 

our essential health care services. As a 

result many of our services are fragile and 

rely on a temporary workforce to operate. 
 

3. Safety and quality of care is an absolute 

priority, and the standards we meet should 

go above and beyond the basic minimum 

of care. However, we face a much greater 

risk of causing harm to the people who 

use our services if things continue as they 

are, which is in part due to our staffing 

problems, but also due to our ageing 

estate and accommodation. 
 

4. Our financial pressures are of huge 

concern. As a public service we have to 

offer value for money and deliver services 

to budget, yet we are doing neither. 

 

 

 

Last year Hywel Dda was placed in ‘Targeted 

Intervention’ by Welsh Government, this is a 

requirement to undertake concerted action to 

address significant problems within the NHS. 

It is one level below the most serious: Special 

Measures. This reflects the scale of the 

challenges facing us and the need for a 

strategic, sustainable solution for our services. 

 

This report provides a direct response to 

address the challenges we face; it is a 

strategic document that shapes the case for 

change. From the outset though, it should be 

acknowledged that as an organisation we 

have been here before. The challenges we 

face are not new, but have grown into bigger 

and more serious issues over time, so that we 

find ourselves at a critical point where we now 

have no choice but to do something about it. 

 

There can be no half measures. The changes 

we need to make have to be keenly focussed 

and big in aspiration; most importantly we 

have to see it through. To make it a success 

we will need: robust leadership, strong and 

close collaboration with all of our partners – 

including other providers of health and care 

services – and most critically, a genuine and 

enduring commitment to work with all of our 

staff, patients and the public. 

 

The work we have undertaken over the last 

seven months has refreshed our approach to 

what needs to change. We have built on 

existing knowledge but also actively sought 

the opinions and experience of other people 

involved and interested in our services. This 

report summarises our findings from what we 

have termed ‘Phase 1: Discover’ – the first 

part in our programme management approach 

that will direct how we transform care, and 

deliver health and care services that will be fit 

for the future, and for everyone in Hywel Dda.  

Introduction 

Hywel Dda and the challenges we face… 
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Our aim is to deliver a healthcare system of 

the highest quality, with excellent outcomes 

for patients. The vision for our future clinical 

services reflects the following key principles: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

We also remain committed to our mission: 

 

• Prevention and early years intervention is 

the key in our long term mission. 

 

• We will be proactive in our support for our 

local communities. 

  

• If you think you have a health problem, 

rapid diagnosis will be in place so that you 

can get the treatment you need. 

 

• We will be an efficient organisation that 

does not expect you to travel unduly or 

wait unreasonably. 

 

 

 

 

 

 

 

 

The programme governance structure for 

Phase 1 of the programme is presented in 

below: 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

The scope of the programme in Phase 1 

comprising three sub-programme groups: 

Community Care, Planned Care and Urgent 

and Emergency care. Alongside these three 

programme groups, there are two further 

existing programmes of work: Transforming 

Mental Health and Women and Children’s 

Services. 

The TCS Programme will align all of this work 

to facilitate whole system transformation and 

re-design across integrated pathways of care, 

and will widen its scope as it progresses into 

2018 to include a strategic development plan 

for Women and Children’s services. 

 

 

 

Transforming Clinical Services 

Our strategic programme to tackle the challenges we face… 
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Our starting point for the programme is Phase 

1: Discover, which has been focussed on the 

following three areas: 

  

1. Reviewing what the future holds for our 

local population, and looking at current 

services to understand the existing impact 

from the challenges we face. 

 

2. Engaging with the people who live in 

Hywel Dda, our staff and wider partners to 

co-produce and better understand how we 

can improve health and care services. 

 

3. Learning from the experiences of other 

health systems to help shape how we 

develop emerging themes around the 

possible model of care for Hywel Dda. 

 

An outline timeline for Phase 1 is presented 

below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The first task for each of our programme 

groups was to establish a comprehensive, 

baseline understanding of the existing 

situation and how services were currently 

working. These findings are featured in the 

next section of this report. 

 

Our programme management approach to transformation 
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Community Care Group 

 

The scope of the Community Care Group’s 

work includes primary care and community 

services, including local authority and third 

sector care provision. The scale of the remit 

became clear when the group tried to map 

services across the three counties.  

 

It was evident that although there is some 

commonality of provision e.g. Acute Response 

Team (ART), district nursing, etc. considerable 

variance also exists, for example in the 

provision of community hospitals and hospice 

care. There is also variation in the way 

services are organised and the degree to 

which they are integrated with social care. 

 

The work to map the services and collate 

activity data is ongoing, however the latter has 

proved difficult as there is a significant 

dissimilarity in the systems used and in the 

way that services record the work they do. 

 

Challenges in community care 

There are major challenges around: 

• Geography / Rurality 

• Workforce 

• Ageing population 

• Health expectations 

• Variation in care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key facts  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Overview of current services 

Presenting the main findings from our three programme groups… 
 

The number of people over 65 

will rise by 60% between 2015 

and 2035. 

But the number of families and 

friends able to provide care will not 

increase as much as the number of 

people needing care. 

Around 40% of our hospital bed 

days are occupied by people with 

conditions that could be managed 

in the community. 
H 

The population with a limiting 

long term condition (LTC) will 

increase by 10% every 5 years. 

LTC 

People over 65 receiving Local 

Authority community services 

will rise by 70% by 2035. 

 

The number of elderly people 

living alone will increase by 33% 

over the next 20 years. 
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The main areas of concern are:  

 

• Prevention: Hywel Dda does not have a 

comprehensive model for preventing ill 

health and long term conditions.  

 

• Complexity: Community services often 

have developed in response to a specific 

local issue or as more funding has 

become available. This had led to a lack 

of overall strategic planning and as a 

result services are often complex and 

difficult to navigate for patients, carers and 

clinicians.  

 

• Variation: Although there is some 

commonality, there is also variation in the 

services provided across the three 

counties.  

 

• Sustainability: Many of our primary care 

services are unsustainable or at risk of 

becoming unsustainable. Recruitment is 

very challenging and we have large 

numbers of GPs approaching retirement.  

Our GP Out of Hours service is also not 

sustainable in its current form. 

 

• Workforce: It is virtually impossible to 

recruit to some roles within community 

services.  We know we need to look at 

new roles and need to use staff and skills 

differently. 

 

• Managing illness: Our current system is 

based on a medical model where services 

are focussed on a particular illness, rather 

than on the person as a whole. Most 

specialist services and staff are hospital-

based, rather than in the community 

alongside patients living with long term 

conditions.  
 

 

 

 

 

• Weekday services: Many of our 

community services only operate during 

weekdays and those that do run over 

weekends often provide a reduced service 

at those times.  

 

There is undoubtedly a huge amount of great 

work taking place in the community but it is 

often difficult to quantify how effective primary 

and community services are, as patient 

outcomes are not routinely recorded in a way 

that can easily be extracted and analysed. 

 

Effective community care can help prevent the 

need for hospital admission, but where an 

individual has been admitted, it is an indicator 

of how successful, or not, long term conditions 

like asthma, diabetes, epilepsy and dementia 

are being managed in the community setting. 

Currently the data is clearly indicating that 

there is a large opportunity for improvement. 
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Planned Care Group 

 

Planned care is defined as routine services 

with planned appointments or procedures, in 

hospitals, community sites and GP practices. 

It is planned in that it involves any treatment 

that doesn't happen as an emergency and 

usually involves a prearranged appointment. 

Planned care is more commonly described 

within a hospital setting as ‘scheduled’ or 

‘elective’ care. 

 

However, as the scope of the Community 

Care Group covers all services provided 

outside of a hospital setting, the Planned Care 

Group agreed from the outset that their work 

would be focussed on hospital-based services 

within Hywel Dda. 

 

The four main hospital sites see the majority 

of patients as demonstrated by looking at 

outpatient activity as presented below: 

 

Activity by site: Attended 2016/17 

 

Aberaeron Hospital 1,876 

Amman Valley Hospital 1,585 

Bro Preseli Community Care Centre 1,008 

Bronglais General Hospital 36,513 

Cardigan and District Hospital 2,495 

Elizabeth Williams Clinic Llanelli 2,219 

Glangwili General Hospital 105,617 

North Rd Aberystwyth 8,719 

Prince Philip Hospital 74,935 

South Pembrokeshire Hospital 2,404 

Tywyn Hospital 1,236 

Tenby Cottage Hospital 2,254 

Withybush General Hospital 77,868 

Other Sites (low levels of activity) 331 

Total 319,060 

 

 

 

 

 

 

 

The total outpatient attendances for 2016/17 

was 319,060, which is roughly the same as 

previous years, and represents an average of 

over 300,000 outpatient attendances across 

the Hywel Dda each year.  

 

Similarly, theatre activity for day case patients 

and inpatients is carried out at all four main 

hospital sites as presented below, with only 

one other site - Amman Valley Hospital - 

seeing a small number of patients. 

 

Activity by site 2016/17 

 

Amman Valley Hospital (Eye Care Facility) 259 

Bronglais General Hospital 4,602 

Glangwili General Hospital 14,684 

Prince Philip Hospital 7,860 

Withybush General Hospital 11,031 

Total 38,458 

 

The top four speciality areas for outpatient 

activity includes: 

• Trauma and Orthopaedics (54,886) 

• Ophthalmology (48,145) 

• General Medicine (30,507) 

• General Surgery (27,933) 

 

Each of the four main hospital sites provide 

similar service coverage to one another in the 

provision of planned care services; this is 

historically based on the general hospital care 

model from the 20th century, which does pose 

very challenging issues when set against the 

current climate as previously described in this 

report. 
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The main areas of concern are:  

 

• Key performance issues relating to 

planned care with a high level of financial 

pressure, where costs are increasing and 

demand is growing.  

 

• It is now estimated that planned care 

accounts for around 20 percent of the total 

annual expenditure on healthcare; this 

estimate rises to over 30 percent if 

outpatient expenditure is included.  
 

• Too many operations and procedures are 

cancelled, often due to emergencies 

happening elsewhere.  
 

• There are specific issues around not 

having the level of highly skilled 

specialists available to manage increasing 

levels of demand. 
 

• A considerable number of people can 

either not attend, or do not, attend their 

scheduled appointment. This can be seen 

in the table below: 

 

Outpatient appointments that did not take 

place: All specialties 2016/17 

 

Cancelled 47,982 

Could Not Attend  45,363 

Did Not Attend 30,065 

Other reason 1,053 

Total 124,463 

 

 

 

 

 

 

 

 

 

 

 

 

 

Missed appointments and cancellations lead 

to delays in when people are seen. This 

creates a cycle of further delay as more new 

appointments have to made, thereby creating 

longer waiting times for everyone. Waiting lists 

then have to be managed and the problem is 

compounded further as waiting lists grow, 

meaning more people wait longer over time. 

 

This situation is now the main reason for poor 

performance around patient waiting times and 

an indication of widening inefficiencies across 

planned care where the potential waits and 

delays in the process are many, as shown in 

the diagram below: 

 
Potential delays and waits 
 
 
 
 
 
 
 
 
 
 

 

 

 

Key facts  

 

In 2016/17: 

 

• 17.7% of patients had to wait for treatment 

for over 26 weeks after their initial referral; 

 

• Day case surgery rates were 54% against 

a target of 85%; 

 

• Elective procedure cancellations equated 

to 9% for all causes; 

 

 

Potential delays and 
waits in the process 

Total outpatient appointments that 

did not take place equates to 28% 

of all scheduled appointments 

made. 
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Urgent and Emergency Care Group 

 

Urgent and emergency care (UEC) is the 

collective name for all unscheduled care 

services. It comprises elements of primary and 

community care, ambulance attendances, and 

the more traditionally recognised hospital 

Accident and Emergency (A&E) departments, 

Walk-in Centres, Minor Injuries Units and 

Urgent Care Centres.  

 

The distinction between urgent and 

emergency care can be described as follows: 

 

• Urgent care - treatment of an illness or 

injury that does not appear to be life –

threatening, but can't wait until the next 

day. 

 

• Emergency care - providing timely 

treatment of life-threatening/changing 

conditions or injuries. 

 

The original scope of this phase of work was 

to focus solely on the front door of A&E and 

whilst this has been reflected in the emerging 

models, there are connections with the Minor 

Injuries Unit at Prince Philip Hospital, which 

provides a GP-led service, as well as the 

wider unscheduled care provision in primary 

care, the Welsh Ambulance Service NHS 

Trust (WAST), community services and local 

authorities. This will need to be developed 

further as we move into 2018. 

 

Hywel Dda has three A&E departments that 

are open 24 hours a day, 7 days a week. 

These are based at: 

• Bronglais General Hospital 

• Glangwili General Hospital 

• Withybush General Hospital 

 

Additionally, more specialist care is provided 

outside of Hywel Dda in regional centres. 

 

 

 

 

The main areas of concern are:  

 

• We know there is a shortage of A&E 

consultants and middle grade doctors, 

with only five of nineteen posts filled 

across Hywel Dda. 
 

• There has been a widely reported 

shortage of nursing staff. 

 

• All A&E departments rely on a range of 

hospital specialty services, which have 

significant staffing challenges including 

high use of temporary staffing. 
 

• Too many people are seen in A&E and 

admitted to hospital when there are 

alternatives available in the community 

that would be more appropriate in 

delivering the patient care required.  
 

• The Emergency Medical Retrieval and 

Transfer Service (EMRTS), which includes 

the national emergency retrieval services 

for neonates and children only operates 

for 12 hrs per day. 

 

Key facts 

Analysis of operational data between March 

2016 and April 2017 shows the following: 

 

 

 

 

 

 

 

 

 

 

 

 

 

18% of people attending A&E 

had to wait longer than four hours 

to be seen. 
A&E 

H 

29% of attendees at A&E 

are over 65, however they 

occupy 70% of hospital bed 

days. 

It is estimated that 11,000 people 

admitted to hospital through A&E 

could have been seen in a 

community setting, freeing-up 

40% of all available bed days. 

Right Care 

 Right Place 

RIGHT TIME 
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Our listening and engagement exercise ‘The 

Big Conversation’ took place from the 20 June 

2017 to 15 September 2017. It involved 

sharing information widely in electronic and 

hard copy format to approximately 4,000 

stakeholders. During this time we discussed 

the work of the Transforming Clinical Services 

programme in over 80 different meetings, 

drop-in sessions, workshops and other events 

and activities.   

 

Our work with wider stakeholders included 

discussions with the Community Health 

Councils (CHCs), Public Services Boards 

(PSBs), county councillors, scrutiny 

committees, Stakeholder Reference Group 

(SRG), Mid Wales Healthcare Collaborative, 

county equality groups, People First, Deaf 

Club, sheltered accommodation, veterans 

network, youth forums, gypsy traveller 

community and 50+ forums to ensure we had 

a broad spectrum of views to inform our work.  

 

It was important to have all of our feedback  

independently assessed, so we commissioned 

Opinion Research Services (ORS) to analyse 

all of the input throughout the listening and 

engagement process, in order to provide an 

outcomes report. The feedback analysed 

included written submissions, feedback sheets 

from events, meetings and responses to the 

online and offline surveys.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Overarching themes 

 

Quality of care 

This covered a variety of areas, but in 

particular effective communication and 

timeliness, especially in the context of waiting 

for appointments or results. 

 

Where to receive healthcare 

There was widespread support for care in the 

community rather than in hospital.  

 

Resources 

There was significant support for more 

community based services by creating a more 

flexible, multi-skilled workforce through local 

partnership working. Some of the general 

hospital sites (Glangwili in particular) were 

considered not fit for purpose now, let alone 

for the future. 

 

Joined-up services 

There was widespread support for a 

centralised electronic patient record. 

 

Travel and access 

People told us that they would be prepared to 

consider travelling further if it meant they 

would get quicker access to specialist care. 

 

 

 

 

 

 

Listening to what people have to say about our health and care services 

Presenting the main findings from our listening and engagement exercise…. 
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What people said about planned care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

What people said about community care 
 

What people said about urgent and emergency care 
 



13 

 

  
 

 

 

The programme groups took a similar 

approach to developing the ideas about 

emerging future models. They all looked at 

what we know about the coming population 

challenges, what we know about our current 

services, what legislation and best practice 

guidance tells us, alongside what people had 

to tell us in the “Big Conversation”, and 

combined this with the group’s own vision for 

the future and models that are working well in 

other parts of the UK and beyond. 

 

A high level overview of the evidence base for 

change is presented below, which is a 

summary of evidence around initiatives 

targeted at reducing demand and/or cost, 

taken from various sources including: 

• NHS Wales: 1,000 Lives Improvement 

• The  Kings Fund 

• The Health Foundation  

• The Nuffield Trust 

 

These four organisations are leading thinkers 

around healthcare improvement, with the first 

being specific to Wales and the latter three 

covering the whole of the UK. The evidence 

base covers both national and international 

research and the TCS programme as a whole 

has used their excellent publication and 

research sources to assist with developing our 

own understanding of best practice and 

emerging models of care. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Evidence base for change 

 

 

What does good look like? 

Presenting areas of good practice and emerging models of care… 
 

Most positive evidence 

 

• Improved GP access to specialist expertise 

• Ambulance/paramedic triage to the community 

• Condition-specific rehabilitation 

• Clinical support in nursing and care homes 

• Improved end-of-life care in the community 

• Remote monitoring of people with certain conditions 

• Support for self-care 

 

Emerging positive evidence 

 

• Patients experiencing GP continuity of care 

• Multi-disciplinary care for high risk patients 

• Social prescribing  

• Senior assessment in A&E 

• Rapid access clinics for urgent assessment 

Mixed evidence (particularly cost reduction) 

 

• Peer review and audit of GP referrals 

• Shared decision-making to support choice 

• Care model for chronic disease 

• Direct access to diagnostics for GPs 

• Intermediate care: rapid response services 

• Intermediate care: bed-based services 

• Case management and care coordination 

 

Evidence of potential to increase overall costs 

 

• Extending GP opening hours 

• Urgent Care Centres including minor injury units 

• Consultant clinics in the community  

• Support from a GP with a specialist interest  

• Referral management centres 
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Looking at community care 

 

The Community Care Group identified the 

core ‘must dos’ from these as: 

 

• Duty to integrate health and social care. 

 

• Development of primary care clusters and 

the wider primary care workforce. 

 

• Focus on prevention rather than service 

provision. 

 

• Prevent ill health, reduce impact of illness 

or injury and delay the onset of frailty. 

 

The group reviewed a number of documents 

but found “Community services: How they can 

transform care” (The King’s Fund, 2014) to be 

the most useful. Many of the alternative care 

models the group looked at, are based on 

recommendations from this report.  

 

The high level recommendations include the 

following points:  

 

• Reduce complexity of services. 

 

• Services centred around primary care. 

 

• Build multidisciplinary teams for people 

with complex need, including social care, 

mental health and other services. 

 

• Support these teams with specialist 

medical input and redesigned approaches 

to consultant services. 

 

• Create services that offer an alternative to 

a hospital stay. 

 

• Build an infrastructure to support the 

model based on these components. 

 

• Develop the capability to harness the 

power of the wider community.  

 

 

The Community Care Group looked into a 

wide range of community care models from 

elsewhere in the UK and Internationally. The 

group identified a number of elements or 

themes that were common to many of these 

models; they can be summarised as: 

• Population Based Model 

• Focus on prevention 

• Services wrapped around primary care 

• Integration of health and social care 

• Provision of advice and care locally 

• Non-medicalised 

 

The members of the Community Care Group 

developed the following “Vision for the Future 

of Community Care”. 

 

‘We believe that health is co-created 

in communities through family, 

friends and neighbours.’ 

 

The Community Care Group felt the core 

elements of the future model should be: 

 

1. Population based model 

 

2. Integrated health and care services 

 

3. Non-medicalised 24/7 model 

 

4. Use of community resources  

 

5. Services centred around primary care 

 

6. Single point of contact and access 

 

7. Care navigator role 

 

8. Enhanced out of hours services 

 

9. Services provided 24/7 
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Research by the King’s Fund (2014) suggests 

that the reconfiguration of specialist services 

is much stronger than in relation to other 

areas of care, with particular good practice 

examples within stroke care for example, 

which has seen an impact on patient 

outcomes of care. The pertinent parts of the 

report specific to planned care goes on to 

state the following points: 

 

• The available evidence supports the 

separation of planned from emergency 

surgery. 

 

• Patients deemed high risk should only be 

admitted to a facility with the appropriate 

critical care and other support.  

 

• Telemedicine Intensive Care Units can 

improve the quality of critical care. 

 

• Emerging evidence suggests that non-

medical staff can provide safe care for 

minor surgical procedures. 

 

• Separating the planned care surgical 

workload can improve efficiency and avoid 

cancellations. 

 

• No evidence yet exists on the financial 

impact of reconfiguring planned care 

surgical services. 

 

• Patients are often willing to choose a more 

distant provider to receive higher-quality 

care or faster care. 

 

• There is early evidence that shows 

providing access to remote specialist input 

has the potential to improve clinical 

outcomes. 

 

 
 

 

 

The Planned Care Group felt although specific 

examples of models exist within planned care, 

these are more along the lines of service 

improvement, and overall the group felt that 

describing a model of care should be done 

through whole-system thinking, and went on to 

developed a vision for planned care: 

 

‘We want to see people to feel 

empowered to self-manage their 

health and wellbeing and have 

equitable access to safe care 

delivered in the right place, at the 

right time, by the right person.’ 

 

The Group felt the core elements of any future 

model should cover the following principles: 

 

1. Appropriate access and treatment 

 

2. Appropriate care closer to home 

 

3. Separation of planned & emergency care 

 

4. Day cases as the norm 

 

5. Safe care: right place, time, and person 

 

6. Coordinated reablement and recovery 

Looking at planned care 
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Looking at urgent and emergency care 

 

The Urgent and Emergency Care Group 

undertook a review of best practice, guidance 

and new ideas to inform possible new models 

of urgent and emergency care, and found that: 

 

• Senior doctor presence in the A&E 

department is required 7 days per week 

for a minimum of 16 hours per day 

 

• Senior decision makers should be as 

close as possible to the ‘front door’ of 

A&E, combined with rapid access to 

specialist opinion, including mental health 

liaison. 
 

• Some health systems have implemented 

an operations control hub to improve 

integration of urgent and emergency 

services, where several services are 

based together.  
 

• Increased use of care pathways is another 

opportunity to implement better patient 

care.  
 

• The implementation of a summary care 

record is a key factor in linking community, 

primary and hospital-based services.  
 

• Any changes in provision will be 

dependent on new workforce models, 

from occupational therapists 

accompanying ambulance staff on calls to 

physician’s associates and pharmacy 

technicians in A&E. 
 

• The role of a care navigator can 

completely change a patient’s perception 

of how ‘the system’ can help them.  
 

• Access to a wider network of services 

which cannot always be provided locally, 

such as vascular, neurology and spinal 

surgeries.  

 

 

The Urgent and Emergency Care Group 

looked at a number of UEC models and the 

group felt the core elements of the future 

model should be: 

 

1. Reduced A&E attendances by building 

resilient community healthcare services. 

 

2. Providing support and resources for a 

sustainable out of hours service. 
 

3. Ensuring people know about the 

alternatives to A&E including NHS 111. 
 

4. Defined pathways including frailty and 

dementia. 
 

5. Develop better ambulatory care pathway 

and integrate with community care. 

 

6. A whole pathway approach to emergency 

patient flow from ambulance to discharge 

and support including integration with 

social services. 
 

7. Separation of emergency and planned 

care surgery. 
 

8. Implementation of UEC networks and 

formalised agreements for specialist 

services E.g. Vascular surgery. 
 

9. Creation of integrated A&E front door, 

using multi-disciplinary team approach, 

including mental health liaison and social 

services. 
 

10. Potential development of the MIU / AMAU 

model of care, supported by resilient and 

sustainable acute services. 

 

11. Support the expansion of the EMRTS and 

national retrieval services for neonates 

and children to a 24hr equitable service. 
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The programme groups for community care, 

planned care and urgent and emergency care, 

have largely worked independently of each 

other during Phase 1 of the programme. The 

same is true of the transforming mental health 

and the women and children’s project groups. 

 

That said, during Phase 1 there have been a 

series of meetings and discussions between 

the clinical leads of each group at regular 

intervals and key points, including at Sub-

Committee meetings and the recent TCS 

stakeholder conference which took place in 

October 2017. 

 

One of the questions considered in the 

conference group work was:  

 

“How do we create an integrated 

pathway and model across primary 

and secondary care for urgent and 

emergency care?” 

 

The outputs from these discussions are 

summarised in the diagram below: 

 
Conference discussion outputs 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The TCS Conference was particularly 

beneficial in allowing us to explore the 

commonalities in findings and where 

synergies exist between emerging models 

from each group. In particular it was an 

opportunity to consider how these themes 

could come together as a whole system model 

encapsulating: 

• Our communities 

• Patients homes 

• Primary and community services 

• Local Authority services 

• Third sector 

• Hospitals                              

 

The example given around urgent and 

emergency care was one of a number of 

round-table discussions held during the 

conference. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Bringing the work together through a joined-up approach 

Presenting the main findings from our TCS Conference…. 
 

How do we achieve safe and sustainable health care services? 
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We recognise we are still at an early phase of 

development, but the approach we have taken 

has allowed us to take on board feedback 

from a wide range of sources and at this stage 

there are many possibilities available to us 

and different ways in which we could achieve 

our aims and respond to what we have heard. 

 

What is clear is that the emerging model 

should encompass the whole system of health 

and care, which in turn should be underpinned 

by a population health approach that aims to 

meet local care needs and support people to 

take control of their own health (something 

people have told us is important to them). This 

population based model could see health and 

care budgets pooled and devolved locally to 

provide for services for a defined population. 

 

A high-level example of what a whole system 

model of care would likely cover is presented 

in the diagram below: 

 

Figure 8: Whole system model of care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Central to the emerging model is the idea of 

community hubs (which could be virtual or 

physical), where a number of integrated health 

and care services (including the 3rd Sector) 

can be provided in one location. These hubs 

could also be the best settings for planned 

pre-operative and follow-up care, as well as 

providing planned specialist services to people 

living with long term conditions.  

 

Our aim, throughout the Transforming Clinical 

Services programme, is to meet people needs 

in the most appropriate way, with care and 

treatment provided by the right person at the 

right time, in the most appropriate setting. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Moving towards a whole system model of care 
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We anticipate that the Phase 2: Design will 

begin immediately after the Phase 1, which 

should conclude at our Health Board public 

meeting to be held in November 2017. The 

timeline for Phase 2 is presented in the 

timeline below: 

 

Phase 2 – Timeline 

 

 

 

 

 

 

 

 

 

 

Governance  

The Governance of the TCS programme 

during Phase 2 will follow a structured 

programme management approach. We will 

look to establish a ‘Whole System Design 

Steering Group’ to oversee the work in phase 

2, which will lead the development of the 

options to be formally considered in July 2018. 

 

The Whole System Design Steering Group 

membership will comprise representation 

across the whole system to ensure a balanced 

and informed approach is achieved, and 

representatives will be invited from: 

• Primary and community care 

• Planned and Urgent and emergency care 

• Women and children’s services 

• Mental health services 

• Hywel Dda corporate functions  

• Local authorities 

• Community Health Council(s) 

• Public health 

• Staff side 

• Third sector 

 

 

 

During the first stage of phase 2 we will 

develop the TCS design options and 

accompanying technical documentation, which 

will include: consultation documents; 

stakeholder mapping and analysis; technical 

support documents; financial and workforce 

modelling; equality impact assessments and a 

communications and engagement plan. 

 

 

 

 

 

 

 

 

 

 

 

The Whole System Design Steering Group will 

be supported by multi-stakeholder ‘Task and 

Finish’ Groups, and a variety of working 

groups. 

 

During Phase 1, Older Peoples Mental Health 

services, Child and Adolescent Mental Health 

Services (CAMHS) and Learning Disability 

(LD) Services were not within the official 

scope of the Transforming Clinical Services 

programme. Going forward these services will 

be considered within the programme scope by 

the Whole System Design Steering Group. 

 

Additionally, we realise that other areas will 

need to be comprehensively considered 

including critical care services, and the 

regional services that deliver more specialised 

care and support outside of our main 

geography of Hywel Dda. 

 

Next steps - moving to Phase 2 

Presenting the next steps to consider as we move forward… 
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Enablers: making Phase 2 a success 

 

In terms of seeking approval from the Board to 

progress to the next phase, we have outlined 

the key enablers that will help ensure we are 

in the best possible place to successfully 

implement Phase 2 and bring us to a position 

in July 2018 where we will be able to move to 

the Phase 3: Deliver. 

 

Phase 2 of the programme has a challenging 

timeframe and a number of factors will be 

critical to its success. They will need to work in 

tandem to support the rapid pace and scale of 

the timeframe we will be working to as follows:  

 

Resources 

Transforming Clinical Services is a major 

commitment and needs to be prioritised and 

resourced as such.  

 

Partnerships 

Partnership working, in particular with the 

three local authorities, and our regional and 

national partners, will be a major factor as we 

take the emerging models forward.  

 

Clinical leadership 

We need to expand and strengthen our clinical 

leadership and how we engage and support 

clinicians from across the Health Board to 

become active leaders in their areas no matter 

what grade or level of experience. 

 

Technological expertise 

As part of the national work programme, one 

theme that has come through very strongly 

from staff, patients and public and in models 

elsewhere is the effective use of technology.  

 

Politics 

This will be especially important when 

articulating the basis for any changes and the 

impact that this will bring.  

 

 

 

 

Organisational development 

Whether change is perceived as good or bad, 

it can feel very unsettling and even 

threatening for people affected by it, and we 

recognise that we will need to proactively 

support our staff through this process. 

 

Culture 

We will have to take account of how our own 

culture aligns or jars with that of the partners 

we will need to work closely with. These will 

include the three local authorities, Welsh 

Ambulance Service Trust, regional partners 

and 3rd Sector organisations. 

 

Maintaining pace and momentum 

There may be a risk of losing focus and 

momentum and it will be imperative that we 

step up the pace of work as we drive the 

programme forward through Phase 2. That 

said, we must take care that maintaining pace 

and momentum does not mean rushing at the 

expense of our commitment to co-production.  
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Conclusion 
 

In the spirit of the Transforming Clinical 

Services Programme to date, we recognise 

that there are challenges and risks involved in 

the implementation of every aspect of this 

programme of work. This is due to the scale, 

scope and ambition to not only do things 

differently, but to do different things and co-

design a system of significantly better 

healthcare services together with our staff, 

patients, local communities and other 

partners.  

 

However, we also know that there is a huge 

appetite for change - we have heard this from 

our service users, our staff, from carers, from 

families, from politicians. In fact we haven’t 

come across anyone in our far-ranging 

engagement activities to date who believes 

that things should stay the same. We have the 

mandate and the moral imperative to deliver 

vastly improved health care services for 

everyone living in Carmarthenshire, 

Ceredigion and Pembrokeshire.  

 

Based on this we have outlined everything 

that we believe we need to make this next 

phase of the programme a success, which in 

turn will mitigate against potential risks and 

challenges from the very beginning by setting 

out exactly what we require in order to deliver, 

and risks will continue to be monitored on a 

programme register and challenges will 

continue to be identified throughout the 

progress of our work. 

 

 

 

 

 

 

 

 

 

 

 

 

The Health Board is committed to a process of 

continuous engagement with co-production at 

the heart of the TCS programme. We will 

continue to work in partnership with our staff, 

our patients, the public, other providers and 

anyone with an interest in the future of local 

services and the health and wellbeing of our 

communities to ensure we design services 

that are fit for purpose to meet the needs of 

our communities. 

 

We truly believe in and embrace the principles 

of prudent healthcare as fundamental to the 

delivery of a better whole system of health for 

everyone. One which strives to keep people in 

good health for as long as possible, which 

values physical and mental health equally, 

and which provides the care and support 

people need at every stage of their life. 

 

 


